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Self-injury is a dangerous behavior that is different from suicidal behavior but is associated with increased
risk of suicide attempts. Some effective psychological treatments for self-injury exist. Physicians in family
medicine and primary care settings play a vital role as a first step in the treatment process for those who selfinjure. Physicians can enhance the care provided to those who self-injure via the accurate assessment of risk,
the understanding of the functions of the behavior, assisting the patient in identifying motivations for treatment and treatment options, and provision of long-term behavioral and risk monitoring. This article summarizes the current scientific knowledge regarding the clinical features, epidemiology, assessment methods, and
existing treatments of self-injury. The role of the primary care physician in the treatment of patients who
self-injure is specifically outlined. (J Am Board Fam Med 2010;23:240 –259.)
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Nonsuicidal self-injury (referred to from here forward as “self-injury”) is any intentional, self-directed behavior that causes immediate destruction
of body tissues. This behavior is manifested in a
variety of forms, such as cutting, skin carving, burning, severe abrading/scratching, and punching/hitting. Self-injury can also include more severe behaviors, such as bone-breaking and, more rarely,
auto-amputation or ocular enucleation.1 Chronic
self-injury is associated with a variety of potential
health problems, both psychiatric and somatic, and
even occasional superﬁcial self-injury may lead to
more serious medical complications.
Empirical research suggests that there is currently a trend toward an increasing prevalence of
self-injury, especially among adolescents and young
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adults.2,3 This potential increase in prevalence
makes it highly likely that general practitioners will
become the ﬁrst point of contact for an increasing
number of patients presenting with self-injury.
This possibility is made even more probable by the
current trend of patients seeking treatment for behavioral disorders from family medicine and primary care physicians (FM/PCPs) ﬁrst.4
Strong emotional reactions to someone’s disclosure of self-injury are common and understandable.
This is true among the general public, medical
professionals in all disciplines, and some behavioral
health care providers despite their extensive training in the treatment of behavioral disorders.5–9 For
both mental health care providers and general practitioners, understanding self-injury is a prerequisite
for moderating potential negative visceral and
emotional responses and for developing an effective
plan for treatment. This article provides an introduction to the phenomenon of self-injury and a
summary of brief in-ofﬁce strategies that FM/PCPs
can use to help patients who injure themselves.

Epidemiology of Self-Injury
Prevalence
The best research available indicates that self-injury occurs in approximately 1% to 4% of adults in
the United States, with chronic and severe selfinjury occurring among approximately 1% of the
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Nonsuicidal Self-Injury: A Review of Current
Research for Family Medicine and Primary Care
Physicians

Psychiatric Disorders and Self-Injury
The presence of psychopathology elevates the probability of self-injurious behaviors and thoughts, and
self-injury is associated with more symptoms and
greater severity of psychopathology among both men
and women.19,20 Approximately 2% to 20% of psychiatric populations, in aggregate, report self-injury.10,21,22 For reasons not fully understood, adolescent psychiatric patients are more likely to injure
themselves, with prevalence rates ranging from 40%
up to 80%.23–27 Although psychiatric patients are
more likely to engage in self-injury, this varies by the
type and severity of their disorder. Speciﬁc psychiatric
disorders are associated with higher rates and risk for
self-injury.

Borderline Personality Disorder (BPD)
Approximately 70% to 75% of individuals with
BPD exhibit self-injury.28 –30 Self-injury is 1 of 9
criteria for BPD; this is the only psychiatric disorder for which self-injury is a diagnostic criterion.
Research strongly indicates that self-injury helps to
regulate emotions in individuals with BPD; up to
96% of patients with BPD who self-injure report
relief from unpleasant emotions after self-injury.31
Furthermore, among BPD patients, self-injury is
associated with the reduction of dissociative symptoms (another diagnostic criterion for BPD).32,33

Dissociation and Dissociative Disorders
Dissociation is a clinical phenomenon in which an
individual has the subjective perception of being
psychologically, and in some cases physically, disengaged from reality. Dissociation symptoms are
common among individuals with BPD and post-
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traumatic stress disorder. The available current research about dissociation and self-injury indicates
that approximately 69% of individuals with dissociative disorders have a history of self-injury.10

Eating Disorders
Eating disorders include bulimia nervosa (BN); anorexia nervosa, binge-purge subtype (AN-B/P); and
anorexia nervosa, restricting subtype (AN-R). Aggregated research suggests that self-injury is somewhat prevalent among people with eating disorders.
Prevalence studies have found rates of self-injury
ranging from 26% to 55% for those diagnosed with
BN, 27% to 61% for those diagnosed with ANB/P, and 13% to 42% for those diagnosed with
AN-R; both self-injury and eating disorders share
similar correlates of risk for the behavior.34 – 40

Major Depressive Disorder
Only two studies to date has provided explicit data
about self-injury and major depressive disorder
(MDD). Nock et al41 found that 41.6% of adolescent inpatients who self-injure met criteria for
MDD. Consistent with this ﬁnding, Nock and
Kessler22 found that 42% of their self-injuring
sample (referred to by the researchers as “suicidal
gesturers”) aged 15 to 54 met criteria for MDD;
15.2% met criteria for dysthymic disorder. Although no research has yet examined self-injury
prevalence among people who have been diagnosed
with MDD or any other mood disorder, recent
work by Jacobson et al42 found that the presence of
a mood disorder predicted a history of self-injury.

Alcohol Dependence
Although much less research has examined selfinjury among substance-dependent patients, some
research suggests that one-quarter to one-third
may have histories of self-injury.22,43,44

The Relationship between Self-Injury and
Suicidal Behavior
The relationship between self-injury and suicide is
complex. There is evidence that a strong correlation between suicidality and self-injury exists. Empirical research indicates that as much as 40% of
those who engage in self-injury have thoughts
about suicide while inﬂicting the injury,1,45,46 and
approximately 50% to 85% of people who injure
themselves have attempted suicide at least once
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population.10,11 Adolescents in general seem to be
at an increased risk for self-injury, with approximately 15% of teens reporting some form of selfinjury.12–16 In addition, there seems to be a higher
risk for self-injury among college students than
among the general population, with rates ranging
from 17% to 35%.3,17 Research suggests that selfinjury rates may be as high as 22% among primary
care patients, although research among primary
care populations has been scant.18 Aggregated research has found generally similar rates of selfinjury between men and women, although men
more frequently report burning and hitting themselves, whereas women are more likely to report
cutting and burning themselves.3,10 –11,13,19

242 JABFM March–April 2010

Vol. 23 No. 2

used may reﬂect a subtype of self-injury, as suggested by latent class analyses forwarded by Klonsky and Olino45 and Whitlock et al.49
The psychological impact of self-injury also differentiates it from nonfatal suicide attempts. Selfinjury is typically associated with decreases in negative emotion and reports of increases in positive
affect.26,27,51,58 Conversely, a nonlethal suicide attempt may precipitate worsened depressive symptoms and further suicidal behavior because of disappointment that death did not occur.59 – 61
Research indicates that up to 69% of those who
attempt suicide report a previous suicide attempt.62
Nonetheless, nonsuicidal self-injury is more likely
than suicidal behavior to be repeated and chronic.
For example, Whitlock et al49 found that approximately one-quarter (23%) of people reporting selfinjury also reported engaging in 11 to 50 separate
episodes of self-injury, and another 9.9% reported
⬎50 episodes of self-injury. It is possible that this is
because self-injury may be easier to conceal than a
suicide attempt, which may be more lethal. Another possibility is that self-injury is simply less
damaging, although up to 55% of people who selfinjure report severe tissue damage.49
Finally, it is important to consider when selfinjury becomes a risk for suicide. Although there is
a paucity of data in this area, some recent research
by Muehlenkamp and Gutierrez15,63 indicates that
people who self-injure are more likely to attempt
suicide if they report being repulsed by life, are
attracted to death, report not being afraid of suicide
or death, are highly or chronically self-critical, exhibit apathy, or have tenuous family connections.
Regarding this last factor, some research has also
found that parental criticism is a predictor of both
self-injury and suicide attempts as well as suicidal
ideation.64 Thus, determining a patient’s perspective on suicide or remaining alive can be an important part of identifying when self-injury is a potential risk for suicidal behavior.

Self-Injury: Course and Outcome
There is a dearth of information about the course
of self-injury. Research has established that the
typical age of onset for this behavior is between 14
and 24 years of age, with a bimodal peak in onset
among people 12 to 14 and 18 to 19 years of
age.65– 68 Among adults with BPD, preliminary longitudinal research indicates that self-injury tends to
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during their lifetime.47 Self-injurers who attempt
suicide differ from their nonsuicidal counterparts in
that these individuals tend to have longer histories
of self-injury and tend to use more methods of
self-injury.41,48 Recent research by Whitlock and
colleagues49 examining self-injury correlates in
2101 university students indicates that as the severity of self-injury accelerates, the severity of suicidality increases as well.
Self-injury and suicidal behavior are most easily
differentiated by intent, method, and psychological
impact.7,50 With respect to intent, self-injurers frequently report that the intention of the behavior is
to reduce negative affect or emotion and not to
cause death.1,31,51 The extant research in this area
also indicates that people who engage in self-injury
personally distinguish this behavior from attempted
suicide.1,52,53 Moreover, a large proportion of those
who self-injure do not think of killing themselves
while they engage in self-injury, nor do they intend
for the behavior to result in death.5,21
Empirical evidence suggests that there are a limited number of methods used in suicide attempts
and completed suicides. Self-inﬂicted gunshots,
hanging, overdose, self-poisoning, and jumping
from lethal heights are attributed to approximately
87% to 98.6% of the deaths that result from suicide, whereas cutting accounts for only approximately 1.4% to 2% of these deaths.54 –56 For nonfatal suicide attempts, prior research has found that
drug overdoses are the most common method
(68% to 86%), followed by cutting (9% to 23%).54
In contrast, in both clinical and nonclinical populations cutting has consistently been shown to be
the most common form of nonsuicidal self-injury,
with approximately 70% of those who self-injure
reporting that they have cut themselves.17,26,27
Nonetheless, the methods chosen for self-injury
are likely to vary. Research has found that up to
69% of self-injurers use ⱖ2 different methods of
self-injury.45,49,50,57 Forms of self-injury most frequently reported besides cutting include burning,
severe abrading/scratching of the skin, punching,
biting, and inserting sharp objects under the
skin.17,49 This variation may be because of a number of factors, including psychosocial circumstances
(eg, living in a restricted residential treatment facility vs living at home), removal of access to preferred self-injury method, habituation to the sensation produced by each method, or personal
preference. Alternatively, the number of methods

Self-Injury in Primary Care Settings: The Role
of Family Medicine Physicians
Physicians in primary care and family medicine
settings commonly have a trusting relationship
with a patient that has developed over several years.
In the best of circumstances this relationship involves a great deal of trust on the part of the
patient. This kind of trust can take a long time to
build with a behavioral health clinician who is new
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and unfamiliar to the patient. Thus, the physicianpatient relationship places the FM/PCP in a unique
position to intervene and may serve as a valuable
tool with regard to the assessment and management of self-injury.
People who self-injure, especially adolescents,
are most likely to disclose their self-injury to family
and friends ﬁrst, particularly Internet-based acquaintances.66,71 Provided that the person has access to health care, primary care physicians are
logically the next most likely person to discover the
self-injurious behavior (eg, via physical examination, secondary to responding to a primary complaint resulting from the self-injury). Recent research by Fortune and colleagues72 suggests that a
subset of those who experience urges to self-injure
will actually seek help from a primary care physician as their ﬁrst resource before self-injuring; a
larger subset will seek help after self-injuring. In
this situation, the physician has a unique role in
helping the patient. A primary care physician’s recommendation for either ﬁnding alternatives to selfinjury if the patient wants to (eg, exercise)73 or
seeking more intensive behavioral health treatment
may be vital parts of assisting the self-injuring patient.
Although no empirical data on this topic exists,
clinical experience and basic behavioral principles
make it logical to conclude that patients may be
more responsive to a trusted physician’s concerns
about self-injury. Furthermore, FM/PCPs are often in a unique position to be able to follow up with
a patient for several years. In this way, these clinicians serve a vital role in monitoring the status of
the patient’s behavior, ensuring continuity of care
and, if needed, reconnecting the patient with behavioral health services. The physician can also
become familiar with the strategies the patient developed in therapy for coping with urges to selfinjure and can prompt the patient to consider, or
reconsider, using those techniques that he/she has
found helpful in the past should the self-injury
reoccur.
Although some recommendations for therapists
working with self-injurers have been published,6,7,74 no speciﬁc guidelines have been forwarded for working with self-injurers in nonpsychiatric settings. Nonetheless, the patientphysician relationship represents a valuable type of
therapeutic relationship, and some of the same
strategies recommended for use by psychothera-
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cease over time for most individuals. Zanarini et
al69 found that rates of self-injury in their sample of
patients with BPD decreased from 80% to 28%
during the course of 6 years. This same trend was
seen among people with other personality disorders, for whom the rate of self-injury decreased
from 16.7% to 1.6% during the same 6-year period. Conversely, in a cross-sectional study of 43
inpatients with BPD and 40 non-BPD inpatients,
Sansone and colleagues70 found that the mean
number of types of self-injury steadily increased
from childhood until the mid-20s, and then remained relatively stable through the sixth decade of
life for both groups. Patients with BPD reported a
signiﬁcantly higher number of types of self-injury
than patients without BPD from late childhood
until the late 20s.
Both of the aforementioned studies examined
select groups of participants (ie, patients with BPD,
inpatients) who are not necessarily representative
of people who self-injure as a whole. Although
there is indeed a subset of people who chronically
injure themselves,45 research by both Whitlock et
al3,49 and Nock et al41 has found that the majority
of people with any history of self-injury have selfinjured ⬍10 times. Whitlock et al49 found that
those who self-injured ⬎10 times were much more
likely to produce greater damage with their selfinjury and to use more than 3 forms of self-injury;
this suggests an overall greater severity and potentially more impairment for this subset. In aggregate, the existing data suggest that self-injury is
most likely to occur only a few times, but the
behavior may increase in frequency and severity
when combined with other psychosocial factors,
such as a psychiatric disorder or comorbid suicidality. Nonetheless, the available data pertaining to
the long-term course of self-injury is quite limited
at this time and reﬂects an area that requires substantially more research.

Understanding Self-Injury
It is important to note that FM/PCPs are unlikely
to be able to provide the therapeutic services described later in this article because of the typically
lengthy time required for implementing an evidence-based intervention for self-injury, and there
remains a dearth of data for pharmacological interventions. Providing effective psychological interventions requires several years of training. However, one technique that can be used by primary
care physicians is developing an understanding of
the behavior. The questions needed to assess the
behavior (discussed later in this article) can be extended to questions that may stimulate a process of
change.
Motivational interviewing (MI) techniques75
provide a useful set of tools and structure for stimulating the change process while simultaneously
assessing risk. As described by Kress and Hoffman76 in their work on the use of MI with selfinjurers, appropriately framed questions can be
used as effective tools for eliciting the necessary
information for risk assessment, thus allowing the
practitioner to make referrals for appropriate services. More importantly, these types of inquiries
can elicit a patient’s commitment to getting treatment for their self-injury, making follow-through
on referrals to behavioral health services more
likely.
The following are examples of probing questions based on MI techniques that can (1) enhance
a physician’s understanding of self-injury from the
patient’s point of view, (2) facilitate enough discussion of self-injury to complete an adequate risk
assessment, and (3) prompt a patient to begin
thinking about getting help for his/her self-injury:
1. What effect is this having on your life?
2. It seems like self-injury serves a function for
you. Are there any disadvantages to continuing
to do this to yourself?
3. Is there anything that’s motivating you to stop
self-injuring right now?
4. It sounds like it’s difﬁcult to handle the stress in
your life without self-injuring. How would your
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life be different right now if you were not selfinjuring?
5. There are a lot of options for getting help for
this problem. What do you think you would
need to help you stop self-injuring?
Validation
Inherent to understanding self-injury is the concept
of validation. As noted by Naﬁsi and Stanley74 and
Muehlenkamp,77 validation of a patient’s feelings
can foster a stronger patient-clinician relationship.
For psychotherapists, this can mean greater
progress in therapy. In a primary care context this
can translate to greater adherence to medical advice
and a higher probability of follow-through on referrals to behavioral health specialists.
Validation involves communicating your understanding of patients’ experiences from their perspective and establishing that what the patient is
expressing and feeling makes sense to you given the
context in which it is being expressed. Validation
also communicates to the patient that the clinician
has heard them and has taken their experiences
seriously enough to try to understand them. Accurate reﬂective listening is an essential validation
strategy, particularly for patients reporting selfinjury.78 Reﬂective listening involves the clinician
paraphrasing a patient’s expressed thoughts and
nonjudgmentally identifying his or her own observations about the nature of the patient’s thoughts
(eg, “It sounds like things have been really difﬁcult
for you and your girlfriend lately, and there are
times when you’re just not sure how to handle the
stress.”). Reﬂective listening also includes identifying emotions and the clinician summarizing the
emotion that he or she hears the patient expressing
(eg, “It sounds like you often feel angry right before
you cut yourself.”).
Complementing reﬂective listening is the validation skill of conﬁrming a patient’s thoughts, feelings, and behaviors within the context of current
circumstances. This requires the physician to conﬁrm the comprehensibility of a patient’s emotions
and actions in light of their situation (eg, “Considering what you are coping with right now, it makes
sense that your anxiety would be so high, and it’s
difﬁcult to know what to do with emotions that feel
so intense.”). Note that validation is not endorsement of a particular behavior or decision, but
rather communicating that others in the exact same
circumstances as the patient (ie, same stress level,
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pists are likely to be useful for primary care physicians. These strategies (discussed below) include
understanding a patient’s self-injury and using validation strategies.

Feature
Number of types used

Number of episodes

Indicator

Severity/Risk

1
2–3
⬎3
ⱕ10
11–50
⬎50

Low
Moderate
High
Low
Moderate
High

same dilemma, same skills deﬁcits, same family
history) would probably make similar decisions.30,78 When attempting to help a self-injuring
patient, communicating to them how “wrong” their
behavior has been is likely to destroy communication and prevent them from seeking further help.
Finally, articulating suspected unspoken thoughts
or feelings is also validating for patients. This requires some knowledge and understanding of the
patient and their history and involves making statements about what the patient’s nonverbal behaviors
are telling you (eg, “I notice that as we talk about
this you look away. I imagine it’s hard to admit that
you hurt yourself to cope with stress.”).
Assessment of Self-Injury
Although research focusing on self-injuring patients
in primary care settings has been extremely limited,
there is anecdotal evidence that family physicians are
increasingly faced with the dilemma of providing
some form of treatment to patients who engage in
self-injury. As for any health care professional, it is
important that FM/PCPs assess the risk level of their
patients who self-injure.
There are 2 main considerations in evaluating
risk. The ﬁrst is evaluating the severity level of the
patient’s self-injury, which is based on the frequency of the behavior and the number of different
methods used.6,7,44 In this regard, the preceding
information regarding the course of self-injury can
be synthesized into the risk categories depicted in
Table 1, which are consistent with empirical evidence.7,48 Knowing the severity level of self-injury
can be important to the second consideration of
risk evaluation—the patient’s risk of attempting
suicide— because research has shown that as the
severity of self-injury increases the risk for suicide
also increases.47,79 Second, it is crucial to evaluate
the risk that nonsuicidal self-injury will progress to
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suicide attempts. In evaluating these domains, considering the approximate frequency and the number of times the patient has engaged in self-injury is
important.7 In this regard, the preceding information regarding the course of self-injury may be
synthesized into the risk categories depicted in Table 1.48 This risk categorization is consistent with
empirical evidence.
Instruments for Assessing Self-Injury
A handful of instruments have been created to
assess self-injury, including paper questionnaires
and interview-style methods. Validated questionnaire assessments include the Deliberate SelfHarm Inventory,17 the Functional Assessment of
Self-Mutilation,80 the Self-Harm Inventory,81) and
the Self-Harm Behavior Questionnaire.82 Validated interview-style assessments include the Suicide Attempt Self-Injury Interview83 and the SelfInjurious Thoughts and Behaviors Interview.84,85
The Deliberate Self-Harm Inventory, the Functional Assessment of Self-Mutilation, the SelfHarm Behavior Questionnaire, and the Self-Injurious Thoughts and Behaviors Interview are
available from the respective authors of the instruments (see references). The Suicide Attempt SelfInjury Interview is freely available online through
the University of Washington Behavioral Research
and Therapy Clinics website.86
Regardless of the instrument or method used for
assessment, a thorough evaluation of the immediate
harm that self-injury poses to the patient as well as
the motivations for self-injury87 are essential for
managing risk and determining the level of care to
which the patient needs to be referred (eg, outpatient behavioral medicine consultation or acute inpatient care). Both Walsh6,7 and Claes and Vandereycken88 have outlined important guidelines for
psychologists and psychiatrists to follow when conducting a thorough assessment of patients who selfinjure. However, most of these recommendations
have been offered from the behavioral health care
professional’s perspective.
Special Considerations for Primary Care Settings
No guidelines for the assessment of self-injury presenting in primary care settings have been published to date. This is likely because of the nascent
research literature regarding both the treatment
and assessment of self-injury in primary care settings. Nonetheless, if a physician in a primary care
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Table 1. Risk/Severity Level by Number of Types and
Episodes of Self-Injury

What to Assess
Suicidal ideations

Types

Onset
Place/location
Severity of damage

Functions

Intensity of self-injury urges

Repetition

Episodic frequency

High-Risk Indicators Warranting Referral for
Behavioral Health Services

How to Assess It
● “关Speciﬁc behavior兴 might be
different than trying to kill
yourself, but for some people
they’re related. Do you ever
think about killing yourself when
you 关speciﬁc behavior兴?
● Do you think about killing
yourself when you don’t 关speciﬁc
behavior兴?”
● “What have you used to 关speciﬁc
behavior兴?”
● “In what ways do you injure
yourself?”
● “When did you ﬁrst 关speciﬁc
behavior兴?”
● “What parts of your body have
you 关speciﬁc behavior兴?”
● “Has 关speciﬁc behavior兴 ever
caused any bleeding/bruising/
scarring?”
● “Have you ever had to go to the
hospital after you 关speciﬁc
behavior兴?”
● “How do you handle the wound
after you 关speciﬁc behavior兴?
● “What does 关speciﬁc behavior兴
do for you?”
● “How do you usually feel before
关speciﬁc behavior兴?”
● “How do you usually feel after
关speciﬁc behavior兴?”
● “Would it help you in any way if
you stopped 关speciﬁc behavior兴?”
● “How strongly would you rate
your urges to 关speciﬁc behavior兴
in a typical day from 0 to 100?”
● “About how many times would
you say you 关speciﬁc behavior兴
since you started?”
● “How often do you 关speciﬁc
behavior兴 in a typical day? What
about a typical week?”

setting encounters a patient who injures himself or
herself, there is an onus of responsibility to facilitate that patient’s care in the same way that the
physician would facilitate the care of any other
condition that requires more intensive clinical attention. As with other conditions, an adequate assessment is required to determine the most appropriate treatment or referral.
With the multitude of clinical data points that a
primary care physician must synthesize, a routine
structure for the assessment of self-injury can be useful. As noted earlier, identiﬁcation of risk for escalation of the self-injury and for suicide is of most importance. This requires a practitioner to synthesize
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● Intense thoughts about suicide while self-injuring
● Thoughts about suicide before or after selfinjuring

● Multiple types
● ⱖ3 methods
● Early/childhood onset
● Extended duration or history ⱖ6 months
● Genitals or breasts
● Face
● Hospitalization or suturing required
● Neglect of wounds
● Reopening of wounds

● Any relationship to suicide (eg, compromise
between living and dying; reduces suicidal
thoughts or urges)

● 70 or higher
● 11–50 (moderate risk)
● ⱖ50 (high risk)
● Multiple times per week
● ⱖ5 wounds per episode

clinical data in a systematic way that indicates a patient’s risk level. There are no speciﬁc standards of
care yet published in the psychiatric literature regarding the data points essential to assess for when working with patients who engage in self-injury. However,
based on the extant literature pertaining to nonsuicidal self-injury and its association to suicidal behavior
and psychiatric morbidity,15,16,22,41,48 we suggest that
the mnemonic device “STOPS FIRE” (see Table 2)
may be used as a way of remembering what to look
for when assessing a patient’s self-injury:
●
●

Suicidal ideations during or before self-injury
Types of self-injury in which the patient engages
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Table 2. Evaluating Risk for Self-Injury: STOPS FIRE Assessment Guide

●
●
●
●
●
●

Onset of self-injury
Place (location) on the body that is injured
Severity and extent of damage caused by selfinjury
Functions of the self-injury for the patient
Intensity or frequency of self-injury urges
Repetition of self-injury
Episodic frequency of self-injury

It is important to note that the STOPS FIRE
protocol above is not an empirically validated instrument; it is merely a mnemonic strategy for
remembering the key domains to assess, in the
same vein as “SIGECAPS” is not a validated tool
but a strategy for remembering the domains to
assess when evaluating depression.89 Table 2 provides some suggestions for basic probing questions
that clinicians can use to acquire this information,
as well as the indicators of higher risk that would
warrant more intensive attention. We recommend
the use of a conservative decision-making process
for referring patients to behavioral health clinicians. Given the typical complexity of self-injury,
referring patients with moderate risk indicators for
outpatient services is appropriate. High-risk patients may warrant immediate inpatient services if
they are an imminent danger to themselves or cannot commit to safety. At the very least these patients should be evaluated immediately by a behavioral health practitioner.
Approaching the Assessment of Self-Injury Risk in
Any Setting
Self-injury may naturally elicit strong emotional
responses from anyone, including health care professionals. Recommended practice guidelines for
approaching a brief assessment of self-injury suggest that an effective evaluation should be approached using a nonjudgmental, dispassionate
manner that blends interest in the patient with
concern about helping them get treatment if they
would like it.7 Qualitative data from those who
self-injure indicates that questions should indicate a
“respectful curiosity” about the behavior.90 Thus,
any assessment needs to use a matter-of-fact line of
inquiry. It is important that the patient feels that his
or her distress has been heard and, ideally, understood by the clinician.74 However, this must be
balanced with an effort not to reinforce the behavior by showing an excessive amount of concern.29
One option is to approach self-injury as one would
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approach any other clinical ﬁnding that would elicit
a strong response. For example, emergency medicine physicians regularly encounter severe wounds
and injuries that naturally produce emotional responses; FM/PCPs routinely encounter various infections that have been allowed to progress to advanced levels of pathology. In both of these
situations, the natural emotional responses (eg, disgust, fear) must be contained in an effort to thoroughly evaluate the patient and provide him or her
with appropriate care. Ignoring such a ﬁnding or
reacting in a condescending manor would impede a
physician’s ability to provide the necessary evaluation and treatment. In short, demonstration of interest aimed at understanding the functions and
severity of the self-injury, in the same way one
would show interest in a wound or infection that a
patient presents with, is likely to be the most productive approach in a primary care setting.

Management and Treatment
Identifying an effective treatment approach for
self-injury can be a challenging aspect of working
with people who engage in this behavior. Even
after a treatment response is achieved, the positively and negatively reinforcing nature of this behavior often makes successful management of selfinjury complicated and challenging. Nonetheless,
effective treatments do exist. This section describes
the current existing therapies for self-injury and
supporting data for those approaches. Data regarding treatments for self-injury are also summarized
in Table 3.

Pharmacologic Treatment
At present there are no medications that are currently approved by the Food and Drug Administration for the speciﬁc treatment of self-injury.
However, there is some limited data supporting
speciﬁc pharmacological agents as potential treatments for self-injury in adults who are not developmentally delayed.91 Roth et al92 reported successful treatment of 7 female self-injurers with oral
naltrexone. In this open-label trial, 50 mg of naltrexone was administered daily. Complete abstinence from self-injury was observed in 6 of the 7
participants over a mean follow-up period of 10.7
weeks. Two participants resumed self-injuring
when the medication was brieﬂy stopped and then
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C
C

2
2

Transference-focused
psychotherapy
Mentalization-based therapy
0

2

2

N/A
N/A
N/A
3

RCTs
200 mg/day
300 to 550 mg/day for 4 to 12 months
50 mg/day
12-month outpatient program; weekly
individual modiﬁed cognitivebehavioral therapy; weekly skills
training; ongoing skills coaching
between sessions
2–7 individual cognitive therapyoriented sessions; 70-page self-help
book
12-month outpatient program; weekly
individual psychodynamic therapy
18-month inpatient program; weekly
individual psychodynamic therapy;
weekly group psychodynamic
therapy (3⫻); weekly individual
psychodrama session

Treatment Description

19

23

512

3
8
8
188

Patients Treated
in Published
Reports or
RCTs (n)

Signiﬁcantly lower proportion of self-injurers
compared with TAU group

No effect on self-injury

No effect on self-injury

Cessation of self-injury
Cessation of self-injury
Cessation of self-injury
Signiﬁcant reduction of self-injury in 2/3 RCTs
compared with TAU group

Effect on Self-Injury

The number of patients is from randomized controlled trials only when available or from available, published, nonrandomized studies if no randomized controlled trials have been conducted.
SORT, strength of recommendation taxonomy; RCTs, randomized placebo-controlled trials; TAU, treatment as usual.

C

3

Manual-assisted cognitive behavior
therapy

C
C
C
B

SORT Rating

3
3
3
1

Level of
Evidence

Topiramate
Clozapine
Naltrexone
Dialectical behavior therapy

Intervention

Table 3. Summary of Published Self-Injury Interventions and Respective Levels of Evidence
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In addition, 2 reports have provided preliminary
evidence for the use of topiramate for the treatment
of self-injury. In their study of topiramate as an
adjunctive treatment for manic symptoms in bipolar disorder, Chengappa et al98 reported an ancillary ﬁnding that 2 participants with comorbid bipolar disorder I and BPD who exhibited manic
symptoms and self-injury stopped injuring themselves after commencement of topiramate (the dosage was unspeciﬁed). Similarly, Cassano et al99 also
reported that topiramate (200 mg/day) produced
cessation of self-injury in a patient with BPD and
bipolar disorder II when added as an adjunctive
therapy for mood stabilization.
The data presented regarding pharmacological
treatment of self-injury is preliminary evidence at
best. In most cases, the pharmacological agents
were added or started after the failure to obtain a
treatment response with several other medications.
Although there may be some reasonable hypotheses about why these medications could or should be
effective in reducing self-injury (eg, naltrexone is
an opiate antagonist), the case descriptions clearly
suggest that they were essentially “a shot in the
dark” for treating treatment-refractory patients. Although these data represent potentially promising
starting points for systematic clinical studies, the
strength of the current evidence is not conducive to
recommending these agents for the treatment of
self-injury. Randomized, placebo-controlled trials
would be required to establish the efﬁcacy, safety,
and action mechanisms of these agents for the
treatment of self-injury. Thus the current strength
of recommendation taxonomy (SORT) level of evidence rating for all pharmacological interventions
for self-injury is 3 and SORT recommendation
rating is C.

Psychosocial Interventions
To date there are no known empirical trials of
treatments speciﬁcally addressing nonsuicidal selfinjury. Treatments that do address this behavior
have historically done so in the context of concomitant suicidal behaviors or other related forms of
psychopathology (eg, BPD). Therefore, the treatments discussed in this section are speciﬁc to BPD.
Data from trials of these therapies pertaining to
their effects on self-injury are highlighted. Although a detailed description of the theoretical
basis for all treatments is beyond the scope of this
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returned to abstinence when naltrexone therapy
was resumed.
A similar ﬁnding was reported by Griengl et al.93
They reported successful resolution of self-injury
with naltrexone (50 mg/day) in a male patient for
whom sertraline, doxepin, valproate, and risperidone had been unsuccessful. It is interesting to note
the authors’ observations that the patient’s symptoms of depression were responsive to these other
agents but the self-injury was not. After the start of
naltrexone, the patient remained abstinent from
self-injury during a 32-week follow-up period.
In addition to providing tentative support for
naltrexone as a potential pharmacotherapy for selfinjury, the authors of both case reports described
above suggest that these cases also support the
endogenous opioid system model of chronic selfinjury. The endogenous opioid system model posits
that self-injurers may have inherently low levels of
opiate activity.94,95 In this model, self-injury serves
as a mechanism for the release of additional endogenous opioids into the regions that are deﬁcient in
these substances. This restores the “opiatergic
tone” (ie, a standard level of endogenous opiate
activity, presumed to be inadequate in such individuals) to an adequate level.95 The underlying
reward mechanism suggested for this model is the
release of endorphins. Based on this model, opiate
antagonists such as naltrexone would ostensibly
block the positive reinforcement mechanism involved in self-injury.
Case-based support has also been found for clozapine as a treatment for self-injury. In a small (n ⫽
7) archival study of self-injuring, psychotic, female
inpatients with BPD, Chengappa et al96 found that
clozapine was successful in reducing self-injury after previous trials of myriad selective serotonin
reuptake inhibitors, neuroleptics, and atypical antipsychotics had been unsuccessful. Despite a very
small sample, Chengappa et al96 reported statistically signiﬁcant decreases in episodes of self-injury
after the start of clozapine therapy. In addition,
self-injury ceased completely in 3 of the 7 patients.
For all patients, daily clozapine dosages ranged
from 300 to 550 mg, and treatment length ranged
from 4 to 12 months. Ferreri et al97 reported successful resolution of chronic self-injury in a female
patient with BPD during a follow-up period of 4
weeks with clozapine that was titrated up to a maximum dosage of 300 mg/day.

Psychodynamic Psychotherapies
Transference-Focused Psychotherapy. Transferencefocused psychotherapy (TFP) was developed as an
intensive treatment for patients with BPD.100 This
treatment shares the common goals of all BPD treatments: reduction of suicidal behavior, self-injury, and
interpersonal chaos; and improvement of affective
regulation and behavioral control.
In general terms, TFP aims to help patients
change their affective and behavioral responses to
stress, especially in interpersonal contexts, by providing extensive opportunities for discussion of the
patient-therapist relationship during regular therapy sessions twice per week for 1 year. This relationship is conceptualized as both a microcosmic
representation of how the patient approaches other
relationships in his or her life and as a “holding
environment” in which the patient can safely express themselves without fear of losing the therapist
(unless they violate the treatment contract established at the beginning of treatment). Through
intensive focus on the therapy relationship as a
primary content of sessions, the patient can learn
new understandings of and responses to interpersonal relationships, as well as the necessary affective
and behavioral control techniques required for fostering healthier interpersonal relationships.101,102
Thus far, TFP has shown some promise as a
psychosocial treatment for self-injury, but more so
for BPD as a whole. An initial effectiveness study103
of 23 outpatients with BPD found that the severity
of self-injury and the level of medical care required
after self-injury were reduced after 1 year of TFP.
However, the frequency of self-injury was not signiﬁcantly changed (P ⫽ .45). Subsequent randomized clinical trials of the efﬁcacy of TFP104,105 compared this treatment to dialectical behavior therapy
(DBT)29 and an active placebo. Levy et al104 reported data pertaining to changes in “attachment
patterns” and “reﬂective function” (both TFP-related constructs), but failed to discuss the effect of
TFP on self-injury. Similarly, Clarkin et al105 reported improvements in impulsivity, social functioning, depression, anxiety, and suicidality in their
controlled trial (ﬁnding treatment equivalence between DBT and TFP on this latter variable), but no
data on self-injury was reported.
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It is logical to conclude (and proponents of TFP
contend) that a treatment that treats the crux of a
psychopathology will result in changes to the myriad manifestations of that psychopathology, such as
self-injury. However, as it pertains to self-injury
speciﬁcally, the data about TFP published to date
are relatively weak. Moreover, Clarkin et al’s103
original ﬁndings of the potential effects of TFP in
reducing the severity of self-injury have not been
replicated in (or at least have not been reported in)
subsequent trials. Currently, the data supporting
TFP as a treatment for self-injury is level 2 evidence and SORT recommendation rating of C for
the use of (or referral for) this treatment, owing
primarily to a lack of replication (or, at least, a lack
of publication) of ﬁndings about the effectiveness of
TFP for reducing self-injury. Further research on
this treatment is needed to determine its effectiveness in modifying self-injury.
Mentalization-Based Therapy. Mentalization-based
therapy (MBT) is another treatment for BPD that is
derived from psychodynamic attachment theory.106
This therapy was originally developed by Bateman
and Fonagy106 as part of a day treatment program for
severely and chronically dysfunctional patients with
BPD. The general theoretical premise of MBT is that
BPD results from a patient’s lack of awareness of the
relationships between thoughts and emotions, which
adversely impacts interpersonal attachments. MBT is
aimed at increasing the patient’s ability to “mentalize,” that is, to focus attention on and understand
thoughts and emotions in an attempt to more accurately interpret one’s own and others’ behavior,
thereby improving interpersonal functioning.106,107
This is accomplished through an intensive 18-month
partial hospitalization program with a weekly treatment program consisting of a 1-hour individual psychoanalytic psychotherapy session; 3, 1-hour group
analytic psychotherapy sessions; a 1-hour psychotherapy session aimed at teaching psychodrama techniques; a 1-hour weekly “community meeting”; a
monthly meeting with a case worker; and a monthly
medication management meeting with a psychiatrist.
The initial effectiveness study107 was a nonrandomized trial comparing MBT (administered by
psychiatric nurses and supervised by clinical psychologists) to general milieu psychiatric treatment
(treatment-as-usual [TAU]) for 19 patients with
BPD. Bateman and Fonagy98 reported signiﬁcantly
fewer episodes of self-injury and suicide attempts in
the MBT group than the TAU group at the 12-
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manuscript, a basic description of each treatment is
provided below, followed by outcome data.

Cognitive and Cognitive-Behavioral Psychotherapies
Manual Assisted Cognitive-Behavioral Therapy.
Manual assisted cognitive behavioral therapy
(MACT)109 was developed as a brief, cost-effective
intervention for the reduction of self-injury in patients with a history of repeated self-injurious behaviors. This treatment combines 2 to 6 sessions of
individual cognitive-behavioral and solution-focused psychotherapy with self-directed bibliotherapy. The bibliotherapy component employs 6 short
book chapters that focus on teaching patients emotion management skills, ways to cope with negative
thought patterns, and skills to prevent relapse into
self-injury. Both therapy sessions and bibliotherapy
components focus on problem solving. This is accomplished in part by helping the patient understand the origins and triggers for their self-injury
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through use of a behavioral chain analysis form, as
well as via thought and behavior monitoring forms.
Evans et al.109 compared MACT to a TAU condition in a randomized controlled pilot trial that
included 32 patients who were habitually self-injuring. Results indicated that the MACT group had
lower monthly rates of self-injury and longer times
until the next episode of self-injury than the TAU
group, but neither of these differences reached statistical signiﬁcance. A larger randomized controlled
trial110 compared MACT to a TAU condition in
480 outpatients. Patients receiving MACT had up
to 7 sessions of individual, solution-focused therapy
along with a 6-chapter, 70-page book (described
above). Results of this larger trial revealed that
MACT was not associated with a signiﬁcantly
greater reduction in self-injury at either 6- or 12month assessment than was TAU, and that MACT
was not associated with a signiﬁcant change in
self-injury from pre- to posttreatment assessment.
Nonetheless, a nonsigniﬁcantly smaller proportion
of MACT participants (39%) than TAU participants (46%) reported ongoing self-injury at the
12-month assessment. In addition, survival analyses
revealed that MACT participants went for a longer
period of time (222 days) than TAU participants
(169 days) before their repeat episode of self-injury,
although this difference was also not statistically
signiﬁcant. Similar to the study by Evans et al,109
this second trial110 was also characterized by substantial heterogeneity in the way treatment actually
occurred within each group, which may account for
a lack of group differences. For example, 5 MACT
participants reported that they never received a
booklet, and 90 participants (almost 40%) never
attended an individual psychotherapy session. Likewise, TAU included individual problem-solving
therapy, seeing a general practitioner for treatment, group therapy, psychodynamic psychotherapy, or brief counseling. Thus, the failure to ﬁnd
any differences between groups is perhaps not surprising because the design and execution of the
study was not conducive to comparing the effects of
discrete treatment conditions on a unitary outcome
measure. Both Tryer et al110 and Evans et al109
note the cost-effectiveness of MACT as a brief
treatment. However, the extant data do not support
this as a rationale for recommending MACT as an
intervention for self-injury given the nonsigniﬁcant
differences noted between MACT and TAU
groups. Additional research is needed to more rig-
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month assessment, and a signiﬁcantly lower proportion of self-injuring patients in the MBT group
than the TAU group was observed at the 18-month
assessment despite no signiﬁcant differences in proportions at baseline.106 A subsequent 8-year follow-up study108 found signiﬁcantly fewer suicide
attempts in the MBT group versus the TAU group,
among other maintained improvements (eg, psychosocial functioning, days in the hospital). However, no data about self-injury was presented by the
authors for this follow-up.
Similar to TFP, the data pertaining to the effectiveness of MBT in treating self-injury is promising. However, the data for MBT as a treatment for
self-injury remains as level 2 evidence at best. This
is largely because of a lack of an active treatment
comparison group, a lack of randomization, and a
lack of replication thus far. Furthermore, although
potential mechanisms of change in MBT have been
articulated,107 the setting in which MBT was conducted (a partial hospitalization program) also provided for a multitude of other therapeutic interactions. It may be reasonably argued that 18 months
of structured, intensive therapeutic contact (5
hours per week in the case of MBT) in a partial
hospitalization program of any kind may yield similar effects. Therefore, the active component of
MBT that produces change remains unclear. When
considering the outcome data for MBT, the evidence for this therapy as an intervention for selfinjury is level 3, with a SORT recommendation rating
of C.
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DBT was ﬁrst evaluated by Linehan and her
colleagues117 in a randomized, controlled trial that
compared DBT (n ⫽ 24) to a TAU (n ⫽ 23)
condition. This initial effectiveness study randomly
assigned female patients with BPD and a history of
at least 2 suicide attempts or 2 episodes of selfinjury during the past year to either 1 year of DBT
or 1 year of treatment by a mental health service
provider in the community. DBT patients received
the treatment package described above, whereas
the TAU patients received a diverse array of other
treatments that may or may not have included individual therapy sessions. Initial results revealed
that patients who received DBT had signiﬁcantly
fewer episodes of self-injury at each 4-month assessment interval point, including posttreatment.
In addition, during the course of the 1-year followup,118 DBT patients were signiﬁcantly less likely to
resume self-injurious behavior during the ﬁrst 6
months than were the TAU patients (26% vs 60%,
respectively). However, this difference was not signiﬁcant at the 12-month follow-up assessment.
Koons et al119 evaluated the effectiveness of
DBT for female veterans diagnosed with BPD (n ⫽
10) compared with a weekly 1-hour therapy TAU
condition (n ⫽ 10). Analyses combined suicide attempts and nonsuicidal self-injury, making speciﬁcity of treatment effects hard to identify. Nonetheless, this study revealed a signiﬁcant decrease in
aggregated self-harming behaviors across all 3 assessment periods for patients with DBT (P ⫽ .04)
but not for TAU patients (P ⫽ .98), as well as a
trend for differences in self-harm episodes before
and after treatment for patients receiving DBT
(P ⫽ .06) but not for TAU patients (P ⫽ .25).
Additionally, a trend toward signiﬁcance (P ⫽ .07)
was found for the between-group differences in the
proportions of participants reporting self-harming
behaviors; the proportion of patients reporting any
self-harming behaviors decreased from 50% to
10% for patients with DBT versus 30% to 20% for
TAU patients.
In a more recent randomized, controlled trial
among patients receiving DBT, Linehan et al120
randomly assigned female patients with BPD to 1
year of either DBT (n ⫽ 52) or community treatment by experts (n ⫽ 49). Community treatment by
experts consisted of individual therapy by 25 therapists who identiﬁed the treatment they provided
to patients as either “nonbehavioral” or “psychodynamic.” Results of this trial indicated signiﬁcantly
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orously evaluate this treatment and further reﬁne
the treatment components.
Dialectical Behavior Therapy. DBT30 was developed as a cognitive-behavioral treatment for chronically suicidal and self-injuring patients diagnosed
with BPD. DBT is considered to be an acceptancebased treatment because of its focus on both developing patients’ self-acceptance and its strategic utilization of an accepting and nonjudgmental stance
by the therapist. DBT is based on Linehan’s30 biosocial model of BPD. This model postulates that
BPD is a pervasive disorder of the emotion regulation system, which develops as a result of a transactional relationship between caustic and abusive
conditions in one’s developmental environment
and a genetic predisposition toward rapid and frequent ﬂuctuations between emotional extremities
and intensities.111–115 Thus, this model conceptualizes self-injury as a maladaptive emotional regulation strategy that originates from deﬁcits in emotion regulation skills.30 DBT is a comprehensive
cognitive-behavioral treatment that is designed to
address these skills deﬁcits as a way of reducing
suicidality and self-injury among people with BPD.
There are 4 modes of treatment involved in
standard, adult DBT: (1) 12 months of weekly individual therapy; (2) 12 months of weekly group
psychosocial skills training; (3) skills coaching and
consultation to patients between sessions; and (4)
the therapist’s participation in a consultation team.
The 4 modes of treatment are structured around
the 4 stages of treatment: (1) learning to control
uncontrolled behaviors; (2) increasing awareness
and experience of emotions; (3) decreasing general
problems with life; and (4) increasing quality of life.
Patients who enter a DBT program commit to 1
year of treatment and to working toward the goal of
reducing all self-injurious behaviors (including suicidal behaviors) as the primary goal of treatment.
Secondarily, patients agree to address any behaviors that are obstacles to the ﬁrst goal. In this way,
behaviors that sabotage treatment are reduced and
the potential for therapy to be effective is increased.
Group psychosocial skills training also takes place
weekly and serves as a required didactic supplement
to the weekly individual therapy session.30,116
Through skills training, patients develop and learn
how to apply skills in 4 domains: (1) emotional
regulation, (2) distress tolerance, (3) interpersonal
effectiveness, and (4) self-awareness (“mindfulness”) skills.116
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DBT for adolescents, implementing a 2-week program that consisted of daily skills training and individual DBT. Results of a quasi-experimental
study found that this adaptation of DBT signiﬁcantly reduced self-harm behavior in aggregate,
including self-injury, during a 1-year follow-up period. In addition, signiﬁcant reductions in suicidal
ideations were found at discharge and 1-year follow-up.
DBT has been subjected to more scrutiny than
any other treatment for self-injury. However, the
data about the actual effectiveness of DBT are
mixed and suggest a modest effect of this treatment
on self-injury. In aggregate, the literature indicates
that DBT is likely to reduce self-injury (as well as
risk of suicide attempts) during the course of treatment and that these effects are likely to last for up
to 6 months without further treatment and for ⱖ1
year with further intermittent treatment contact.117–120 Based on the quality of research about
DBT, the evidence for DBT as an intervention for
self-injury is level 1; however, the SORT recommendation rating for DBT is B because of the
inconsistency of demonstrated effects on this behavior speciﬁcally.
The studies discussed above were generally welldesigned randomized, controlled trials. However,
there are some notable shortcomings of DBT research. First, compared with other treatments,
DBT has only been systematically evaluated in
women. This is a substantial limitation of the generalizability of DBT to the populations it purports
to treat. Although approximately 75% of individuals with BDP are women, the DBT literature says
nothing about its effectiveness with the remaining
25% that consists of men.
Second, from a design perspective, research
about DBT is limited by a lack of comparison with
speciﬁc alternative treatments. Thus far, research
about DBT has used poorly deﬁned TAU conditions. The original studies117,118 compared DBT to
a condition in which patients received an indeterminate level of therapeutic contact. Perhaps any
patient with BPD who receives 3 hours of structured, goal-directed contact weekly would improve
to a greater degree than would patients who may
only receive 30 or 60 minutes of group or individual treatment. Although the degree of change evidenced in this ﬁrst trial was signiﬁcant, the most
recent trial of DBT120 did not ﬁnd signiﬁcant between-group differences for self-injury. The com-
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lower rates of self-injury at posttreatment for patients receiving DBT but no signiﬁcant differences
between groups. Thus, DBT was equally as effective at reducing self-injury as nonbehavioral treatment by experts. However, during the course of
this 2-year trial, patients receiving DBT had signiﬁcantly lower mean medical severity across all
self-harming (self-injurious and suicidal) behaviors
and signiﬁcantly fewer suicide attempts than did
the TAU participants.
DBT has also been adapted, modiﬁed, and evaluated for inpatient and adolescent populations.
Thus far, no randomized controlled trials have
been conducted; however, evidence with lower
strength is available. Barley and colleagues121 reported the effects of integrating skills training onto
an inpatient personality disorders unit. This study
evaluated, among other variables, self-injury outcomes in 130 patients admitted to an inpatient
facility. Compared with self-injury data from the
general psychiatry inpatient unit in the same hospital, patients on the personality disorders unit evidenced signiﬁcantly fewer episodes of self-injury
after DBT was implemented. More recently, Bohus
et al122 adapted DBT for an inpatient setting. The
treatment used a standard DBT protocol of individual therapy, skills training, and skills coaching
ﬁtted into a 4-week program. In their evaluation of
the effectiveness of 24 female inpatients diagnosed
with BPD and who reported a history of at least 2
episodes of self-injury during the last 2 years, DBT
was effective in signiﬁcantly reducing the frequency
of self-injury (P ⫽ .004). That 19 of the 24 inpatients were medication-free throughout the latter
study is a noteworthy consideration.
Finally, Rathus, Miller, and colleagues,123–125
and Katz and colleagues126 have adapted DBT for
adolescent populations. Rathus et al125 originally
adapted DBT by reducing treatment length to 12
weeks, reducing the skills taught, and including the
family in skills training. In a quasi-experimental
effectiveness study, Rathus and Miller123 found
that, among suicidal adolescent outpatients with
BPD features, the group receiving DBT (n ⫽ 29)
had signiﬁcantly fewer hospitalizations during
treatment than a TAU group (n ⫽ 82), and there
were no signiﬁcant differences in suicide attempts
between groups. However, there was a signiﬁcant
decrease in suicidal ideations in the DBT group at
posttreatment. No data about self-injury speciﬁcally was reported. Katz et al126 adapted inpatient

Summary of Treatment Data
Hundreds of patients have now been treated in
clinical trials of interventions that address self-injury (see Table 3 for a summary of ﬁndings). Although some research and analyses have been more
sound than others, the research evaluating all the
known interventions has shortcomings. Across all
clinical trials and all treatment modalities for selfinjury interventions, it seems that one common
theme among effective therapies is consistent therapeutic contact during a relatively long-term
course of treatment. TFP, MBT, and DBT all
require generally intensive contact with a treatment
provider during a longer period of time than do
standard short-term treatments (eg, 16 to 20 weeks
of CBT for depression). Another common theme is
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the acquisition of new skills during treatment. Regardless of the terminology or theory used, the
effectiveness of TFP, MBT, and DBT (ie, the effective treatments) is contingent on a patient’s ability to learn how to do things differently. Whether
learning how to relate to or interact with others
more assertively, how to take care of themselves
more consistently, or how to tolerate distress more
effectively, patients receiving all of these treatments
are required to learn, develop, and apply new skills
to get better. It is possible that an intervention
based on a transtheoretical model would prove to
be a more efﬁcacious treatment than the current
extant therapies. Future research may be best directed toward identifying the active components in
each of these treatment approaches to determine
the most effective and comprehensive package.

Conclusions
Self-injury is a serious behavioral problem that may
be increasing in prevalence.40 Trends identiﬁed by
research point toward the probability that, in the
near future, FM/PCPs are likely to see patients
who self-injure more frequently. These patients
present a higher safety risk than does the typical
clinic patient. Nonetheless, effective evaluation of
self-injury can be completed rapidly using the protocol provided and is essential to effective risk management and referral to appropriate psychosocial
and behavioral therapies.
As noted by Lofthouse and Yaeger-Schweller,128
behavioral health care providers are typically best
equipped to treat the self-injurer from a long-term
perspective, and it is advisable for the FM/PCP to
make an appropriate referral. Nonetheless, treatment of self-injury among primary care patients
begins with an effective patient-physician relationship. FM/PCPs have a unique opportunity to monitor the patient over a longer period of time than
might a psychotherapist. This may allow for better
follow-up on the patient’s part and stronger reinforcement of any new skills learned in therapy.
Effective psychotherapeutic treatments are
available for patients who self-injure. Regardless of
the type of psychotherapy used, all treatments seem
to share the common thread of addressing underlying psychological dysfunction and skill deﬁcits.
The key to management of self-injury is getting the
patient connected with the appropriate behavioral
health services.
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parison condition was slightly better deﬁned (and
ostensibly consisted of greater expertise) in this
latest study, but it was still lacking a clear description of the alternative treatment.
Another problem with DBT, as with other treatments, is an inadequate or inconsistent deﬁnition of
outcome measures for self-harm behaviors. The
use of the term “parasuicide” by Linehan,30 Linehan et al,117 and many others has contributed to
this deﬁnitional problem. In Koons and colleagues’119 study, for example, there were notable
decreases in aggregated self-harm behaviors, but
these behaviors included both suicidal and nonsuicidal self-injury. In Linehan et al’s120 recent clinical
trial, medical severity of self-harm behaviors was
examined across types of self-harm.
The data from the DBT literature are promising
and clearly suggest treatment effects. Thus far
these data give more hope for suicide prevention
and self-injury reduction than any other treatment.
However, the current data leave us with unanswered questions: For whom is DBT best suited
(eg, only white women)? What is DBT best suited
for treating? and To which treatments is DBT a
superior intervention? Research on DBT could be
greatly enhanced by including well-deﬁned comparison treatments. Finally, one oft-cited concern
about DBT is the considerable startup cost involved in implementing a program because of the
extensive training required.119 Although modiﬁed
approaches have been found to be at least somewhat effective,122–127 DBT is still typically viewed
as a necessarily comprehensive treatment approach
for a complex clinical problem (ie, BPD).
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Risk assessment of patients who self-injure is also
critical. A ﬁrst step in this direction is identifying
patients who self-injure. Considering regular screening of patients at a higher risk has been recommended
and may be an important consideration for FM/
PCPs.128 The tools discussed in this article are wellsuited for this purpose. Once self-injury is detected,
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the patient’s self-injurious behavior serve as valuable tools both for tempering an emotional response and for eliciting important information
from a patient who self-injures. In this way, the
FM/PCP can uniquely facilitate a more seamless
treatment process for the patient— beginning with
their ofﬁce visit—to ensure that the patient receives
the services they need.
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