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INTRODUCTION

Many clinicians have encountered
adolescents who have harmed
themselves yet denied suicidal
intent. In fact, this stressful
experience is increasingly common.
Recent community studies have
found that one-third to one-half of
adolescents in the US have engaged
in some type of nonsuicidal self
injury (INSST),'# although less recent
studies put the rate at 13 to 23
percent.” Adolescent self-harming
behavior is a considerable problem
for clinicians, nof only because of the
obvious danger of the patient
harming him- or herself, but also
because of the difficulties in
ascertaining whether the teen was
trying to die.

NSSI most cormumnonly includes
cutiing or burning oneself without
suicidal intent.* Other types of NSSI
include hitting, pinching, banging ar
punching walls and other objects to

suicide.™® As a result, thereis a
significant risk of suicide and suicide
attempts among teens that engage in
NSSI. One recent study found that
70 percent of teenagers engaging in
NSSI had made at least one suicide
attempt and 55 percent had multiple
attempts.”” However, the nonsuicidal
and suicidal behaviors serve
distinctly different purposes. Some
adolescent inpatients report hurting
themselves specifically to stop
suicidal ideation or to stop
themselves from actually attempting
suicide.? Consequently, Favazza!
conceptualizes self-injurious
behaviors without suicidal intent as
*a morbid form of self help.”

A CASE EXAMPLE

Tina was a 15-year-old girl whose
boyfriend recently broke up with her.
On the way home from school, she
saw him kissing another girl. When
she arrived home, she immediately

Although distinct from suicidal behavior, NSS! frequently
occurs in adolescents who, at other fimes, have
contemnpiated or atiempted suicide.®" ...the nonsuicidal and
suicidal behaviors serve distinctly different purposes. Some .
adolescent inpatients report hurting themselves specifically
to stop suicidal ideation or to stop themselves from actually

attempting suicide.®

induce pain, breaking bones,
ingesting toxic substances, and
interfering with healing of wounds.®
NSSI typically begins in mid-
adolescence.® Adolescents who injure
themselves are often impulsive,
engaging in self harm with less than
an hour of planning.® They cormmonly
report feeling minimal or no pain,”
Once started, self injury seems to
acquire addictive characteristics and
can be quite difficult for a person to
discontinue.®? While some studies
indicate that NSSI is more frequent
in girls than boys,” other studies
indicate that there are no consistent
gender differences.®

Although distinct from suicidal
behavior, NSSI frequently occurs in
adolescents who, at other times,
have contemplated or attempted
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went upstairs to her bedroom,
locked the door, and cut herself on
the wrist several times with a razor
blade. Although she wore long
sleeves to dinner that evening, her
mother spotted the wounds and
brought her daughter to the
emergency room, saying her
daughter had tried to kill herself,
Tina, however, stated emphatically
that she did not want to die. "I cut
myself because it made me feel
better,” she said,

A consulting psychiatrist
interviewed Tina in the emergency
room. A nurse had warned the
psychiatrist that Tina was
“borderline” and “gamey,” stating,
“She just cuf herself for attention.
Don’t let her manipulate you.”
However, after an extensive

interview with Tina, there were
insufficient criteria to merit a
diagnosis of borderline personality
disorder. In fact, despite her obvious
problems coping with distress, Tina
did not meet the criteria for any
major mental disorder in the
Diagnaostic and Statistical Marual
of Merial Disovders, Fourth
Edition, Text Revision (DSM-IV-
TRY.

CHARAGTERISTICS OF
ADOLESCENTS WITH NSSI

Until recently, NSSI was seen as
primarily associated with the
following three specific psychiatric
diagnostic categories: developmental
disabilities, eating disorders, and
borderline personality disorder
{BPD). NSSI occurs in roughly 15
percent of children with
developmental disabilities, especially
profound and severe mental

‘retardation.” Among adult women,

NSSI accompanies up to 35 percent
of those diagnosed with anorexia
nervosa, bulimia nervosa, and other
eating disorders;" female '
adolescents with anorexia nervosa
also tend to engage in NSSI more
than those without the eating
disorder.* Repetitive NSSI is so
cormmon among people with BPDH®
that BPD is the only clinical
diagnosis in the DSM-IV-TR for
which self injury, whether suicidal or
nonsuicidal, is a symptom. '
However, no sbudies have examined
the prevalence of NSSI among male
or female adolescents exhibiting
borderline personality symptoms.”’
Recent research calls into
question the presumption that
adolescent NSSI is primarily limited
to people with developmental
disabilities, eating disorders, or
borderline personality disorder.
Psychiatric conditions that are
specifically associated with NSST in
adolescents include internalizing
disorders (primarily depression, but
also posttraumatic stress disorder
and generalized anxiety), )
externalizing disorders (including
conduct disorder and oppositional
defiant disorder), and substance
abuse disorders.*" It has been




suggested that there is a strong link
between NSSI and maltreatrent in
early childhood, especially child
sexual abuse. However, a recent
meta-analysis found only a modest
correlation between child abuse and
NSSI, and this was due to the
association of both features with
psychiatric risk factors.

A sizeable percentage of
adolescent and young adults who
engage in NSSI—almost half—may
not meet criteria for depression,
anxiety, eating disorder, substance
use disorder, or other major
psychiatrie disorders.” In fact, NISSI
appears to be a common nonspecific
psychiatric symptom found in a
variety of disorders as well as being
found in adolescents without a
specific psychiatric diagnosis. It
seems rnore useful to understand
NSS! in functional terms rather than
as a distinct diagnosis since a
separate diagnostic category is not
well supported by current research
findings.

Some adolescents who engage in
NSSI have elevated rates of
emotional reactivity, intensity, and
hyperarousal.” Interpersonal
processes associated with NSSI
include increased use of avoidant
hehavior and decreased emotional
expressivity.®® Adolescents who self
harm are more likely to report being
bullied by peers and experiencing
discomfort regarding their sexual
identity.*® A recent British study
also found an association with Goth
subculture and self-harming behavior
among teens.® Knowledge of sell
harm in peers is a risk factor for
NSSI due to an apparent contagion
effect,” and there has been an
ingrease in publicity about this
behavior. A variety of internet
- websites and chat rooms provide
information and even encourage seif-
harming behavior.®

CASE EXAMPLE, CONTINUED

Tina explained to the psychiatrist
that she cut herself because it was
“calming.” She said that a year ago
she first started pinching herself as a
way to hurt herself. One day she saw
her father’s razor blades and started

cutting herself on her arms. “It helps
me chill,” she said. “My mind slows
down, I stop crying, and I just feel
better.” She said the razor slicing
into her skin did not hurt badly—just
enough for her to “feel alive.” She
felt so much better after cutting
herself that afternoon that she was
able to concentrate on her
homework and not think any more of
her ex-boyfriend and the girl he was
kissing.

FUNCTIONS OF NONSUICIDAL
SELF-INJURIOUS BEHAVICR

The major purpose of NS5I
appears to be affect regulation and
management of distressing
thoughts.® For example, in one study
of high school students, b5 percent
of self injurers indicated their reason
for NSSI was, “1 wanted to get my
maind off my problems,” while 45
percent of adolescents endorsed, "It
helped me to release tension or
stress and relax.”® When the
teenager feels overwhelmed by
negative feelings, NSSI can be an
effective, although harmful, strategy
to stop or reduce these negative
thoughts and emotions.

Experimental data support the
regulating aspect of NSSI. ,
Adolescents with NSSI demonstrated
higher levels of physiological arousal
during a stressful task compared with
adolescents without NSSI.* This
finding is consistent with primate
research. For example, monkeys
engaging in self injury, usually self
biting, have a blunted cortisol
response to mild stress when
compared with controls.® After
experiencing a stress-induced
escalation in heart rate, these
monkeys appear to use self harm as a
coping strategy to decrease arousal.:
In turn, the self harm is associated
with a rapid decrease in heart rate.”

NSSI may also regulate emotions
by increasing the affective
experience. The teen may have the
subjective experience of being
emotionally “nurmb” or “empty” or
feeling disconnected with others.
NSSI may help a teenager to gain a
sense of control, to feel excitement,
or to stop dissociative experiences. 5

TABLE 1. Functions of nonsuicidal ~
self injury : S

It also might give the adolescent the
experience of being “real.”

NSSI may serve interpersonal
functions for the adolescent.” NSSI
might elicit positive reinforcement in
the form of attention from others,
although Gratz® noted that many who
injure themselves do so in private
and do not tell others. NSSI might
also help the teen to avoid difficult
situations. The threat of self harm
might cause adults or peers to
decrease interpersonal pressure or to
stop attempting to get the teenager
to complete his or her homework,
chores, or other tasks.

The interpersonal functions that
NSSI sometimes serves can challenge
the therapeutic alliance. Clinicians
can experience a wide range of
negative reactions (sometimes
described as a form of
countertransference) to adolescents
engaging in self injury. Terms such as
gamey, maripulative, attention-
seeking, or borderline are
sometimes used by frustrated
clinicians to describe self injurers.
These terms can indicate the need
for a more therapeutic perspective
by consulting with a colleague so
that clinical decisions are not based
on frustration.® It is helpfutl to
remernber that impulsive NSSI in
adolescents generally stems from
emotional pain, not malevolent
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TABLE 2. Assessment and treatment of
nonsuicidal self injury in adolescents
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intentions, and that the teenager
needs more effective skills to replace
gelf injury. Table 1 lists the functions
of NSSIL

CASE EXAMPLE, CONTINUED

The psychiatrist asked Tina what
other actions she could take to feel
calmer and distract herself from her
emotional pain. “I don’t know,” she
said, shaking her head. The
psychiatrist asked her what she had
done béfore she first discovered the
effects of harming herself. “I don't
know,” she said again. “I never hurt
then like I do now,”

TREATMENT STRATEGIES

Self injury in adolescence has only
recently been recognized as a
commonly occurring phenomenon.
Conseguently, there are few
randomized, controlled trials for the
specific treatment of NSSI in
adolescents. In adults, the
therapeutic intervention with the
most research demonstrating
efficacy in reducing self-harming
behavior is dialectical behavioral
therapy (DBT).®* DBT uses a
combination of individual and group
therapy to teach skills in emotional
regulation, interpersonal
effectiveness, distress tolerance, core
mindfulness, and sellf management.
The intensive treatment requires the
individual clinician to be on call for
these patients at all times. DBT has
been adapted for adolescents with
features of borderline personality,*
with the additional expectation that
the group therapist is on call at all
times for the parents. The clinical
and financial demands of DBET have
led to applications of less intensive
treatments to reduce self harm, but
these treatments are still under
study.

Treatment is based on a thorough

' psychiatric evaluation, with a focus

on acute safety issues, suicidal risk,
and clarification of cormorbid
psychiatric conditions. Treating
NSSI involves determining the needs
that the behavior fulfills and helping
the adolescent devise other,
healthier ways to meet those needs.
TFor example, if NSST helps a teen to

calm down, what other techniques
might provide the same result? In the
case of Tina, the psychiatrist might
recommend that she develop mindful
awareness skills, practice deep
breathing exercises, use ice on her
wrist to produce a physical
distraction, talk to a friend about her
emotions, or exercise strenuously.
Improving affective language and
other communication skills can be key
in reducing NSSL* Since adolescents
engaging in NSSI often have poor
problem-solving abilities, it is
important to improve these skills as
well.

Involving family in the support and
treatment of adolescents with NSSI is
also very important. Poor
communication with family has been
associated with suicidal behavior in
some adolescents.® Improving the
family’s understanding of NSSI can be
useful in decreasing conflicts. It can
he helpful for the family to learn de-
escalation strategies and expand
listening and cormrmunication skills.
Family members can alse help with
safety plans and practicing problem
solving skills.®

Pharmacological treatment of NSSI
should primarily focus on any
underlying psychiatric disorders.
Currently, there are no specific
medications approved for the
treatment of NSSL Since depression
and anxiety often accompany NSSI,
identifying and treating these
disorders should be a fop priority.
Concerns about an increase in
suicidal thoughts with adolescents
using antidepressant medication®
should be reviewed with teens and
their parents. While the protective
effects of antidepressants appear to
outweigh the risk of increased suicidal
thoughts,” medication use should be
monitored regularly.

Additional precautions are helpful
when prescribing medications for self-
harming adolescents. Prescribing
larger quantities of potentially lethal
medication should be avoided and
benzodiazepines should be used
cautiously due to the potential for
behavioral disinhibition.

Table 2 describes assessment and
treatment of NSSI in adolescents.




CASE EXAMPLE, CONTINUED
Several months later, Tina
reflected about the changes she had
made. Being a teenager was
challenging, and when she
experienced emotional pain, she still
considered doing something physical
to make it stop. But Tina had
learned other things that helped,
and she no longer felt like she had to
act on her impulses. She knew that
cutting might stop the feeling for
awhile, but it would not solve her
problems, She could talk to herself,
to her family, and to her friends
more than she could before. Tina felt
like she was on the right path
for her.

CONCLUSION

Self harm dmong adolescents is
common and the rate may be
increasing. While many adolescents
with NSSI may not have severe
psychopathology, teenagers
presenting with self-harming
behaviors should have a thorough
psychiatric assessment that includes
screening for suicidal ideation and
risk factors. Family and other
interpersonal supports are important
in formulating and implementing
treatment recommendations.
Pharmacological treatment should
focus on treating underlying
psychiatric disorders.
Psychotherapeutic treatment should
be recommended to assist the
adolescent in understanding NSSI
and utilizing more adaptive coping
strategies. Adolescents with more
severe and chronic symptorns should
be referred to a DBT program when
available.

REFERENCES

1. Yates TM, Tracy AJ, Luthar SS.
Nonsuicidal self-injury armong
“privileged” youths: longitudinal
and cross-sectional approaches to
developmental process, J Consuli
Clim Psychol. 2008;76(1):52-62.

2. Lloyd-Richardson EE, Perrine N,
Dierker L, Kelley ML.
Characteristics and functions of
non-suicidal self-injury in a
community sample of adolescents.
Psychol Med. 2007

10.

il

12.

13.

Aug;37(8):1183-1192. Tpub 2007
Mar 12.

Jacobson CM, Gould M. The
epidemiology and phenomenology
of non-suicidal self-injurious
behavior among adolescents: A
critical review of the literature.
Arch Suicide Res.
2007;,11(2y:129-147. | _
Muehlenkamp JJ, Gutierrez PM. An
investigation of differences
between self-injurious behavior and
suicide attempts in a sample of
adolescents. Suicide Life-
Threatering Behauv.
2004;34(1):12-23.

Whitlock §, Eckenrode J, Silverman
D. Selfinjurous behaviors in a
college population. Pediatrics.
2006;117(6):1939-1948.

Rodham K, Hawton K, Evans E.
Reasons for deliberate self-harm:
Comparison of self-poisoners and
seH-cutters in a community sample
of adolescents. J Am Acad Child
Adolesc Psychiatry.
2004;43(1):80-87.

Nock MK, Prinstein MJ. Contextual
features and behavioral functions
of self-mutilation among
adolescents. J Abnorm Psychol.
2005; 114(1):140-146.

Nixon MK, Cloutier PF, Aggarwal 5.
Affect regulation and addictive
aspects of repetitive self-injury in
hospitalized adolescents. J Am
Acad Child Adolesc Psychialry.
2002; 41:1333-1341.

Kumar G, Pepe 1), Steer RA.
Adclescent psychiatric inpatients’
self-reported reasons for cutting ‘
themselves. J Nerv Ment Dis.
2004;192(12):830-836.-
Laye-Gindhu A, Schonert-Reichl
KA. Nonsuicidal self-harm among
community adolescents:
understanding the “whats” and
“whys" of self-harm. J Youth
Adolesc. 2005;34(5):447-457.
Favazza AR. Self-injurious behavior
in college students. Pediatrics.
2006;117(6):2283-2284.

Kahng SW, [wata BA, Lewin AB.
Behavioral treatment of self-injury,
1964 to 2000. Am J Ment Retard.
2002;107(3):212-221.

Paul T, Shroeter K, Dahme B,
Nutzinger DO. Self-injurious

14,

15.

16.

17.

18.

19.

20.

21.

22,

23.

behavior in woren with eating
disorders. Am J Psychiatry. 2002;
1659:408-411.

Bjirehed J, Lundh LG. Deliberate
self-harm in 14-year-old
adolescents: how frequent is it, and
how is it associated with
psychopathology, relationship
variables, and styles of emotional
regulation? Cognit Behav Ther.
2008;37(1):26-37.

Paris J. Understanding self-
mutilation in borderline personality
disorder. Hairv Rev Psychiatry.
2005;13(3):179-185.

American Psychiatric Association.
Diagnostic and Statistical
Manual of Mental Disorders,
Fourth Edition, Text Revision.
Washington, DC: American
Psychiatric Press, Inc,, 2000,
Nock MK, Joiner TE, Gordon KH,
et al. Non-suicidal self-injury
among adolescents: diagnostic
correlates and relation to suicide
atterapts. Psychiatry Res.
2006,144:65-72.

Gollust SE, Eisenberg D,
Golberstein B. Prevalence and
correlates of self-injury among
university students. .JJ Am Coll
Health. 2008;56(5):491-498.
Linehan MM, Skilis Training
Manual for Treating Borderline
Personality Disorder. New York:
Guilford, 1993.

Gratz KL. Risk factors for and
functions of deliberate self-harm:
an empirical and conceptual
review. Clin Psychol Sci Prac.
2003;10(2):192-205.

Evans E, Hawton K, Rodham K. In
what ways are adolescents who
engage in self-harm or experience
thoughts of self-harm different in
terms of help-seeking,
communication and coping
strategies? J Adolesc.
2006;28:573-587.

Hawton K, Rodham K, Evans E,
Weatherall R. Deliberate self harm
in adolescents: self report survey in
schools in England. BM.J.
2002;325:1207-1211.

Young R, Sweeting H, West P.
Prevalence of deliberate self harm
and atterpted suicide within
contemporary Goth youth

{NOVEMBER] Psychiatry 2008




24.

25.

26.

27.

28.

subculture: Longitudinal cohort
study. BMJ. 2006; 332:1058-1061.
Taiminen TJ, Kallio-Soukainen K,
Nokso-Koivisto H, et al. Contagion
of deliberate self-harm among
adolescent inpatients. J Am Acad
Child Adolesc Psychiatry.
1998;37:211-217.

Whitlock JL, Powers JL., Eckenrode
J. The virtual cutting edge: the
internet and adolescent self-injury.
Dev Psychol. 2006;42(3):.407-17.
Klonsky ED. The functions of
deliberate self-<injury: A review of
the evidence. Clin Psychol Rev.
2007 27(2):226-239.

Nock MK, Mendes WB.
Physiological arousal, distress
tolerance, and social
problem-—solving deficits among
adolescent self-injurers. J Consult
Cin Psychol. 2008;76(1):28-38.
Novak MA. Self-injurious hehavior
in rhesus monkeys: new insights

Psychiatry 2008 {(NOVEMBER}

29.

30,

31.

32.

33.

into its etiology, physiology, and
treatroent, Am J Primatol.
2003;59(1):3-19.

Gratz Kl.. Risk factors for and
functions of deliberate self-harm:
an ernpirical and conceptual
review. Clini Psychol Sc Pract.
2003;10(2):192-205.

Walsh BW. Treating Self Injury: A
Practical Guide. New York:
Guilford, 2006,

Dallam SJ. The identification and
management of self-mutilating
patients in primary care. Nurse
Practitioner. 1997,22:151-164.
Scheel KR. The empirical hasis of
dialectical behavior therapy:
suminary, critique, and
implications. Clin Psychol Sci and
Prac. 2000;7.68-86,

Linehan MM, Cognitive-
Behavioral Treatment of
Borderline Personality Disorder
New York: Guilford Press, 1993.

34.

3b.

36.

37.

Rathus JH, Miller AL. Dialectical
behavior therapy adapted for
suicidal adolescents. Suic Life-
Threatening Behav.
2002,32:146-157.

Tarner 8G, Kaplan CF, Zayas L, et
al. Suicide attempts by adolescent
Latinas: an exploratory study of
individual and family correlates.
Child Adolesc Soc Work J.
2002;19(5):357-374.

Bailly D, Benefits and risks of using
antidepressants in children and
adolescents. Bxp Opin Drug Safe.
2008,7(1):9-27.

Bridge JA, Iyengar S, Salary CB, et
al. Clinical response and risk for
reported suicidal ideation and
suicide atterapts in pediatric
antidepressant treatment: a meta-
analysis of randomized controlled
trials. JAMA. 2007,297:1683-1696.
@




