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Using GoToWebinar – (Live Participants Only) 

§  Control Panel 

§  Asking Questions 

§  Audio (phone preferred) 

§  Polling Questions 

Webinar Learning Objectives 

Assess clients with 
regard to the 
possibility they are 
engaging in SIB (self-
injurious behavior) 

Differentiate between 
suicidal and 
parasuidal behaviors 

Understand various 
reasons for self-
injurious behaviors, 
including the 
Addiction Model 
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Identify various 
resources available to 
assist with dealing 
with this population 
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Barbara Melton, M.Ed., LPC 
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Charleston, SC  29401 
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www.barbarameltonlpc.com 

Webinar Presenter 

Barbara Melton, M.Ed., LPC, CACII, has a private practice in downtown Charleston 
and works with adolescent and adult populations on a number of issues, including 
but not limited to working with clients who engage in self-injurious behaviors, trauma 
and loss, borderline personality disorder, and mood disorders. She has taught 
graduate level courses for Columbia College and Coastal Carolina University and 
also teaches a Clinical Supervision course for Webster University on a regular basis.   

In The Bright Red Scream, we are reminded that cutting has been with us for at 
least 2,000 years – there is a reference in the New Testament (Gospel of Mark) 
referencing a man living in a graveyard, believed to be possessed, who cuts 
himself deliberately with stones. Throughout history we have seen examples of 
self-flagellation; it, too is referenced in the Bible.  So the concept of self-injurious 
behavior is not a new one.   
There seems to be an increase in the past decade of reports of people engaging in 
self-injurious behaviors (SIBs) – a large percentage of them being children – to 
where increased attention to this area seems indicated.  
It is not an area that we as clinicians are typically comfortable with – but at a  
minimum, we need to know more about these behaviors.  That is why we are all 
here today.  
 
 

SELF-INJURY: IT’S NOT NEW! 

PART I 
WHAT IS IT? 

There is disagreement among professionals whether these behaviors are a 
symptom or a diagnosis in their own right – there are even a number of 
terms that refer to these behaviors.  They all have the same underlying 
current, however.  Let’s look at some of those terms: 
 

• Self-Injurious Behavior (SIB) 
• Self-Mutilation 
• Self-Harm 
• Self-Abuse (SA) 
• Auto-Aggression 

• Self-Inflicted Violence (SIV) 
• Delicate Self-Cutting 

TERMINOLOGY 
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Looking at a dictionary definition of mutilation, we see “the act of damaging 
seriously by cutting off, or altering, an essential part.”  In most cases, the 
damage is to the skin with a knife or razor blade (or other abrasive material 
like scissors, bottle caps, etc.)  Other areas are often affected, however.   
 

SIB is more than just cutting; it also includes: 
�  Burning 
�  Hitting oneself or eliciting same 
�  Picking skin/interfering w/healing 
�  Chafing (including w/chemicals) 
�  Extracting hair to excess 
�  Head banging 
�  Asphyxiation/Choking (called “the choking game”, “pass out”, “fainting 

game” or “space monkey”* 

WHAT CONSTITUTES SELF-INJURIOUS 
BEHAVIOR? 

• Scratching to excess 
• Tying ligatures to restrict blood flow* 
• Biting oneself 
• Breaking bones 
• Hyperventilating to cause lightheadedness* 
• Chewing lips, tongue, fingers 
• Ingestion of sharp or toxic objects 
• Amputations/Eye removal 
• Eating Disorders  
 

�  Body Piercings/Tattoos  
             (possibly) 
�  Purposely getting bitten/ 
    stung by insects, etc 

some activities (marked w/an 
asterisk) can cause  

    a stroke or even paralysis; 
much education is 

   needed around this! 

The object of the activity is to experience 
temporary asphyxiation by applying pressure to 
the carotid artery in the neck, restricting oxygen 
and blood flow to the brain.  The result creates a 
“high”, a tingling sensation before the person 
goes unconscious.  After the pressure is released, 
a second high takes place as the person comes to 
and blood rushes to the brain.    
More attention came to this with the death of David 
Carradine several years ago and also in a movie 
called “World’s Greatest Dad” starring Robin 
Williams. 
 

“The Choking Game” 
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• Arms   74% 
• Legs   44% 
• Abdomens  25% 
• Heads   23% 
• Chests   18% 
• Genitals   8% 
 

 

     Reference:  Women & Self-Harm   

LOCATION OF INJURIES ARMS 

LEGS ABDOMEN 

FACE CHEST 
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Audience Polling Question #1 
In your experience, which area of the body have clients indicated they have 
self-harmed more often? 

• Major – involves infrequent acts of amputation (usually associated with psychotic 
episodes) 
• Stereotypic – monotonously repetitive and sometimes rhythmic acts 
• Superficial/Moderate – most common type (found throughout the world across all 
social classes); begins in early adolescence; subtypes of this class include: 

            Compulsive – hair-pulling, skin scratching, nail biting 
            Episodic & Repetitive – skin cutting, carving, needle- sticking, and 
interference w/wound healing 
 

CLASSES OF MUTILATION 

The damage is rarely life-threatening, and the location of the wounds is 
usually easily hidden; long-term harm is usually restricted to scarring.  
While there are various reasons for SIB, most of them do not include ending 
their lives, hence the term “para”suicidal behaviors.   
 

Sometimes, however, there is a miscalculation resulting in death.   
 
Even though the self-injurer claims they are not trying to commit suicide, 
these behaviors are very serious and are still indicative of pathology.   
 

PARASUICIDAL BEHAVIORS 

PART II 
ETIOLOGY 

Most self-injurers come from 
families in which values are twisted 
(sexual  abuse, physical abuse) – in 
some cases the abuse is not so 
obvious (emotional abuse through 
neglect, self-absorption, 
perfectionism, poor boundaries).  At 
the very least, there is usually a 
trauma connection. 
 

There are some arguments, however, for a genetic component – “the self-
injurer is someone in whom a combination of depressive disorder and 
anxiety disorder are chemically present to varying degrees that are 
hereditary.”  * 
 

Even in cases where they may be a genetic predisposition, the environment 
in which a child is raised will dictate the degree to which these behaviors 
surface.   
 
 

    *Reference from Cutting 
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Research indicates that at least 2 million Americans deliberately cut 
or burn themselves every year.  That’s nearly 30x the rate of suicide 
attempts & 140x the rate of “successful” suicides.   
 
One survey of 500 university students indicated that 12% had at 
least once in their lives deliberately cut, burned or similarly harmed 
themselves. *  
 
 
 
 
*Armando Favazza, Professor of Psychiatry, University of Missouri 
 
 

SOME STATISTICS 

SIB occur more often in: 
• Prison Settings 
• Inpatient Psychiatric Settings 
 
Gender:  Research indicates equal numbers of (adult)                                
men & women engage in SIB.  Reference:  The Scarred Soul 

 

In children, research indicates that females are more at                              
risk and that 14 is the common age for first engaging in                            self-
injury.   Reference:  Ross & Heath, 2002 

 

MORE INTERESTING FACTS 

�  Roseanne Barr             Courtney Love 
�  Angelina Jolie*             Marilyn Manson 
�  Johnny Depp             Sid Vicious (Sex Pistols) 
�  Princess Diana            Christina Ricci 
�  Alfred Kinsey (sex researcher) 

These persons of national note admitted in personal  interviews or autobiographical 
notes that they struggled with this problem.   Reference:  Bodily Harm 

 

*Has tattoo that reads “Quod me nutrit me destruit” which means “what nourishes me 
also destroys me.” 

 

FAMOUS PEOPLE WITH A HISTORY OF SI 

In a 1995 BBC interview,  she disclosed that she was a self-injurer and 
admitted she had cut her arms and legs. "You have so much pain inside 
yourself that you try and hurt yourself on the outside because you want 
help." In the biography Diana: Her True Story, it tells how she threw herself 
into a glass cabinet several times, slashed her wrists with a razor, and cut 
herself with the serrated edge of a lemon slicer. During an argument with 
Prince Charles, Diana picked up a penknife and cut her chest and thighs. 
During a fight on an airplane with Prince Charles, Diana locked herself in 
the bathroom, cut her arms, and smeared the blood over the cabin walls 
and seats. 
 

YES, PRINCESS DI! 

PART III 
ASSESSMENT TIPS 

In the assessment process, it is important to note that SIB often accompany 
certain types of disorders.  By knowing this, you can pay more attention to 
clues that may result in your discovering these behaviors. 
 
People who engage in SIB often have a comorbid condition: 
Bulimics                          40.5% also self-injure 
Anorexics                        35%  
Dissoc Identity D/O         34% 
Personality disorders     24% (more often BPD) 
Institutionalized  
MR people                       13.6% 

                                         Reference:  Bodily Harm 
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• Difficulty in various areas of impulse control 
• History of childhood illness or severe illness or disability of a family member 
• Low capacity to form and sustain stable relationships 
• Fear of change 
• Inability/unwillingness to take adequate care of themselves 
• Low self-esteem coupled w/powerful need for love & acceptance from others 
• Childhood history of trauma or significant parenting deficits 
• Rigid “all or none” thinking 

 
Reference:  Bodily Harm 
 

CHARACTERISTICS OF SELF-INJURERS 

While we do not have in the DMSIV-TR or the new DSM-5 an actual 
diagnosis of SIB, as you can see from our previous discussions, it is often a 
component of various diagnoses.  Another diagnosis to consider includes 
Impulse Control Disorder NOS (DSMIV) or Unspecified Disruptive, Impulse-
Control and Conduct Disorder (DSM-5) .   

 

DIAGNOSIS 

The DSM5 does not have Impulse Control Disorder as a 
stand-alone disorder.  312.89 is a catchall for symptoms 
that are not in the rest of this chapter in the DSM5, which 
include ODD, CD, IED, Kleptomania and Pyromania.  
As clinicians, we must be assured, as with any disorder, 
that diagnostic criteria is fully met before making a true 
diagnosis.    
 
 

Other Specified Disruptive, Impulse- 
Control & Conduct Disorder   312.89 

(DSM5) 

PART IV 
WHY THEY DO IT 

“It expresses emotional pain or feelings that I’m unable to put into words. It 
puts a punctuation mark on what I’m feeling on the inside!”  

“It’s a way to have control over my body because I can’t control anything else 
in my life.”  

“I usually feel like I have a black hole in the pit of my stomach; at least if I feel 
pain it’s better than feeling nothing.”  

“I feel relieved and less anxious after I cut. The emotional pain slowly slips 
away into the physical pain.”  

 

QUOTES FROM PEOPLE WHO SI 

Understanding why the person engages in SIB is critical.  Your treatment planning 
depends on this understanding.  Assessment is an ongoing process, while you are 
gaining the trust of your client, as they rarely share their most intimate thoughts with 
you right away.  
Often they will indicate they do not know why they engage in SIB.  

Most persons who engage in SIB have faulty communication skills.  They know how 
to speak the words, but not necessarily how to really talk, or communicate, their 
feelings, their needs, their desires.   
Hence, they “talk with their skin”! 
 
 

THE ROOT OF THE PROBLEM 
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Most SIB results from attempts at mood state regulation by:   
• making bad feelings go away 
• creating an illusion of power/control/mastery  
• having a warm flood of good feelings and positive                                         
control  

SOME REASONS FOR SELF-INJURIOUS 
BEHAVIORS 

• To feel alive, less numb and empty 
• To feel more numb; to induce dissociation 
• To release endorphins (triggered by injury) & create rush of warm feelings 
• To express anger at others 
• To punish themselves or express self-loathing 
• To upset or punish others     
 

WHY THEY DO IT 

• To relieve stress or anxiety  
• To feel in control of their pain (often involves re-
enactment of abuse) 
• To bring back a sense of reality ; to feel “real”, 
connected/grounded 

• To elicit nurturing (from self or others) 
• To stave off bad memories  
• To mirror actions of perpetrator (trauma bonding) 
• To relieve loneliness 
• To seek relief from emotional pain, frustration 
and other negative feelings by focusing on 
physical pain  

• To show (or prove) they need help (their actions 
speak for them)  
 

• To elicit admiration from  or “fit in” with peers 
• To create a distance or scare off others (connected to 
attachment issues) 
• Addiction model (section VI) 
• Some SIB may actually be a result of a cultural norm 
• SIB can be a manifestation of obsessions or compulsions (as 
in OCD), especially “picking” behaviors 
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Audience Polling Question #2 
In your experience, what are the most common reasons for self-injury that 
you have heard expressed? 

Another window into understanding self-harming behavior can be gleaned from 
Colin Ross’ book called The Trauma Model.  Here are the basic tenets of it: 
• Locus of Control Shift – in order to maintain the illusion of power/control/mastery, 
it has to be their fault so that they could fix it if they try hard enough 
• The problem is not the problem – the presenting problem is always the solution to 
some other problem 

• Attachment to the perpetrator is one of the core fundamental elements 
• Addictions component – SIB is a fundamental function of avoidance of feelings 
and conflicts 
• Punishment of Self (reinforcing you are a “bad” person) 
• Mood State Regulation – SIB gives immediate relief to unbearable feelings and 
ushers in a warm flood of good feelings and positive control 

COLIN ROSS’ TRAUMA MODEL 

PART V 
ETHICAL ISSUES FOR THE 
HELPING PROFESSIONAL 

As clinicians, we are expected to support the welfare of our clients.  So 
what do we do when we find clients are intentionally hurting themselves?  
How we choose to treat this issue will be based on our own perception of 
the risk-benefit ratio. 
Typically, injuries inflicted through SIV are not life-threatening or even 
require medical attention.  You must exercise judgment when deciding how 
you will proceed with working with clients who SI.   

   Reference:  The Scarred Soul 
In cases involving children, depending on your treatment setting, you may 
be required to report any SIB (for instance in school settings this is usually 
the case) 
 
 

ETHICAL CONSIDERATIONS 

When the student engages in SIB in the school setting, it is important to stop the 
behavior, talk to the student, and stay with him/her until a school counselor can meet 
with the student. An open attitude and willingness to listen is one of the best 
responses when dealing with a child who self-mutilates.   
The school counselor can help in the process of differentiating between a suicide 
attempt and an act of self-mutilation.  
For the school mental health provider who works in the middle and high school, 
standard interview procedures should incorporate questions about whether the 
student cuts or does any other self- mutilation behavior, and explore the student’s 
coping mechanisms. 
Additionally, the school counselor’s role is to refer to a mental health provider in the 
community who treats children who self-mutilate.  This clinician can provide the 
necessary support and skills for the student to learn how to identify, regulate, and 
communicate his/her emotions in adaptive ways.    
http://www.rit.edu/cla/schoolpsychology/Mental%20Notes/14-2/profchair.html 

 

 

INTERVENING IN SCHOOL SETTINGS 

Contracts can be useful (but not early in the process).  Since the SIB may 
be the client’s “best friend”, or their “salvation”, it may be perceived as a 
power struggle for you to demand a safety contract initially.   
 

CONTRACTING FOR SAFETY 
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We need to examine our own motives for wanting a client to cease or stabilize his/
her self-injurious behavior. Too often, care providers focus on stopping the SI as 
quickly as possible because they themselves are not comfortable with it -- it 
repulses them, makes them feel ineffective, frightens them, etc.   This can result in 
a power struggle where the therapist insists that the behavior stop and the client 
chooses to self-injure covertly and becomes reticent and distrustful, thus reducing 
the chance that a useful therapeutic alliance will be formed.                                   Source:   
www.palace.net 
That leaves us with assisting clients with finding ways to deal with impulses to SI.  
When the SIB is out of control, this ends up becoming the focus of therapy, which 
keeps you from addressing underlying (core) issues.   

To do the real work, we have to walk a fine line between repressing the SIB and 
allowing it to some degree while you work on helping them gather the tools to 
combat it.   
 

OUR STUFF 

We need to honor the fact that 
SIB have been a coping 
mechanism for the client that has 
worked for them for a long time. 
They need to learn alternative 
coping methods before they give 
up their “tried & true” method. 
 

SELF-HARM IS A COPING MECHANISM 

PART VI 
THE ADDICTION MODEL 

The person who habitually self-injures usually follows a common 
progression: 
• First incident occurs by accident, or after seeing/hearing of others who SI 
• Person has strong feelings of anger, fear, anxiety or dread before injuring 
event 
• These feelings build & the person has no way to express/address them 
directly 
• Cutting or other SI provides sense of relief, release of mounting tension 
• Feelings of guilt/shame usually follow 
 
 

HOW DOES SI BECOME ADDICTIVE? 

• Person hides SI tools, covers up evidence, often w/long sleeves 
• Next time similar strong feeling arises, person is “conditioned” to 
seek relief in same way 
• Feelings of shame paradoxically lead to continued SI behavior 
• Person feels compelled to repeat self-harm, which is likely to 
increase in frequency and degree 
 
                                                                   Reference: The Trauma Model 

 

 

PART VII 
SOME TREATMENT TIPS 
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The most important part of working with someone who self-injures 
is gaining an understanding of why they SI.  That informs your 
treatment and that has been the meat of this presentation.  But I 
also wanted to quickly hit some highlights of specific treatment.   
 

Long-term (outpatient) psychotherapy is typically indicated with clients who 
SI. Therapy is aimed at helping the individual recognize and control their 
behavior and mood swings, and process negative thoughts and feelings.  If 
they are often also abusing substances, this must be addressed as well.   

Therapy can take many forms, like: 
 
 

�  Cognitive Therapy – shows how certain thought patterns causes uncomfortable 
feelings 

�  Behavioral Therapy – provides an awareness of the triggering situations and the 
harmful reactions to them.  Demystifying triggers is an effective therapy tool.  They 
can learn to recognize and address triggering feelings in healthier ways 

�  Dialectical Behavior Therapy – teaches skills for coping w/sudden, intense urges of 
emotion (Holmes, 2000).  While teaching crisis management, the goal of DBT is to 
reduce self-injuring and life-threatening behaviors (Linehan, 1993). 

�  Group Work – focus is on skill-building, role playing and enhancing connectedness 
and communication skills 

�  Trauma Education Group – teaches clients the origins and nature of their disorder 
and demystifies their symptoms.  Clients learn how to identify effective therapy and 
how to be a productive part of their own recovery. 

�  Family Therapy may be useful in addressing any history of family stress related to 
the SIB, and also in helping family members learn to communicate more directly 
with each other 

�  Journaling can increase self-awareness and self-validation 
�  Music Therapy 

 

• Guided Imagery/Visualization (of a “safe” zone) 
• PTSD therapy/Trauma-Focused Therapy – often a history of abuse or incest is at the 
core of the client’s SI behaviors; anchoring or grounding techniques should be 
taught to clients who experience flashbacks and/or dissociation 
• Art therapy – used very effectively, particu-larly w/children who self-injure.  It allows 
a tactile approach to therapy and allows children to use their hands in a healing way 
• Communication training – teach how to communicate feelings to others more 
effectively; include conflict resolution skills 
• Interpersonal Therapy aimed at addressing underlying issues of low self-worth 
• Hypnosis or other Relaxation Techniques can help reduce stress & tension that 
often precedes SIB 
Teaching Stress Management Techniques 
Teaching Anger Management Techniques – they typically have difficulty tolerating 
their anger, expressing it constructively, and overcoming their fear of retaliation 
Rapport/trust-building 

 

We need to honor the fact that SIB have been a coping mechanism for the client that 
has worked for them for a long time.  We need to give them replacements for these 
behaviors before asking them to give them up. 
Examples of Replacement Behaviors include: 
•  Visual:  If your client needs to see blood, take a red felt-tip pen and dip it lightly in 

water; then trace it along the target area 
• Tactile:  If your client needs to feel pain or a shock to the system, use ice or a bag of 
frozen food on the target area,  splash ice cold water there,  snap a rubber band, take a 
cold shower 

 

SELF HARM IS A COPING MECHANISM – 
SO OFFER REPLACEMENT BEHAVIORS 

• Gustatory/Taste:   chew something w/a strong taste like chili peppers , a 
lemon, or a grapefruit peel; breath mints like Altoids might also do the trick 
• If your client is feeling disconnected, they could call a friend, or go online 
to a self-help website, chat room, or message board  
• If your client needs to expend pent-up energy or experience release of 
pressure, they might exercise (run/jog, dance, etc), turn music up and 
scream, punch a pillow, throw something, shred paper or rip something, 
draw/scribble using red paint 
• If your client is trying to calm themselves, suggest taking a bubble bath, 
doing yoga/ deep breathing, drawing or writing in a journal, listening to 
calming music, spending time with their pet, wrapping themselves in a 
warm blanket 
 

In the book Stopping the Pain: A workbook for Teens who Self-
Injure (listed in Resources), one of the many useful handouts it 
provides is entitled “Creating an SI Emergency Kit”.  It states that 
“many people who self-injure find it useful to create an emergency 
kit, which his an actual box with contents that will help them when 
they feel they must self-injure.”  Things you can put in the 
emergency kit include: 
• A list of people you can call 
• A list of things you can do when you feel like hurting yourself 
• A journal to write your thoughts & feelings in 
• A ball, such as a tennis ball, you can squeeze to let out your 
tensions 
• A CD or tape of soothing music 
• A photograph of someone you care about 
 

 

FINAL NOTE – CREATING A SI EMERGENCY KIT 
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A Bright Red Scream: Self-mutilation and the Language of Pain by Marilee Strong 
Bodily Harm:  The Breakthrough Healing Program for Self-Injurers by Karen Conterio 

& Wendy Lader 
Cognitive-Behavioral Treatment of BPD by Marsha Linehan, PhD 
Coping with Self-Mutilation by Alicia Clarke 
Cutting: Understanding & Overcoming Self-Mutilation by Steven Levenkron 
See My Pain! Creative Strategies and Activities for Helping Young People who Self-
Injure by Susan Bowman & Kaye Randall 

The Luckiest Girl in the World by Steven Levenkron 
Shorter Term Treatments for Borderline Personality Disorders by John Preston  
The Scarred Soul: Understanding & Ending Self-Inflicted Violence by Tracy Alderman 
 
 

RESOURCES/REFERENCES Skills Training Manual for Treating BPD by Marsha Linehan, PhD  
Stopping the Pain: A Workbook for Teens who Self-Injure by Lawrence 

Shapiro, PhD 
The Trauma Model by Colin Ross 
Women & Self-Harm:  Understanding, Coping & Healing from Self-Mutilation 

by Gerrilyn Smith, Dee Cox & Jacqui Saradjian 
 
                                            USEFUL WEBSITES 
American Self Harm Information Clearinghouse— http://selfinjury.org/  
Focus Adolescent Services— http://www.focusas.com/SelfInjury.html  

National Mental Health Association (fact sheet)— http://www.nmha.org/infoctr/
factsheets/selfinjury.cfm 

Secret Shame/Self-Injury Information and Support—www.palace.net/~llama/
psych/injury.html 

 
 

Barbara Melton, M.Ed., LPC 
215 E. Bay St., Ste 201-D 
Charleston, SC  29401 
(843) 723-8002 
bmelton@homesc.com  
www.barbarameltonlpc.com 

THANK YOU 

I have enjoyed being with you today and 
hope you have a greater understanding 
of how to work with this population! 
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