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Case Scenario
A 16-year-old girl with no remarkable medi-
cal history presented to my clinic for a rou-
tine well-adolescent appointment. During 
the visit, I discovered multiple well-healed 
linear scars on her upper arms and legs. 
When I questioned her about these lesions, 
she admitted to cutting herself during the 
past several months, but denied any suicidal 
intent or ideation. She said that she cut her-
self because it was the only way she felt any-
thing and it was a stress release. She further 
admitted to feeling depressed and to using 
alcohol over the past year since the divorce of 
her parents. I was concerned, especially with 
her cutting behaviors, but unsure what to do 
next. How do I know if she is at risk of sui-
cide? How should I approach this situation?

Commentary
The behavior of this patient is nonsuicidal 
self-injury, defined as the intended destruc-
tion of body tissue without suicidal intent. 
Nonsuicidal self-injury is a common biopsy-
chosocial disorder observed in adolescents. 
Community estimates of nonsuicidal self-
injury range from 7.5 to 25 percent, with 
a higher prevalence in older adolescents.1 
Although nonsuicidal self-injury is consid-
ered a diagnostic criterion of borderline 
personality disorder, it is not a separate diag-
nosis in the Diagnostic and Statistical Manual 
of Mental Disorders, 4th ed. (DSM-IV). How-
ever, nonsuicidal self-injury is included in 
proposed DSM-V revisions.2 Currently, it 
is classified as an impulse control disorder, 
not otherwise specified, and is found under 
the International Classification of Diseases, 
Ninth Revision (ICD-9) diagnosis of unspeci-
fied, nonpsychotic mental disorder. The term 
“deliberate self-harm” has also been cited in 
the literature, but this term often includes 

self-harm with suicidal intent or as self-muti-
lation in pervasive developmental disorders.

RISK OF SUICIDE

Although most cases of nonsuicidal self-
injury is maladaptive coping (i.e., attempts 
to influence the behaviors of others or deal 
with internal emotions),3 the risk of suicide 
is real. In a review of adolescents present-
ing for emergency care following a suicide 
attempt, almost one-half had engaged in non-
suicidal self-injury in the previous 24 hours.4 
In another study, patients engaging in non-
suicidal self-injury were six times more likely 
to attempt suicide than those who did not 
report nonsuicidal self-injury.5 There is no 
validated model to determine suicide risk in 
those with nonsuicidal self-injury, although 
there is some evidence to suggest the follow-
ing may relate to suicide risk: (1) severity of 
depressive symptoms; (2) level of self-esteem; 
(3) parental support; (4) suicidal ideation; and 
(5) reason to live.1 

EVALUATION

Initial evaluation of patients with nonsui-
cidal self-injury should address immedi-
ate medical and safety issues (e.g., suicidal 
intent, access to weapons). Immediate psy-
chiatric consultation should be obtained if a 
patient expresses acute suicidal ideation, or if 
the physician remains concerned about the 
risk of suicide after evaluating the patient, 
despite patient denials of suicidal intent. 
If the physician determines that a patient 
has nonsuicidal self-injury, it is advisable 
to interpret the behavior as a symptom of 
other underlying disorders. A biopsychoso-
cial approach for evaluation of associated 
comorbidities, such as a HEADSS (home 
life, education, activities, drugs, suicide, sex) 
assessment, may be appropriate.6
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Questioning patients about their home 
life can help determine the level of social 
support available. Learning about their edu-
cation and activities can give insight into 
self-esteem and related difficulties with peers 
or school. Lack of parental support, lower 
socioeconomic and education levels, and 
unemployment have been associated with 
an increased risk of all forms of deliberate 
self-harm, with and without suicidal intent.7

It is also important to screen patients for 
eating disorders, substance abuse, and high-
risk sexual behaviors, because an increased 
number of cases have been reported in 
those with nonsuicidal self-injury.8,9 Vali-
dated screening tools are available, such 
as the SCOFF screening tool10 for detect-
ing eating disorders (http://www.aafp.org/
afp/2003/0115/p297.html) and the CRAFFT 
screening tool11 for identifying substance 
abuse (http://www.aafp.org/afp/2008/0201/
p331.html). In addition to high-risk sexual 
behaviors, higher rates of sexual abuse are 
found in patients with nonsuicidal self-
injury. Gay, lesbian, bisexual, and trans-
gender patients are at particular risk of 
nonsuicidal self-injury and suicide.12

Other commonly cited psychiatric comor-
bidities of nonsuicidal self-injury include 
mood and anxiety disorders, especially 
depression and posttraumatic stress disor-
der, in addition to personality disorders, such 
as borderline personality disorder.7 A useful 
adolescent depression resource that includes 
validated screening and management tools is 
the Guidelines for Adolescent Depression—
Primary Care (http://www.glad-pc.org/). 

MANAGEMENT

Evidenced-based recommendations for 
treatment of nonsuicidal self-injury are lack-
ing, because most studies have considered 
self-harm behaviors regardless of intent. A 
Cochrane review evaluating psychosocial and 
pharmacologic interventions for all forms of 
self-harm showed an overall trend toward 
reducing repetition of self-harm, although 
specific treatment recommendations could 
not be made.13 If depression or anxiety disor-
ders are present and severe enough to warrant 
pharmacologic therapies, such as selective 
serotonin reuptake inhibitors (SSRIs), physi-
cians may consider prescribing medication, 

regardless of whether nonsuicidal self-injury 
is present. Although increased suicidal ide-
ation with SSRI use in adolescents prompted 
a boxed warning in 2004 from the U.S. Food 
and Drug Administration, actual suicides 
decreased with treatment.14 In conjunction 
with appropriate counseling, safety discus-
sion, and close follow-up, the benefits of 
SSRI therapy may outweigh potential risks. 

Ultimately, the patient’s comorbidities, 
the physician’s comfort and experience 
levels, and the availability of community 
resources should dictate treatment and 
referral strategies. Most patients require a 
multidisciplinary approach, with an empha-
sis on coping skills, communication, stress 
management, and social support.3

DISCUSSION WITH PARENTS

Patient confidentiality is important to con-
sider throughout the evaluation and man-
agement process. Although most state laws 
protect mental health–related visits, this is 
often with the caveat of immediate safety. 
Given the complexity of nonsuicidal self-
injury, it may be helpful to involve parents 
or other social supports. Parents should be 
counseled on the serious, yet nonsuicidal, 
nature of the behavior. However, other 
information obtained during the patient 
encounter that is not immediately relevant 
to ensuring the patient’s safety or getting 
the patient help, such as disordered eating 
behavior or sexual identity issues, should be 
maintained in confidence. Ideally, the physi-
cian should discuss the need for disclosure 
of information, the specific information to 
be disclosed, and the plan of care with the 
patient, and obtain his or her assent to dis-
closure before discussion with the parents. 
This will help maintain the therapeutic alli-
ance as much as possible while getting the 
patient the help he or she needs.

CASE RESOLUTION

For this patient, the initial approach should 
focus on patient safety, referral to a behav-
ioral health specialist, consideration of SSRI 
therapy if clinically indicated, discussion with 
parents or other social support, and close 
follow-up (within one to two weeks). Further 
evaluation and follow-up should be dictated 
by comorbidities and response to treatment.
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