
Self-Injury Methods

The most common methods of NSSI include 
cutting, burning, scratching, and bruising. 
These injuries can range from superficial to 
moderate. Extreme body mutilation such as 
amputation is typically excluded from the 
definition.

Prevalence

Although any one at any age may begin to 
engage in NSSI, the most common age of 
onset for NSSI is early adolescence. Up to 
20% of adolescents in community samples 
report having engaged in NSSI at least once 
in their lifetime. This rate may range from 60% 
to 80% in clinical samples. Recent research 
indicates that there is little to no sex difference 
in prevalence of NSSI in community samples. 
However, in clinical samples, NSSI is more 
prevalent in females.

Individuals who engage in NSSI may injure 
themselves repetitively over long periods of 
time, with increasing severity, and may use 
different methods over time. Alternatively, 
they may reduce their NSSI behaviour before 
beginning again during periods of high stress.

Fast Facts:

• Although NSSI serves a variety of 
functions, the most frequently reported 
function is emotion regulation.

• Although NSSI may indicate an 
individual has a mental illness (e.g., 
major depression, anorexia, PTSD), not 
all people who self-injure have a mental 
illness; most, however, have mental 
health difficulties.

• Cognitive behaviour therapy, dialectical 
behaviour therapy and motivational 
interviewing may be used to treat NSSI.

• The recommended interpersonal 
approach to work with clients who 
self-injure is to adopt a “low-key, 
dispassionate demeanour.”

• Treatment for NSSI can be effective 
when these underlying reasons are 
addressed, and when the client is 
motivated to change their behaviour.

A Guide to Understanding Self-Injury 
for Mental Health Professionals

Non-Suicidal Self-Injury (NSSI) is the deliberate and direct destruction of one’s body tissue, 
without suicidal intent and for reasons not socially or culturally sanctioned. This definition 
excludes tattooing, piercing, and indirect harm such as substance abuse or eating disorders.

NSSI should also be distinguished from self-injurious behaviour (SIB) that is commonly seen 
among individuals with intellectual and developmental disabilities.
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Other Functions

Research has identified other functions for NSSI that include, but are not limited to: 
self-punishment, to communicate feelings, to avoid acting on thoughts or urges related to 
suicide, or to end a feeling of dissociation or numbness.

Some individuals may self-injure for more than one reason. Indeed, multiple reasons for  
self-injury often coexist. Additionally, some individuals may begin to self-injure for one reason, 
but repeat the behaviour for an entirely different one.

Functions of NSSI

Different people self-injure for different reasons, and it is important to consider each 
individual’s unique NSSI experiences when working with someone who self-injures. Overall, 
research has shown that reasons for NSSI tend to fall within two different categories: 
intrapersonal (reasons related to the individual) and interpersonal (reasons related to other 
people or external situations).

Emotion Regulation

The most frequently reported function is emotion regulation. In this case, NSSI is used by an 
individual to cope with difficult feelings (e.g., distress, anxiety, stress, sadness). In a review of the 
literature, all studies examining NSSI functions found strong empirical support for NSSI’s use as 
a means to regulate aversive emotions.

These studies included clinical and community samples of participants with a mean age 
ranging from 15 to 37 years. Reports from individuals who use NSSI to cope with overwhelming 
feelings, and to regulate otherwise unmanageable emotions, suggests a specific pattern to 
NSSI. Specifically, before the individual self-injures, he or she experiences acute negative affect. 
Following the injury, the individual reports feeling relief.
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Co-Occurring Mental Health Difficulties

Although an individual has a mental illness (e.g., major depression, anorexia, PTSD), not all 
people who self-injure have a mental illness; most, however, have mental health difficulties.

Studies of community samples have shown that the issue most commonly co-occurring with 
NSSI is suicidality. Of individuals who engage in NSSI, 21% to 41% report having attempted 
suicide at some point in their lives. These rates are much higher in outpatient samples (57% to 
59%) and inpatient samples (70% to 74%).

This does not necessarily mean that individuals who self-injure are also making concurrent 
suicide attempts; it does, however, highlight that individuals who self-injure are likely to have 
had suicidal thoughts and/or actions at some point, past or present.

NSSI has often been associated with borderline personality disorder (BPD). However, a growing 
body of research indicates that while many individuals who have a diagnosis of BPD do self-
injure, many individuals who self-injure do not have a diagnosis of BPD.

Major depression also frequently co-occurs with NSSI. Knowing specifically that there is a 
diagnosis of comorbid depression allows the clinician to tailor his/her intervention for the 
client.

In addition, substance abuse is also reported to co-occur with NSSI. For those that do, a client 
may use substances to manage negative emotions in one context, and NSSI to deal with 
similar emotions in another. Co-occurring substance abuse may also lower inhibitions and this 
might lead to a greater likelihood to injure when urges arise. This may also lead to more severe 
injuries due to dampened pain.

Finally, individuals with post-traumatic stress disorder (PTSD) may be likely to engage in NSSI 
to manage the traumatic stress inherent in this disorder.

In summary, NSSI may occur with a variety of mental illnesses including, but not limited to, 
those mentioned above. This highlights the importance of a comprehensive assessment.

Building Rapport

A strong rapport and collaborative alliance with a client who self-injures is essential for both 
accurate assessment and effective management of the behaviour.
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Reacting to NSSI

When individuals who self-injure confide in others about their behaviour, they may be faced 
with a wide range of reactions. Friends and family may react negatively; common reactions 
include the expression of negative feelings toward NSSI, discomfort, or even horror. Therefore, 
it is essential to begin to build rapport starting with your initial reaction to NSSI.

If a mental health professional expresses negative feelings regarding NSSI, the client may feel 
less comfortable talking about it. He or she may not share important information or may avoid 
dealing with the subject altogether.

In addition, if a mental health professional seems overly interested in a client’s NSSI, two 
consequences may occur. First, the professional may inadvertently reinforce, or support, the 
behaviour. Alternatively, the client may feel an increased urge to self-injure.

Although effusive expressions of support may seem warranted and stem from genuine 
concern, in some cases, this may reinforce the behaviour. As such, a more balanced supportive 
approach is recommended – one that conveys genuine concern but in a calm manner.

The recommended interpersonal approach to work with clients who self-injure is to adopt a 
“low-key, dispassionate demeanour.” The purpose of this method is to convey genuine interest 
in understanding your client’s NSSI experiences in a way that is respectful and curious, yet 
neutral and calm. It may be useful to adopt the client’s own language with respect to his/her 
NSSI and address the subject in a way that defers to the client’s expertise of their personal 
experience with NSSI. In addition, guidelines for NSSI assessment also suggest clinicians adopt 
a respectful curiosity which conveys a genuine interest in wanting to understand the client’s 
perspective about his/her experiences.
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Stages of Assessment

Once rapport has been established and the client has been informed about the limits of 
confidentiality, a comprehensive NSSI assessment can be conducted. The following section, 
adapted from Nixon and Heath, highlights the basic stages of assessment and could be used 
as an outline for assessing a client’s NSSI behaviour.

It is noted that many organisations have already established assessment protocols and 
processes in their service, reflective of their circumstances, resourcing and access to 
treatment alternatives. This suggested guide is just that – a guide designed specifically 
around NSSI assessment based on internationally recognised best practice.

Suicidality

It may be comforting to the client if you convey your understanding that NSSI is distinct from 
suicide. Although NSSI and suicide are distinct, NSSI may still elevate suicide risk and many 
who self-injure think about suicide.

A client who self-injures and indicates suicide risk should be considered high-risk, which merits 
appropriate safety planning measures in line with professional, legal, and workplace policies.

Stage 1: Triage

The first stage of assessment should consist of a suicide risk assessment (see below). 
Additionally, the professional should assess the severity or type of injury to determine the 
client’s level of risk to self. Finally, this stage should include an assessment of co-occurring 
mental health issues. If a client is high-risk, the professional may decide to refer the client to 
medical or inpatient services. If not, the professional can move to the next stage of assessment.

Stage 2: Basic Assessment for Intervention

The goal of this stage is to determine the scope, severity, and functions of the client’s NSSI. 
Important information to collect includes: the history of NSSI (methods, age of onset, 
frequency, most recent occurrence, severity of wounds), the context in which the client self-
injures (external environment, cognitions, emotional state, biological factors), and the reasons 
the client gives for self-injuring.

It is recommended that a weekly functional assessment be used which records the: (a) events/
interactions, thoughts, and feelings that preceded NSSI episodes, (b) the events/interactions, 
thoughts and feelings during NSSI episodes (or what happened if NSSI did not occur), and the 
(c) events/interactions, thoughts, and feelings following the NSSI episode.

Stage 3: Comprehensive Assessment

The purpose of a comprehensive assessment is to determine all predisposing, precipitating, 
perpetuating, and protective factors. This can be conducted by a professional with experience 
in this area or by a case management team. Standardised assessment measures, such as 
the Inventory of Statements about Self-Injury (ISAS) and Self-Injury Thoughts and Behaviour 
Inventory (SITBI), can help to guide a more comprehensive and thorough assessment of NSSI 
features, history, and functions.

References for these measures are provided below.
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Treatment Options for NSSI

Treatment for NSSI can be effective when these underlying reasons are addressed, and when 
the client is motivated to change their behaviour.

Cognitive Behaviour Therapy (CBT): The use of CBT with clients who self-injure focuses on: a) 
fostering healthier coping strategies when stress occurs and b) modifying negative thinking 
styles that may perpetuate NSSI (e.g., negative self-views).

This also involves consideration of thoughts individuals have about NSSI itself (e.g., viewing 
it as effective or as something that must be done to cope with distress). The use of CBT has 
demonstrated effectiveness for NSSI (see references below).

Dialectical Behaviour Therapy (DBT): DBT is an advanced form of CBT. In addition to targeting 
unhealthy thinking, it includes enhancing emotion regulation and fosters healthy coping 
strategies through several key components, including:

1. Mindfulness: Fosters the ability to remain grounded in the present as well as decrease 
rumination and self-judgment by fostering moment-to-moment awareness. This allows 
the client to let go of self-directed negative feelings.

2. Distress tolerance: Includes developing the ability to tolerate negative emotions or 
distress with a focus on skills to manage stressful situations.

3. Emotion regulation: Involves focusing on the emotions being experienced and 
processing and/or modifying one’s own emotional reactions. In addition, this may 
include teaching clients how to cope with distress in the moment through distraction 
techniques.

4. Interpersonal effectiveness: Aims to help the client improve their communication and 
interaction with others, including the communication of emotional experiences to 
others.

Motivational Interviewing: Research has also indicated promise for Motivational Interviewing 
(MI) to manage NSSI. MI may be particularly useful as many clients who self-injure may be 
ambivalent about stopping NSSI. MI has been used to manage several other behaviours 
including alcohol and drug abuse. Specifically, MI involves exploring both the advantages and 
potential disadvantages of the behaviour (i.e., NSSI) to provide a safe, empathic atmosphere 
conducive to facilitating a readiness to change on the part of the client. This includes fostering 
a desire and ability to change. 6
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Disclaimer: All information in this guide is provided for information and education purposes only. The information 
is not intended to substitute the advice of a mental health professional. You should always consult your doctor 
for specific information on personal health matters, or other relevant professionals to ensure that your own 
circumstances are considered.

Please feel free to download and share this resource where it can support a person or their family experiencing 
self-injurious behaviours.
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Where Can I Find More Information?

There is a growing selection of tools and guides available online to help those who self-injure, 
their loved ones and the professionals who are working with them. Here are some places we 
recommend:

The Mental Health Foundation in New Zealand offers online factsheet with advice about 
self-care and supporting others, and links to other resources and help services. 
https://www.mentalhealth.org.nz/get-help/a-z/resource/49/self-harm

Common Ground – a short guide for parents, families and friends of teenagers: 
http://www.commonground.org.nz/common-issues/the-hard-stuff/self-harm/

Youthline provides real-time 24/7 free phone, text, email and online counselling to support 
young people who are self-harming – and can also provide this support for parents and family. 
Free phone 24/7: 0800 376 633, free text 234 or email talk@youthline.co.nz 
https://www.youthline.co.nz/self-harm.html

Lifeline provides real-time 24/7 free phone, text, email and online counselling to support 
young people who are self-harming – and can also provide this support for parents and family. 
Free phone 24/7: 0800 543 354 (0800 LIFELINE)


