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Introduction

The paper will address self-inju-
ry in its historical and cultural con-
cept. The nature, prevalence and de-
mographics of the behavior will be
discussed, followed by common eti-
ological models of nonsuicidal self-
injury. Special consideration will
be given to nonclinical populations
that self-injure such as adolescents
and young adults.

Next, assessment questions and con-
siderations will be explored. Finally,
treatment options and clinical rec-
ommendations for working with
nonsuicidal self-injury in its various
presentations will be discussed.

Learning Objectives

1) Understand the history and nature
of self-injury, and its differentia-
tion to suicide.

2) Learn the most common etio-
logical models of self-injury, its
prevalence and demographics.

3) Learn the most common treat-
ment models and treatment con-
siderations for clinical practice.

History, Culture and Self-

Injurious Behaviors

Self-injury is not a new phenomenon.
Throughout history humans have inflict-
ed pain, suffering and physical discomfort

upon themselves for aesthetic purposes, as
well as for religious reasons in order to feel
part of some cosmic order (Hewitt, 1997).

Favazza (1996) states that self-injury “is
not alien to the human condition; rather it
is culturally and psychologically embedded
in the profound, elemental experiences of
healing religion and social amity” (p.191).
Favazza argues that the body has been cen-
tral in many religions. The most obvious
examples are that of Christ who, accord-
ing to Christian beliefs, allowed his body
to be altered through crucifixion, and Siva,
the Indian god, who according to Hindu be-
liefs castrated himself.

Another very vivid example is that of
Hamadsha, a healing Muslim brotherhood
group in Morocco. Their rituals include
drinking boiling water and slashing their
heads with razors and knives during ecstat-
ic rites. The blood produced from such rit-
uals gets smeared on patients to drink and
be healed (Crapanzano, 1973).

Blood customs have also been very com-
mon throughout history with various so-
ciocultural meanings. With reference to
North American native mysticism, Favazza
(1996) cites the gazing of the sun ceremo-
ny where incisions were made on people’s
backs and pieces of wood inserted under
the cut muscles. The warriors who could
tolerate the pain until it ended were thought
to have a vision that gave meaning to their
lives. Another example is that of male nose
bleeding that purportedly protects against
illness. The function of such practices such
as penis cutting, foot-binding, and scarifi-
cation has historically been to prevent so-
cial disorder by clearly defining status as
well as proper comportment between the
sexes and between generations. For some
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cultures, self-mutilative and cannibalistic
mortuary practices foster group solidarity
and ensure the passing on of desirable traits
and ritual powers (Favazza, 1996)

The practice of body alteration often in-
dicates spiritual status and “simultane-
ously exposes inner qualities and mysti-
cal truths” (Hewitt, 1997, p.11). Alterations
of the body and pain have also been ritual-
ized to mark important features of different
societies such as passage into adulthood.
Circumcision is a means of introducing in-
fant males to Jewish culture and society.
Morris (1991) writes ,“[A]lmost every cul-
ture includes rites and ordeals of initiation
that work the passage into adulthood; and
pain constitutes one of the most important
features of these varied rites” ( p.180).

Finally, self-injury has been observed in dif-
ferent civilizations in various other forms
such as theatre, art and major manuscripts.
The theme of body alteration has appeared
in major literary works such as the Bible.
“If your hand is your undoing, cut it off; it
is better for you to enter into life maimed
than to keep both hands and go to hell
into unquenchable fire” (Mark 9:43 New
American Standard). Favazza (1996) refers
to Sophocles’ tragedy Oedipus Rex, where
Oedipus blinds himself to show his guilt
and remorse over marrying his mother.

Definition, Methods, and

Demographics of
Nonsuicidal Self-Injury

Definition

Inconsistent terminology and lack of publi-
cations until the 1980’s have made it very



difficult to classify and understand nonsui-
cidal self-injury or to contrast it to suicidal
acts. The impact of this inconsistency and
how it has shaped treatment models has re-
sulted in self-injury often being treated as
a suicide attempt (Shaw, 2002). However,
consensus among researchers, academics
and clinicians allowed nonsuicidal self-
injury to be recognized as a distinct phe-
nomenon (Muehlenkamp, 2005). A wide-
ly-accepted definition is that nonsuicidal
self-injury refers to purposeful, non-life
threatening injuries that are self-inflict-
ed and aim to alleviate emotional distress
but have no suicidal intent (Alderman,
1997, Jacobson, & Gould, 2007; Kokaliari,
& Berzoff, 2008 in press; Muehlenkamp,
2005; Walsh, 2006; Whitlock, Eckenrode
& Silverman, 2006).

Classification and Methods
of Nonsuicidal Self-injurious
Behaviors

Favazza (1996) has offered a widely-ac-
cepted classification of self- injurious be-
haviors. He distinguishes three categories
based on the degree that the tissue has been
damaged, and the rate and pattern of the be-
havior. The first category, major, refers to
rare but severe incidents of self-injury of-
ten known as self mutilation such as eye
enucleation and genital mutilation, directly
related to psychotic disorders. The second
category, stereotypic, refers to acts such as
head banging, self-hitting, and self-biting,
commonly observed in developmental dis-
orders. These behaviors tend to be repeti-
tive and rhythmic. Favazza’s third catego-
ry is superficial/ moderate. It refers to acts
such as skin cutting, burning, scratching,
and trichotillomania. This final category
of self-injurious behaviors is thought to be
the most common form and it the focus of
this paper.

The most common types of self-injurious
behaviors engaged in are: cutting, burn-
ing, scratching, interfering with healing of
wounds, biting, self-hitting, and breaking
one’s bones (Alderman, 1997; Andover,
Pepper, & Gibb, 2007; Muehlenkamp,
2005; Walsh, 2006). Among these behav-
iors, cutting might be the most common way
that people injure their own bodies. Most
often, it is accomplished with the use of ra-
zors, blades, or pieces of glass. Burning is
the second most common type of self-inju-

ry. Methods to inflict a burn vary, including
such things as cigarettes, lighters, or heated
objects (Alderman, 1997). A former female
patient once said “[U]sually I hold a hanger
against the light until it is heated and then
| press it against my arms or legs. There
is no way you can stop me. [ can find so
many ways to do it.”

Cutting may be the most commonly rec-
ognized form of self-injury because of its
intense nature. Most individuals cut them-
selves on arms, wrists, and legs, but oth-
ers cut on the face, neck, breast and geni-
tals (Alderman, 1997; Sutton, 1999; Walsh,
2006). Feldman (1988) commented that
people tend to use their arms since they are
more accessible and because arms can ei-
ther be hidden easily or exposed. However
scratching to the point of bleeding and in-
terfering with healing of wounds may be
even more common but not recognized
as self-injury (Jacobson & Gould, 2007;
Kokaliari, 2005). In addition, most individ-
uals use more than one method to self-in-
jure (Walsh, 2006), which may speak to the
level of psychological distress that they ex-
perience.

Tattooing, extensive piercing and cosmetic
surgery have also been discussed as forms
of passive or indirect ways to self-injure
(Connors, 2000; Farber, 2000). It is unclear
which forms are performed as socially ac-
cepted ways of inflicting pain to the body.
For example, a patient in the process of try-
ing to give up cutting presented in therapy
with a new small tattoo on her ankle. She
reported that the week had been particular-
ly difficult. “I really wanted to feel some
pain, but I did not want more scars, so I
went and had a tattoo. It is really hard not
to self-injure.” Although the relationship is
unclear literature indicates that individuals
who get tattooed could also be classified as
more adventurous and more likely to take
risks (Drews, Allison & Probst, 2000).

Prevalence

Much of the literature discusses self-in-
jury in relation to severe psychiatric con-
ditions (Deiter, Nicholls, & Pearlman,
2000). Faulconer and House (2001) argue
that rates of self-injury for adult psychiat-
ric inpatient units vary from 4.3% to 20%
while rates double among adolescent in-
patient populations (Hurry, 2000). Self-in-
jury has also been described as an institu-
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tional phenomenon that has been observed
in settings like prisons (Favazza, 1992;
Feldman, 1988). It has been argued that
50% of prisoners exhibit self-injurious be-
havior while only 10% pose a suicidal risk
(Holley & Arbdedaflorez, 1988 in Haines,
Williams, Brain & Wilson, 1995). Self-in-
jury has also been highly linked to eating
disorders, and especially to bulimic dis-
orders (Casper, Eckert, Halmi, Goldberg,
& Davis, 1980; Favarro & Santonastaso,
1998) with rates that can be as high as 50%
(Muehlenkamp, 2005).

Self-injury, however, has become a com-
mon problem, having burst onto the cultur-
al scene in very much the same way that
eating disorders emerged three decades
ago (Farber, 2000). These behaviors have
also been on the rise among adolescents
and young adults in the general population
(Conterio & Lader, 1998).

Estimates of self-injury in the general popu-
lation vary between 750-1,600 per 100,000
(Favazza, 1996; Favazza & Conterio 1988).
Strong (1998) argues that approximately
eight million Americans may currently be
self- injuring.

More specifically non suicidal self-inju-
ry has become a common phenomenon
in schools and colleges, with rates identi-
fied between 16%-38% (Alexander, 1999;
Conterio & Lader, 1998; Gratz, Conrad
& Roemer, 2002; Gratz, 2006; Hawton
& Rodham, 2006; Kokaliari, 2005;
Ross & Heath, 2002; Shaw, 2002; Turp,
1999; Walsh, 2006; Whitlock, Powers, &
Eckenrode, 2006). For example, Gratz, et
al. (2002) reported that 38% of the students
in a random sample had self-injured at least
once, while 18% had self injured multiple
times. Whitlock et al. (2006a) reported that
17% of the sample from elite academic in-
stitutions had a history of self-injury.

Age, Gender, Race, and Ethnicity

The onset of non suicidal self-injury is
generally found to be early -adolescence
(age 12-14), (Muehlenkamp & Gutierrez,
2004, 2007; Ross & Heath, 2002) of-
ten reaching its peak in early adulthood
(age 24), predominantly among white sin-
gle or separated women (Kokaliari, 2005;
Muehlenkamp & Gutierrez, 2007; Ross &
Heath, 2003; Skegg, 2005; Shaw, 2002;
Whitlock, et al.2006a). However, some lit-



erature suggests that gender may not be a
factor (Gratz, et al. 2002; Muehlenkamp,
& Gutierrez, 2004; Walsh, 2006; Zoroglou,
Tuzun & Sar, et.al.2003), and other studies
suggest that race has not proven to be a sig-
nificant factor (Kokaliari, 2005; Whitlock
et al. 2006a)

Race and ethnicity have not been wide-
ly addressed in the literature (Jacobson, &
Gould, 2007). Increasing rates of self in-
jury have started emerging in isolated in-
ternational studies, characterized by varia-
tions across different cultural backgrounds.
For example, self-injury seems to be a ma-
jor issue among South Asian women in the
United Kingdom (Ahmed, Mohn, & Bhuda,
2007). In two studies that took place in
Turkey — one among female trauma sur-
vivors (Baral, Kora, Yiiksel, & Sezgin,
1998) and one among high school students
(Zoroglou, et al. 2003) — head banging was
the most common way to self-injure. Baral
et al., hypothesized that this may be a more
socially and culturally acceptable way to
self-injure.

Differentiation of Nonsuicidal

Self-Injury and Suicide

Few publications existed prior to the
1930°s in regards to self-injury. In the lit-
erature between the 1930°s through the
1960°s self-injury is dropped as a topic of
investigation and is submerged within the
suicide literature (Shaw, 2002). This lack
of knowledge led to major misconcep-
tions that often created fear, and prevent-
ed professionals from fully understanding
and exploring self-injury and differentiat-
ing it from suicidal behaviors (Kokaliari, &
Lanzano, 2005). Deiter, et al., (2000) cited
a study by Borgan, Peterson, Golann and
Hardiman (1990) in which 80% of the pa-
tients who were treated as chronic suicidals
at an emergency psychiatric facility actual-
ly seem to have been engaging in nonsui-
cidal self-injury.

Self-injury and suicidal behavior are sep-
arate phenomena though the relationship
between the two is complex and still only
partially understood. Suicide is “the human
act of self-inflicted, self-intentioned cessa-
tion” (Shneidman, 1985, p.4). Suicide is
the ultimate wish to terminate life. In the
suicidal mind, the only way to escape un-
bearable levels of hopelessness and an-

guish is by killing the self, or part of the
self. Shneidman (2004) names these intol-
erable feelings of hopelessness, despair,
and anguish “psychache” (p.7), the experi-
ence of not being able to tolerate one’s own
skin that ultimately leads the person to con-
stricted thinking where suicide is the only
solution.

Intent is a major point of differentiation be-
tween suicide and self-injury. The intent of
the suicidal person is to kill the self, while
the intent of the person who self-injures
is to alleviate distress. As Walsh (2006)
states, one engages in self-injury “not to
terminate consciousness but to modify it”
(p.7). Researchers have recognized that in-
dividuals who reach the point to act on sui-
cidal wishes do not tend at the same time to
also practice nonsuicidal self-injury (Gratz,
2003). Narratives from young adults have
also indicated that they stopped self-injur-
ing when they heard from friends, relatives,
and professionals that it may give them an
infection that could be life threatening,
which speaks to their wish to preserve the
self (Kokaliari, 2005). It seems that popu-
lar media images of suicide by cutting of
the wrists may have exaggerated this con-
nection between self-injury and suicide. In
fact, suicide attempts are most often carried
out by firearms, followed by suffocation,
self-poison, and jumping from high build-
ings. Only 1.4% of suicide attempts occur
by cutting of an artery and not as described
above (Walsh, 2007).

While the intent of self-injury and suicide
are distinctly different (Favazza, 1996)
people who self-injure may also be at in-
creased risk for suicide ideation and/or sui-
cide attempts. Recent research on the over-
lap of self-injurious behaviors and suicide
reveals that 40% of individuals who re-
port nonsuicidal self-injury may also re-
port suicidal ideation. In addition, research
has identified self-injury as a strong predic-
tor of suicidal ideation (Whitlock & Knox,
2007). However, this is not a clear rela-
tionship, as there are other variables that
impact the relationship between self inju-
ry and suicide, such as alcohol, drug abuse,
and depression.

People who self-injure and who have more
negative attitudes towards life, are more
self-punitive, more confused and engage
in other risky behaviors, have less posi-
tive connections to family and do not fear
death are more likely to attempt suicide
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(Muehlenkamp & Gutierrez, 2004, 2007;
Walsh, 2006). For example chronic self-
injury can lead the person to feel defeated
and desperate as life proceeds and self in-
jury continues to be the main coping mech-
anism. Also, self-injury tends to take place
in isolation, often accompanied by shame
that can exaggerate feelings of distress and
depression that can lead to suicidal ideation
(Kokaliari, 2005). Another explanation is
that through self-injury, people habituate to
risk, pain, decreased fear and even ideas of
death (Joiner, 2006).

Etiological Models of

Nonsuicidal Self-Injury

People who self-injure do so to feel bet-
ter and to regulate intense affect (Conterio
& Lader, 1998; Gratz, 2003; Walsh, 2006,
2007). Walsh (2006) summarizes that when
people self-injure, they tend to want re-
lease from feelings of “anger, shame, anx-
iety, tension, or panic, sadness, frustration,
contempt” (p.7). To indicate how self-inju-
ry helps them, patients often report state-
ments such as

When | start feeling overwhelmed I just
can’t bear it. Itis like being trapped in
my head, and it feels as if it will never
end. | cannot think. All I know is that
it will finish only if I cut.

Often the intent of the nonsuicidal self-in-
jury is to stop dissociation. A former client
of mine who was cutting to deal with her
dissociative states said:

Before cutting, | was feeling the inde-
scribable nothing. After cutting, | felt
back to my ““space.”” This is me in my
body. Before, | felt nothing, and I did
not feel that | was in myself. | am there
but not there, and then, when there is
blood, even a tiny bit; this is a part
of me...I can touch it. I am still here.
This is part of my life force.

Apart from major psychiatric disorders
such as schizophrenia, trauma (Connors,
2000; Herman, 1992; van der Kolk, Perry
& Herman, 1991), borderline psycho-
pathology (Brodsky, Cliotre & Dulit,
1995; Linehan, 1993), and major attach-
ment disruptions (Dubo, Zanarini, Lewis
& Williams, 1997; Farber, 2000; van der
Kolk et al., 1991) have been cited as under-



lying reasons for self-injurious behaviors.
However, not all people who self-injure fit
the diagnosis of borderline personality dis-
order (Sutton, 1999; Turp, 1999), nor do
they necessarily have a major trauma histo-
ry (Kokaliari, 2005; Walsh, 2006; Whitlock,
et al., 2006a). Similarly to borderline per-
sonality disorder and trauma, the relation-
ship between self-injury and attachment
disruptions should not be assumed to be di-
rect (Gratz, 2003). So far, there is no con-
sensus about why people employ self-inju-
ry as a coping mechanism (Muehlenkamp,
2005)

Personality Disorders and
Non suicidal Self-injury

Personality disorders, especially border-
line personality disorder, have been associ-
ated with non suicidal self-injury (Brodsky
et al., 1995; Linehan, 1993; Zanarini,
Frankenburg, Hennen, et al. 2005). Self-
injury is identified as one of the diagnos-
tic criteria for borderline personality dis-
order: “(5) recurrent suicidal behavior,
gestures or threats, or self-mutilating be-
havior” (DSM-1V, 1995, p.654). Many in-
dividuals with borderline personality dis-
orders (69- 80%) are characterized by
self-destructive behaviors (Gurdernson,
2001; Linehan, 1995). A large percentage
of individuals with borderline personali-
ty disorder (70%-85%) have a history of at
least one incident of self-injurious behav-
ior (Bohus & Schmahl, 2007). Most indi-
viduals with borderline personality disor-
der who self-injure experience relief from
dysphoria, feelings of emptiness, and rage.
Affect dysregulation is a predominant char-
acteristic of borderline disorders, and self-
injurious behaviors are utilized as external
and effective emotion-regulation mecha-
nisms (Linehan, 1993, 1995).

However, increasing evidence in the liter-
ature indicates that not all individuals who
have been diagnosed with borderline per-
sonality disorder self-injure, and not all in-
dividuals who self-injure should be assumed
to have a personality disorder (Herpertz,
1995; Klonsky, Oltmanns & Turkheimer,
2003).In support of this perspective, Sutton
(1999) argued that, apart from the diagno-
sis of post-traumatic stress disorder, other
diagnoses such as borderline personality
are unhelpful in understanding and treating
non suicidal self-injury. Turp (1999) noted

a new sub-clinical population that self-in-
jures and disputes that they fit the descrip-
tion of the borderline disordered client.

Trauma and Nonsuicidal
Self-Injury

Various traumatic experiences have been
associated with self-injury (Burstow, 1992;
Herman, 1992; Miller, 1994; van der Kolk,
1996; Walsh, 2006). Most studies have
linked self-injury to childhood trauma
(Low, Jones, MacLeod, Power, & Duggan,
2000; Romans, Martins, Anderson,
Herbison, & Mullen, 1995; Strong, 1998;
van der Kolk et al., 1991), with early child-
hood trauma (of physical and sexual abuse)
the main risk factor identified with self-in-
jury (Gratz, 2003).

Favazza and Conterio (1988) reported that
45% of their study’s participants who self-
injured had experienced childhood physical
abuse and 29% had experienced childhood
sexual abuse. Van der Kolk et al. (1991) re-
ported that 79% of their subjects who self-
injured experienced significant childhood
trauma. Incest survivors, in particular, have
been reported to employ self-injury exten-
sively with rates that vary from 17% to
58% (Turell & Armsworth, 2000).

Trauma survivors often experience discon-
nection from the body, the self, and from
social life. They present with a sense of
disrupted boundaries, poor tolerance for
stimuli, an inability to express or process
feelings and sensations, and dissociation
(Connors, 1996; Farber, 2000; Herman,
1992). In addition, trauma survivors often
tend to re-enact the trauma in several dif-
ferent ways, including engaging in abu-
sive relationships and substance abuse and/
or addictions (Allen, 2001; Miller, 1994).
Self-injury may function to reenact and
control the pain of the original trauma, to
master what was lost while traumatized,
or to deal with overwhelming stimuli re-
lated to the trauma (Connors, 1996, 2000;
Farber, 2000; van der Kolk et al., 1991;
Walsh, 2006). In addition, many trauma
survivors use self-injury as a way of recov-
ering from dissociative episodes (Connors,
1996, 2000; Pattison & Kahan, 1983; van
der Kolk et al., 1991). There are various de-
grees of dissociation related to self-injury.
Some survivors describe dissociating from
the pain of the original trauma and having a
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sense of control over the self-injury. Some
experience that a dissociated part of the
self engages in the act of self-injury, while
others believe that they inflict the injury,
rather than the dissociated part of the self
(Connors, 1996). Herman (1992) has stat-
ed, “self-injury is perhaps the most spec-
tacular of the pathological soothing mecha-
nisms” that trauma survivors might employ

(p. 109).

Referring to incest survivors, Turell and
Armsworth (2000) contend, “although many
self-mutilators have incest histories, not all
incest survivors self-mutilate” (p.238).

Although there is a high correlation be-
tween self-injury and trauma, not all peo-
ple who have trauma histories self-in-
jure (Kokaliari, 2005; Walsh, 2006). A
direct relationship of cause and effect be-
tween abuse and self-injury cannot be as-
sumed, as it might simply serve “to elicit
symptoms in an individual already at risk”
(Winchel & Stanley, 1991, p. 324). It seems
that sexual and physical abuse may not nec-
essarily be the main cause of non suicidal
self-injury, as there may be other adverse
factors that are implicated in its develop-
ment. Contemporary writers, such as Potter
(2003), have argued that simply looking
for childhood traumatic events in therapy
to understand the cause of self-injury is in-
sufficient. Instead, she argued, “rather than
looking for meanings that go back to child-
hood experiences, clinicians might explore
ways that the culture produces such expres-
sions” (p.8).

Attachment Disruptions and
Nonsuicidal Self-Injury

Attachment theory has also provided a
way to understand how intense experienc-
es such as trauma, neglect, and attachment
disruptions may endanger fragile individu-
als and lead to the use of behaviors such as
self-injury. Authors have linked less secure
patterns of attachment to psychopathology
(Beebe, Lachman & Jaffe, 1997; Beeghly
& Cicchetti, 1994; Heinzer, 1995; Wekerie
& Wolfe, 1998). For example, Fonagy
(2001) found that disorganized attachment
is linked to childhood aggression, dissocia-
tion, and violence.

An emerging body of literature has sug-
gested that there is a relationship between



physical or emotional abandonment and
self-harming behaviors (Chu, 1992; Dubo,
et al., 1997, Farber, 2000; van der Kolk et
al., 1991). Dubo et al. (1997) identified that
sexual abuse and neglect by the carctak-
er as critical factors in the development of
self-harm. Other studies have focused on
difficulties of emotion regulation as related
to early attachment disruptions and neglect,
which contribute to the development of
self-harming behaviors (Crittendon, 1992;
Kogan & Carter, 1996). Children who have
had attachment disruptions or have experi-
enced neglect may develop over-sensitivity
to stimuli and deal poorly with anxiety (van
der Kolk, 1996). Attachment disruptions
may create problems in a person’s capacity
to regulate affect, as well as problems with
social and cognitive skills (Fonagy, 2001).

Early attachments influence the ability
of a child to develop and care for the self
emotionally, and to feel that he/she de-
serves good care (Farber, 2000). According
to Farber, if a child grows up feeling un-
worthy he/she may start neglecting his/
herself and become attached to self-harm.
Conversely, secure attachment becomes the
fundamental basis for affect regulation and
self-care (Farber). Attachment styles have
become fundamental in understanding in-
terpersonal adaptation, as well as in under-
standing how people cope with distressing
feelings of anger and the regulation of af-
fect (Fonagy, 2001).

There is not a clear relationship between
self-injury and neglect; however Gratz
(2003) has argued that both factors could
be related to some third variable, such as
genetic predisposition or impulsivity. For
example, impulsive parents might be more
prone to emotional neglect of their children,
and impulsive children may be more prone
to self-injury. The relationship between at-
tachment styles and self-harm warrants
further investigation. Some authors have
already identified a shift in the profile of
the person who self-injures and argue that
more psychologically vigorous individuals
may self-injure (Shaw, 2002; Strong, 1998;
Turp, 1999).

Neurophysiology and
Nonsuicidal Self- Injury

Given a natural predisposition towards self-

preservation, self-injury presents a chal-
lenge to biology (Harper, 2006). Biological
explanations for self-injury are not clear
as to the mechanism behind the behavior.
Bridging biology and psychology, animal
experimentation indicates that while self-
protection of animals is automatic, for high-
er mammals it is contingent upon a positive
caretaking environment (Harper)

Research on neurophysiology has offered
some very interesting insights about self-
injury. Decreased levels of serotonin in hu-
mans have been related to impulsivity and
aggression, suggesting that serotonin lev-
els might be affected in the central ner-
vous system (van der Kolk, 1994). There
is also a strong possibility that self-inju-
ry gets repeated as it affects the endoge-
nous opiate system (Harper, 2006; van der
Kolk, 1989). Endogenous opiates that re-
duce pain and panic have been observed to
be at higher levels after prolonged expo-
sure to stress (van der Kolk, 1989). Many
people who self-injure experience little or
no pain and instead often report feelings of
euphoria. Thus, the behavior becomes ad-
dictive and is repeated in order to re-ex-
perience the resulting feeling of euphoria.
(Alderman, 1997; Connors, 1996; Winchel
& Stanley 1991).

Beyond Traditional
Etiological Models

Gratz (2003) has argued that none of the
factors above provide an adequate ex-
planation for self-injury, and points out
the need for more complex etiological
models:

None of the risk factors for self-harm
examined thus far has been specific
to self-harm. More complex models of
the development of self-harm are like-
ly needed to understand more fully the
etiology of this behavior, as well as to
determine whether there are experi-
ences (or combinations of experienc-
es) that increase the risk for self-harm
specifically, as opposed to psychopa-
thology in general. (p. 201)

Some authors have argued that in studying
self-injurious behaviors, we are confronted
with a new and different population. Turp
(1999) has referred to this new population

as “sub-clinical,” suggesting that these in-
dividuals maintain productive lives in their
communities. Suyemoto and MacDonald
(1995) agree and claim that many women
self-injure to temporarily alleviate stress
and difficulties. Fennig, Carlson & Fennig
(1995) have reported the same findings in
their study of an outbreak of self-injury at a
high school. They have stated that, in con-
trast to previous literature, individuals who
self-injured did not show any overt psy-
chopathology, were fully integrated in their
peer circle, and excelled academically.

Conterio and Lader (1998) have recognized
a different group of people who self-injure:
people who remain hidden in society and
rarely come to the attention of medical or
mental health professionals. Their symp-
toms are different, less lethal, and self-inju-
ry does not take over their lives. It is these
individuals that “make up the bulk of the
silent ‘epidemic’ of self injury” (Conterio
& Lader, p. 19).

In 2002, Shaw interviewed more psycho-
logically healthy women who had a histo-
ry of non suicidal self-injury, and reported
being inspired by the resilience that these
women demonstrated. Kokaliari & Berzoff
(2008 in press) interviewed a non clinical
sample of college women who did not meet
the criteria for borderline diagnosis, did not
have trauma histories and self-reported be-
ing securely attached, but nevertheless had
a history of non suicidal self-injury. There
was considerable consensus among inter-
viewees that nonsuicidal self-injury is also
a social phenomenon of modern western
societies. These societies focus on produc-
tivity, accumulation of power, and capital
at the expense of the individual experience.
Self —injury can be seen as an internalized
punishment system or a quick fix that min-
imizes psychological distress and helps the
body reorganize and rapidly regain its ca-
pacity to produce. Likewise, Walsh (2006)
notes:

It can be stated that the new popula-
tion of self-injurers appears to be of
diverse age, less psychologically chal-
lenged and less functionally impaired
in the areas of social relationships and
school and/or work. Also important is
that many of these self-injuring per-
sons may have experienced far less in
the way of trauma. (p.34)



This new non clinical population, who ex-
perienced lower- or no overt psychopa-
thology, is distinct and requires further ex-
amination. Also, this distinct population
compels clinicians to be mindful in their
treatment approaches and interpretations of
self-injurious behaviors. Given the broad
spectrum of individuals found to engage
in self-injury (including healthier popula-
tions) a complete assessment of the mean-
ing behind and experience of self-injury for
the individual client provides significant in-
formation.

Conterio and Lader (1998) comment that
mankind’s natural and instinctive aversion
to physical pain is powerful, and the innate
human instinct towards preservation makes
self-injury “seems inexplicable and even
terrifying” (p.209). Nonsuicidal self-injury
is a complex treatment issue that requires
consistency, patience, commitment and
deep understanding of its paradoxical na-
ture. Treatment can be very challenging not
only due to the disturbing nature of the be-
havior but also because at times it “may not
be possible to protect the individual from
danger” (Deiter, et al., 2000, p.1174).

The reality is that people rarely come to
therapy to address nonsuicidal self injury.
Adolescents and young adults in particular
tend to come to therapy for other reasons
such as academics, family and peer rela-
tionships, identity issues, trauma history,
rape, depression, bipolar disorder, or anxi-
ety. There is significant stigma and shame
around this behavior, which can make peo-
ple feel that they do not deserve treatment.
In addition, there have been many re-
ports of people being mistreated by men-
tal health and medical professionals, at
times receiving stitches without local an-
esthesia, being hospitalized without their
consent, or being asked to leave school or
work (Kokaliari & Lanzano, 2005; Shaw,
2002; Walsh, 2007). Moreover, nonsuicid-
al self-injury works so effectively for peo-
ple as an addictive coping mechanism that
it is hard to relinquish. Patients will gener-
ally address nonsuicidal self-injury when
it has escalated or when the soothing ef-
fect ceases, such as when he/she needs to
cut more to achieve the same effect.

Assessment of Nonsuicidal
Self-injury

While it is standard practice to ask about
suicide in an initial assessment, specif-
ic questions about cutting, burning or oth-
er forms of self-injury are often neglected.
Since people do not tend to bring the be-
havior to treatment, it needs to be part of
the standardized assessment. By standard-
izing such inquiries, the clinician automat-
ically communicates familiarity with the
topic that will help the patient accept and
further explore self-injury.

Self-injury triggers anxiety and intense re-
sponses among clinicians, either because of
its nature, or for its resemblance to suicide.
Thus, to begin, it is wise to differentiate be-
tween self-injury and suicide.

What was the person trying to do by self-
injuring?

The major issue as discussed earlier that
differentiates self-injury and suicide is in-
tent. Was the person seeking relief or want-
ing to end her/his life? Although the two
were presented differently, they can also
coexist sometimes with less articulate cli-
ents or confused adolescents. Also, repet-
itive self-injury can be misunderstood as
suicide attempts and lead to unnecessary
hospitalizations (Walsh, 2006). If the per-
son exhibits both self-injury and suicidal-
ity, the clinician should also perform a de-
tailed assessment of both behaviors.

The method used, tools, rituals, and
timeline

How does the person self-injure? Do they
use one method or more to self-injure?
Does it help them? The more methods a
person is using, the more distressed he/
she is. In non-clinical samples, individu-
als mostly report one method of self-injury.
In contrast, patients with psychiatric disor-
ders, such as dissociative and personality
disorders, report multiple methods (Farber,
2000; Jacobson & Gould, 2007; Walsh
2006). Despite how people self-injure, cli-
nicians should be alert when patients report
that self injury no longer provides affect
regulation. This may be an indicator that
the person’s psychological distress is esca-
lating (Walsh, 2006). Also, the more they
habituate to fear and risk, a major crisis
precipitates a suicidal act (Joiner, 2006).

Patients use a wide range of tools to injure
the body, including razors, knives, pins,
heated hangers, metals, pieces of glass, and
broken sharp items. In addition to methods
used, rituals around when self-injury oc-
curs are also important clinical informa-
tion. Patients may even have a cutting kit
that they keep in a drawer. They use it to
cut, sterilize it, and store it again. Patients
can feel very connected to their tools; for
some of them the tools have been “faith-
ful” friends for a very long time. It is both
respectful and wise to inquire about cutting
tools’ importance to the patient. More im-
pulsive patients may use anything available
to them. Use of rusty and unclean cutting
implements is alarming in terms of safety
and escalation of the self injury symptom.
The more impulsive a person’s behavior,
the more he/she is at risk to cut deeper and/
or to use infected tools. A patient told me,
“I use a razor. Sometimes I clean it, and
sometimes not. If I do not have one, I will
use anything available.”

Farber (2000) argues that it is crucial to
know whether individuals are impulsive,
compulsive, both or neither when they self-
injure. Impulsive individuals tend to expe-
rience an irresistible urge to cut, while com-
pulsive individuals feel that if they do not
injure, something bad is bound to happen.
Questions that should be asked include; do
they use sterile instruments or do they share
with others. The condition of the instru-
ments should also be explored; were they
rusty, sharp and how deep the cuts were.

Sometimes patients do not use tools at all.
In such cases, they bite or punch them-
selves, throw themselves against the wall,
or scratch the skin to the point of bleeding.
Walsh (2006) indicates that these patients
tend to function on a more primitive lev-
el and have less ability to organize and per-
form an act of cutting.

Patients may have specific times that they
self-injure, such as every evening before
going to bed or every two hours while they
study for finals. A recent study pointed out
those individuals may also self-injure as a
response to participating in internet chat
rooms (Whitlock, et al., 2006b) another
area that clinicians should consider when
assessing self-injury.

Another issue to be investigated is the lev-
el of consciousness associated with self-



injury. The person injures in a state of hy-
perarousal, dissociation, derealiation, or
depersonalization or they may experi-
ence total amnesia of the self-harming act
(Farber, 2000). If patients do not recall the
incidence of self-injury this is alarming as
they may injure more severely than they in-
tended.

As the assessment evolves, the clinician
should inquire about the history of the self-
injurious behavior. How long has the per-
son been cutting? How did it start? What
were the original triggers; and, do they con-
tinue to function as triggers? As elaborat-
ed earlier patients may self-injure for a va-
riety of reasons that significantly vary for
each individual. At other times, patients do
not recall how it started or why. Due to its
addictive nature, the symptom may eventu-
ally take on a life of its own. Patients may
report that they self-injure because it just
feels good.

The severity of the act and length of
episode

The clinician can obtain information from
the client based on observations and a pos-
sible medical examination. Superficial
scratches are less severe than cuts. Cuts
that need stitches are more severe than oth-
ers; burns with heated pins are possibly less
severe than burns with cigarettes or heated
hangers. Injury that takes place on a daily
basis is more severe than injury that hap-
pens once a month (Farber, 2000).

When the injuries are on visible areas
such as the arm or lower legs, the clinician
should discretely ask to view them. Very
often there is a gap between verbal descrip-
tions and reality. People are often embar-
rassed and therefore minimize the acts in
their descriptions. Others have very super-
ficial cuts but might describe them as very
painful, deep, and extensive. Others carve
designs or names on their bodies that often
carry important meanings related to their
histories or their core beliefs. Every cut
and every scar has a story and contains im-
portant assessment information. The level
of physical damage can also indicate that
the person is more in need of structured in-
tensive psychiatric care.

In combination with severity of tissue dam-
age, it is essential to assess the length of
episode (Walsh, 2006, 2007). Most peo-
ple feel better after inflicting some cuts or

burns, but if the person needs to perform
self-injury for a lengthy period of time the
clinician should be concerned that the be-
havior may be escalating or is not working.
Another piece of information embedded in
this question is that a patient who consis-
tently inflicts a few injuries in some para-
doxical way may be protecting and caring
for themselves.

It is important for the clinician to be re-
spectful when asking to see the wounds and
not to ask in every session. The clinician
should be very clear about the inquiry and
its purpose. Self-injury can trigger curiosity
and anxiety in the clinician’s responses that
are often palpable to the patient. Such reac-
tions can be experienced as intrusive, or as
an interrogation and may have the opposite
results. Therapists should be mindful in the
communication inherent in self-injury, and
work with clients to replace self-injury with
verbal avenues of communication.

Significance of body part chosen to self-
injure

The significance of the area chosen is note-
worthy to the assessment of self-injury as
well as to the understanding of its mean-
ing. Injury to specific parts of the body may
be indications of other conditions. For ex-
ample, self-injury on the face might indi-
cate that the person has lost interest in so-
cietal responses and might be dealing with
psychotic experiences. Self-injury on the
genital area and the breasts might indicate

earlier experiences of sexual abuse (Walsh,
2003, 2006).

Where did they perform the act?

Most people choose to self-injure in private
such as in their rooms, while some choose
public places such as parks, restrooms,
and classrooms (Kokaliari, 2005). Others
might do it in the presence and with the en-
couragement of peers, which can elevate
the risk as the patient may have been shar-
ing instruments. If this is the case, the cli-
nician should also inquire if they have al-
lowed another person to cut them or burn
them. This can have several meanings, for
example it could be reenactment of abuse,
and an indication of passivity.

Other issues to raise are if there was alco-
hol and substance abuse involved. A for-
mer patient reported,” I learned how to
cut from my boyfriend. He used to cut, do
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drugs, anything you can imagine. One day
he asked me to cut him. It did not take long
until we were cutting each other.”

Similarly, people may easily use the
Internet to locate others with similar self-
injury practices. More than 500 self-inju-
ry message boards have been identified and
the number continues to grow. In addition
to message boards, people have access to
vivid images and videos through web pag-
es such as youtube.com (Whitlock, et al.,
2006; Whitlock, Lader, & Conterio, 2006).

Other self-destructive behaviors

Additional indicators of lethality that the
clinician should assess are other accom-
panying self-destructive behaviors, such
as reckless driving, promiscuity, alcohol
or substance abuse, and exposing oneself
to risk. Walsh (2006) noted that it is very
common for self-destructiveness to spread
to several aspects of one’s life; and people
can get poly-destructive. When trying to
stop self-injuring or when their self injury
is disclosed, many patients may switch to
other forms of self-destructive acts such as
eating disorders which should be alerting
to therapists (Kokaliari, 2005). Working
with high achieving college students, I
have often come across patients who even
in therapy have high expectation for them-
selves and their self-harm behaviors. One
patient commented on a similar idea: “ I
would never take pills to kill myself. If |
did it 1 would make sure | jumped off the
highest building. I would not want to do a
lousy job.” On the other end of the spec-
trum, when they decide to stop self-injur-
ing, they seem to do it instantly, compelled
by a sense of perfectionism.

Strengths

While assessing for self-injury, we unavoid-
ably carry out a discussion with the latent
message of how the patient fails to care for
the self. It is important to keep a balance,
and to identify the client’s strengths and
abilities. One piece of this exploration is to
inquire about strategies that have prevent-
ed them from self-injuring in the past. The
therapist should ask the patient about pre-
vious times that the patient was able to re-
sist self-injuring even for a short period of
time. Such questions can also provide in-
formation to the clinician as to how dis-
tressed the patient is and if he/she is ready
to stop self-injuring.



Therapeutic Relationship

A positive therapeutic relationship is a ma-
jor predictor for positive treatment outcome,
and therefore, establishing a positive initial
therapeutic alliance is critical. The thera-
peutic setting and relationship can function
as transitional factors that offer the patient
the experience of not being abandoned or
alone in the struggle with self-destructive
behaviors and can function as a holding en-
vironment (Winnicott, 1971). Clear bound-
aries and consistency allow people to feel
safer and more contained, and facilitate the
examination of the context in which the pa-
tient’s symptoms emerge and get perpetuat-
ed (Feldman, 1988).

People are very likely to experience shame,
fear, concern, and uncertainty when coming
to therapy. Patients often look to the thera-
pist for indicators of comfort and openness
to hearing about self-injurious behaviors
(Farber, 2000). Patients can be reassured
by a therapist’s ability to communicate un-
derstanding of self-injury and its ego —syn-
tonic role in a particular context.

As discussed earlier, it is likely that people
who self-injure might have had attachment
disruptions caused by a range of experienc-
es such as sexual and/or physical abuse, pa-
rental emotional unavailability and lack of
opportunities for relatedness. Thus, attach-
ment and the relational dynamics in therapy
are of great importance not only in estab-
lishing a trustworthy relationship but in the
recovery process. As Farber (2000) argues,
patients are likely to resist and get caught
up in: destructive repetition reenactments
of early experience and negative therapeu-
tic reactions, regressing in response to ther-
apeutic progress, especially when they con-
sciously regard therapist as a good-object.
All these factors threaten to destroy the
treatment and impede or destroy the attach-
ment to the therapist (p.383).

The therapist must be prepared to address
such reenactments as this might help the
client to see how this behavior might also
manifest in relationships outside therapy
(Farber, 2000). The clinician needs to be
attentive to issues that might trigger feel-
ings of separation, neglect, or loss, as these
are common interpersonal stressors that
can function as precipitant factors to an ep-
isode of self-injury (Allen, 2001; Gratz,

2003; Walsh, 2001, 2006).

Clinical Recommendations

Reflection-affect regulation

Secure attachment in therapy “is a platform
for reflection, reflection is a platform for
self-regulation” (Allen, 2001, p.313). As
previously discussed, people who self-in-
jure most often have difficulty regulating
affect. They often have difficulty describ-
ing what they feel before an incident of self-
injury and they seldom name their feelings.
The capacity to identify and verbalize the
emotion is missing, and the act of self-in-
jury comes and fills this gap. The goal for
the patient in therapy is to start reflecting
and sitting with feelings. Otherwise, he/
she may easier engage in self-destructive
acts. Thus, security in therapy is healing, as
it will allow the client to identify emotions,
experience them, and be informed by them.
This active acknowledgement of affective
experiences can empower patients and di-
rect them towards the care of the self as op-
posed to self-injury (Allen ).

Self-injury is a coping mechanism

A core issue that needs special attention in
therapy with people who self-injure is that
despite its destructive nature, self-injury is
an effective coping mechanism. Therefore,
a clinician’s effort to cease a patient’s self-
injury needs to be carefully considered.
Premature attempts may arouse anxiety
and negative affective experiences, dis-
rupting the therapeutic relationship. Any
attempts to remove self-injury should be
accompanied by encouraging strong social
support and by replacing primitive defens-
es with other more mature defense mecha-
nisms (Vaillant, 1992). Patients should be
encouraged to explore alternative ways to
manage and reduce distress such as breath-
ing exercises.

Impulse Log

In addition to exploring the core issues
behind self-injury, it is recommended that
patients keep an impulse log. These logs
are a means for patients to report on the
frequency of acts, physical damage in-
curred, method of self-injury, tools used,
location, triggers, consciousness of acts
and other information that may be perti-
nent to the individual patient’s experience.
Adolescent patients have been found to
have the most difficulty being consistent
with academic logs (Walsh, 2006), thus
they should be encouraged to make it as
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personal as possible and be creative.

Do not use suicidal language

Patients often report that they have felt of-
fended, minimized, and devalued when a
therapist uses suicidal language referring
to their self-injurious behaviors. Such lan-
guage includes “suicide gesture’ “para-
suicide” or even “suicide attempt”. Walsh
(2006) comments on the use of such lan-
guage and argues that for example, “suicide
gesture” implies that the act is insignificant,
while parasuicide means something similar
to suicide. All such interpretations may dis-
courage the patient from engaging in treat-
ment. On a similar note, gestures that simu-
late self-injurious behaviors such as cutting
on the wrists are also experienced as offen-
sive by patients.

Transference and Countertransference

Self -injury can trigger intense transference
and counter transference. Starting from the
very act itself, open wounds, blood, scars,
disfigured skin, new scars on top of old
scars and the idea of injuring one’s own
body can be very difficult to comprehend.

Transference is often intense and appears
to reflect a repetition of the client’s inter-
nal world. Given the relationship between
trauma and borderline pathology in pa-
tients who self-injure, splitting can occur in
therapy; the therapist may be idealized or
totally devalued. The therapist may be put
in a position of being “responsible” for the
perpetuation of the symptom. Furthermore
patients who have experienced physical or
sexual trauma may use self-injury to ac-
complish the reenactment. Therapy may
also become a space to reenact trauma.
Thus the therapist and client may each par-
ticipate in the roles of victim, victimizer, or
the bystander (Basham, & Miehls, 2004)

Due to its addictive components, self-in-
jury can also elicit a powerful dependency
upon the therapist that is usually destruc-
tive in nature. Attachment issues can also
be evoked on the transference level. For
example, dismissive clients will dismiss
the therapist outside of their experience
while the therapist will be left feeling sim-
ilar to what the patient once experienced
as a child — angry, unappreciated, and in-
competent (Slade, 1999). Preoccupied cli-
ents will be difficult to collaborate with
and might make the therapist feel again
as they may have felt as a child — angry,



overwhelmed, unsupported and puzzled
(Slade).

Failing to process such intense transference
reactions risks that the patient will succeed
in driving the clinician away. Such an out-
come creates a self-fulfilling prophecy: re-
jection and abandonment giving further un-
conscious justification to self-injury — the
most consistent faithful relationship in the
patient’s world.

Similarly, nonsuicidal self-injury can pro-
voke intense countertransference reactions
within the therapist that vary from unpro-
ductive to dangerous ones (Feldman, 1988).
Clinicians ought to be aware that patients
who use their bodies as a vehicle of com-
munication are also attuned to nonverbal
communications such as body language. As
Farber (2000) argues, these patients have
“very sensitive radar systems for detecting
and exploiting clinician’s hidden and not so
hidden vulnerabilities and for bringing out
the worst features” (p.433).

When asked in trainings about reactions to
self-injury, clinicians often report feelings
of sadness and worry as countertransfer-
ence feelings. They often express a desire
to reach out and “rescue” the patient. More
dangerous and unconscious in the counter-
transference is clinicians’ fear of the symp-
tom, hesitation to explore it, or devaluation
of the symptom and assignment of blame to
the patient for self-injury (Feldman, 1988).
Some clinicians may experience it as a nar-
cissistic injury, while others may feel an-
gry and disgusted by the behavior (Walsh,
2006). Some see self-injury as a manipula-
tive behavior that the patient is employing
to extend the therapeutic session or receive
more attention from the therapist. Such
countertransference feelings can be more
complex and difficult to bring to aware-
ness as they may make the clinician feel
guilty and uncomfortable. As a response,
therapists may act out by hospitalizing pa-
tients in anticipation of an act of self-inju-
ry. Another common mistake is based in
the therapist’s feelings of anger. This can
move to a sadistic rejection and rush to an
inconsiderate interpretation of such feel-
ings (Slade, 1999).

Another common pitfall is that such in-
tense countertransference can create preoc-
cupation with the therapist’s internal expe-
rience, which may lead to the abandonment

of the client. Therapists must be attuned to
their countertransference in such extreme
moments and use it effectively so that they
can function as a container of the client’s
projections (Farber, 2000).

Plakun (1994) discusses principles in the
psychotherapy with self-destructive pa-
tients and states that often therapists with-
draw emotionally from the patient as it
requires extensive energy to deal with on-
going self-destructive crises. He describes
self-destructive behavior as including
both suicidality and self-injury and pro-
poses seven principles to consider in prac-
tice. The first is to incorporate discussion
of self-destructive behaviors from the on-
set of treatment as it indicates commitment
from both members to the therapeutic pro-
cess. Next, he strongly encourages thera-
pists to metabolize their countertransfer-
ence and even avoid contact with clients
when it is not processed. His third and forth
points include the importance of a mean-
ingful therapy relationship and the avoid-
ance of punitive interpretations. In his fifth
principle, he encourages incidents of self-
destructive behavior be considered aggres-
sive attacks on the therapeutic relationship
and possible interruptions to treatment, for
example with a hospitalization. Sixth, once
self-harm has been discussed and concep-
tualized as the patient’s possible wish to
terminate or interrupt therapy, the preserva-
tion of the therapy stays possible but the pa-
tient is held responsible by assigning own-
ership of treatment to the patient. After an
incident of self-injury instead of the ther-
apist resigning due to unresolved counter-
transference reactions, he encourages them
to explore the patient’s experience of the
therapy. Both therapist and client join in an
exploration as to why it happened. Lastly
he proposes reparation as a process that re-
establishes collaboration between therapist
and patient and not as an apology.

Therapeutic Goals

Connor (2000) argues that the focus of the
treatment should never exclusively be on
self-injury. Self-injury is an indicator that
the person is struggling with a lot of other
issues that needs further investigation.

A very important and common issue that

emerges in therapy is the difficulty in ver-

balizing emotions, as people who self-in-

jure function on a preverbal level (Farber,
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2000; Zila & Kiselica, 2001). Therefore, in
treatment the individual learns to express
affect, and reduces the pattern where they
move from being overwhelmed to self-in-
jury without been able to identify any in
between feelings and expressions or being
able to self-soothe (Deiter, et al., 2000).

The approach needs to be flexible and the
therapist should meet the patient where he/
she is at while also continuing to assess the
self-injury. The first goal should be to en-
courage the patient to communicate about
self-injury in the context of the patient’s
life (Connors, 2000). This gives space to
the individual to address self-injury, see its
relevance to her/his life and then proceed
to the second goal to enhance quality life in
relation to self-injury. In this phase the in-
dividual is helped to reduce shame and iso-
lation and seek medical attention as need-
ed . Later, the person is able to move to the
third goal to help the patient reduce self-
injury as a coping mechanism and replace
it with other less self-destructive behavior
(Connors, 2000).

Treatment should aim to integrate ‘good’
and ‘bad’ parts of the internal world of the
person and should function to create se-
cure attachments in treatment and other re-
lationships” (Allen, 2001). One of the ways
to establish this bridge is to see attachment
as a skill. The client who will form a secure
attachment in therapy will feel more com-
fortable to explore the internal world and
to secure other attachments outside thera-
py (Allen).

Adolescents and Self-injury

In most cases, the onset of repetitive, in-
tentional, self-injurious behaviors tends
to start in adolescence or early adulthood.
Thus, special attention needs to be paid to
the idiosyncratic characteristics of this age
group. The focus of the treatment must stay
or return again and again to readdress self-
destructiveness. While other issues of con-
cern may present in therapy, the clinician
must be alert as to how and where else self-
destructiveness might manifest (e.g., for-
getting repeatedly to take important exams,
or eating issues). Clinicians should remem-
ber that with adolescents and young adults
there is a part of them that is accusing, pu-
nitive and motivated to be self-destructive
(Noshpitz, 1994). Another detrimental con-
cern with adolescents is their fear of suc-



cess. The person often wants to feel better
but often also is convinced that they should
fail or do not deserve to get better. The de-
sire to get better unconsciously then be-
comes a barrier. This is very important and
should be part of the work with adolescents
(Noshpitz, 1994).

Trauma and Nonsuicidal
Self-injury in Therapy

As mentioned earlier, many people who
self-injure have experienced trauma. Thus,
long term psychotherapy can then be-
come trauma-resolution therapy (Walsh,
2001). The recurrence of self-injury can be
seen as repetition compulsion. Walsh sees
three facets in this repetition compulsion.
Initially the patient becomes preoccupied
and repeats self-injury to express the orig-
inal trauma, usually sexual abuse. Next,
self-injury becomes a way of conveying the
need to blame and punish the self for their
belief that their body is responsible for the
abuse. Lastly, self-injury is a way to com-
municate and find solution to the distress
coming from the trauma (Walsh 2001).

With such patients, recovery is about re-
latedness and empowerment of the survi-
vor. Recovery, therefore, can take place
only within the context of relationships.
Herman sees the healing relationship as the
first step to recovery, to the empowerment
of the survivor, and to the establishment
of safety. The core task of the next phase
is remembrance and mourning. Following
mourning, the third stage is reconnection
with ordinary life. Herman discusses self-
injury as one maladaptive coping mecha-
nism that permits the child to survive and
regulate the overwhelming experience of
the trauma. As trauma work progresses and
the survivor increases his/her tolerance for
conflict, maladaptive coping mechanisms
reduce (Herman, 1992). However the sec-
ond phase, remembrance, should not al-
ways be assumed as necessary. Often cli-
nicians are tempted to listen to the trauma
in detail in order to help the client ‘get rid
of it” and feel better. Retrieval of the trau-
ma is not always advisable, especially with
patients who are unable to tolerate affect,
as they may actually deteriorate and em-
ploy self-destructive behaviors in this pro-
cess (Allen, 2001, p.292). Allen argues that
the therapeutic work should focus on facil-
itating clients’ ability to nurture the self as

well as relationships; processing of trau-
matic memories should be utilized only as
it augments these abilities (Allen, 2001).
Patients should be encouraged to reflect on
their trauma rather than going over exten-
sive, detailed narratives.

Trauma survivors use self-injury as a de-
fense mechanism to cope with their trauma.
The therapist should recognize the adaptive
elements of the symptom and explore to-
gether with the client how it was devel-
oped, what it symbolizes and the possible
challenges it presents to coping with a trau-
matic history.

Individual Psychodynamic
Psychotherapy

Individual psychodynamic psychotherapy
has been neglected in the literature in fa-
vor of cognitive based treatments that have
quicker results and have the benefit of exten-
sive empirical support. However, psycho-
dynamic therapy has a lot to offer in terms
of understanding the dynamics (meanings
and roots) of non suicidal self-injury cen-
tral to its treatment (Gardner & Cowdry,
1985; Levy, Yeomans, & Diamond, 2007).

Psychodynamic psychotherapy can illu-
minate how conflicted individuals can use
self-injury either on the neurotic, charac-
tereological or psychotic level to achieve
equilibrium. This method seeks to under-
stand and help integrate representations of
the self and other, and it aims to help the
patient employ mature defenses to estab-
lish a coherent identity. All such factors
lead to improvement in the overall func-
tioning of the person, including the area of
affect regulation.

Long term psychodynamic therapy, com-
bined with cognitive and behavioral ex-
ercises that alter distorted beliefs and of-
fer replacement skills, is a powerful way to
help patients who self injure.

Cognitive-behavioral treatment

Cognitive treatment has been very effec-
tive with patients who engage in self-in-
flicted behaviors as it illuminates the rela-
tionship between distorted cognitions and
self-harming acts (Zila & Kiselica, 2001).
Intense affective experiences can distort
cognitions, which initiates a vicious cycle.
The main assumption that underlies cog-
nitive behavioral treatment is that emo-
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tional disturbances are caused by negative
thoughts and that changing negative, unre-
alistic thoughts will reduce or prevent emo-
tional disturbance (Sutton, 1999).

Initially, the treatment seeks to identi-
fy emotions, behaviors, and experiences
along with thoughts and core beliefs iden-
tified with self-injurious behaviors (Walsh,
2006). Next, the treatment aims to reduce
these cognitions and then tries to change
the behavioral or environmental rein-
forcements of the self-injurious behavior.
Patients are encouraged gradually to learn
to self-observe functions of self-injury and
monitor their own thinking. At the same
time, through general questions, clients are
encouraged to recognize positive person-
al attributes. This can be the beginning of
providing space for self-esteem to grow, as
some have never taken the time to identi-
fy positive attributes in themselves. Many
challenges may arise when patients expe-
rience intense feelings that in the past have
led to self injury. Thus, learning to recog-
nize affect is important and at times a diffi-
cult process. Clients should be encouraged
to recognize feelings and allow themselves
to experience them and gradually try to
regulate them through non self-destructive
means.

Another critical component of cognitive
therapy is how patients think about self-
injury in terms of communication and re-
lationships. In therapy, patients learn that
communication can occur just with words
and not necessarily with actions. This is a
very difficult part to change, as this might
make relationships less intense and may be
stable. Patients might be ambivalent, since
this excitement in relationships is addictive
(Walsh & Rosen, 1988). Alderman (1997)
has written a very comprehensive list of
emotions and possible responses to man-
age affect (e.g. afraid-boxing). She en-
courages people to use the list to help name
feelings. In addition, Alderman encourag-
es people to keep a journal that pairs emo-
tions with actions that they have identified
from the past that help when they are over-
whelmed and before they consider self-in-
jury (Alderman)

Cognitive behavioral treatments have been
characterized as very useful and especial-
ly empowering for women. This is because
cognitive —behavioral treatments address
the difficulties these women have to address



their feelings when they choose to adopt a
false self (Zila & Kiselica, 2001). One of
the main disadvantages that has been iden-
tified is that cognitive behavioral treatment
does not tend to resolve core issues of self-
injury, which might reoccur if the issue gets
reactivated (Alderman, 1997).

Dialectical Behavioral Treatment

Dialectical behavioral treatment (DBT)
was introduced in 1991 by Dr. M. Linehan.
Dialectical behavioral treatment was de-
veloped to treat people with borderline per-
sonality disorders with a major priority on
reducing self-injurious and life threatening
behaviors. DBT is a problem — oriented ap-
proach that is complimented with support-
ive techniques such as the development of
empathy and acceptance. For the most part,
it contains traditional cognitive and behav-
ior therapy components but also has some
distinctive characteristics (Linehan, 1993).
DBT has incorporated feminist theory and
Buddhist philosophy and has become an
empowering therapeutic model particular-
ly for women.

The dialectic perspective has three char-
acteristics. The first is interrelatedness and
wholeness. This perspective is congru-
ent with feminist thinking. This argument
came to support the fact that mostly women
get diagnosed with borderline personality
disorders, often based on their relatedness.
This principle is oppositional to the basic
western value that recognizes mostly indi-
vidualistic values. The second is the princi-
ple of polarity, that supports that reality is
not static but in constant movement and is
comprised of opposing forces (‘thesis’ and
‘antitheses’), and that from the integration
of these a new set of opposing forces can
evolve. This dialectical perspective aims to
create the necessary conditions for change;
for example, it explores dysfunction as
containing function and sees construction
within destruction. Finally, the principle of
continuous change, which follows whole-
ness achieved through the previous princi-
ples, leads to synthesis. The last principle
indicates how synthesis is a composition
of opposing forces that implies ongoing
change and progress (Linehan, 1993).

In DBT therapy, the therapist recognizes
suicide and self-injury as problem solving
functions. These behaviors are always ad-
dressed in therapy while an important as-
pect of every intervention is to help patients

replace destructive problem solving tech-
niques with more adaptive ones (Linchan,
1995). DBT actively teaches emotion reg-
ulation and tolerance, interpersonal effec-
tiveness, core mindfulness and self-man-
agement skills (Linehan, 1993; Robins, &
Chapman, 2004). DBT encourages patients
to develop strong attachments to their ther-
apists, and call their therapists any time,
though the later is true only if they have
managed to resist self-injury. Telephone
consultations are an important part of DBT,
especially with patients who self-harm, as
they might need more support than one
psychotherapeutic session per week. In
DBT, active intervention is taken to pre-
vent suicide but not to avert self-injury,
unless potential medical harm is involved
(Muehlenkamp, 2006).

Skills-training is also an important part
of DBT. This takes place twice per week
in open groups, and part of the individual
therapy is to integrate those skills into ev-
eryday life situations. Supportive process
group therapy is also offered after complet-
ing skills training (Linehan, 1993).

DBT, like other therapies, is applied in dif-
ferent sequences in different settings and
has proven effective for adults as well as
adolescents (Rathus & Miller, 2002). DBT
is the primary cognitive therapy that ad-
dresses cessation of self-injurious behavior
with empirical evidence of its effectiveness
(Bohus, Haaf, Stiglmayr, Pohl, Béhme, &
Linehan, 2000; Muehlenkamp, 2006).

Group Treatment

Group treatment should be carefully ap-
proached as nonsuicidal self-injury can be
a contagious phenomenon (Walsh, 2006).
In addition, adolescents may self-injure
in the context of a group and have expe-
rienced group dynamics as reinforcing of
the behavior:

The daughter disclosed that she and
her friends were cutting their arms as
part of a game they called ‘chicken’.
The rules of the game required that the
cuts be superficial and not draw too
much blood or else they would be dis-
qualified. The winner was the player
who continued the longest and did not
‘chicken out’. (Lena & Bijoor, 1990,
p.131)

Perspectives on group treatment vary wide-
ly. For some, group treatment has been
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considered ineffective along with physical
restraint, hypnosis, chemotherapy, relax-
ation therapy, electroconvulsive therapy,
and family therapy (Favazza & Conterio,
1988). Walsh (2006) argues that groups
should be avoided for discussion of self-
injury. He suggests that patients should be
in individual treatment and use group treat-
ment to learn replacement skills. In con-
trast Farber (2000) argues that in the same
way that a group can have a negative im-
pact on people, it can also be healing as it
makes symptoms less shameful and mys-
terious. Group work may allow people to
even appreciate self injury’s adaptive parts
and support clients to adopt different cop-
ing mechanisms. Group cohesion can pro-
mote active problem solving techniques.

Kokaliari & Lanzano, (2005) argue that
groups run collaboratively by a consumer
and a therapist may be a valuable tool in
the treatment of self-injury. This structure
may help leaders plan and facilitate a group
more effectively, since it creates a partner-
ship where patients are valued as equal
members of the group. There have been ex-
amples of groups run for 8-10 weeks that
were meeting for one and a half hours per
week. The groups were designed to address
topics identified in the previous week’s dis-
cussion. Patients agreed to discuss and re-
flect on emotions, functions of self-injury,
shame with self injury and ways to care
for themselves. Establishing trust was com-
plicated, but once members started trusting
each other, they started utilizing the support
the group provided and were able to devel-
op and adopt different skills. Once mem-
bers learn new skills they are encouraged to
practice them outside the group. (Kokaliari
& Lanzano).

One of the most well known group thera-
peutic interventions is the S.A.F.E. alter-
native programs. The major emphasis in
the S.A.F.E. program is to place responsi-
bility on the individual, focusing attention
on non-self-destructive behaviors, avoid-
ing descriptions of methods of self-injury,
and using careful language. People form
a non-harm contract upon admission, but
they are not restricted. The contract is very
important as it keeps contagion and com-
petition to a minimum. People stay in the
program for two-four weeks (Conterio &
Lader, 1998).

Individuals who get admitted to the pro-
gram are screened for strong motivation to



change and find alternative healthier mech-
anisms. The staff is available to help round
the clock. Staff members teach about self-
injury, ways to manage moods, other cop-
ing mechanisms and relaxation strategies.
The establishment of a safe environment
where continuation of relationships is con-
gruent to lack of injury is the dominant cul-
ture of S.A.F.E. Patients are encouraged
to keep an impulse control log where they
write about when impulses to cut occurred,
what triggered them and how they respond-
ed to them. They also encourage the per-
son to have five alternatives to self-injury
in place. Patients are encouraged to utilize
these alternatives when they try to resist
urges. Also they are encouraged to write as-
signments that help organize their thoughts
and feelings in a safe and constructive way.
Gradually, these assignments become more
challenging and more analytic. Later, pa-
tients are encouraged to experience feel-
ings, learn how to listen and communicate
feelings and also challenge deeply held as-
sumptions and thinking patterns. The last
component of the program is to help par-
ticipants to plan a life with no self-injury.
Self-injury has lost its power and is no lon-
ger the center of attention. People are in-
vited to say good-bye to self-injury, make a

list of goals that they can accomplish in the
near future, and identify trusted others who
will be available to help them (Conterio, &
Lader, 1998)

Biological Treatment

Pharmacological treatment for self-in-
jury has been met with varying results.
Research supports the effectiveness of se-
rotonin reuptake inhibitors (SSRIs) such as
Prozac or Zoloft in treating acts of cutting as
they reduce serotonin in the brain (Harper,
2006; Markovitz, Calabrese, Schulz, &
Meltzer, 1991). This therapy has been use-
ful in reducing impulsivity and compulsiv-
ity, which are strong elements of the behav-
ior (Harper, 2006; Strong, 1998).

Self- injury often evokes feelings of eu-
phoria (Alderman, 1997). The use of
Naltrexone, an SSRI, blocks a release of
opiates that bring feelings of euphoria fol-
lowing self-injury and reduces the psy-
chological gain of this behavior (Strong,
1998). Winchel & Stanley (1991) com-
pleted a very detailed review on the biolo-
gy of self-injury, suggesting that dopamine
antagonists might be beneficial in treat-
ing self-injury. A range of pharmacologi-

cal agents have been proven helpful to self-
injury in different combinations, including
antidepressants, antipsychotics, anxiolyt-
ics, and opiate antagonists (Harper, 2006).
However, other theorists also point out that
medication can have the opposite effects
with self-injury, as it can increase feelings
of being out of control, isolated and trigger
self-injurious behaviors (Connors, 2006).

Conclusion

Given its expanding demographic picture,
understanding assessment and treatment of
self-injurious behaviors needs to be part of
every clinician’s knowledge base.

Self-injury is a complex phenomenon with
myriad meanings and roots. Therapeutic
interventions should include a detailed as-
sessment with attention to possible diagno-
sis and implications. An eclectic approach
based on psychodynamic theory with ele-
ments of cognitive approaches may repre-
sent the most beneficial course of treatment
as it addresses both the underlying causes
as well as the current risk factors associat-
ed with self-injury. <

References

Ahmed K, Mohan RA, & Bhugra, D.
(2007). Self-harm in South Asian
women: a literature review in-
formed approach to assessment and
formulation. American Journal of
Psychotherapy, 61:71-81.

Alderman, T. (1997). The Scarred Soul:
Understanding and Ending Self-
Inflicted Violence. Oakland CA: New
Harbinger.

Alexander, L.A. (1999). The functions
of self-injury and its link to trau-
matic events in college students
(Doctoral dissertation, University
of Massachusetts, Amherst, 1999).
Dissertation Abstracts International,
60(5-B), 2328.

Allen, J. (2001). Traumatic relationships
in serious mental disorders. Northvale,
NJ: Willey & Sons.

American  Psychiatric ~ Association.
(2000). Diagnostic and  statisti-
cal manual of mental disorders (4th
ed., text revision). Washington, DC:
American Psychiatric Publishing.

Andover, M., Pepper, C, & Gibb, B.
(2007). Self-mutilation and coping
strategies in a college sample. Suicide
and Life-Threatening Behavior, 37(2)
238-243.

Basham, KK, & Miehls, D. (2004).
Transforming the legacy: Couple ther-
apy with survivors of childhood trau-
ma. New York: Columbia University
Press.

Baral, 1., Kora, K., Yiiksel, S., & Sezgin,
U. (1998). Self-mutilating behav-
ior of sexually abused female adults
in Turkey. Journal of Interpersonal
Violence 23, (4), 427-437.

12

Beebe, B., Lachman, F., & Jaffe, J.
(1997). Mother- Infant interaction
structures and pre-symbolic self and
object representations. Journal of
Psychoanalytic Dialogues, 7(2), 133-
182.

Beeghly, M., & Cicchetti, D. (1994). Child
maltreatment attachment and self-sys-
tem: Emergence of an internal state
lexicon in toddlers at high social risk.
Development and Psychopathology,
6, 5-30.

Bohus, M., & Schmahl, C. (2007)
Psychopathology and  treatment
of borderline personality disorder.
Nervenartz, 78(9), 1069-1080.

Bohus M., Haaf, B., Stiglmayr, C., Pohl,
C Bohme, R & Linehan, M. (2000).
Evaluation of inpatient dialectical be-
havior therapy for borderline person-
ality disorder: A prospective study.



Behavior Research & Therapy, 38,
878-887

Brodsky, B. S., Cliotre, M., & Dulit, R.
A. (1995). Relationship of dissocia-
tion to self- mutilation and childhood
abuse in borderline personality disor-
der. American Journal of Psychiatry,
152, 1788-1792.

Burstow, B. (1992). Radical feminist
therapy. Working in the context of
violence. New bury Park, California:
Sage

Casper, R.C., Eckert, E.D., Halmi, K.A.,
Goldberg, S.C., & Davis, J.M., (1980).
Bulimia: its incidence and clinical
importance in patients with anorexia
nervosa. Arch Gen. Psychiatry 44,
1030-1035.

Chu, J.A. (1992). The revictimazitation of
adult women with histories of child-
hood abuse. Journal of Psychotherapy
Practice and Research. 1(3), 259-269.

Connors, R. (1996). Self-injury in trauma
survivors: Functions and Meanings.
American Journal of Orthopsychiatry,
66, (2), 197-206.

Connors, R.  (2000).  Self-injury.
Psychotherapy with people who
engage in self-inflicted violence.
Northvale: Jason Aronson Inc.

Conterio, K., & Lader, W. (1998). Bodily
Harm. The breakthrough healing pro-
gram for self-injurers. 1st edition New
York: Hyperion.

Crapanzano, V. (1973).The Hamadsha A
study in Moroccan ethnopsychiatry.
University of California, Berkeley.

Crittendon, P.M. (1992). Children’s strat-
egies for coping with adverse home
environments: An interpretation using
attachment theory Child Abuse and
Neglect, 16, 329-343.

Deiter, J.P., Nicholls, S.S., & Pearlman,
L.A. (2000). Self-injury and self-ca-
pacities: Assisting an individual in
crisis. Journal of Clinical Psychology,

56, 1173-1191.

Drews, D., Allison, C., & Probat, J.
(2006). Behavioral and self-concept
differences in tattooed and non-ta-
tooed college students. Psychological
reports, 86 (2), 475-481.

Dubo, D.E., Zanarini, M.C., Lewis, R.E.,
& Williams, A.A. (1997). Childhood
antecedents of self- destructiveness
in borderline personality disorder.
Canadian Journal of Psychiatry, 42,
63-69.

Farber, S.K. (2000). When the body is the
target: self-harm, pain, and traumatic
attachments. Northvale, NJ: Jason
Aronson.

Favaro, A., & Santonasto, P. (1998).
Impulsive and compulsive self-inju-
rious behavior in bulimia nervosa:
Prevalence and psychological col-
lates. Journal of Nervous and Mental
disease 186, 157-165.

Favazza, A.R. (1992). Repetitive self-mu-
tilation Psychiatric Annals, 22, 60-63.

Favazza, A.R. (1996). Bodies under
siege: Self-mutilation in culture and
psychiatry. (2nd edition) Baltimore
& London: The Johns Hopkins
University Press.

Favazza, A. R., & Conterio, K. (1988).
The plight of chronic self-mutilators.
Community Mental Health Journal,
24, 22-30.

Feldman, M. (1988). The challenge of self-
mutilation: A review. Comprehensive
Psychiatry, 29 (3), 252-2609.

Fennig, S., Carlson, G.A., & Fennig, S.
(1995). Contagious self-mutilation.
Journal of the American Academy
of Child and Adolescent Psychiatry,
34(4), 402-403.

Fonagy, P. (2001). Attachment Theory
and Psychoanalysis. New York: Other
Press.

Foulconer, E., & House, M. (2001).
13

Arterial Blood Gas. A rare form of
self-mutilation and a review of its
psychological functions. American
Journal of Psychotherapy, 55, 3, 406-
413.

Gardner, D.L., & Cowdry, R.-W. (1985).
Suicidal and parasuicidal behavior
in borderline personality disorder.
Psychiatric Clinics of North America,
8(2), 389-403.

Gratz, K.L., Corad, S.D., & Roemer, L.
(2002). Risk factors for deliberate
self-harm among college students.
American Journal of Orthopsychiatry,
72(1), 128-140.

Gratz, K. (2003). Risk factors and func-
tions of deliberate self-harm: An em-
pirical and conceptual review. Clinical
Psychology, Science and Practice,
10(2), 192-205.

Gratz, K. (2006). Risk factors for delib-
erate self-harm among female college
students: the role and interaction of
childhood maltreatment, emotional
inexpressivity and affect intensi-
ty/ reactivity. American Journal of
Orthopsychiatry, 76 (2), 238-250

Gunderson, J. (2001). Borderline
personality disorder: A  clinical
guide. Washington, DC: American
Psychiatric Publishing.

Haines, J., Williams, C. L., Brain, K. L.,
& Wilson, G. V. (1995). The psycho-
physiology of self-mutilation. Journal
of Abnormal Psychology, 104 (3),
471-489.

Harper,G.(2006).Psychopharmacological
treatment. In B. Walsh (20006).
Treating self-injury. A practical guide.
New York: The Guilford Press.

Hawton, K & Rodham, K. (2006). By
their own young hand: Deliberate
self-harm and suicidal ideations in
adolescents. London, Philadelphia:
Jessica Kingsley Publishers.

Heinzer, M.M. (1995). Loss of a parent
in childhood: Attachment and coping
in a model of adolescent resilience.
Holistic Nursing Practice, 9, 27-37.



Herman, J. (1992). Trauma and recovery.
New York: Basic Books.

Herpertz, S. (1995). Self-injurious be-
haviour. Psychopathological and no-
sological characteristics in sub-types
of self-injurers. Acta Psychiatrica
Scandinavica, 91(1), 57-68.

Hewitt, K. (1997). Mutilating the body.
Identity in blood and ink. Bowling
Green State: University Popular
Press.

Holy Bible: New American Standard
Bible (NASB) (Kindle Edition)

Hurry, J. (2000). Deliberate self-harm in
children and adolescents. International
Review of Psychiatry, 12 (1)31-36.

Jacobson, M.C, & Gould, M. (2007). The
epidemiology and phenomenology of
non-suicidal self-injurious behaviour
among adolescents: A critical review
of the literature. Archives of Suicide
Research, 11 129-147.

Joiner, T.E. (2006). Why people die by
suicide. Cambridge, MA: Harvard
University Press.

Klonsky, D., Oltmanns,T., & Turkheimer,
E. (2003). Deliberate self-harm in a
nonclinical population : Prevalence
and psychological correlates
American Journal of Psychiatry, 160,
1501-1508

Kogan, N., & Carter, A.S.(1996).
Mother-infant reengagement follow-
ing the still- face: The role of mater-
nal emotional availability in infant
affect regulation. Infant Behavior and
Development, 19, 359-370.

Kokaliari, E. D. (2005). Deliberate self-
injury: An investigation of the preva-
lence and psychosocial meanings in
a non-clinical female college popu-
lation (Doctoral dissertation, Smith
College, 2005). Dissertation Abstracts
International, 65(11-A), 4348.

Kokaliari, E & Berzoff, J. (in press).

Nonsuicidal ~ Self-Injury ~ Among
Nonclinical College Women, Lessons
From Foucault. Affilia: Journal of
Women and Social Work.

Kokaliari, E. D., & Lanzano, K. (2005).
Deliberate self-injury. A consumer-
therapist co-run group. A choice or a
necessity? Epidemiologia e Psichiatria
Sociale, 14(1), 32-38.

Lena, S.M., & Bijoor, S. (1990). Wrist
cutting: a dare game among adoles-
cents. Canadian Medical Association
142(2), 131-132.

Levy, K. Yeomans. F, & Diamond, D.
(2007). Psychodynamic treatments
of self-injury. Journal of Clinical
Psychology: in session, 63 (11)1105-
1120.

Linehan, M. M. (1993). Cognitive-
Behavioral Treatment of Borderline
Personality Disorder. New York: The
Guilford Press.

Linehan, M. (1995). Understanding bor-
derline personality disorder: The dia-
lectical behavioral approach (program
manual). New York: Guildford Press.

Low, G., Jones, D., MacLeod, A., Power,
M., & Duggan, C. (2000). Childhood
trauma, dissociation and self-harming
behavior: A pilot study. British Journal
of Medical psychology, 73, 269-278.

Markovitz, P. J., Calabrese, J. R., Schulz,
S. C, & Meltzer, H. Y. (1991).
Fluoxetine in the treatment of border-
line and schizotypal personality disor-
ders. American Journal of Psychiatry,
148(8), 1064-1067.

Miller, D. (1994). Women Who Hurt
Themselves: A Book of Hope and
Understanding. New York: Basic
Books.

Morris, B.D. (1991). The culture of pain.
CA: University of California Press.

Muehlenkamp, J (2005). Self-injuri-
ous behavior as a separate clinical
syndrome. American Journal of

14

Orthopsychiatry, 75 (2), 324-333.

Muehlenkamp, J (2006). Empirically sup-
ported treatments and general therapy
guidelines for nonsuicidal self-injury.
Journal of Mental Health Counselling
28(2), 166-180

Muehlenkamp, J. J., & Gutierrez, P. M.
(2004). An investigation of differenc-
es between self-injurious behavior and
suicide attempts in a sample of ado-
lescents. Suicide and Life Threatening
Behavior, 34, 12-23.

Muehlenkamp, J. J., & Gutierrez, P. M.
(2007). Risk for suicide attempts
among adolescents who engage in
non-suicidal self-injury. Archives of
Suicide Research, 11, 69-82.

Noshpitz, D.J. (1994). Self- de-
structiveness in adolescence.
Psychotherapeutic issues. American
Journal of Psychotherapy, 48(3), 347-
363.

Pattison, E.M. & Kahan, J. (1983).
The deliberate self-harm syndrome.
American Journal of Psychiatry, 140,
867-872

Plakun, M. E. (1994). Principles in the
psychotherapy of self-destructive
borderline patients. The Journal of
Psychotherapy Practice and Research,
3, 138-148.

Potter, N. N. (2003). Commodity/body/
sign: Borderline personality disorder
and the signification of self-injurious
behavior. Philosophy, Psychiatry, &
Psychology, 10(1), 1-16.

Rathus, J. H., & Miller, A. L. (2002).
Dialectical behavior therapy adapted
for suicidal adolescents. Suicide and
Life-Threatening Behavior, 32, 146—
157.

Robins, C. J., & Chapman, A. L. (2004).
Dialectical behavior therapy: Current
status, recent developments, and fu-
ture directions. Journal of Personality
Disorders, 18, 73-89.



Romans, S.E., Martin, J.L., Anderson,
J.C., Herbison, G.P., & Mullen, P.E.
(1995). Sexual abuse in childhood
and deliberate self-harm. American
Journal of Psychiatry, 152, 1336-
1342.

Ross, S., & Heath, N. (2002). A study of
the frequency of self-mutilation in a
community sample of adolescents.
Journal of Youth and Adolescence, 31
(1)67-77

Ross, S., & Heath, N. (2003). Two mod-
els of adolescent self-mutilations.
Suicide and life threatening behavior,
33(3),277-287.

Shaw, N. (2002). Shifting conversations
on girls and women’s self-injury:
An analysis of the clinical literature
in historical context. Feminism and
Psychology, 12(2), 191-219.

Shneidman, (1985). Definition of suicide.
New York: Wiley.

Shneidman (2004). Autopsy of a suicidal
mind. New York Oxford University
Press.

Skegg, K. (2005) Self-harm. Lancet, 366,
1471-1483.

Slade, A. (1999). Attachment theory and
research .Implications for theory and
practice. In J. Cassidy & P.R. Shaver
(Eds.), Handbook of attachment:
Theory, research and clinical im-
plications (pp.575-594). New York:
Guildford

Strong, M. (1998). A bright red scream.
Self-mutilation and the language of
pain. UK: Penguin Books.

Suyemoto, K.L., & MacDonald, M.L.
(1995). Self-cutting in female adoles-
cents. Psychotherapy, 32(1), 162-171.

Sutton, J. (1999). Healing the hurt within.
Understanding and relieving the suf-
fering behind self-destructive behav-
ior. Oxford: How to Books.

Turp, M. (1999). Encountering self-

harm in psychotherapy and coun-
selling practice.  British Journal of
Psychotherapy, 15(3), 306-321.

Turell, C, S., & Armsworth, W.M.
(2000). Differentiating incest survi-
vors who self-mutilate. Child Abuse
and Neglect, 24(2), 237-249.

Walsh, B. (2001). Self-mutilation. In
E.C. Faupel & M.P. Roman (Eds.),
Encyclopaedia of criminology and de-
viant behavior (Vol. IV, pp. 472-476).
Philadelphia: Brunner-Routledge.

Walsh, B. (2006). Treating self-injury.
A practical guide. New York: The
Guilford Press.

Walsh, B. (2007). Clinical assessment of
self-injury: A practical guide. Journal
of Clinical Psychology, 63 (11) 1057-
1068

Walsh B. & Rosen, P. (1988). Self-
Mutilation. Theory, research and treat-
ment. New York: Guildford Press.

Wekerie, C., & Wolfe, D.A. (1998).
The role of child maltreatment and
attachment style in adolescent rela-
tionship violence. Development and
Psychopathology, 10, 571-586.

Whitlock, J., Eckenrode, J., & Silverman,
D. (2006a). Self-injurious behaviors
in a college population. Pediatrics,
117 1939-1948

Whitlock, J., Powers, J., & Eckenrode, J.
(2006b). The virtual cutting edge: The
internet and adolescent self-injury.
Developmental Psychology, 42 (3),
1-11.

Whitlock, J. &. Knox, K. (2007) The
Relationship Between Self-injurious
Behaviorand Suicide in a Young Adult
Population Arch Pediatr Adolesc Med.
161(7) 634-640.

Winchel, R.M., & Stanley, M. (1991).
Self- injurious behavior: A review of
the behavior and biology of self-muti-

lation. American Journal of Psychiatry
148, 306-317.

15

Winnicott, D.W. (1971). Playing and real-
ity. Routledge London & New York.

Zanarini, M.C., Frankenburg, FR.,
Hennen, J., et al. (2005). The McLean
study of adult development: Overview
and implications of the first six years
of prospective follow up. Journal of
Personality Disorders, 19, 505-523.

Zila, LM., & Kiselica, S.M. (2001).
Understanding and counselling self-
mutilation in female adolescents and
young adults. Journal of Counselling
and Development, 79(1), 46-52.

Zoroglou, S., Tuzun, U., & Sar,
et.al.(2003). Suicide attempt and self-
mutilation among Turkish high school
students in relation with abuse ne-
glect and dissociation. Psychiatry and
Clinical Neuroscience, 57, 119-126.

Vaillant, E.G. (1992). The beginning of
wisdom is never calling a patient a
borderline. Journal of Psychotherapy
Practice and Research, 1(2), 117-134.

Van der Kolk, B.A. (1989). The compul-
sion to repeat the trauma: re-enact-
ment, revictimization and masochism.
Psychiatric Clinics of North America,
12(2), 389-411.

Van der Kolk, B. (1994). The body keeps
the score: Memory and the evolv-
ing psychobiology of stress. Harvard
Review of psychiatry, 1(5), 253-265

Van der Kolk, B.A. (1996). The complex-
ity of adaptation to trauma: self-regu-
lation, stimulus discrimination and
charactereological development. In
B.A A.C. van der Kolk, M. Farlane, &
L. Weisaeth,(Eds). (1996) Traumatic
stress: The effects of overwhelming
experience on mind, body and society
(pp.182-213). New York: Guildford
Press.

Van der Kolk, B.A., Perry, J.C., &
Herman. J.L. (1991). Childhood
origins of self-destructive behavior.
American Journal of Psychiatry, 148,
1665-1671.



September 2008 FOCUS Homestudy Course

Understanding Nonsuicidal Self-Injury
POST-TEST

1. Non suicidal self-injury has
always been considered a distinct
phenomenon from suicide.

a) True

b) False

. Non suicidal self-injury refers to:

a) Accidental, non-life threatening
injuries that are self-inflicted and
aim to alleviate emotional distress
but have no suicidal intent

b) Purposeful, non-life threatening
injuries that are self-inflicted and
aim to alleviate emotional distress
but have no suicidal intent

¢) Predominantly life threatening
injuries that are self-inflicted and
aim to alleviate emotional distress
but have no suicidal intent

. Suicide by wrist cutting is the:

a) Second most common method of
suicide

b) Third most common method of
suicide

¢) Least common method of suicide

d) Can be accomplished by cutting
any vein

. Eye enucleation and genital
mutilation are related to:
a) Psychotic disorders
b) OCD
c) Personality disorders
d) Mood disorders
e) Mental retardation
. Most common method of
nonsuicidal self-injury is:
a) Cutting and scratching to the
point of bleeding
b) Burning and self-hitting
d) Cutting and eating disorders

. Race is a significant predictor of
nonsuicidal self-injury.
a) Yes
b) No
¢) Evidence is inconclusive

Circle all correct answers.

7. Intolerable feelings of hopelessness,
despair, and anguish are mostly
experienced by individuals who are
self-injuring.

a) True
b) False

8. Common reasons reported for
nonsuicidal self-injury are:
a) Affect regulation
b) Recovery from dissociative states
¢) Reenactment of previous trauma
d) Resulting feelings of euphoria
e) a&ec
) b&d
g) All the above

9. Some authors have argued that in
studying self-injurious behaviors,
we are confronted with a new and
different population. This population
is characterized by:

a) Individuals who do not have
major trauma histories

b) Individuals with no overt
psychopathogy

¢) Individuals who are otherwise
high functioning and in leadership
positions

d) All of the above

10. Individuals who self-injure rarely
present in therapy to address self-
injury:

a) because self-injury works

b) because of the stigma and shame
associated

¢) because of limited access to
health care

d) a&b

11. A positive therapeutic relationship

IS

a) A key element to successful
therapy

b) Not as important as a clear
contract

¢) Equally important type of
treatment used

d) None of the above

12. Many people who self-injure
experience little or no pain and
instead often report a feeling of
euphoria.

a) True
b) False

13. Self-injury is a pathological coping

mechanism. Clinician’s should:

a) Require the patient to cease
the behavior before they
commencement of treatment

b) Should not require the patient to
cease the behavior as premature
attempts may arouse anxiety
and disrupt the therapeutic
relationship

¢) Not comment on the issue.

d) Should not require the patient to
cease the behavior as the patient
will become suicidal

14.Trauma is a strong predictor for
nonsuicidal self-injury.
a) True
b) False

15. Self-injury can trigger very intense

countertransference reactions:

a) The clinician should avoid
such reactions as they may
compromise treatment

b) The clinician should be prepared
to process such reactions and
avoid punitive interpretations
and acting out

¢) The clinician should refer the
patient to another practitioner

Congratulations!
You have just completed the
Post-Test for this CE Course!
Please fill out the Evaluation

form and send both pages

along with your payment to

NASW, 14 Beacon Street

#409, Boston, MA 02108.

Continued on page 17
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Please indicate whether the following learning objectives were achieved:

1. To understand the history and nature of self-injury and how it differs from suicide
Achieved in full 5 4 3 2 1 Not Achieved

2. To learn the most common etiological models of self-injury, its prevalence and demographics
Achieved in full 5 4 3 2 1 Not Achieved

3. To learn the most common treatment models and treatment considerations for clinical practice
Achieved in full 5 4 3 2 1 Not Achieved

4. Please provide comments on current course and suggestions for future courses.

Complete and return Post-Test and Course Evaluation after reading the CE course.

e A score of 80% or better is passing and we will send a certificate of completion for 2 CEs to you.

. Mail pages 16 & 17 to: NASW, 14 Beacon Street #409, Boston, MA 02108

* Please enclose check payable to NASW (Sorry, credit cards not accepted for this offer.)
0 Members $15 O Non Members $25

Name

NASW Membership #

Address

City State Zip

Day Phone

Email
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