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We dedicate this book to the countless people with lived experience whose resilience and generosity in sharing their stories has allowed us to write this book. Their silent strength is a constant reminder of the need to advocate for a person-centered approach in all aspects of research, clinical practice, and outreach.
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Preface

Nonsuicidal self-injury (self-injury), the purposeful damaging of one’s own body tissue (e.g., cutting) without suicidal intent, is a behavior that is a concern for countless people. Although it appears to run counter to the human instinct for survival—to avoid getting injured—self-injury can be the very way many individuals survive in the world. Often misunderstood, self-injury is primarily used to cope with intense or unwanted emotions that an individual feels they are not able to deal with in other ways. Not surprisingly then, self-injury is associated with a number of mental health difficulties (e.g., emotion dysregulation, major depression) and is a reliable predictor of subsequent suicidal thoughts and behavior. For these reasons there has been increased attention paid to factors that initiate and maintain self-injury, and a recent focus on factors that might aid recovery.

Over the past two decades, our understanding of self-injury has expanded significantly. Yet, self-injury remains shrouded in much stigma which foments shame, isolation, and hopelessness for countless individuals who self-injure. Accordingly, how we talk about self-injury and respond to individuals who self-injure necessitate an empowering approach conducive to fostering strength, hope, and resilience. In keeping with the recent strengths-based movements toward conceptualizing and addressing mental health difficulties, this book offers a novel person-centered and strengths-based framing of self-injury. In doing so, the book addresses contemporary and often overlooked areas in the field, such as stigma, recovery, and the role of social media in self-injury. Given its applied emphasis, this book will be relevant and useful to anyone working with or supporting people with lived self-injury experience, including: mental health professionals and trainees, school professionals, families, and researchers. We hope people with lived experience of self-injury find this book empowering, and consider sharing it with loved ones.

In the first part of the book we aim to contextualize self-injury. In Chapter 1, we start by outlining the most up-to-date understanding of what self-injury is, how common it is, factors that are associated with self-injury, and the relationship between self-injury and suicidal thoughts and behaviors. In Chapter 2, we further delineate self-injury from suicidal behavior, highlighting the similarities and differences between them, and proposing a person-centered way to inquire about suicidal thinking. We then move on to offering a person-centered framing of self-injury. In Chapter 3, we argue that many models of self-injury adopt a medicalized viewpoint—seeing self-injury as a symptom that needs to be treated and removed. These models frame self-injury as a problem that needs to be fixed, that arises due to some deficit or flaw in the individual (e.g., a history of trauma, lack of coping skills). We argue that a deficit-based approach can, perhaps inadvertently, emphasize vulnerabilities and feelings of worthlessness often held by people who self-injure. We offer readers a strengths-based approach that instead highlights the resilience of people who self-injure. While not dismissing factors that drive self-injury, additionally focusing on strengths can further empower people toward positive change and recovery.

Self-injury remains a highly stigmatized behavior, yet there has been little consideration in the literature regarding how stigma manifests, and the impact this stigma has on people who self-injure. In Chapter 4, we tackle stigma head-on, challenging readers to adopt a nonstigmatizing framing of self-injury. Along similar lines, Chapter 5 draws on recent work highlighting the importance of the language we use when talking about self-injury, and people who self-injure. Language is a powerful form of communication that helps frame the way we see the world. Stigmatizing, medicalized, or derogatory language—often used unintentionally—can foster shame and reduce the likelihood a person who self-injures will reach out for support. We present readers a guide on appropriate ways to talk about self-injury that foster respect, hope, and resilience. In this way, we hope people who wish to talk about their self-injury are able to receive nonjudgmental, noncritical responses to their disclosures.

In Chapter 6, we address the issue of self-injury “contagion.” We present the latest evidence regarding social causes and consequences of self-injury among peer groups. Following our discussion of appropriate language to use when talking about self-injury, we consider the pitfalls of adopting a medicalized conceptualization of the social causes and consequences of self-injury, which is grounded in an infectious diseases model. Instead, we focus on how we can encourage a broader discussion of these social influences and effects associated with self-injury. This includes consideration of societal attitudes, discussion of self-injury in a broader social context, and response to people who self-injure. In Chapter 7 we broaden this discussion to social media. Indeed, there has been much concern about the effect of social media on self-injury, with many suggesting that online communication about self-injury can encourage people to engage in the behavior. Yet, others propose that discussing self-injury online can decrease isolation, and assist with recovery. We rely on recent evidence to present both the benefits and risks associated with online communication of self-injury.

The remainder of this book is focused on applying this person-centered approach across a range of contexts. In Chapter 8 we turn our attention to the roles schools can play in the prevention and early intervention of self-injury. Given self-injury most often emerges in adolescence, schools have become a prime context in which to identify students who self-injure and offer appropriate and timely referral. Yet school staff tell us they are unsure how to respond to self-injury, and are worried about “contagion” if they discuss self-injury with students. In this chapter we offer guidance for schools in adopting a whole-of-school approach and developing a policy to address and respond to self-injury. Acknowledging that all school staff have a role to play in appropriately addressing and responding to self-injury is important in developing effective school protocols. Extending considerations about caring for people who self-injure, in Chapter 9 we focus on how families can adopt a strengths-based approach in responding to a family member who self-injures. This includes the role of siblings, and consideration of how self-injury can impact family functioning.

Next we shift our attention to the recovery process. We begin Chapter 10 by taking a look at existing treatments for self-injury and critically appraise the evidence for their use. Against this tradition, there has been a recent move to direct attention away from factors that initiate and maintain self-injury to factors that help promote recovery. Traditionally, the focus of recovery has been on stopping self-injury. However, in Chapter 11, we propose a new way to conceptualize recovery that takes into account not just the behavioral aspect of self-injury but also associated beliefs and expectations about recovery. Building on the person-centered approach, we argue that recovery is an ongoing, nonlinear, individual process. This process is not just about finding alternatives to self-injury but also involves an understanding that setbacks can be expected, that thoughts and urges to self-injure can be ongoing, that scarring and disclosure of self-injury to others can be challenging, and that self-acceptance and self-compassion are possible. Building on this in Chapter 12, we apply this person-centered model of recovery to how people who self-injure can build resilience.

In Chapter 13 we begin by considering how to support individuals who self-injure. Although many resources are available to help people initiate conversations about self-injury, we acknowledge that supporting someone who self-injures is an ongoing conversation—and one that will change over time. In addition to providing guidance for parents, friends, teachers, and others who care for someone who self-injures, we offer people who self-injure a way to internalize the strengths-based approach in their own interactions with others. This includes considerations regarding disclosures, how to respond to questions about scarring, and the importance of self-care. Finally, in Chapter 14 we emphasize the need for advocacy of the person-centered approach through research, clinical practice, and in the community. We present ways that readers can advocate for people who self-injure, by adopting the person-centered framework, and learning from people with lived experience of self-injury. We hope this will encourage readers to take up the mantle and apply a strengths-based framing of self-injury in their own work and lives.

The experience of self-injury is one that is different for each and every person who self-injures. While there are some commonalities, truly understanding self-injury requires that we listen to individuals’ experiences without preconceptions and without judgment. It is time to challenge the traditional deficit-based models of self-injury and to recognize the strengths, resolve, and resilience that people who self-injure possess. In doing so we avoid stigmatizing and demoralizing people who self-injure, and instead promote hope, optimism, and support seeking. Our hope is that readers find inspiration in the person-centered approach we present, and are able to take from this framework to apply a new way of thinking about self-injury that can make a significant and lasting impact for people with lived self-injury experience.


1

Self-Injury

An Overview

Before discussing the central framing guiding this book (see Chapter 3), it is first important to provide foundational knowledge about self-injury. Accordingly, this chapter addresses key areas within the field of self-injury, including how self-injury is defined, who self-injures, what might contribute to self-injury engagement, the reasons people may have for self-injury, and the risks associated with engaging in self-injury. In Chapter 2, we build on this by discussing the link between self-injury and suicide. Collectively, these two chapters provide the groundwork from which to understand and apply the person-centered, strengths-based framework woven throughout the remainder of the book.

What Is Self-Injury?

A review of the literature points to numerous terms being used to refer to self-injury. Although having more than one term to refer to a behavior is not necessarily an issue, this becomes a concern when there is definitional inconsistency. Unfortunately, for quite some time, this is what transpired in much of the self-injury literature. We address issues of nomenclature in the next chapter as several of these terms have also been used in the context of referring to suicidal behavior.

Despite the historical confusion about what constitutes self-injury, in 2007, the International Society for the Study of Self-Injury (ISSS)—the preeminent organization in the field—put forward an official definition for nonsuicidal self-injury (NSSI; self-injury).1 Specifically, self-injury was defined as the deliberate and self-inflicted damage to one’s body tissue in the absence of suicidal intent and for reasons that are not socially or culturally sanctioned. Although “NSSI” is commonly used throughout the literature, for the purposes of simplicity and consistency, we refer to self-injury throughout the book to avoid repeated explanation of an acronym at the outset of each chapter. Thus, subsequent mention of “self-injury” in later chapters is in keeping with the above definition.

Before continuing, a few points about this definition warrant discussion. First, suicidal behaviors (which carry lethal intent) are excluded from this definition. However, it is important to bear in mind, that while distinct, self-injury and suicide are related. Given this, we address the relation between self-injury and suicide in greater detail in the next chapter. Second, a key aspect of the above definition is the exclusion of behaviors that would be otherwise accepted in social and cultural contexts, such as tattooing and body-piercing. Finally, behaviors that can have harmful effects (e.g., substance abuse, smoking) are not included in the definition of self-injury as they do not yield immediate tissue damage and their adverse effects tend to occur over time.

Following the above, what behaviors are encompassed by the definition of self-injury? Although not intended to represent an exhaustive list, the most common methods of self-injury involve cutting, burning, hitting oneself (sometimes referred to as self-battery), and severe scratching/skin abrading.2,3 Along these lines, it is important to note that there is not a prototypical method of self-injury. Rather, there is much variability with respect to how people self-injure. Further, some individuals will use just one method of self-injury, while other people will use multiple methods. In addition, how one self-injures may change over time (e.g., the initial method used may not be the method used through repeated self-injury). Because of this, it is important to avoid generalizing about how people self-injure and to instead consider people’s unique experiences.

Since the inception and uptake of the aforementioned definition of self-injury, the number of empirical papers published in which the ISSS definition is used has ballooned and has steadily increased each year since.4 It is perhaps unsurprising then that this definition mirrors the one used in the Diagnostic and Statistical Manual for Mental Disorders (DSM), which we discuss later in this chapter. With this growing literature in mind, we now focus the remainder of this chapter on key aspects of what we have come to learn about self-injury.

Who Self-Injures?

For quite some time self-injury was primarily viewed as a symptom, and frequently an indicator, of borderline personality disorder (BPD). However, while self-injury is one of nine possible diagnostic criteria for BPD—it is neither necessary nor sufficient for one to receive such a diagnosis. Moreover, most individuals who engage in self-injury do not meet BPD criteria.5,6,7 This then raises the question, who self-injures? A basic answer is that anyone may self-injure. But, when does self-injury tend to begin and do certain groups report more engagement in self-injury than others? We address these important questions next.

Rates and Age at Onset

The typical age at onset for self-injury is early- to mid-adolescence with another peak during early adulthood.2,8 Although this is when self-injury most often begins it is important to bear in mind that people may start to self-injure at any age. In our own research and outreach work, we have had participants report ages at onset in early childhood and people indicating that they did not start to self-injure until well into middle and older adulthood (60+ years).9 Indeed, individuals of all ages may self-injure, so it is important to avoid sweeping generalizations and misconceptions that self-injury is circumscribed to specific age groups (e.g., adolescents).

While people across the age spectrum may report self-injury, this is not to say that rates are similar across different age groups. According to a large body of research, adolescents and emerging adults consistently report the highest rates of self-injury, with up to one in five individuals in these age groups reporting self-injury at least once. More specifically, the lifetime prevalence of self-injury among adolescents typically ranges from about 13% and up to 18% in community samples.2,10,11 Among emerging adults, rates tend to hover around 13%.2 However, in university settings rates tend to be even higher with approximately 20% of students reporting self-injury.2,12

Among adults, findings from several studies have indicated that around 5.5% of adults report having self-injured on at least one occasion.2,13 A similar but slightly lower rate (4.86%) was reported in a recent paper examining the prevalence of self-injury in a community sample of British adults.14 Research examining self-injury among children under 12 years of age is sparser when compared to that involving other age groups. Nevertheless, some researchers have found that among children 8 to 12 years old, about 8% report having self-injured on at least one occasion.15 Children younger than 8 may also self-injure; however, more research is needed to better understand self-injury among younger youth.

Perhaps unsurprisingly, rates among clinical samples tend to be much higher than those cited above. For instance, in some of the field’s earlier published studies, self-injury rates of 40% to 61% were reported among adolescents in inpatient settings.16,17 More recently, researchers have sought to understand rates of self-injury within particular diagnostic groups. For example, in one study about one-third of individuals diagnosed with an eating disorder reported having self-injured;18 similar rates have been reported elsewhere, though individuals meeting criteria for bulimia nervosa (32.7%) were found to have higher rates of self-injury than individuals with anorexia nervosa (21.8%).19 In another study examining self-injury in an inpatient sample of adolescents meeting criteria for personality disorders, the rate of self-injury was 66.4%; however, this was not circumscribed to just BPD.20 Collectively, across the literature there are numerous reports of self-injury rates being higher when comparing a variety of samples comprising individuals from inpatient settings versus community-based settings.

In sum, adolescence and emerging adulthood represent the two age groups during which self-injury tends to begin and most often occur. However, anyone of any age may self-injure. Additionally, although self-injury rates tend to be higher among inpatient or clinical samples versus community-based samples, rates are nonetheless high in the latter. As addressed in more detail later, self-injury is transdiagnostic in nature. That is, it is not limited to a particular diagnostic group and assumptions that self-injury is a marker for borderline personality disorder—or any disorder—ought to be avoided.

Racial Diversity

Much of the empirical efforts aimed at examining the prevalence of self-injury (and studying self-injury more generally) have, to date, not sufficiently represented racially diverse populations. Of the research conducted to date, however, there is some evidence to indicate that rates of self-injury among Black, Indigenous, and People of Color (BIPOC) are higher than among white people.21,22 However, this should not be assumed as a generality. Findings from two reviews of the literature concerning self-injury among racially diverse groups indicate that different risk (e.g., difficulties with emotion regulation, stigma) and protective factors (e.g., religion, belongingness to one’s community) can influence the rate of self-injury.21,22

Following the above, there is a strong need in the field to work toward more diverse and equitable representation in research efforts. Doing so is an important step toward appreciating and understanding the unique and intersecting contributing factors (e.g., systemic racism; socioeconomic disadvantages) which may associate with both mental health challenges and resilience and thus influence engagement in self-injury. Thus, it is not only important to direct more efforts at understanding self-injury among racially diverse populations but also to work toward understanding the context in which self-injury occurs. Beyond working toward greater representation of diversity in terms of which populations are included in future research, efforts to enhance diversity and inclusion are not limited to who takes part in research but also to who conducts research. Doing so ensures historically marginalized voices are appropriately accounted for in all aspects of research. As this is a critical goal in the broader field and when advocating for the person-centered framework that underpins much of the book’s content, we address this further in Chapter 14.

Sex, Gender, and Sexual Orientation

Previously, it was assumed that self-injury was a behavior primarily enacted by girls and women. Yet, there is now substantial evidence that the proportion of boys and men who self-injure is more or less the same.2,5,23 The same is the case when comparing adult men and women and the proportion of individuals in these groups who report a history of self-injury.13 This is not to say that there are no differences, however. Several studies indicate that there are differences when it comes to the behavioral features (e.g., method) of self-injury. Of note, young men tend to engage in higher rates of self-burning (including branding) and to injure on their torso/chest more often than young women; they also report self-injuring more often when under the influence of substances.23,24 In contrast, young women tend to report more engagement in self-cutting and scratching and to report injuring their wrists and thighs.23,24,25 They also tend to engage in more frequent self-injury and are more apt to talk about self-injury.24,25

It is important to note that many studies reporting on sex and gender differences among people who self-injure have not clearly or consistently demarcated these constructs. As a consequence, it is common to see sex-related terminology (e.g., male, female) to refer to gender and vice versa. Further, many studies have historically adopted a binary approach when reporting on sex and gender. This limits what we know with respect to sex, gender, and self-injury. Indeed, when researchers conflate sex and gender in the presentation of questions asking about participant demographic information or when binaries are used in questionnaires, individuals completing the relevant items may feel unrepresented and potentially marginalized in the research process; indeed, this can impact people’s mental well-being.26 For these reasons, it is incumbent on researchers to ensure clarity when asking about sex and gender and that the questions presented to participants are both accurate and inclusive.

Attention has increasingly been paid to understanding self-injury among lesbian, gay, bisexual, transgender, and queer (LGBTQ+) individuals as well people from gender diverse populations. Findings from a series of reviews have indicated that compared to heterosexual individuals, members of the LGBTQ+ community report higher rates of self-injury.27,28,29 Relatedly, gender diverse individuals also report higher rates of self-injury when compared to their cisgender peers.29 Much like what was mentioned in the discussion on racial diversity and self-injury, it is critical to not draw sweeping conclusions about who may be at higher risk for self-injury when considering sexual orientation and gender diverse people. Indeed, a closer look at the extant literature reveals that some groups may report higher rates of self-injury when compared to others. Specifically, both transgender and bisexual individuals report greater instances of self-injury and are considered at higher risk of self-injury.25,29 Some research has further indicated that trans men may be at especially high risk for self-injury.30 In line with this, transgender youth report high rates of self-injury and broader self-harm, including suicide attempts.31

Inasmuch as it is important to avoid generalizations about who may be at heightened risk for self-injury, it is also critical to account for the context in which self-injury occurs—that is, what may account for why members of the above groups may self-injure. While more research is needed to understand self-injury among members of the LGBTQ+ and gender diverse communities, the extant literature points to several considerations (e.g., minority stress, stigmatization because of one’s sexual orientation or gender identity) that contribute to this risk.27,28,29 Commensurate with attention to the context in which self-injury occurs, an array of considerations warrant attention when understanding what may lead to people engaging in self-injury. We address these in the subsequent section.

What Contributes to Self-Injury?

There is significant variability and complexity with respect to what confers risk for self-injury. Indeed, there is not a single factor, nor set of factors, that consistently underlie and thus explain self-injury. Rather, multiple, and often intersecting considerations contribute to engagement in self-injury. For these reasons, no two people who engage in self-injury will be identical—even if (many) aspects of their experience are similar. Accordingly, it is essential that assumptions are avoided when it comes to what may have contributed to any one person’s self-injury. Nevertheless, there are several potential risks factors for self-injury as well as risks of self-injury that merit discussion as they can help to better understand what may be involved in people’s lived experience. Therefore, we now turn to an overview of some of the more commonly cited factors that can play a role in self-injury engagement.

Self-Injury and Mental Health Difficulties

Perhaps unsurprisingly, self-injury is associated with a wide range of mental health difficulties. Examples from several reviews and seminal texts include but are not limited to anxiety, difficulty with coping and managing emotion, self-criticism, impulsivity, and negative body image.5,32,33,34,35,36 Similarly, self-injury can also occur in the context of mental disorders. But, as previously mentioned, self-injury is not limited to specific forms of mental disorders, such as BPD, as was previously thought. Indeed, self-injury has been found to co-occur with eating disorders, major depression, post-traumatic stress disorder, and substance abuse, among other forms of mental illness.5,32,33,34,35,36,37,38,39 Thus, self-injury is transdiagnostic in nature. Importantly, although it is the case that self-injury is associated with an array of mental disorders, just because someone self-injures does not mean that a mental disorder is present. Many individuals will self-injure but not meet criteria for a mental disorder.5,32,33,34,35

Outside of its association with both mental health difficulties and mental disorders, self-injury has also been found to share a relation with numerous adversities and difficult life events. For example, self-injury has been shown to correlate with having attachment difficulties, parental criticism, and parent loss.5,32,33,34,35 For quite some time it was also presumed that self-injury was the manifestation of childhood trauma—in particular, childhood sexual abuse.40,41,42,43,44 Research, however, has indicated otherwise.34,45 Certainly, self-injury associates with trauma, including childhood sexual abuse; in other words, people who have experienced such trauma are at elevated risk for self-injury. However, trauma in the form of childhood sexual abuse is not a unique predictor of self-injury.34,45 Rather, researchers have demonstrated that this link is better accounted for by depression, post-traumatic symptoms, and other interpersonal factors.39,45 Engagement in self-injury also associates with other forms of trauma (e.g., emotional and physical abuse, bullying), yet the presence of self-injury should not signal that one has a history of trauma.5,32,33,34,35 Not all individuals who self-injure necessarily have these experiences.5,32,33,34,35

Self-Injury as a Standalone Diagnosis

There have been many cases made to have self-injury included as a formal diagnosis, much like major depression or post-traumatic stress disorder.46,47,48,49,50 Although initial efforts did not result in the inclusion of self-injury within the diagnostic nomenclature this changed in 2013, with the publication of the Fifth Edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-5). Although not technically a mental disorder, Non-Suicidal Self-Injury Disorder was included in Section 3 of the DSM-5 as a condition warranting further research.51 Box 1.1 outlines the proposed criteria for NSSI Disorder.



Box 1.1
Proposed diagnostic criteria for nonsuicidal self-injury disorder.




 


	

A. In last year, the individual has, on ≥ 5 days, engaged in intentional self-inflicted damage to the surface of body of a sort likely to induce bleeding, bruising, or pain (e.g., cutting, burning, stabbing, hitting, excessive rubbing), with the expectation that the injury will lead to minor-moderate physical harm (i.e., no suicidal intent).

B. The individual engages in the self-injurious behavior with one or more of the following expectations:


1. To obtain relief from negative feeling/cognitive state.

2. To resolve an interpersonal difficulty.

3. To induce a positive feeling state.





	

C. The intentional self-injury associated with ≥1 of:


1. Interpersonal difficulties or negative feelings or thoughts occurring immediately prior to the act.

2. Prior to engaging in the act, a period of preoccupation with the intended behavior that is difficult to control.

3. Thinking about self-injury that occurs frequently, even when it is not acted upon.



D. Not socially sanctioned or limited to scab-picking, nail biting.

E. Behavior or its consequences cause significant distress or interference in key areas of functioning.

F. Not limited to psychotic episodes, delirium, substances. In neurodevelopmental dx, behavior not repetitive stereotypy. Not better explained by other mental/medical condition.













Pursuant to this, much research has examined the utility, reliability, and validity of the proposed DSM-5 criteria for NSSI Disorder.46,49,50,52,53,54 Evidence from these efforts have demonstrated that the proposed NSSI Disorder can be meaningfully differentiated from other mental disorders such as BPD.49,53,55,56 and that many of the criteria carry research and clinical usefulness.46 Collectively, there appears to be a growing likelihood that NSSI Disorder will be formally incorporated in a future revision to the DSM.52,54,55,57

Despite the many studies investigating NSSI Disorder, it is critical to consider how individuals with lived experience view the prospect of self-injury being diagnosed as a mental disorder. Some of our research has shown that people with lived experience see both advantages and disadvantages about this.58 Among the potential advantages, people who self-injure highlight the possibility that NSSI Disorder being included in the DSM could result in greater understanding of self-injury (e.g., through more research funding). They also indicate that this may work to legitimize people’s experience and enhance both help-seeking and treatment. Regarding the disadvantages, however, some individuals with lived experience have expressed caution that inclusion of self-injury as a diagnostic category may foment stigma and undermine the many factors underlying self-injury—including those discussed in this chapter. Thus, if (and seemingly when) self-injury is adopted as a formal mental disorder, it will be vital that researchers and clinicians work to address these concerns.

Reasons for Self-Injury

As we unpack further in Chapter 4, self-injury is unfortunately and commonly stigmatized.59 One of the many consequences of this are particular myths and misconceptions regarding why people self-injure. Perhaps the most common of these is that self-injury is inaccurately viewed as attention-seeking and manipulative in nature.60,61 These views are in sharp contrast to a robust literature—including comprehensive review papers—that points to myriad reasons for self-injury.62,63 Furthermore, rendering self-injury attention-seeking and manipulative is reductionistic and unhelpful, as these views place fault and blame on the individual (e.g., for doing something wrong or that they should not) and fail to capture the context in which self-injury occurs.

A review of the literature highlights that there are numerous reasons for self-injury (see Table 1.1). Most often these have been conceptualized as falling into two overarching categories, namely intrapersonal reasons and social (or interpersonal) reasons for the behavior. Of these, there is significant evidence that intrapersonal reasons are more commonly reported. Along these lines, by and large, the most frequently cited reason that people give for self-injury is that it is used to obtain temporary relief from unwanted and often intense and very painful emotional experiences.63 In other words, self-injury is used as a coping strategy. Indeed, many people report that in response to strong emotions (e.g., anxiety, distress, sadness) they turn to self-injury, which yields ephemeral relief from these states.



Table 1.1. Common intrapersonal and social reasons for self-injury (This is not intended to be an exhaustive list).




	Examples of Intrapersonal Reasons
	Examples of Social Reasons





	To cope with and obtain relief from intense emotional experiences (e.g., distress, anxiety)
	To communicate that one is in pain or struggling to cope



	To punish oneself and express self-criticism or self-loathing
	To communicate a need for support



	To stop feeling dissociated, depersonalized, or emotionally numb; to feel something when feeling numb or dissociated; to “feel real”
	To demonstrate toughness to others



	To avoid acting on suicidal thoughts or urges
	







Supporting the view of self-injury as a coping strategy is a substantial body of research.62,63 This entails a corpus of self-report studies64,65,66 as well as lab-based studies in which findings indicate that both people who have and who have not self-injured experience less aversive emotion following exposure to a pain-inducing task.67,68,69 In concert with this, there is empirical support that pain can be effective in alleviating difficult emotions. This is especially the case for individuals who report more self-criticism, which is both common and typically higher among people who self-injure.70,71 It is therefore understandable that individuals who engage in self-injury will turn to self-injury during instances of emotional pain. Indeed, self-injury works to cope with these experiences, as it reduces intense and difficult emotions. Before discussing other reasons for self-injury, while emotional pain is typically implicated in the context of self-injury engagement, it should not be assumed that this is the only emotional experience preceding self-injury. A range of emotions may also occur prior to self-injury (e.g., frustration, anger, sadness, anxiety).62,63

Perhaps the second most common reason reported for self-injury is to punish oneself or to express self-loathing.62,63 As alluded to earlier, many individuals with lived experience of self-injury report high levels of self-criticism; correspondingly, it is not uncommon for people to also report hating themselves.72 In these cases, self-injury may be used to either demonstrate or express self-criticism or self-loathing. At the same time, self-injury may be similarly used to cope with these intense and potentially overwhelming emotional experiences. Hence, self-injury may serve more than one purpose at a given time.

Beyond these intrapersonal reasons for self-injury, others warrant some attention. Among these is that for some people, self-injury is used to alleviate feelings of dissociation, depersonalization, or emotional numbness. It may also be used to generate a feeling during these psychological states (e.g., to feel real or alive versus feeling numb). Additionally, self-injury may serve as a means to mitigate suicidal thoughts and to avoid acting on them.62

Finally, as mentioned earlier, self-injury may be engaged in for interpersonal reasons. Although typically less frequently reported, this can involve self-injuring to communicate pain or a need for help, to establish boundaries between the self and others, and to signal toughness to others.62,64,65 Because self-injury can have interpersonal reasons, this may also help to explain—though not excuse—some of the myths regarding self-injury, notably those mentioned earlier such as self-injury being misconstrued as a form of attention-seeking or manipulation. For example, an attempt to communicate that one is in emotional pain through an act of self-injury may be dismissed as attention-seeking. However, for some people, it may be immensely difficult to articulate how much pain they are experiencing; they may not know how to do this. Hence, self-injury may be used to express the gravity of their pain, only for this to be viewed in stigmatizing or otherwise unhelpful ways.

At this point, it should be clear that people self-injure for many different reasons. Along these lines, there are several considerations to keep in mind when understanding why people self-injure; these are summarized in Box 1.2. First, while we have focused on the more frequently cited reasons in the literature, the reasons discussed thus far should not be viewed as an exhaustive list. Indeed, people may have other reasons for self-injury. Second, people may self-injure for more than one reason. On the one hand, this may mean that the reason for self-injury may differ across contexts; it may be that self-injury serves more than one purpose at a given time. For example, people may self-injure in response to intense self-criticism to both express how they feel but also obtain relief from the pain that comes with this view of self. Third, the initial reason(s) for self-injury may differ from those involved in its repetition. For instance, someone might initially self-injure to cope with emotional pain but later use the behavior to avoid acting on suicidal urges. Thus, people’s reasons may change, and these changes may occur at different points (i.e., not limited to the initial onset and then repetition of self-injury).



Box 1.2
Summary of key considerations regarding reasons for self-injury.

Reasons for Self-injury: Key Considerations


Although people most often report using self-injury to cope with painful emotions, this should not be assumed. There are many reasons for self-injury.

People often self-injure for more than one reason.

The initial reason for self-injury may differ from the reason(s) self-injury continues.

Reasons for self-injury may vary across contexts and time.

People may have difficulty explaining why they self-injure (e.g., due to stigma, not knowing how to express underlying difficulties).





It is also important to bear in mind that sometimes individuals may have difficulty expressing why they self-injure. This is understandable. It can be hard to share experiences that are painful or that are stigmatized, and it can be difficult for people without lived experience to fully understand why someone might intentionally hurt themselves. One final note regarding reasons for self-injury pertains to how people describe why they self-injure. Much of what we summarize in this section of the chapter comes from research using questionnaires or interviews that ask direct questions about why someone might self-injure. However, the language used in these approaches may not perfectly align with how someone might describe their experience. Therefore, when trying to understand someone’s reasons for self-injury, situating them as an expert in their own experience and actively listening to their description of what self-injury does for them is essential.

Consequences of Self-Injury

Beyond what may contribute to initial and continued self-injury, there is also a range of consequences that stem from self-injury itself. Certainly, by virtue of engaging in self-injury, individuals are at risk for a range of injury types which will vary based on the self-injury method and medical severity. Relatedly, self-injury may result in residual scarring. A growing body of research indicates that scarring from self-injury is highly salient among many people with lived experience. For example, it may play a role in the context of recovery as well as in the stigmatization of self-injury.73,74,75,76 In line with scarring being involved in the context of stigma, self-injury, in general, can evoke significant stigma.59 In this way, individuals who self-injure may experience stigma from others as well as internalized stigma. For these reasons, we address stigma and recovery in a more fulsome manner in Chapters 4 and 11, respectively. Outside of this, individuals who engage in self-injury are also at greater risk for suicide. Given the centrality of this risk and the import of understanding how self-injury and suicide are interrelated, we dedicate the next chapter to this topic.

Summary

Notwithstanding the documented myths and misunderstandings concerning self-injury, the significant strides in research over the past decade or so have vastly increased our understanding of self-injury. These collective research efforts have established that self-injury is a common, serious, but highly complex behavior. Numerous factors can contribute to self-injury and each person’s experience will be, to varying degrees, unique. Likewise, people may have different reasons for self-injury (with some people having more than one reason or reasons that change over time). Given this, and congruent with recent shifts in the field, a person-centered approach—that emphasizes people’s lived experience—is needed when understanding self-injury and in the context of supporting people who self-injure.77,78,79,80 In our view, doing so is paramount to ensuring people with lived experience are supported and understood. Hence, we have structured this book to facilitate and deepen how self-injury is understood while also providing practical information that can promote greater well-being and better outcomes for people with lived experience.


2

Self-Injury and Suicidal Thoughts and Behaviors

An Issue of Terminology

Historically, exploration of self-inflicted harm has been hampered by definitional inconsistency and ambiguity. In fact, self-injury holds the unfortunate position of having countless terms used to describe a behavior. Among the terms used throughout the literature are: “self-mutilation,” “self-inflicted violence,” “self-abuse,” “deliberate self-harm,” “self-harm” (with the “deliberate” qualifier seen as implicit), “nonsuicidal self-injury,” “self-injury,” and “parasuicide.” In some cases, self-injury has simply been referred to as cutting, fostering the misunderstanding that cutting is the only form of self-injury. Terms such as “self-mutilation” and “parasuicide” quickly fell out of favor as they were considered pejorative, and seen as unhelpful by people with lived experience of these behaviors.

Today, the terms “self-harm” and “non-suicidal self-injury” (NSSI or simply “self-injury”) are more commonly used. Yet there is still confusion regarding which behaviors constitute self-harm. For some, self-harm means any nonfatal, self-inflicted behavior irrespective of intent (including suicide attempts1); others include only behaviors enacted without conscious suicidal intent.2 As seen in Figure 2.1, self-harm might best be conceptualized as a broad umbrella term that encompasses self-injury, poisoning, suicide attempts, and culturally or socially appropriate forms of harm (e.g., religious or cultural practices). To aid in the differentiation of these behaviors, the International Society for the Study of Self-Injury2 explicitly defined self-injury as the deliberate, self-inflicted damage to body tissue without suicidal intent, and for purposes not socially or culturally sanctioned. While intent can be difficult to determine, and fluctuates over time,3 failure to make this distinction can result in inaccurate risk assessment, inappropriate treatment, and unnecessary hospitalization.4 For these reasons, throughout this book, we focus our attention specifically on self-injury.
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Figure 2.1. Conceptualization of self-harm.



Similarities and Differences Between Self-Injury and Suicidal Behaviors

On the surface, self-injury and suicidal behaviors can appear quite similar. Both are deliberate acts of damage against the self. Both have been associated with severe psychological distress and mental illness, including major depression, anxiety disorders, and substance use disorders.5 Both self-injury and suicide attempts are more common among females (although death by suicide is more common among males). Although we do not have accurate epidemiological data, some studies report that among people who report a suicide attempt, 68% also report a history of self-injury.6 Similarly, some studies report that among people who engage in self-injury, 33% report a prior suicide attempt,7 suggesting some overlap across the behaviors.

At the same time, there are many differences that support the idea that self-injury and suicidal behaviors are distinct. The primary distinction is the intention underlying the behavior; self-injury is usually engaged as a means of coping with distressing or upsetting emotional states while suicidal behaviors are engaged as a means of ending life.5 In other words, one is used to cope with adversities in life and the other is engaged with the intention of ending life. Not surprisingly then, self-injury is engaged more often than suicidal behaviors, has an earlier age of onset, and usually involves less lethal means (e.g., skin cutting vs. hanging5).

How Are Self-Injury and Suicidal Behavior Related?

In line with the definitional ambiguity, there has been ongoing debate in the literature as to whether self-injury and suicidal acts are truly separate behaviors, or whether they exist on a continuum of self-harming behavior, with self-injury at the less severe end of the spectrum and suicide attempts at the most severe. Proponents of a continuum approach argue that self-injury typically precedes suicidal thoughts and behaviors, but that when the underlying distress is not resolved, more lethal means of self-harm are used to permanently end the distress.8 In this way, self-injury is seen as a gateway to suicidal thoughts and behaviors, similar to how marijuana use is perceived to be a gateway to use of more harmful illicit drugs. Supporters of the notion that the behaviors are separate point to the fact that suicidal thoughts and behaviors can fluctuate, and that people can, and do, engage in both suicidal and nonsuicidal behaviors across the lifespan.5 Further, the two behaviors differ in a number of features, including descriptive features (e.g., means of injury), demographic characteristics (e.g., gender), and psychosocial variables (suicidal behavior is accompanied by a sense of hopelessness rather than one of trying to cope with life).5

Another point of view is that there is a common third variable (or set of variables) that underlies both self-injury and suicidal behavior.5 Both self-injury and suicidal behavior are associated with psychological distress and psychological disorders, which may themselves increase risk for both behaviors. However, research comparing individuals who report self-injury, individuals who report a suicide attempt, and individuals who report both, shows that these groups can be differentiated on levels of distress and mental illness. If these factors were the cause of both self-injury and suicidal behavior, the psychological profiles would be similar.

Bringing all these conceptualizations together, Hamza and colleagues5 proposed an integrated model. In particular, they clearly differentiate self-injury and suicidal behavior, but suggest a direct link between self-injury and suicidal behavior (consistent with the Gateway theory). They also propose that this relation may be impacted by additional variables common to both behaviors (consistent with the third variable model). Finally, they outline a role for acquired capability for suicide, consistent with Joiner’s interpersonal theory of suicide9 (discussed in detail below). In doing so, Hamza and her colleagues propose that we do not need to adhere to any one conceptualization of the association between self-injury and suicidal behavior, but that all accounts warrant consideration.

How Do We Explain the Relation Between Self-Injury and Suicidal Thoughts and Behaviors?

Perhaps the most widely used theory linking self-injury and suicidal behavior is Joiner’s interpersonal theory of suicide.9 Joiner proposed that in order to die by suicide an individual must have both a desire to suicide and the ability to take their own life. Contributing to the desire to die by suicide are an unmet need to belong, termed “thwarted belongingness”, and perceiving oneself to be a burden on others, termed “perceived burdensomeness.” Both thwarted belonging and perceived burdensomeness are considered to be multifaceted constructs that encompass a number of known risk factors for suicide (e.g., loneliness, child abuse, loss of loved ones, family conflict, unemployment, homelessness, self-hate, low self-esteem; see Figure 2.2).
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Figure 2.2. Joiner’s interpersonal model of suicide.



The ability to take one’s life is referred to as acquired capability for suicide. Joiner proposes that in order to feel one is capable of taking their own life they need to lose the fear of death, and have a capacity to endure pain that may arise from the means of suicide.10 As humans, we are evolutionary programed to strive for life and avoid life-threatening situations. When exploring reasons for living, many cite a fear of death as a reason they do not attempt suicide. As such, the ability to take one’s life requires that enough of this fear has dissipated that it no longer presents a barrier to suicide. In addition, methods of suicide often involve physical pain. To have the capability to die by suicide an individual needs to be able to withstand this self-inflicted pain. Pain tolerance is something that varies widely from individual to individual, yet there is reliable evidence that individuals who have engaged in self-injury have a higher tolerance for pain than individuals with no history of self-injury or suicidal behavior.11 Of course, an individual may have a different tolerance for different types of pain, and this likely informs the means of suicide an individual will choose.

Joiner uses the concepts of habituation and opponent processes to explain how someone may develop acquired capability for suicide over time.9 With repeated exposure to fearful or painful experiences one’s level of fear and pain tend to dissipate; this is known as habituation. Opponent process theory suggests that emotional responses often comprise two competing (or opponent) processes. For example, a fear of suicide may also be accompanied by a sense of anticipated relief or escape. With repeated exposure the primary process (fear) tends to reduce while the strength of the opponent process (escape) is amplified. To demonstrate how habituation and opponent processes work together, Van Orden and colleagues use the example of an individual who goes bungee jumping. Their initial reaction is likely to be one of fear (primary process). However, with repeated exposure this fear will reduce and the opponent process of exhilaration will increase.10

Of note, Joiner mentions self-injury as one factor that, through repeated acts, can increase the capability for suicide. Specifically, he argues that the initial response (primary process) to self-injury may be fear and an expectation of pain. However, self-injury also produces emotional relief (the opponent process). Over time, self-injury becomes less fearful, and the association with emotional relief becomes stronger. Repeated self-injury may also increase pain tolerance, as an individual becomes more comfortable with deliberately hurting themselves.9

Supporting this theory, people who repeatedly self-injure feel calmer and more relieved following self-injury than people who self-injure less frequently, suggesting the opponent process of relief becomes more reinforcing with greater repetition of the behavior.12 In experimental tasks, people who self-injure generally endure painful stimuli for longer than people who do not self-injure,13 and the relation between self-injury and suicide attempts is stronger for people with high levels of pain persistence.14 After conducting a meta-analysis of prior studies, Koenig and colleagues11 noted that individuals who engage in self-injury exhibit a greater pain threshold, greater pain tolerance, and lower pain intensity compared to individuals who do not self-injure.

Among college students, self-injury prospectively predicts acquired capability for suicide.15 In a direct test of the model among sexual minority youth, Muehlenkamp and colleagues16 found that self-injury was related to suicidal thoughts and behaviors, working though acquired capability. Extending the original model, Chu and colleagues17 noted that self-injury was also associated with thwarted belongingness and perceived burdensomeness among young adults. Further, self-injury prospectively predicted suicide ideation, through perceived burdensomeness. Similar patterns have been observed among military service members and veterans.18 The link between self-injury and acquired capability has become so accepted that many researchers use measures of self-injury as a proxy for acquired capability for suicide.19,20

Does Self-Injury Increase Risk of Later Suicidal Thoughts and Behaviors?

Although a link between self-injury and suicidal thoughts and behaviors is commonly accepted, there are very few longitudinal studies that allow us to determine whether self-injury is a unique risk factor for later suicide. In one study with adolescents, a history of self-injury conferred a threefold risk in concurrent or later suicidal thoughts or behaviors, with youth who engaged in 20 or more acts of self-injury most at risk.8 Among college students, a prior history of self-injury is associated with a 5.5 times greater risk of a subsequent suicide attempt.21 This risk is increased to 330 times the risk for students who meet proposed DSM-5 criteria for Non-Suicidal Self-Injury Disorder.22 Thoughts of self-injury, in the absence of the behavior itself, are associated with later suicide ideation and making a plan for suicide. Further, self-injury differentiates students who report suicide ideation and act on these thoughts from those who do not attempt suicide.22 Consistent with Whitlock’s work with adolescents, young adults who engage in more than 20 acts of self-injury are at increased risk of suicide attempt. In clinical samples, frequency of self-injury appears to predict subsequent suicide attempts, with more frequent self-injury increasing risk of later suicide attempt.23

In a meta-analysis of risk factors for suicide, Franklin and colleagues24 observed self-injury to be the most reliable predictor of a suicide attempt; individuals reporting a history of self-injury were four times more likely to report an attempt than individuals who had no self-injury history. However, the authors also noted that predictive effects were quite weak and caution against using any one predictor as an indicator of suicide risk. When specifically analyzing studies reporting on the relation between self-injurious thoughts and behaviors, and future suicide ideation, attempts, and death, Ribeiro and colleagues25 again observed that self-injury was the most reliable predictor of later suicide attempts. However overall prediction was weak, with individuals reporting a history of self-injury only twice as likely as those without a history to later record a suicide attempt.

In sum, it seems that people who self-injure are more likely to report suicidal thoughts and behaviors than individuals with no history of self-injury, whether this be in the past, concurrent with self-injury, or in the future. However, there is no accurate data on just how many people who self-injure will engage in future suicidal thoughts and behaviors. The statistical modeling that has been conducted suggests there is a reliable association between self-injury and future suicide risk, however this effect is small, and self-injury should not be used as the sole indicator of suicide risk.

A Person-Centered Approach

It may be apparent from reading this chapter that the link between self-injury and suicidal thoughts and behaviors is complex. Issues with terminology, consideration of the overlap between self-injury and suicidal behavior, as well as the important distinctions, and a lack of solid evidence regarding the prospective relation between self-injury and later suicidal behavior all hinder understanding of this relationship. However, despite these concerns, the research consistently points to elevated rates of suicidal thoughts and behavior among people with a history of self-injury. For this reason, consideration of suicide risk is important when supporting someone who self-injures.

To ensure a complete understanding of an individual’s experience it is important to focus on each instance of self-inflicted harm, rather than assume the motives and functions of all acts of harm are the same. As noted earlier, suicidal thoughts can fluctuate over time, and while one act of self-injury may be nonsuicidal in nature, a later act may be underpinned by thoughts of suicide. Likewise, someone who has attempted suicide may subsequently engage in nonsuicidal self-injury. Rather than making assumptions, it is critical to adopt a person-centered approach to ask the individual what is going on for them, at that time. Individuals can adopt a respectful curiosity to empathically enquire about their experience.26 Here, a genuine interest in understanding one’s lived experience with self-injury is communicated. This approach is particularly effective as it conveys a genuine commitment to wanting to understand what self-injury, or suicidal thoughts and behaviors, mean for the individual.

Given fluctuations in suicidal thoughts and behaviors, it is important to ask about suicide, and if necessary conduct a suicide risk assessment. Ongoing monitoring of suicidal thoughts and behaviors—without over monitoring—is warranted. Many people become anxious talking about suicide, afraid that talking about it will increase risk for vulnerable people. However, this is not true. Instead, talking about suicide opens the doors to better communication and fosters support seeking for someone who is currently struggling.27 One could start by simply asking, “Do you ever have thoughts of suicide when you self-injure? What about at other times?” The response to this question is likely to determine the level of care or intervention required. Avoid minimizing the person’s feeling (e.g., “You have everything to live for”), or promoting stigma (e.g., “Suicide is selfish,” “People who die by suicide are weak and just can’t handle life”). The important thing is that you take the time to listen to what is going on for this person, at this time.

In talking about suicide, or suicidal thoughts, the language we use is important.28 Like self-injury, suicide carries significant stigma, and it is important to ensure the language used does not further promote or worsen stigma. Terms such as “committed suicide” associate suicide with criminal acts or being involuntarily committed to a mental institution, and risk stigmatizing both the person who dies by suicide and those bereaved by the death. Instead, use terms such as “died by suicide” or talk about someone who “took their own life.” Likewise, when considering suicide attempts avoid terms such as “failed suicide attempt” or “unsuccessful suicide,” which have an emphasis on failure (see Table 2.1). For the individual who survives an attempt this could be construed as one more thing they were not able to achieve, and could exacerbate a sense of hopelessness—a key factor in risk for suicide. Instead, talk about someone who has “attempted to take their life.”



Table 2.1. Practical tips regarding language and asking about suicidal thoughts and behaviors.




	Language to avoid
	Instead use





	

• Commit suicide

• Successful suicide

• Failed suicide

• Unsuccessful suicide




	

• Died by suicide

• Took their own life

• Attempted to end their life

• Nonfatal attempt







	Questions to ask about suicidal thoughts and behaviors

• Do you ever have thoughts of suicide when you self-injure? What about at other times?

• How much do you feel like acting on these thoughts right now?

• Why do you think you feel this way?

• I know that talking about suicidal thoughts or feelings can be hard. Know that I am here when you are ready to talk.

• Have you thought about how you would end your life? (The point here is not to focus on the method, but to determine if the individual has a suicide plan, which indicates increased risk)

• Have you thought about talking to a professional to help with these feelings? I can come with you if you like.

• What can I do to help?











Developing a Safety Plan

The gold-standard approach to preventing suicide among people experiencing suicide ideation is to develop a safety plan.29 A safety plan may also be a useful tool to help people engaging in self-injury—whether this is accompanied by suicidal thoughts or not. When people feel particularly distressed it can be difficult to think about alternate coping strategies. The distress or emotional pain can feel overwhelming, and people can develop “tunnel vision,” seeing self-injury or suicide as the only solution. Developing a safety, or support, plan provides individuals with strategies to help them see other options they could use instead of self-injury or suicide (see Table 2.2).


Taking a person-centered approach, a safety plan is individually tailored for the person, and does not make assumptions about their experiences. Safety plans can be completed alone, or with the help of a friend, or mental health professional. When developing a safety plan it is important that the individual finds a time when they are calm, and are in a safe place, that allows them to clearly think about their self-injury and alternative strategies that could be used. The first step of safety planning involves recognizing an individual’s warning signs. These are potential triggers that increase risk of self-injury or suicidal behavior. These might be a fight with a loved one, poor performance at school or work, or just a build-up of many little stressors over time. The second step is to ensure the individual’s environment is safe. In the case of suicide safety planning this might mean restricting access to means to suicide. With self-injury this is a little more difficult, as almost anything can be used to self-injure. However, some people might find that limiting access to their preferred means of self-injury may reduce their engagement in the behavior. Next, the person outlines reasons they do not want to self-injure. These might be short-term or long-term reasons, but will serve as a reminder when urges are strong that the individual has identified reasons that they do not want to self-injure. Many people report ambivalence about wanting to completely stop self-injury, recognizing that it is an effective, although not ideal, way to alleviate distress.30,31 A reason not to engage in self-injury might be as simple as “I do not want to self-injure at this point in my life,” which does not take self-injury off the table indefinitely, but may give someone the motivation they need to resist an urge to self-injure in that moment. The impact self-injury has on family and friends is also commonly reported as a reason not to engage in the behavior.

An important step of safety planning is to identify alternate coping strategies. As noted above, when feeling distressed it can be really difficult to think of other strategies that have worked in the past and self-injury (or suicide) can seem like the only viable option for managing, avoiding, or escaping distress. Writing down a list of alternatives that have previously worked means the person does not need to think of them while distressed—they are already written down, and can serve as reminders of what else has worked in the past. Touching base with family and friends, even if it is just to vent, can be important to re-establish that sense of belonging and gain social support. Finally, the individual should write down a list of professional resources and supports that they can call on if things get really bad. Again, having these at hand means not needing to look them up during a period of heightened distress.



Table 2.2.Sample safety plan to be individually tailored (by filling in the extra space).
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Conclusion

Although not engaged with conscious suicidal intent, self-injury and suicidal thoughts and behaviors often do co-occur. Moreover, self-injury is the most reliable predictor of later suicidal thoughts and behaviors. Adopting a person-centered approach means acknowledging that an individual may engage in a range of self-harming behaviors, for different reasons at different times. Compassionately asking about suicidal thoughts provides a space for open communication, without judgment, and may foster understanding of an individual’s experience. Developing a safety plan may be one strategy an individual could use, both to limit use of self-injury or to avoid acting on suicidal urges.


3

A Person-Centered, Strengths-Based Framing of Self-Injury

Theoretical Models of Self-Injury

Experiential Avoidance Model

One of the first efforts to explain the initiation and maintenance of self-injury, the experiential avoidance model1 posits that self-injury is maintained by a cycle of negative reinforcement, through the avoidance of unwanted emotional experiences. Central to this model is the idea that individuals have varying degrees to which they can sit with their emotions, or wish to avoid them. Individuals who self-injure are thought to be more likely to want to avoid intense or unwanted emotions. As such, unwanted emotional experiences are likely to trigger this desire to avoid them, and self-injury is used as a means of doing this. Further, the relation between the unwanted emotion and avoidance can be amplified or attenuated by an individual’s levels of distress tolerance, emotional intensity, and emotion regulation.

Nock’s Integrated Model of Self-Injury

Matthew Nock’s2 integrated theoretical model of the development and maintenance of self-injury considers risk factors for self-injury as well as factors that maintain the behavior. Both distal (e.g., genetic predisposition) and proximal (e.g., stressful events) are considered, as are intra- and interpersonal vulnerability factors, such as poor communication skills and poor distress tolerance. Nock asserts that self-injury can be reinforced either by regulation of one’s emotion or by regulation of a social situation. Unique to Nock’s model is the presentation of a number of self-injury-specific vulnerability factors. These are hypotheses regarding why someone may engage in self-injury rather than an alternative behavior and include: modeling the behavior from others, self-punishment, communicating distress, the ease with which self-injury can be engaged and the effectiveness of the behavior, reduced pain sensitivity, and identifying as someone who self-injures.

Emotional Cascade Model

The emotional cascade model3 was developed as a means of explaining the occurrence of dysregulated behaviors, like self-injury, in the context of borderline personality disorder. Central to this model is the notion that intensely ruminating on negative emotion can amplify the emotional experience. This can develop into an “emotional cascade” whereby continued rumination leads to increasingly intense emotion. Ultimately, the emotion reaches an intensity that cannot be downregulated through coping strategies such as listening to music or going for a walk, but requires a strategy that matches the intensity of the emotion and allows the cycle to be interrupted. Self-injury achieves this by distracting from the cycle of rumination and emotion, as the individual focuses on the injury, the sight or blood, wound care, or other aspects of self-injury.

Cognitive-Emotional Model

The cognitive-emotion model4 builds on prior emotion-focused theories of self-injury to incorporate elements of social cognitive theory.5 Specifically, the model allows for anticipated consequences of the behavior to feature in the decision to self-injure. That is, outcome expectancies, or what a person believes will happen if they self-injure, operate to guide behavior, with anticipated positive consequences increasing likelihood of self-injury and anticipated negative consequences decreasing likelihood of the behavior.6 These cognitions are coupled with an individual’s beliefs about their ability to deliberately hurt themselves, and their beliefs in their ability to resist acting on urges to self-injure. An individual brings these beliefs to any given situation, and when in an emotionally volatile situation their tendency to ruminate or reappraise the situation will underpin the intensity of the emotional response. Here, self-injury may be used to avoid the situation itself, or to avoid the emotional experience. The existence or effectiveness of alternative emotion regulation strategies then determines whether self-injury may be used to down (or up) regulate the emotional response.

Benefits and Barriers Model

The benefits and barriers model7 is unique in recognizing the self-injury offers several advantages to individuals who engage in the behavior. These include the relief when pain is ceased, emotion regulation and/or self-punishment, peer affiliation for some, and communication of distress or strength. Yet, a number of barriers are proposed to act to prevent individuals from capitalizing on these benefits. These include a lack of awareness of self-injury, aversion to pain, aversion to self-injury stimuli (e.g., the sight of blood), a positive view of the self, and anticipated negative reactions from others.

Limits of Existing Models

All of these models have allowed us to make significant advancements in our understanding of factors that are related to the initiation and maintenance of self-injury. All have led to extensive research efforts, which have supported the theoretical underpinning of each model, and identified targets for intervention (e.g., increasing distress tolerance, emotion regulation). However, all of these models, with perhaps the exception of the benefits and barriers model, are deficit-based models. That is, they all emphasize areas in which an individual who self-injures is lacking. Individuals who self-injure are proposed to have limited or infective emotion regulation strategies, are unable to tolerate distress, tend to avoid emotion, and so forth. This focus on deficits can be demoralizing for individuals who self-injure, and reinforce deficit-based messages they have likely already been exposed to through media and discussions with others. While efforts to increase emotional awareness and learn alternative coping strategies may be warranted and ultimately helpful for many people, these models fail to explicitly recognize the many strengths that individuals who self-injure possess.

There are a number of potential unintended consequences of adopting medical, or deficits-based, models to understand self-injury. These include the potential to increase or perpetuate stigma through the use of language that may be hurtful or promulgate stereotypes8,9,10 and the inappropriate conceptualization of self-injury recovery11,12—both of which we discuss later in this book. In light of this we advocate for inclusion of individuals with lived experience in research and clinical efforts,13 and the adoption of a person-centered approach when understanding someone’s lived experience of self-injury.14

Strengths-Based Approaches

Borrowing from the field of positive psychology, strengths-based approaches focus on identifying an individual’s strengths and building resilience, rather than focusing on weaknesses or areas of deficit. In this way, an individual learns to build confidence and self-esteem, which can help in all aspects of their lives. A recent meta-analysis provides support for strengths-based interventions in decreasing symptoms of depression and increasing life satisfaction.15

Padesky and Mooney16 suggest a four-step process to strengths-based cognitive therapy. These include:


1. Identifying strengths

2. Constructing a personal model of resilience

3. Applying this personalized model to difficulties in life

4. Practicing resilience



A pilot trial of this approach evidenced significant improvements in distress, self-esteem, optimism, and quality of life among college students.17 Strengths can be identified in a number of different ways, but are most often recorded with the Values in Action Inventory of Strengths18 (see Chapter 12). This inventory outlines core values a person possesses with matching character strengths, which provides numerous opportunities for individuals to identify strengths in different aspects of their lives.

To the best of our knowledge, a strengths-based approach has not been applied directly to understanding self-injury. In an early feasibility study, we explored the views of school staff regarding a solution-focused program designed to reduce self-injury. Solutions-focused approaches are also housed in the field of positive psychology, and are related to strengths-based approaches in that they foster development of a range of coping skills and resilience, rather than highlighting personal limitations. This program was well received by school staff, although they expressed barriers to implementation, including resistance from school administrators.19 Subsequent trials of the program evidenced increases in self-efficacy and coping skills, however self-injury was not assessed in the trials.20 Training of school staff in delivery of the program also appears to offer benefit and increase perceptions of the ability to deliver solution-focused approaches to mental health promotion in schools.21 These preliminary findings suggest that a strengths-based approach to understanding and addressing self-injury will also have benefit, and will help alleviate the pitfalls often associated with medical or deficit-based models of care.

Person-Centered Framing of Self-Injury

Central to a person-centered framing of self-injury is the recognition that the experience of self-injury will be different for every individual. This includes reasons someone started to self-injure, what maintains the behavior, experiences of being someone who self-injures (including consideration of stigma, scarring, navigating disclosures), and experiences related to self-injury recovery. While there may be some generalities, it is best not to make any assumptions about what an individual’s personal experience is. For this reason, inclusion of individuals with lived experience is essential to fostering a person-centered approach to both research and clinical care.

An expert panel convened by the World Health Organization has offered practical guidelines for conducting patient-centered health research.22 While individuals who self-injure may not always be considered patients, the same principles can be used to guide person-centered research practices in self-injury. These guidelines include:


• The perspective of the individual being critical in research and treatment guidelines

• Using multiple and complementary forms of engagement, matched to the issue and context being studied

• Transparency about the role of individuals with lived experience

• Broad representation and consideration of equity, diversity, and inclusive practice

• Including at least two individuals with lived experience throughout the research process

• Providing adequate information and support to the representatives

• Teaching researchers the knowledge and skills to support engagement with individuals with lived experience

• Allocate adequate resources in terms of time, money, and energy

• Continually monitor and measure interactions to allow refinement of procedures if needed

(adapted from de Wit et al., 2019)



In clinical practice, person-centered approaches have long been championed throughout the health sector (see Chapter 14 for suggestions on how to approach advocacy in research, practice, and outreach efforts). Person (or patient) centered approaches advocate for inclusion of the patient in decisions about their treatment, rather than being treated as passive consumers. Here, researchers and clinicians emphasize the need to adopt a person-centered approach at three levels: the structural or organizational level, the process or patient–healthcare provider level, and the outcome or ongoing care level.23,24 This approach is associated with social and physical well-being, and satisfaction with care among patients with multiple health needs.25 We have similarly suggested that a person-centered approach will be related to improved outcomes for individuals who are discussing their self-injury with a healthcare professional26,27 or in a school setting.28,29

Conclusion

In writing this book, we hope to challenge people’s thinking about self-injury, with a focus on understanding the “experience” of self-injury, not just factors that may statistically increase or decrease risk of the behavior occurring. By adopting a person-centered approach, informed by voices of those with lived experience, we can start to understand what it is like for someone who self-injures and how they navigate the world around them. Traditional scientific research has taught us a lot about self-injury, but only by listening to individuals who have self-injured can we start to really understand why someone might self-injure, and what it means to them. Throughout this book we adopt a person-centered lens to better understand the stigma associated with self-injury (Chapter 4), outline appropriate language to use when talking about self-injury (Chapter 5), consider contagion and the impact of social media (Chapters 6 and 7), demonstrate how a person-centered approach can be applied in different contexts such as schools (Chapter 8) and families (Chapter 9), and how this approach can be used to conceptualize and make meaning of self-injury intervention (Chapter 10), recovery (Chapters 11 and 12), and supporting others who self-injure (Chapter 13).
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Self-Injury and Stigma

Self-injury has been historically misunderstood. Unfortunately, despite many advances in what we know about it, self-injury also remains highly stigmatized.1,2,3,4 However, recent efforts have yielded a new theoretical framework with which to understand this stigma. We therefore focus this chapter on the nature of this model. We then discuss the implications of this model along with potential avenues to address stigma as this area gains more research attention. Toward the end of the chapter, we draw attention to the centrality of a nonstigmatizing, person-centered approach when working with individuals with lived experience of self-injury.

Understanding Stigma

Prior to discussing self-injury stigma specifically, it is important to first provide a brief overview of stigma more generally. Stigma is the product of several factors but tends to begin with labeling and stereotyping.5,6,7 First, an individual is identified due to a mark that is considered socially aberrant or unacceptable. This “mark” may be due to a particular behavior (e.g., drug use), condition (e.g., HIV), or physical attribute (e.g., body type). For instance, someone who has schizophrenia may be pejoratively labeled as crazy or as a schizophrenic. From here, stereotypes, which refer to ways that people organize information about different groups, are applied. In the case of stigma, these stereotypes are negative. For example, someone with schizophrenia may be viewed as dangerous and violent; someone with depression might be viewed as lazy and weak. Next, people must agree with the stereotype. When this happens, they tend to respond to the stereotype with negative emotions (e.g., disgust, hate, fear) and in turn, behave in ways that align with their belief system. The result of this is prejudice and discrimination. As an example, if someone viewed people with schizophrenia as dangerous and violent, they may develop a sense of fear toward these individuals and perhaps with people who have mental illness more broadly. Stemming from this emotional response (fear), people may subsequently make conscious effort to avoid someone with schizophrenia or even act aggressively toward them (e.g., bullying, being confrontational or demeaning).

Self-Injury Stigma

A review of the literature points to a range of misconceptions about self-injury, including the view that self-injury is attention-seeking and manipulative,8,9,10,11 that the behavior is circumscribed to young people or represents an adolescent fad,12,13 and that only girls or young women self-injure.8 Taken together, these (as well as other) views can propagate stereotypes and provoke discrimination and other invalidating reactions toward people with lived experience.2,14 Concerningly, when this transpires, people who self-injure may internalize these stereotypes, which foments negative views about oneself and an unwillingness to reach out to others for support.2,15 In turn, this can exacerbate people’s feelings of isolation and feeling misunderstood.4

As depicted in Table 4.1 the stigmatization of self-injury is complex and stigma can take on numerous forms.4 One such manifestation of stigma involves public stigma,6 which pertains to the attitudes and beliefs that society has about individuals who self-injure (e.g., people who self-injure are weak; individuals who self-injure are manipulative and attention-seeking). Another form of stigma is enacted stigma,16 which entails explicit discriminatory behaviors toward people who self-injure (e.g., deciding to not hire an otherwise qualified person after seeing visible scarring from self-injury; not giving someone an anesthetic if their injuries need suturing). These first two forms of stigma involve how others view or respond to people who self-injure. However, stigma can also be experienced within. That is, people may internalize public stigma in the form of self-stigma6 (e.g., I don’t deserve support or help because I self-injure; I’m a weak person because of my self-injury). Individuals with lived experience may also have anticipated stigma.17 This occurs when individuals expect and worry that others will be stigmatizing toward them, irrespective of any prior interactions (e.g., If I disclose that I self-injure, people will think I’m disgusting; If someone finds out I self-injure, they will shame me). Finally, we recently suggested a fifth form of stigma—namely, vicarious stigma.18 Specifically, we posit that this occurs when an individual is exposed to messages or content about self-injury that is not directed to them specifically but that still carries a stigmatizing undertone (e.g., seeing stigmatizing messages in the media, overhearing people joke about self-injury). Certainly, vicarious stigma is fueled by public stigma. However, the focus here is on the impact of continued exposure to these vicarious messages on people with lived experience. Notably, this can involve internalized stigma.



Table 4.1. Forms and examples of self-injury stigma.




	Form of Stigma
	Examples





	Public Stigma
	

• People who self-injure are weak.

• People who self-injure are freaks.

• Only crazy people self-injure.

• Individuals who self-injure are manipulative and attention-seeking.







	Enacted Stigma
	

• Denying people analgesia prior to suturing injuries.

• Firing someone from a job after discovering their self-injury.

• Not hiring a qualified job candidate because they have self-injured.

• Not admitting a student to graduate school after reading about their lived experience in a personal statement.







	Self-Stigma
	

• I’m weak for having self-injured.

• I don’t deserve support or to be cared for because of my self-injury.

• My self-injury experience is not legitimate.

• There is something wrong with me for having self-injured.







	Anticipated Stigma
	

• If I tell my mom I’m cutting she’ll think I’m just attention-seeking.

• If my boss finds out I self-injure I’ll lose my job.

• I’ll be ostracized by my family if they knew I self-injured.

• Because of my self-injury, I can’t get too close to others. They’ll never accept me.







	Vicarious Stigma
	

• News media articles propagating myths about self-injury (e.g., self-injury is attention-seeking).

• Overhearing people make jokes about self-injury (though not directed at that individual).

• TV or media portrayals of people who self-injure as weak or defective.

• Seeing negative comments about people who self-injure online.











Over the years, there have been enumerable accounts of stigma toward people who self-injure, including in layperson,1 healthcare,19,20,21 and school settings.22,23 In line with this, individuals who self-injure frequently report negative reactions from others which, in turn, brings about reluctance to disclose their self-injury in the future.14,24 Indeed, many people who self-injure experience significant shame, embarrassment, and invalidation.14,24,25 Unfortunately, these kinds of experiences can have numerous deleterious effects beyond their psychological impact. This includes thwarted help-seeking and hopelessness about the prospect of recovery.2,26 When considering the seriousness of self-injury and the risks associated with repeated self-injury, including the risk for suicidal thinking and behavior discussed in Chapter 2, the impact of stigma is highly concerning.

In many ways, the above consequences of self-injury stigma mirror those reported in other areas in which stigma is well-documented (e.g., HIV, mental illness, disability).27,28 Despite these parallels, the stigmatization of self-injury is ostensibly unique given the many considerations (e.g., its self-inflicted nature, scarring) that need to be taken into account.4 Indeed, to work toward effective antistigma initiatives, having a conceptual framework to both understand and study self-injury stigma is needed. Thus, below, we present a newly offered framework with which to conceptualize self-injury stigma.4

Self-Injury Stigma Framework

Informed by prior stigma work6,17,28 the self-injury stigma framework offers a model to situate and understand the stigmatization of self-injury (see Figure 4.1). This involves six key domains that are thought to underpin self-injury stigma (i.e., what about self-injury may contribute to stigma), namely: origin, concealability, course, peril, disruptiveness, and aesthetics. Although these are clearly demarcated on the following pages, it is important to bear in mind that different model components may have simultaneous relevance.



[image: image]

Figure 4.1. Self-injury stigma framework.



Origin

The first part of the model involves origin, which has to do with the onset of self-injury and the corresponding views that people hold about why individuals self-injure. In particular, origin involves the manner by which people are blamed for having engaged in self-injury—they are blamed as they are considered responsible for engaging in it. Indeed, if someone is rendered responsible for a given behavior or condition, they are apt to be blamed for it.28 In line with this, past work on stigma has illustrated that conditions that one acquires (e.g., HIV contracted through unsafe sexual practices) engender more stigma than those that are not (e.g., being born with a particular physical health condition).29 This is due to the view that a person could have made efforts to prevent or avoid the onset of the acquired mark, also referred to as an onset-attribution. In this way, because self-injury is seen to be under the volitional control of the person who self-injures, it elicits more stigma. For example, an individual who self-injures may be blamed for having self-injured, and thus seen as attention-seeking. When this occurs, it may result in them being discriminated against (e.g., not being offered mental health or medical services) or experiencing negative reactions from other people (e.g., being yelled at or demeaned). Therefore, without an appreciation and understanding for why people may self-injure, reactions such as these are more apt to occur.

Concealability

The second part of the model is concealability, which has to do with self-injury’s visibility to others—including both the injuries resulting from the behavior and the potential for permanent scarring. According to theory, the greater the degree of visibility a marking has (e.g., minor versus extensive scarring), the more stigmatized it may be.28 This stigma is, in turn, exacerbated by the blame that people who self-injure may receive if they are viewed as responsible for their own scarring. Compounding this is the potential for concealability to also implicate the stigma associated with mental illness.4 When compared to most other mental health difficulties, self-injury is not “invisible” and is thus not always concealable. Hence, the presence of self-injury scars may be an outward indicator of the existence of mental illness or a mental health difficulty.30 Accordingly, people who self-injure may experience a twofold stigma—they are stigmatized for having deliberately injured themselves (due to blame and being held responsible for the behavior) and for having a mental health difficulty or mental illness (due to self-injury signaling its potential presence).

Course

The course domain within the model pertains to the temporal nature of self-injury; that is, how self-injury engagement changes with time.28 Inasmuch as people may be held responsible for the onset of self-injury as described earlier, people may also be blamed and held responsible if they are viewed as being in control of the offset of their condition.31 Thus, a person could be deemed responsible for their self-injury and subsequently stigmatized if they are not taking active steps to stop self-injuring—also referred to as an offset attribution. Clearly, stopping self-injury is much easier said than done. Recovery is highly complex and represents an ongoing, nonlinear process.32,33 Self-injury recovery does not occur right away. If it were truly that easy, people would simply stop. While a fulsome discussion of recovery is presented in Chapter 11, misunderstandings about recovery (e.g., that it is, or should be, easy to stop) may nonetheless play a role in the stigmatization of self-injury.

At the same time, it is important to keep in mind that just because one has stopped self-injury and is viewed as having recovered does not mean that they are immune to stigma.4 As mentioned before, the residual scarring from self-injury can provoke stigma;1,4,34 in this way, people may encounter stigma if they choose to disclose their experience and are responded to inappropriately. Therefore, the issue of stigma may have ongoing temporal relevance for individuals with lived experience and it should not be assumed that when someone no longer self-injures that stigma ceases to be a concern.

Peril

The aspect of peril within the model involves the extent to which a mark signals danger. The greater the danger associated with a mark (i.e., the more peril), the more stigma it will have.28 Yet, there is a dichotomy with regard to peril in the context of self-injury.4 On the one hand, self-injury may be viewed as intrinsically linked to suicide and, as such, perilous. This is unsurprising given their historical conflation. Along these lines, people may self-injure in ways that yield injuries that are more medically severe than intended; and, in rare cases, individuals may injure themselves in ways that result in accidental death. In these (and other) instances, self-injury would be rendered perilous due to its high degree of perceived danger.4 On the other hand, self-injury may also be dismissed as trivial or in simplistic and reductionist manners (e.g., assuming self-injury is teenage fad).4 Should this occur, it may be viewed as a behavior not warranting much of a response. Although the trivialization of self-injury may, at first, seem to contradict how peril is conceptualized in the framework, dismissive and trivializing reactions nonetheless indicate stigma. Indeed, there are numerous reports that self-injury may be dismissed as a legitimate concern, including in healthcare settings, which can result in poor treatment experiences.14,35

Aesthetics

The next component of the model, aesthetics, involves how visibly displeasing a given mark may be. Specifically, there is a tendency for people to liken attractiveness with morality. Thus, people who are seen as unattractive would also be seen as immoral.28 Applied to self-injury, the visible and perceived displeasing nature of injuries or scarring could result in stigma. Correspondingly, the more visible or extensive one’s injuries or scarring may be, the more stigma one would likely experience. Consistent with this, there are many reports from people who engage in self-injury that others have viewed their scars as “gross” or “ugly” and that self-injury, itself, is viewed as a “disgusting” behavior.14,36 Not only do these reports signal the presence of outward stigma, but they can also be internalized by people with lived experience, which can bring about shame, marginalization, and isolation.15,34,37 To this end, and understandably, some individuals will go to great lengths to conceal their self-injury from others.

Disruptiveness

Finally, disruptiveness pertains to how a mark impacts or interferes with one’s relationships. The more interference, the greater the potential for stigma.28 In the context of self-injury, this will vary considerably on the basis of the context and the type of a person’s relationship with others. In many instances, self-injury can be concealed and thus the impact on relationships would be minimal (e.g., someone hiding scars from a coworker). In others, however, this may not be feasible. For example, in the case of intimate, romantic relationships, it is likely much more difficult to conceal self-injury; likewise, concealing self-injury may prove difficult in the summer months when people are more likely to wear short sleeves or shorts. As a result, people with lived experience of self-injury may have significant trepidation about being in particular environments or developing relationships altogether.

Disruption also has relevance when considering how people respond to individuals who have self-injured. Unsurprisingly, these reactions are—for many people—highly salient. They can influence the likelihood of future disclosures as well as impact the nature of an existing relationship. If someone responds poorly to a disclosure of self-injury, this may jeopardize the quality (and perhaps the duration) of that relationship. Should this happen, it may leave the person who self-injures feeling alone and invalidated. At the same time, if the response was appropriate, it might strengthen the relationship while providing the individual who self-injures validation and acceptance. For these reasons, the response to disclosures and how people interact with individuals with lived experience regarding self-injury is critical. We address a person-centered approach to interacting with people who engage in self-injury in Chapter 13.

Implications and Future Directions

Until now, there has not been a conceptual framework for use in the understanding of self-injury stigma. In this regard, the self-injury stigma framework4 offers a useful heuristic to inform research that not only works to understand the nature and impact of self-injury stigma but also highlights how such stigma transpires. By virtue of elucidating what may underlie and drive self-injury stigma, more focused efforts can be put in place to combat it. Indeed, each of the relevant domains of the model has relevance to the manners by which stigma manifests outlined earlier, namely: public, self, enacted, anticipated, and vicarious stigma. Table 4.2 therefore presents an overview of the model and its application to these forms of stigma. With this in mind, we now turn to a discussion about how this model has promise to be meaningfully applied to advance research as well as address stigma.



Table 4.2 Overview and application of the self-injury stigma framework to different forms of stigma.




	Self-injury Stigma Framework Domain
	Public
	Self
	Type of Stigma Anticipated
	Enacted
	Vicarious





	Origin
	Reading a magazine article that says the “Internet is creating a cult of self-injures.”
	“There is something deeply wrong with me for having self-injured.”
	“People will think I’m crazy if they find out I self-injure.”
	A doctor saying: “You seem like a bright person, why are you doing something [self-injury] so irrational?”
	Overhearing a conversation on the bus in which someone who self-injures is called “unhinged.”



	Concealability
	An employment setting mandating the covering of all scarring related to self-injury.
	“I can’t stand my scars so need to hide them from the world.”
	“If I wear shirtsleeves at the party everyone will see that I used to self-injure.”
	Being at a grocery store and someone coming up to a person to say “what were you thinking doing that to your arms?”
	Watching a show in which a character says: “They’re only flaunting their scars to get notices.”



	Course
	Someone who believes “people who self-injure should just be able to stop.”
	“Recovery is impossible so why bother trying?”
	“My mon will think I’ll be self-injuring forever.”
	A nurse telling someone in the emergency room that “self-injury is a phase that you should just get over”
	Hearing a teacher talk about self-injury as a “superficial fad that teens just to through.”



	Peril
	People thinking that self-injury is simply a ‘feigned suicide attempt.’
	“I can’t work as a counsellor, I’m just not safe to be around”
	“My clients will think I’m suicidal and take their business away if they find out about my self-injury”
	A friend rolling their eyes and saying “Geesh . . . why not just get it right and end it all now?”
	Seeing trolling comments online that ‘cutters should stop now and end their lives’



	Aesthetics
	Reading an editorial in which the author refers to people who ‘destroy their bodies’ through self-injury.
	“My body is ruined because I self-injured.”
	“If my partner and I are intimate they’ll think I’m gross with all these scars”
	A swimming coach telling a team member: “you won’t make it to the next level with those scars.”
	Observing an employer telling a co-worker: “Please roll down your sleeves so you don’t scare away business.”



	Disruptiveness
	Being a student in a school that has a policy for a “self-injury contagion”
	“I’ll be alone forever because of my self-injury.”
	“If my older sister finds out she’ll think I’m a manipulative attention-seeker.”
	Being told by a faculty mentor that one shouldn’t pursue a career as a therapist because of their self-injury.
	Hearing that a coach noticed a teammate’s self-injury and said: “what a pointless thing to do to yourself”







Research Implications: Framework Utility and Sources of Stigma

A natural first step for researchers is to establish an evidence base for the model’s utility. Insight into the many paths to stigma would help to outline different ways to address and reduce stigma. Certainly, as discussed throughout this chapter, there are bound to be many sources of stigma. One such consideration though is the role that media plays. Indeed, news media has been implicated as playing a role in the communication and perpetuation of stereotypes more broadly,38 including representing a source of stereotypes and misrepresentations of mental illness.39,40 Also important is examining the role that the Internet and social media play in the propagation of self-injury stigma. The Internet and social media may have relevance for a few reasons. First, many people across the globe obtain news via social media; this may be another avenue by which news media is accessed. Thus, if news media share stories with stigmatizing content, there is a good likelihood these stories are accessed via social media. Second, prior research has established that myths about self-injury are common on health websites,8 and that people may be exposed to stigmatizing content when communicating online. In this regard, given the salience of the Internet as a medium for people who self-injure to connect with and support one another,8 stigma propagation on social media should be explored more fully. Finally, social media is constantly changing and, as such, it will be important for researchers to keep up-to-speed regarding how new online platforms could play a role in fomenting stigma.

While these endeavors represent just some of the ways that sources of self-injury stigma can be explored, the significance of these efforts is noteworthy. Indeed, by virtue of undertaking such initiatives, researchers will be well positioned to not only determine when and where stigma is present but to identify what aspects of the self-injury stigma framework may have relevance. For example, if media stories emphasize the need to ban self-injury content online, this may inform the public’s perceptions of concealability and aesthetics. From here, this might shape stereotypes about self-injury, thereby eliciting public stigma as well as exacerbating self and anticipated stigma among individuals with lived experience. A natural next step in this line of inquiry is to ascertain whether and how media-rooted stereotypes engender negative attitudes in society. This would allow for a greater understanding of the kinds of beliefs that people have, how pervasive they are, and what domains in the model seem to be most relevant. Knowing which domains are most salient would, in turn, help to focus where antistigma efforts are most needed.

Research Implications: Relevance to Lived Experience

As people with lived experience are self-injury experts in their own right,41 working to develop a deeper understanding of their experiences with stigma, including its impact is essential. This can involve working with individuals to ascertain what they see as contributing to self-injury stigma and, as such, which domains comprising the self-injury stigma framework have relevance in their experience. Alongside these efforts, it will be important to explore which stigma-related constructs are most relevant to their experience, including self, enacted, anticipated, and vicarious stigma. From here, understanding how these manifestations of stigma impact people’s lives would be important (e.g., on disclosure, in the context of recovery).

To optimally address these lines of research, it will be important to not just involve people with lived experience as participants in research but to seek their insight in terms of how approaches to research can be enhanced. Hence, individuals with lived experience ought to play an active role throughout the research process.41,42 For example, involving people in the context of focus groups may help to determine the kinds of questions to ask of participants in future studies. As another example, researchers could establish advisory boards or hold panels at academic meetings that involve lived experience perspectives. Doing so would help to ensure a more priority-driven research agenda when it comes to better understanding self-injury stigma, and as discussed, later, how to ideally address it.

Measuring Self-Injury Stigma

Historically, efforts to measure stigma in the context of self-injury have relied on scales that tap into attitudes toward behaviors related to self-injury (e.g., deliberate self-harm)43 or those that are adapted from measures that pertain to the stigma associated with mental illness.44,45 In the case of the latter, researchers have had to modify the wording of scales to ask about self-injury specifically. Arguably, these efforts are limited as they are broader in nature, may carry assumptions (i.e., that a question about mental illness stigma has direct applicability to self-injury), and they do not map onto the theoretical framework for self-injury discussed earlier. For these reasons, we have recently been involved in the development of a measure specific to self-injury stigma that is informed by the model presented earlier.46 Preliminary findings indicate that the measure has promising factorial validity and internal consistency. Moving forward, it will be important to use the measure among different populations and in various contexts. Nevertheless, this newly developed scale addresses an important gap in the field and has promise to offer a valid and reliable means of assessing the multi-faceted nature of self-injury stigma.

Addressing Self-Injury Stigma

Finally, and perhaps most importantly, antistigma initiatives are needed. This will no doubt require time and a multipronged approach. Although there are clearly several considerations to address in order to meaningfully inform antistigma efforts, it may be fruitful to draw from existing approaches used to address stigma in other areas and tailor these to the context of self-injury. In doing so, it will be important to ensure that these efforts attend to the unique factors that play a role in the context of self-injury stigma.

Certainly, one part of any agenda to tackle self-injury stigma will involve enhancing self-injury literacy and debunking existing stereotypes. However, provision of accurate information—on its own—will likely be insufficient. Instead, involvement of people with lived experience will be vital to the success of antistigma efforts. Supporting this is both evidence and calls from leading researchers involved in antistigma work in the area of mental illness, who underscore the significance of directly involving people with lived experience in antistigma work.2,47,48,49 Notably, Corrigan calls for antistigma efforts that involve contact sessions in which people hear directly from individuals with lived experience.6 Importantly, contact-based initiatives have demonstrated more effectiveness when compared to traditional approaches that emphasize just knowledge provision.5,49 For these reasons, researchers have similarly called for the use of these approaches and broader participatory-based approaches to address the stigmatization of self-injury.41,42

Summary

As should now be clear, self-injury stigma is both complex and multifaceted in nature. Such stigma can also deeply impact people with lived experience. Indeed, there are numerous proximal (e.g., invalidation, shame) and distal (e.g., reluctance to seek further support, thwarted recovery efforts and continued self-injury) consequences of self-injury stigma.4 For these reasons it is essential that a nonstigmatizing approach be used in myriad contexts, including but not limited to: how we talk (and write) about self-injury (including the language we use); how we study self-injury (i.e., how research is conducted); and how we address self-injury in different settings such as schools and clinical contexts (e.g., assessment, intervention). In the absence of such an approach, individuals may be left feeling misunderstood and marginalized. For these reasons, the person-centered framework outlined in the previous chapter is integrated throughout our book’s subsequent chapters.
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Use of Appropriate Language to Discuss Self-Injury

Why Is Language Important?

Spoken and written language not only provide modes of communication but also help shape attitudes and how the world is viewed. Language is used to share ideas, voice opinions, convey thoughts and feelings, and create a common understanding. Importantly, words are used to convey meaning, but this meaning can go beyond the strict dictionary definition of a word. Meanings are socially constructed; they take shape through interaction with others and the world around us.1 As such, meanings, and the way language is used, can change over time. Take the word “gay” for example. Originally used to mean carefree or cheerful, today the word refers to someone who identifies as homosexual. Even in that context, the word takes on different meanings; while LGBTIQ+ groups advocate use of the word “gay” to identify men who are attracted to other men, the term can also be used in a pejorative sense (e.g., “that’s so gay” as an insult). Effective communication requires that the people communicating apply the same meaning to the words being used. In applying meaning to words, we must also be mindful of the impact words can have on societal attitudes and on individuals. The old adage “sticks and stones can break my bones, but words can never harm me” simply is not true. Words are powerful, as any speechwriter would attest. While they can be more effective in conflict resolution than physical aggression (i.e., “the pen is mightier than the sword”) they can also cause lasting damage to an individual’s self-worth if used in a pejorative or stigmatizing way.

In recognition of the potential for language to foster stigma, there has been a relatively long history of adopting person-centered language within psychiatric and mental health discourse. Rather than labeling and pathologizing, mental health professionals are urged to use “person-first” language rather than “disorder-first” language.2 Other fields have been slower to adopt person-centered language. Despite widespread media guidelines for reporting on mental illness, media reports frequently contain sensationalist and stigmatizing language3 (see Chapter 4). In Canada, a case file review of judges’ decisions involving people with mental illness revealed that although most judges used respectful language, there were notable instances in which stigmatizing language was used.4 For example, judges noted plaintiffs’ failure to admit to their mental illness, implying mental illness is something to be hidden, and “confessed.” They also made mention of people being arrested under the Mental Health Act, despite often being aware that being apprehended under the Act is not an arrest. Examples of use of archaic terms such as “insane” and “lunatic” were also noted, and disorder-first language (e.g., “schizophrenic”) was common.

As noted in Chapter 4, self-injury carries significant stigma that can be internalized by individuals who self-injure. Use of pejorative, or stigmatizing, language can lead to individuals who self-injure feeling further misunderstood, and leads to society “othering” individuals who self-injure. This “othering” creates the sense that people who self-injure are somehow different from people who do not self-injure, and deserve to be treated differently. Such public stigma can then be internalized by the individual, such that they believe they are different from others (e.g., crazy), and deserve to be treated differently (e.g., not deserving of help). In this way, the resultant self-stigma can foster feelings of shame and guilt, and lead individuals to stay silent about their self-injury. Fear of anticipated stigma, how people will react to disclosure, in turn, reduces support-seeking behavior, even if an individual believes they would benefit from support.5 It is important then that people are mindful of the language used when talking about self-injury, and individuals with lived experience of self-injury, so as to avoid further stigma.

How Does Language Shape Attitudes?

According to social identity theory, we base our sense of identity on the groups to which we assign ourselves.6 The first step in this identity formation is to categorize people into groups, and to place ourselves in a group. Naturally, we can belong to multiple groups (e.g., based on gender, age, sporting team supported). Next, is to begin to identify with the characteristics of this group, and act in ways that are consistent with the characteristics of the group. For example, if someone categorizes themselves as a football fan, they might attend football games, purchase their team’s merchandise, and become upset when the team loses. Finally, we engage in social comparison, comparing our group to other groups. This could be either an upward social comparison (comparing our group to groups we think are better than ours) or downward social comparison7 (comparing our group to groups we think are inferior). Thus, individuals form in-groups (our group) and out-groups (groups we do not belong to). A key tenet of social identity theory is that people will look for negative characteristics of the out-group, in order to enhance the image of the in-group. At its extreme, division of the in-group and out-group can lead to racism, sexism, prejudice, and discrimination. In the context of self-injury, the same process can be used to categorize people who self-injure into an out-group, and to assign stigmatized characteristics to this group.

One of the ways in-group identity is strengthened, and the distance from the out-group is enhanced, is through targeted use of language. For example, football fans have been demonstrated to use a linguistic pattern of irony as a form of aggression when commenting on behaviors of rival football teams, whereas literal comments are used when talking about their own team’s performance.8 In general, people tend to use abstract language to describe positive in-group behaviors and negative out-group behaviors, and more concrete language to describe negative in-group and positive out-group behaviors.9 Importantly, people can identify which group others belong to based on the kind of language they use, even if these are only subtle linguistic differences.10 Linguistic framing can also influence judgments people make. In one study, the use of agentic language in a vignette about a fire being started at a restaurant table (“She had ignited the napkin” vs. “The napkin had ignited”), resulted in participants ascribing more blame to the individual and recommending increased payment for the damage.11

As applied to self-injury, use of pejorative or stigmatizing language further distances individuals who self-injure from the in-group—categorizing them as inferior to people who do not self-injure. Individuals who self-injure are then likely to be viewed as a homogeneous group, with common identifying characteristics and behaviors. Picking up on this linguistic intergroup bias, individuals who self-injure are likely to see themselves as belonging to the out-group, and feeling that others do not understand them. A person-centered approach to self-injury requires that we reduce this in-group out-group comparison, and instead focus on the experiences of the individual person.

According to communication theories, the likelihood that language will change attitudes depends on how credible the source is.12 This credibility is determined by how confidently and articulately the speaker communicates and the normative expectations held by the listener. If the message content conforms to social norms, the listener is more likely to accept the message and change their attitudes accordingly. Importantly, the act of describing the topic of interest (i.e., self-injury) can reinforce the communicator’s own attitudes. Given that news media is a trusted source of information,13 the potential for messages conveyed by the media may be particularly persuasive. Similarly, clinicians and researchers considered experts in the field are also likely to promote negative attitudes and stigma if they use pejorative or stigmatizing language.

The Medicalization of Self-Injury

While there have been moves to depathologize or demedicalize mental illness, it seems the opposite is true of self-injury. Over time, self-injury has become more prominent in psychological and psychiatric discourses, perhaps reflecting greater awareness of the behavior. Inclusion of the proposed Non-Suicidal Self-Injury Disorder in the Diagnostic and Statistical Manual of Mental Disorders (DSM, 5th ed.14), as a condition warranting further investigation, seems to cement its place in the medical field. However, this medicalization of self-injury neglects the fact that self-injury is a behavior. It is not a disease or a disorder, but a coping strategy people use to manage intense or unwanted emotions. From this perspective it does not make a lot of sense to consider self-injury from a medical viewpoint.15 Even within the proposed DSM criteria for Non-Suicidal Self-Injury Disorder, the primary criteria are engagement in the behavior, to alter an emotional or interpersonal state. That is, there is not a core set of symptoms that might characterize a disorder.

Yet, disease discourse is common when discussing self-injury. Perhaps the most obvious example of this is in discussions of self-injury contagion. This language is borrowed from the area of infectious diseases, with the suggestion that self-injury can simply spread from person to person like an infectious disease.15 This is not only untrue (see Chapter 6 for a detailed discussion of socialization effects), but implies individuals who self-injure are unwell or sick in some way. Individuals who have a contagious disease are usually asked to keep away from other people until they are well. This approach has also been taken with individuals who self-injure, with some schools demanding that students remain at home until injuries heal.16

The notion of contagion is also associated with fear; we typically avoid anything that might be contagious. It is perhaps not surprising then, that schools, mental health professionals, and medical staff in hospitals or psychiatric units sometimes fear discussing self-injury, not only due their own discomfort with the behavior, but out of concern for other students or patients who might “catch” self-injury.16,17 However, rather than protecting students and patients, this unwillingness to discuss self-injury further silences individuals who self-injure, and keeps them very much in the out-group.

Another example of language being used to medicalize self-injury is in discussion of the course of self-injury. Clinicians and researchers refer to recovery from self-injury, and describe set-backs as a relapse. Recovery again implies that there is something to recover from, yet self-injury is usually the symptom of an underling concern, not the condition that needs to be treated.15 Some do argue that, over time, repeated self-injury may become the primary concern, or that self-injury should be stopped before any underlying concern is addressed.18 However, remember that self-injury is a behavior individuals use to help them cope, and we do not usually talk about recovering from coping strategies. Further, recovery is defined as a “return to a normal state of health, mind, or strength,”19 which implies that an individual who self-injures is not normal. Continued use of such language can further promote stigma and lowered self-worth for individuals who self-injure, particularly those who experience ongoing thoughts about self-injury long after engaging in the behavior. We do use the term “recovery” in this book, and it is a term many with lived experience use to describe their experiences; however we hope that we have assigned a different meaning to the word. Specifically we view recovery as much more than simply cessation of self-injury, and as a concept that will mean different things to different people (see Chapter 11 for a new conceptualization of recovery).

The notion of relapse is one borrowed from the alcohol and other drug field, where someone who has abstained for some time, begins to drink or use drugs again. The same approach is applied to self-injury, where someone who engages in self-injury after a long period of not engaging in it is considered to have relapsed. The terminology here is problematic for a number of reasons. First is the association with addictive behaviors. Although self-injury has been likened to addictive behaviors,20 and some individuals with lived experience describe it as an addiction,21 there are many features that differentiate self-injury and addictive behaviors.22 Situating self-injury in the addiction space risks removing autonomy from the individual, and does not address the reasons someone self-injures or the function it serves for them. Second, recovery is not a linear process.23,24 Set-backs are bound to happen, and the negative connotations associated with relapse may lead an individual to feel like a failure for engaging in self-injury. Finally, when framed in the context of relapse, these set-backs may foster hopelessness for the future, and a lack of confidence in the recovery process. We propose that instead of labeling any set-backs as relapse, that individuals normalize ongoing thoughts and urges to self-injure, and recognize that recovery is not a linear, straightforward process.

Another way we see language used to medicalize self-injury is in describing the behavior as maladaptive25 (e.g., a maladaptive coping strategy). While not necessarily borrowed from the medical lexicon directly, the word maladaptive conjures images that something is wrong with the person. While it is usually the behavior, and not the person, that is described as maladaptive, as noted above individuals can internalize language and assign the same meaning to themselves. Thus, someone who engages in a behavior that is labeled as maladaptive may come to view themselves as maladaptive. Further, use of the term maladaptive implies that self-injury is not effective as a coping strategy, and ignores the experience of individuals who find self-injury to be an effective means of emotion regulation. This invalidation of the individual’s experience is counter to the person-centered approach we advocate.

Person-Centered Language

In contrast to the medicalized terms described above (contagion, relapse, maladaptive), and in line with movements in the broader mental health field, we advocate use of person-centered language to talk about self-injury and individuals who self-injure (see Table 5.1). This means focusing on the individual, and not on their history of self-injury and avoiding reductionist terms such as “self-injurer” and “cutter” which define people by the behavior.26 Since the inclusion of Non-Suicidal Self-Injury Disorder in the DSM, as a condition warranting further study, there has been a shift toward talking about people “with self-injury.” While this is no doubt an effort to use person-centered language, as we would talk about people with schizophrenia (rather than as schizophrenic), self-injury is still a behavior not a disorder. As such, this phrasing does not make grammatical sense; it would be akin to talking about someone “with drinking” rather than someone with an alcohol use disorder.



Table 5.1. Appropriate language to use when talking about self-injury.




	Most Appropriate Terminology
	Least Appropriate Terminology


 


	

• Someone with lived experience

• Someone with a history of NSSI

• Recovery from NSSI

• Urges to self-injure

• Coping phrases

• Ongoing NSSI

• Recurrence of NSSI




	

• Attention seeking

• Hopeless

• Manipulative

• Borderline

• Unstable personality

• Cutter

• Person struggling to cope

• Self-injurer

• Contagion











In a recent study,27 we invited clinicians and researchers to share the terms they use when talking about self-injury and compared their usage with terms and phrases they considered to be appropriate to use. We also invited people with lived experience to indicate the terms they considered most appropriate. Encouragingly, researchers and clinicians did not tend to use the phrases they considered most inappropriate (e.g., “manipulative,” “attention seeking”), but they underused phrases that people with lived experience considered most appropriate to use (“people with a history of self-injury,” “people with lived experience of self-injury”). This disconnect between language used by clinicians and researchers and that considered appropriate by individuals with lived self-injury experience highlights the need to include people with lived experience in conversations about self-injury, conversations about what is appropriate when talking about self-injury more broadly, and the impact that language use has on them.

Conclusion

Language is a powerful form of communication that can shape how we view the world, and how we interact with it. Language can foster negative attitudes and stigma, and can negatively impact people on the receiving end of pejorative or stigmatizing words. However, language can also educate, unite, and validate individuals. With this in mind, we call on all researchers and clinicians to reflect on the language they use to talk about self-injury, and consider the impact this may have on individuals with lived self-injury experience.
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Rethinking and Addressing Contagion

As outlined in the previous chapter, the term “contagion” is problematic for a number of reasons. This includes the medicalization of self-injury, the potential to foster stigma, and the inherent fear that the term conjures. This fear then precludes talking about self-injury and results in excessive anxiety for individuals, families, healthcare professionals, and schools. For this reason, we avoid use of the word “contagion” in this chapter. Instead we talk about selection effects (where like-minded individuals tend to form peer groups with similar traits or interests), socialization effects (where knowing someone who self-injures increases risk of subsequent occurrences of self-injury), and peer influences to refer to a broader category of peer effects.

The Relation Between Peer Exposure and Self-Injury

One of the most consistent findings across the literature is that people who self-injure tend to know other people who self-injure. This holds among adolescents,1,2,3 university students,4,5,6 and clinical samples.2 It also seems the more people an individual knows to self-injure, the more likely they are to self-injure.4,7 However, it is difficult to tease out selection effects from socialization effects. That is, it is often not known if like-minded peers are attracted to each other and select peer groups who are similar to them (including in a history of self-injury), or whether socialization processes occur, whereby an individual gains the idea to self-injure from peers.8,9

In an inpatient sample, Prinstein and colleagues noted that adolescents’ self-injury was associated with perceptions of their peers’ depressive symptoms, suggesting an underlying core similarity in psychological concerns rather than socialization of self-injury per se.2 Support for socialization effects has also been found, among young people in particular, reporting that they gained the idea to self-injure from friends.5,10 Among Chinese adolescents, You and colleagues11 found support for both socialization and selection effects. Having a friend who self-injures was associated with subsequent self-injury, but adolescents also tended to join peer groups whose members already engaged in self-injury. Similarly, Prinstein2 observed socialization effects among school-based adolescents, and evidence for both selection and socialization effects among adolescent inpatients.

Few researchers attempt to explore factors that may explain the relation between peer exposure and one’s own self-injury. When they do, researchers typically find that the association is not straightforward, but is moderated by other variables. For example, in a longitudinal study with adolescents, we observed that there was only a relation between knowing someone else who self-injures and one’s own later probability of self-injury for students reporting a significant number of negative life events.1 There was no relation at all for students reporting few averse life events. Similarly, a friend’s self-injury is only predictive of adolescents’ later self-injury for those with greater difficulties regulating emotion.3 It may also be that these socialization effects only hold for younger adolescents or only hold for girls.2 More work is needed to determine who is most susceptible to peer influences, and who may be at greater risk of self-injury when exposed to the behavior.

Media (and Social Media) Exposure and Self-Injury

Another area of concern is the potential for individuals to gain the idea to self-injure from media or social media, and an association between frequency of media exposure and frequency of self-injury has been noted.12 In the suicide field, the potential for media publicity of high-profile suicides to increase risk of suicide among viewers is well noted.13 For this reason, many countries have strict media reporting guidelines for suicide. These caution journalists to: avoid explicit mention of means of suicide, avoid stigmatizing language, use person-centered language when talking about suicide (see Chapter 2), and provide mental health resources with the article.14 In Australia and the United Kingdom, guidelines are also provided for reporting of self-harm (broadly defined). Unfortunately, few news outlets appear to adhere to such guidelines. We conducted a content analysis15 of news reporting of self-injury across Australia, New Zealand, Canada, the United States of America, and the United Kingdom. Approximately 40% of articles used a sensational headline, and one in five used stigmatizing language to describe self-injury. Two-thirds of articles explicitly reported method of self-injury. Although there is little work on how media reporting might increase rates of self-injury among readers, following patterns in the suicide literature, this sensationalized reporting, including detailed description of self-injury methods, is likely to prompt subsequent self-injurious behaviors. Media guidelines have only recently been developed for the appropriate reporting of self-injury.16 These mirror the suicide reporting guidelines and emphasize the need for accurate and neutral information about self-injury, with a focus on stories of recovery and efforts to seek treatment.

Individuals also report gaining the idea to self-injure from television or movies.17 Individuals are more likely to model behaviors exhibited by people they admire, where the consequences are seen as advantageous, and when they are exposed to multiple instances of the behavior.18 In one of our studies, we noted that film depictions of self-injury tend to be sensationalized and feature self-injury prominently.19 Self-injury was often associated with suicidal behavior, and few characters were receiving professional support at the time of the self-injury. In a follow-up study, the number of movies seen was associated with self-injury, particularly for participants who reported a decreased belief in their ability to resist urges to self-injure.4 Similar to the effects noted for knowing peers who self-injure, it is unclear whether this association is due to selection or socialization effects. In our study, most participants reported that they were older when they saw the films than they were when they first self-injured, suggesting that people who self-injure are attracted to films that portray self-injury, rather than the films prompting the idea to self-injure.

Over the last decade, there has been concern that depictions of self-injury online and in social media may encourage self-injury. The effect of social media on self-injury is detailed in the following chapter so we will not dwell on it here. However, it is important to note that social media can have both beneficial and detrimental effects.20 Concerns over the potential for social media to lead to self-injury and suicidal behavior have caused Facebook and Instagram to change their policies about posts related to self-injury. While they allow self-injury-related content, they remove content that encourages self-injury, as well as graphic images and real-time depictions that may be triggering or encourage others to engage in the behavior. These decisions have been made in consultation with experts in self-injury and suicidal behavior, who are cognizant of the potential for socialization effects associated with these behaviors. However, it is important to acknowledge that sharing experiences of self-injury can give individuals who self-injure a voice, foster a sense of belonging, and garner encouragement and support from others that may aid recovery.20

Why Do Socialization Effects Occur?

One of the reported functions of self-injury is to bond with peers. Among university students, Heath and her colleagues5 found that although emotional reasons for engaging in self-injury were most common, social motivations were reported by 65.2% of the sample. A large proportion of the sample reported talking about self-injury with their friends, and 4.3% had engaged in self-injury as a group. Among adolescents, individuals engaging in more severe self-injury are more likely to report self-injuring to belong to a group.21 It is important to bear in mind that social support and a sense of belonging are also protective against self-injury. It may be that young people are talking to their friends about self-injury as a way of seeking support, not in a way that encourages or reinforces self-injury.

In a small number of studies, higher rates of self-injury have been noted among “alternative” subcultures such as Goth and emo groups.22 In a German sample, Young and his colleagues23 noted that adolescents self-identifying as belonging to an alternative subculture were more likely, than those who did not, to endorse both interpersonal and intrapersonal reasons for self-injury. Of note, they were more likely to endorse: “to feel more part of a group” and “to avoid being with people.” Muehlenkamp and her colleagues6 noted that social reasons for self-injury (e.g., wanting to fit in with others) were more often related to the initiation of self-injury, while emotion regulation reasons (e.g., cope with uncomfortable feelings) were related to repeated self-injury, with only 1.6% of the sample endorsing “to be part of a group” as a reason for ongoing self-injury.

Although these findings suggest some individuals may start to self-injure to feel a connection with peers, we cannot conclude that this reflects socialization effects. Of note, we do not know whether these individuals have gained the idea to self-injure from peers, or whether like-minded peers are attracted to each other, resulting in selection effects. Further, although some endorse social reasons for engaging in self-injury, this is rated as the least effective function of self-injury.

People endorsing social or interpersonal functions of self-injury are also likely to endorse intrapersonal functions, suggesting peer bonding is rarely the primary reason for self-injury.24 In one study, individuals’ therapists rated interpersonal reasons for self-injury as more relevant than the clients did.25 Similar results were obtained with a college sample, with students with no history of self-injury viewing interpersonal reasons as more relevant than students with a history of self-injury.26,27 These findings may reflect an overestimation, by individuals without lived self-injury experience, of the extent to which self-injury is motivated by affiliation with peer groups.

How Do Socialization Effects Occur?

Although individuals may self-injure to conform with peer expectations, or establish peer bonds, the primary reason people self-injure is to manage intense or unwanted emotions. So how do people learn that self-injury will be effective in doing this? In the 1970s Albert Bandura18 proposed social learning theory to explain how children learn behaviors by imitating others. He suggested that children pay attention to the actions of other people around them, and subsequently model these behaviors. A key element of social learning theory was that people do not need to personally experience the consequences of engaging in the behavior to learn whether the behavior is likely to result in adverse or desirable outcomes. Instead, people can learn through vicarious reinforcement; observing whether the outcome for the other person is positive or negative, and assessing whether this outcome is desirable will determine if someone is likely to model the behavior. Bandura also proposed that people are more likely to model the behavior of someone who is similar to themselves. With regard to self-injury, this could account for peers modeling the behavior of peers seen to be demographically similar (e.g., the same age) or peers who are struggling with the same mental health concerns or life stressors. Individuals are also more likely to model the behavior of people they respect, admire, or aspire to be like. This could explain increases in suicides that can occur after reports of celebrity suicides. Although less work has explored the effect of celebrities disclosing a history of self-injury, it is likely that people who admire these celebrities may be at increased risk of self-injury, as they emulate the behavior of their idols.

In the 1980s Bandura expanded his social learning theory to include a cognitive component. In proposing social cognitive theory,28 he recognized that one thing that makes humans unique among animals is the ability to forecast the future, and imagine what may happen if they were to engage in a given behavior. As such, even without having ever engaged in a behavior people can formulate an expectation about what the outcome might be. These outcome expectancies are evaluated, such that if a positive outcome is anticipated, one is more likely to engage in a behavior, and if a negative outcome is anticipated they are less likely to engage in the behavior. Similar to vicarious learning, people can learn these outcome expectancies by observing the outcomes that occur when other people engage in a behavior. For example, if a child sees their mother stressed after a busy day at work who then says “I need a drink” and proceeds to pour a glass of wine, the child will develop an outcome expectancy that alcohol reduces stress. In the future, they are then more likely to pour themselves a drink when they feel stressed.

Few studies have explored the development of outcome expectancies related to self-injury. We29 outlined an explicit role for self-injury outcome expectancies in our cognitive emotional model of self-injury, proposing that people bring these expectancies with them to any given situation. In an emotionally volatile situation, an individual is more likely to self-injure if they expect self-injury will result in favorable outcomes (e.g., reducing distress), and less likely to self-injure if they expect unfavorable outcomes (e.g., physical pain). We later5 tested this proposition, and observed that holding positive outcome expectancies was related to an increased probability of self-injury, while negative outcome expectancies about self-injury reduced the probability of self-injury. In another study,30 we tested five specific outcome expectancies related to self-injury: expectations of affect regulation, physical pain, anticipated negative self-beliefs (e.g., I would feel like a failure), anticipated negative social consequence (e.g., My friends would be disgusted), and expectations about communication (e.g., Other people would notice and offer sympathy). Individuals with a history of self-injury held stronger expectations of affect regulation, and weaker expectations that self-injury would be painful, than individuals with no such history.

Although Bandura proposed these outcome expectancies may be learned by observing the outcomes of others engaging in a behavior, only a handful of studies have explored how outcome expectancies might work in concert with observation of self-injury. In other work, we5 observed that knowing a friend who self-injures, the number of friends who self-injure, and positive outcome expectancies were each related to increased probability of one’s own self-injury, but they did not work together to increase this risk. Dawkins and colleagues31 asked university students to report whether they had a parent with a history of self-injury. Knowing a parent who self-injured conferred a threefold increase in the probability that the student self-injured. However, this relation was mediated by expectations of pain and affect regulation. Specifically, if a parent self-injured the student held stronger affect regulation expectancies, and weaker expectations of pain, which in turn were related to increased probability of self-injury. This might suggest that students have learned these outcome expectancies by observing, or talking about, self-injury with parents, although further work is needed to confirm this hypothesis.

Iatrogenic Effects in Intervention and Prevention

Iatrogenic effects concern ill health that is the result of medical treatment. In the context of self-injury, there is concern that group treatment may increase risk of self-injury (produce an iatrogenic effect), due to potential socialization effects within therapy groups. Specifically, if individuals in treatment discuss their self-injury in detail, there is potential for people to gain knowledge of new ways to self-injure, to compete with others they believe to be engaging in more severe self-injury, learn new ways to hide their self-injury from others, or to be triggered by their own underlying distress. Likewise, schools express concern that addressing self-injury in prevention initiatives may increase risk of students starting to self-injure.

An early randomized controlled trial of group therapy for self-harm (broadly defined) reported promising results with reductions in the repetition of self-harm.32 Several other randomized controlled trials of group therapy for self-injury have failed to show effects in the reduction of frequency or repetition of self-injury, but also failed to show increases in the behavior, suggesting a lack of iatrogenic effects.33,34 These treatments did not focus exclusively on self-injury but addressed related concerns such as relationship and peer problems, anger management, depression, and hopelessness. This broader focus may have precluded detailed discussion of self-injury, and thus reduced risk of iatrogenic effects.

Similarly, emotion regulation group therapy, designed as an adjunct to treatment as usual, focuses on deficits in core areas of emotion regulation (acceptance of emotion, awareness of emotion, clarity of emotion, goal-directed behavior, impulse control, emotion regulation strategies). This program has demonstrated successful reductions of self-injury, particularly in samples of women diagnosed with borderline personality disorder.35,36 In a small trial (n = 19) of voice and movement therapy for self-injury,37 no changes in self-injury were observed, although there were improvements in emotion regulation, alexithymia, self-esteem, and psychological distress. Throughout the 10-week program, two participants were briefly admitted to psychiatric wards following suicide attempts and one was accompanied to the emergency department with acute distress, dissociation, and suicidal ideation following a session. Clearly, even if the risk is low, clinicians must be mindful of the potential for adverse events related to group treatment and have an adverse events protocol in place.

Cases of social circulation of self-injury have been particularly noted in closed settings such as hospitals.38 This is most likely to occur in small group interactions, as a display of affinity between two people.38,39 In a study involving adolescents in an inpatient setting, Zhu and colleagues12 noted that more frequent exposure to specific methods was related to greater use of that method to self-injure, however it is not clear whether exposure was in the context of the hospital, with many reporting exposure to self-injury before engaging in the behavior themselves. Analysis of data obtained from a 5-year retrospective cohort study on peer influences on self-harm (broadly defined) in an adolescent inpatient unit found that spontaneous occurrence of self-harm was infrequent, and that those with a history of self-harm tended to reduce the frequency of the behavior while in hospital.40

With regard to prevention, an open trial of the Signs of Self-Injury prevention program, conducted across five secondary schools, demonstrated increased knowledge, improved help-seeking attitudes and intentions, but no iatrogenic effects among students.41 The program includes psychoeducation about self-injury, but also maintains a focus on supporting students who self-injure and reducing stigma. Screening programs designed to detect students at elevated risk of self-injury or suicidal behavior also do not appear to elevate distress among students, and appear to be acceptable to students, parents, and staff.42 Overall, if conducted well, primary prevention programs do not appear to confer iatrogenic effects.

Iatrogenic Effects in Research

There has been a growing body of work exploring the potential for iatrogenic effects to occur as a result of participating in research about self-injury and suicidal thoughts and behaviors. Specifically, there has been some concern that by answering questions about self-injury in surveys or interviews, or reflecting on self-injury reported by friends, that vulnerable people might be more susceptible to self-injury—that reflection on these research questions gives people the idea to self-injure. There is additional concern that focus on self-injury, particularly for people with a history of self-injury, may be distressing and increase urges to self-injure. For this reason, ethics committees are often reluctant to approve research focused on self-injury, particularly when the target population of interest is young people. While it is true that young people are more susceptible to peer influence,43 and potentially at greater risk of self-injury, this work consistently finds that although some people can experience discomfort in answering sensitive questions, the benefits far outweigh the potential risks.

Randomized controlled trials show that rather than produce iatrogenic effects, inclusion of items about self-injury or suicidal thoughts and behaviors actually increases psychological well-being of at risk youth (with a prior history of depression) more than youth with no prior history, and more than those who were not administered these items.44,45 In experimental work, where participants were asked to view repeated presentations of self-injury-related images (e.g., of cut skin) and words (e.g., suicide), a slight decline in mood was noted from some participants but there was no change in urges to self-injure.46 Instead, people report enjoying participating in research, and report altruistic reasons for doing so (i.e., to help the researchers, help young people47). In similar lines of research, participants report that study participation gives them greater insight into themselves.48 In many studies, young people report significant benefits from research participation.45,47,49 Participation in research studies may also facilitate support seeking if researchers provide informational and clinical resources to participants; indeed this may be one way to ensure people who self-injure know help is available to them.47

Despite a lack of evidence for iatrogenic effects occurring through research participation, researchers do need to be mindful of their duty of care to participants. Numerous guidelines for conducting research about self-injury are available.50,51 These suggest that to prevent iatrogenic effects researchers can:


1. Use skip logic in online questionnaires, so people are not exposed to self-injury items that are not relevant to them

2. Provide opportunities to take a break when needed

3. In online questionnaires, provide a distraction page (e.g., of unrelated puzzles) that participants can visit when they need a break

4. End the study with a mood induction or relaxation exercise to ensure participants are not experiencing elevated distress as a result of the study

5. Provide general mental health and self-injury-specific resources to all participants





Table 6.1. Practical tips for minimizing socialization effects.




	Avoid
	Instead





	

• Detailed discussion of self-injury methods




	

• Discuss self-injury within a broader context of coping







	

• Images (stylized or not) of self-injury




	

• Use images that promote recovery and resilience (e.g., flowers growing out of a desert)







	

• Group treatment for self-injury




	

• Engage individuals in a one-on-one treatment, unless the focus is on specific skills building







	

• Sensationalizing self-injury in media or social media contexts




	

• Tell stories of recovery that can foster hope and optimism for people who self-injure







	

• Assuming someone is self-injuring solely to fit in with peers




	

• Talk with the person about what function self-injury serves for them







	

• Focusing only on self-injury among peer groups




	

• Situate discussion of self-injury within a broader social context, including societal attitudes, stigma, and impacts on both the individual and loved ones











A Person-Centered Approach to Minimizing Socialization of Self-Injury

A person-centered approach to addressing and minimizing socialization effects (Table 6.1) requires the acknowledgment that people engage in self-injury for a number of different reasons. Individuals who report social reasons for engaging in self-injury also report emotion regulatory reasons, and social reasons are recognized as the least effective reasons to self-injure. Further, discussion of self-injury among peer groups may serve an important support function, and not automatically increase risk of further self-injury. As such, we recommend avoiding making assumptions about why people self-injure, or assuming that socialization effects naturally follow when peers self-injure.

However, to minimize socialization effects, consideration of who might be at elevated risk of peer influence is important. There is very little research on who is most at risk, but younger adolescents appear to be most susceptible to peer influence, and this tends to coincide with the average age of self-injury onset. Rather than completely avoid discussion of self-injury, we suggest that self-injury is part of a broader conversation about how people cope. Consistent with media guidelines, we recommend limiting explicit discussion of self-injury methods, and avoiding graphic self-injury images. In school settings, students who are engaging in detailed talk of self-injury could be reminded that this might be upsetting or triggering for any peers who are coping with their own concerns. Given the importance of peer relationships for adolescents, this is likely to encourage the young person to seek alternate outlets to express their feelings about self-injury.

Many clinicians have recommended that treatment for self-injury be conducted one-on-one rather than in group settings.52,53 While we know of cases where an individual has increased their self-injury as a result of group discussion, there are also many cases where there have been no iatrogenic effects of group therapy. Further, given that many individuals who self-injure feel isolated and alienated, group therapies may offer social support and opportunities to model alternative coping strategies. If group therapy is delivered, we again suggest that clinicians refrain from encouraging discussion of self-injury methods or focusing exclusively on self-injury, but instead focus on peer and family relationships, coping strategies, and skills building.53

Rethinking Contagion: Social Causes and Social Consequences of Self-Injury

Throughout this chapter, we have focused on the associations between exposure to self-injury among peers, media, and in clinical or research settings to an individual’s own self-injury. However, we suggest that the consideration of the social aspects of self-injury be much broader in scope and cover a range of social causes and consequences of self-injury. Borrowing from the broader field of social psychology, this might include societal attitudes toward self-injury, media coverage of self-injury, stigma toward and attributions about self-injury and individuals who engage in the behavior, the roles of conformity and obedience in selection and socialization effects, identity formation, and cognitive dissonance—particularly in relation to ambivalence that may be experienced when considering reducing or stopping self-injury. Social consequences of self-injury could include: the impact on families, peers, healthcare workers, and school staff; interactions with healthcare staff; help or support seeking; and impacts of any visible scarring on employment, relationships, or a person’s activities. We touch on some if these issues in later chapters of this book.

Within this broader framework, there are many more avenues of exploration than simply selection and socialization effects. Together, these lines of inquiry would allow a much more compressive picture of the role of social factors in self-injury, and remove the focus from the problematic notion of “contagion.” At its core, this broader framework recognizes that self-injury is not an issue concerned only with the individual, but that it is a societal concern, with many social factors implicated, and affected by, self-injury.

Along similar lines, we recognize that self-injury has a socially constructed meaning. By definition, self-injury is a behavior that is not socially or culturally sanctioned. In defining it this way, it has automatically been given a social meaning—as a behavior that is not accepted, socially divergent, and that may vary in meaning across cultures and time. A shared understanding of self-injury comes from the way society communicates about the behavior including through media and social media, and we must be mindful that this communication does not create a shared understanding that promotes stigma, or shame, among individuals who self-injure. A lens of social constructionism might also help individuals who self-injure ascribe meaning to the behavior, and help work toward an understanding that fosters resilience and self-acceptance.

Conclusion

The notion that people can gain the idea to self-injure from peers, media, or social media has prompted anxiety about how best to address self-injury online, in schools, and in clinical settings. While it is true that some people gain the idea to self-injure from others, social bonding does not appear to be a factor in the maintenance of the behavior. Rather than always resulting in socialization effects, discussion of self-injury, in peer groups and online, may foster a sense of belonging and offer opportunities to model alternate coping strategies. As such, there is a fine line to walk in minimizing socialization effects while acknowledging the benefits of sharing experiences of self-injury. We propose that one way to minimize the focus on socialization effects is to broaden the conversation to include the wide range of social causes and social consequences of self-injury.
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Self-Injury, the Internet, and Social Media

With the advent of social media, online communication has become central to how people across the globe connect with one another and obtain information. Indeed, people routinely use the Internet to express their identities, share material (e.g., images, video), obtain information and news, affiliate with various causes and social movements, as well as create and maintain social ties.1,2,3 Similarly, online communication has become exceedingly relevant to many individuals who self-injure.4 Although this is the case, several reviews of the literature indicate that online communication about self-injury can yield both potential benefits and risks.4,5,6 Thus, the scope and nature of online activity regarding self-injury have come to represent areas of increasing interest and, at times, concern among researchers and mental health professionals.7,8,9,10,11 In this way, it is important to bear both in mind and to avoid sweeping generalizations that online activity regarding self-injury is all good or bad. Rather, a more nuanced and balanced understanding of this literature is needed—one that contextualizes and articulates the reasons people who engage in self-injury use the Internet alongside understanding the potential benefits and risks that may stem from such online activity. The current chapter thus summarizes this growing literature and concludes by offering recommendations about how to use a person-centered approach to engage in conversations about online self-injury activity with people who have lived experience.

Reasons for Online Self-Injury Activity

A recent synthesis of the existing literature in this area indicates three principal reasons for online self-injury activity: (1) obtainment of acceptance and validation, (2) curiosity and fostering understanding, and (3) help and support.12 For the most part, this literature involves instances in which individuals with lived experience of self-injury activity seek out material related to self-injury or to connect with people who similarly self-injure. At the same time, it should not be assumed this is always the case; there are also instances in which people inadvertently access self-injury content (e.g., when browsing major social networks),7,13,14 which we address later.

Obtainment of Acceptance and Validation

As presented in Chapter 4, people who self-injure commonly report stigmatizing experiences, including negative reactions from others.15 Because of this, Internet use may afford an ostensibly safe means to connect with others; coupled with this, there may be appeal, and perhaps solace, inherent in finding and communicating with like-minded others—namely, people who also have lived self-injury experience.16 Hence, these interactions may normalize that one is not alone in the experience of self-injury, which may contribute to a sense of acceptance and validation.17,18

Reports of individuals receiving acceptance and validation for their self-injury experiences have been documented in several studies. For example, a recent investigation of self-injury content on Instagram found that people may upload self-injury imagery with the aim of being validated by other community members,19 similar to what has been reported across other platforms such as YouTube and self-injury discussion fora.9,20,21 In these cases, part of the Internet’s appeal is likely attributable to the (seemingly) anonymous nature of communication it affords.8,9,14,16,22 Indeed, researchers have found that people with lived self-injury experience report more difficulty speaking about self-injury with people in their offline lives (e.g., family) than when talking to people (often who they do not know) online.17 This may be due to prior experiences in which self-injury was poorly responded to, a sense that people in one’s life will not understand self-injury, or perhaps a view that the nature of online interactions are simpler, given their absence of complexities more typical of existing relationships (e.g., concerns about changing the quality of the relationship, worry about losing a relationship altogether).

Curiosity and Fostering Understanding

Much like the Internet is used to find information for various health-related topics, researchers have found that individuals who engage in self-injury go online to obtain information and learn about self-injury.13,14,23,24 Indeed, searches for self-injury via the Internet occur at very high volumes and occur widely geographically. For example, one of our studies estimated that searches for self-injury content on Google occur well over 40 million times annually.24 Given the increased attention on self-injury since that study was published in 2014, it is reasonable to surmise this number is higher today.

In some cases, seeking information may factor into people’s reasons for online self-injury activity. For example, in another one of our studies asking people with lived experience of self-injury about reasons for their online activity, participants reported that a common reason for initially going online was to learn more about self-injury in order to develop a deeper understanding of their own experience.14 Commensurate with this, other researchers have found that people who self-injure may go online to seek information about self-injury before taking part in other forms of online activities, such as communication with others.13 Seeking information about self-injury is thus salient for many individuals, perhaps even contributing to the initiation of online self-injury activity.

Receiving and Provision of Support

People who engage in self-injury may also go online to get support.14,16,21,22,23,24,26 In the majority of cases, the nature of support sought tends to be more informal in nature; that is, individuals do not necessarily go online with an explicit desire to necessarily stop self-injuring or obtain professional help; rather, they seek nonjudgmental support (e.g., encouragement that one can recover) and validation (e.g., acknowledgement that they are not alone in their experience) from others. Accordingly, the support sought is from other individuals who have lived experience of self-injury.14,16,23,26 There are likely several reasons for this. As noted previously, stigma may drive people to seek acceptance and connection with others with whom they can relate. In some cases, this may stem from previous disheartening experiences and interactions with others. It may also be that individuals believe that only people who have self-injured can fully understand and offer support to other individuals who have self-injured.23

In addition, individuals who self-injure may use the Internet to offer support to others. During their interactions with others, people who self-injure may develop a sense of solidarity and may even form online friendships. When this occurs, it may contribute to a willingness to engage in reciprocal support, with some people specifically going online for this purpose.21,22 Thus, while more research is needed in this area, the obtainment and provision of support represent key reasons for online self-injury activity.

Other Reasons for Online Self-Injury Activity

Although the reasons discussed above are the most cited in the literature, others warrant mentioning. As reported in a recent summary of the field,12 these include, but are not necessarily limited to: the opportunity to freely articulate one’s experiences without interruption or filtering; the practical and accessible means of online communication (e.g., people can go online on their own time); and advocacy-related purposes such as debunking common misconceptions linked to self-injury (e.g., the common misperception that only girls self-injure).16,21,22 Other research points to the importance of people documenting their experiences with self-injury. In particular, some studies have found that individuals go online to share aspects of their self-injury experiences, including setbacks (e.g., recurrences of self-injury), urges to self-injure, and progress in recovery (e.g., discussing how one did not act on an urge or noting the time from the last time they self-injured).21,22,27 It should therefore be evident that while there are commonly reported reasons for engagement in online self-injury activity, it cannot be assumed that any one reason necessarily applies to any one person. Much like we noted in Chapter 1 when discussing reasons for self-injury engagement, one’s reasons for online communication about self-injury may likewise change over time.

Perceived Benefits of Internet Use for Individuals Who Self-Injure

Now that we have established what may motivate people with lived experience of self-injury to engage in online activity related to self-injury, we turn to a discussion of the possible benefits this may have. Several comprehensive reviews4,5,6 have reported on the ways that online self-injury activity may impact those involved. Based on this collection of evidence as well as studies published following these reviews, four primary benefits of online self-injury activity have been documented, namely: (1) mitigation of social isolation; (2) disclosure; (3) reductions in self-injury; (4) recovery encouragement and resource provision.12

Mitigation of Social Isolation

The most commonly reported benefit of online self-injury activity throughout the academic literature is that, when online, individuals with lived self-injury experience feel less socially isolated.4,27,28 As discussed earlier, many people who self-injure experience stigma and are often the recipients of unhelpful (at times, hurtful) responses from others.15 which can, in turn, foment loneliness, shame, and isolation.15,29,30 By virtue of going online and reading about others’ experience or interacting with other people, individuals who self-injure may begin to feel more supported;4,20,23,31 in short, underlying needs for acceptance, validation, and emotional support may be at least partially met when online.4,12 Of note, people with lived experience may find utility in connecting with others who also self-injure. In support of this are research findings indicating that some individuals who self-injure prefer connecting with others who also self-injure.14 In this way, receiving compassionate, nonjudgmental responses from like-minded others may be invaluable. Interacting with online peers may therefore offer a sense of connection and community,23,24,32,33,34 which lessens feelings of aloneness.16,23,24 In summary, isolation and feelings of aloneness may be thwarted through a number of mechanisms,12 including but not limited to supportive understanding (i.e., obtaining support from people with similar experiences), relational bonds (i.e., fostering connections with others), and reciprocal support (i.e., provision and obtainment of positive feedback, interaction, and support).12,23

Disclosure

As a result of their inbuilt anonymity (or potential for this), many online platforms arguably represent appealing contexts in which to share otherwise difficult experiences. Findings from a number of studies support this in the context of self-injury, with people who self-injure indicating that they feel more comfortable and willing to share their self-injury experiences and associated feelings via the Internet than in offline settings.10,35,36,37 There may also be a communal aspect tied to disclosing one’s experience; that is, disclosing one’s experiences online may invite others to do the same. For instance, in a follow-up study to one of our studies investigating the content of self-injury videos on YouTube,9 we found that the most common type of comment to self-injury videos involved sharing one’s own experiences with self-injury.20 It is possible that this kind of experience-sharing reflects the need to unmask parts of the self and one’s self-injury.4 Indeed, the Internet may be a means by which to share one’s authentic self with others.32 In sum, people who have self-injured may benefit from the Internet in that it permits the sharing of otherwise concealed aspects of their experience and identities.

Reductions in Self-Injury

Although a dearth of research has explored the link between online activity and self-injury engagement, some researchers have indicated that involvement in certain forms of online activities may associate with less frequent self-injury and improvements in coping with difficult psychological experiences. 16,24,33 For example, in one study, over half of participants indicated less frequent self-injury engagement pursuant to joining an online community.33 There are likely a few reasons to account for these reports. Part of this may stem from the opportunity these fora provide in terms of operating as an emotional outlet and vehicle of expression,23 which may work to curb self-injury enactment.33 It is also possible that use of the Internet allows individuals to distract themselves from self-injury urges, thereby allowing for self-injury urges to diminish in intensity; if this is the case, it would cohere with clinical recommendations that outline strategies to help individuals resist acting on self-injury urges.38 Consistent with this, another possibility is that when online, people are exposed to strategies and suggestions about ways to cope with urges and how to manage self-injury more generally.4 Although the precise means by which reductions in self-injury can occur by way of online activity is not clear, it seems that the Internet may be associated with decreases in self-injury and improved coping for a subset of individuals. At the same time, as addressed a bit later, certain forms of online activity related to self-injury may also carry risks for continued self-injury.4

Recovery Encouragement and Resource Provision

A common topic of self-injury related conversation in online arenas is the aspect of recovery.4 Although the nature of what is discussed about recovery varies considerably (e.g., discussing it as possible or not), in some cases, individuals may be encouraged to engage in recovery efforts while receiving hopeful messages from others.4,6 Congruently, several online platforms have been reported to provide self-injury coping strategies as well as promote help and support-seeking offline.4,6,34,39,40 Thus, online communication between members may encourage recovery through both informal means (e.g., peer support, provision of resources) and more formal means by way of encouraging people to seek help and support in their offline lives. Although scant research has directly examined the benefits of accessing recovery-oriented content online, there is some preliminary support from one of our studies to indicate that exposure to hopeful messages about recovery may contribute to more positive views about one’s own recovery prospects.41

Perceived Risks of Online Communication

As documented throughout the literature, and noted earlier, online self-injury activities represent a double-edged sword.4 Thus, while there are several noted benefits, there are also potential risks. A survey of the existing evidence, comprising comphrensive reviews4,5,6 and a recent consolidation of the literature12 highlights three major risks linked to online self-injury activity: (1) self-injury engagement and reinforcement, (2) triggering of self-injury urges, and (3) stigmatization.

Engagement and Reinforcement of Self-Injury

Of the risks identified in the literature, self-injury engagement and reinforcement is the most frequently cited.4,12 In short, this involves the potential for certain kinds of online activity related to self-injury associating with engagement in, and specifically repetition of, self-injury. For instance, studies have indicated that on some websites people share tips and strategies about how to hide self-injury from others (e.g., family) or even ways to self-injure that have a low likelihood of being discovered.8,11 Researchers have similarly found that self-injury first-aid strategies (e.g., preparing for an self-injury episode, cleaning wounds after self-injury) are frequently shared online.8,42 Access to these kinds of strategies could conceivably contribute to further self-injury and impede help or support-seeking. In support of this, our research examining self-injury content on YouTube has found that only a small fraction of videos overtly mentioned help-seeking.8,20,42

In addition, the portrayal of self-injury online has been suggested to glamorize self-injury itself. This may occur when self-injury is linked to high-profile celebrities who may be idolized8 or when photos of self-injury are uploaded and shared online.43 With the latter, concerns have been expressed that certain imagery may render self-injury engagement more desirable to vulnerable individuals.8 For example, graphic photos with emotionally charged captions may accrue numerous views (and comments), which may render self-injury more appealing for certain at-risk individuals; thus, it may provoke others to post their own images. In a similar manner, researchers have reported that these kinds of presentations as well as how self-injury is presented in text-based descriptions online, may normalize the behavior as a justified means to cope with distress.44 Should these types of messages resonate with people who access them, they may contribute to continued self-injury.4

Related to the manner by which self-injury is presented online are reports that self-injury is often situated in the context of hopeless themes, including suggestions that recovery is impossible or pointless. Unfortunately, these messages are common across self-injury websites8 and on social media.9,20 In some cases, these messages are also packaged in the context of self-injury being perceived as an addiction; here, people post messages about feeling addicted to self-injury, which renders the prospect of recovery quite difficult.45 Notwithstanding the contention of viewing self-injury as an addiction45,46 these kinds of messages are widely accessible online.11,45

Collectively, repeated access to the above types of messages has been thought to exacerbate existing feelings of helplessness and hopelessness, and, as a consequence, deter efforts to obtain support or work toward recovery.4,12,45 Despite the impact this kind of content might have, some research has found that even when individuals who self-injure acknowledge that repeated access to melancholic and hopeless material is upsetting, they nonetheless continue going online.14 Therefore, not only are hopeless messages about self-injury recovery prevalent, they may be continually accessed despite their potential adverse impact. It has also been suggested that some individuals may be accessing this kind of content as a form of self-punishment, perhaps akin to some people’s reasons for self-injury. Clearly, more research is needed to better understand the reasoning and impact of accessing these kinds of hopeless messages.

The above reports tend to apply to individuals who already engage in self-injury and who actively seek out online material related to self-injury. However, there is some evidence to suggest that exposure to self-injury material online may contribute to self-injury engagement, among individuals who have self-injured and even individuals who have no prior self-injury history. In a prospective study involving young adults who accessed self-injury content on Instagram, viewing self-injury imagery was found to associate with self-injury as well as suicidal ideation and emotion difficulties.7 This was not only the case at the initial timepoint but also at follow-up—and, at follow-up, this applied to individuals with a prior self-injury history as well as those without. Moreover, this trend was found for individuals who were not even seeking out self-injury material on Instagram (i.e., exposure to self-injury material was accidental). Although causality cannot be assumed, these findings offer some preliminary evidence that certain vulnerable individuals may be at risk for self-injury pursuant to accessing self-injury content online. How and when this transpires remains unclear. It is therefore critical to bear in mind that exposure to self-injury content in itself is insufficient to contribute to self-injury enactment.46,47 The relation is much more complex and likely involves several factors and psychological processes.

Triggering

Several reports have been made with respect to an individual’s online self-injury communication and the potential for this to provoke (trigger) distress, urges to self-injure and, in some cases, self-injury engagement.4 For example, between 11% and 33% of individuals who maintain self-injury webpages have reported feeling triggered after viewing online content.8,22 In particular, viewing graphic self-injury images or reading detailed descriptions of others’ self-injury experiences have been tied to the potential for triggering effects.4,12 For these reasons, and across many websites, individuals and site moderators post “trigger warnings” in an effort to flag particular material as potentially upsetting. Perhaps unsurprisingly, there is little evidence these efforts work to dissuade individuals from accessing the flagged material. Moreover, their effectiveness in terms of minimizing distress is not well supported; in other words, seeing a trigger warning prior to viewing material has little to no impact on the level of ensuring distress experienced.48 The impact that graphic self-injury content may have has been debated among individuals who take part in online self-injury activity, with some people vehemently opposed to imagery and other graphic material being posted at all and others discussing the need to freely express themselves.43

Notwithstanding the above reports, not all self-injury content affects people in the same manner—even material that has been linked to triggering effects. For example, in one of our studies examining how individuals with a self-injury history discussed reactions to viewing self-injury photos online, some users reported decreases in self-injury urge intensity subsequent to seeing such imagery.43 In addition, there may be marked differences in a user’s reaction to photos of self-injury-related scars versus injuries, with some people finding injuries, but not scarring, triggering.43 While these reports warrant replication and inquiry into explanatory mechanisms, these findings imply that individuals may be differentially impacted by online self-injury material.

Stigmatization

Due to the stigma associated with self-injury, the Internet may serve as a much needed refuge for individuals who self-injure.4 Yet, online self-injury activity may also expose people to stigma through negative comments from others. In support of this, researchers examining self-injury groups on Facebook found that demeaning and critical posts were present in just over 20% of the groups studied.34 Similar reports have been made in other research examining self-injury content on Facebook.44 Unfortunately, these kinds of posts are not unique to Facebook. Hostile and otherwise stigmatizing comments toward people who self-injure have been observed in comments to self-injury videos on YouTube20 and in responses to people’s requests for support and validation on Yahoo! Answers.18 In addition to exposure to others’ comments, stigmatization may also occur through the presentation of self-injury information, such as material intended to provide facts or information about self-injury. In research examining the quality of websites retrieved through common Google searches for self-injury content, it has been found that a majority of websites were composed of poor-quality information which propagated at least one self-injury myth (e.g., only adolescents self-injure).25,49 This kind of misinformation can inadvertently communicate that others (who do not self-injure) do not understand self-injury. As people who self-injure are acutely aware of self-injury myths and how the behavior is often perceived,51 seeing a broader discourse in which self-injury is misrepresented has the potential to exacerbate existing feelings of being misunderstood and marginalized.25

A Person-Centered-Based Contextualization

An important part of understanding online self-injury communication is first recognizing the vital role it plays for many people with lived experience. Considering the significant stigma tied to self-injury,15 the sense of isolation common to many people’s experience, and concerns about the reaction of people in their offline lives, many individuals draw on their inner resources to reach out to others via the Internet.10,16,21,37 Understanding the functionality of online communication is thus critical. This is not to say that we ignore the complicated nature of online self-injury activity, however. There are indeed both potential benefits and risks linked to accessing certain kinds of self-injury content.4 A balanced approach is therefore needed—one that takes into account the full range of risks and benefits associated with online self-injury activity, that avoids assumptions or confirmatory biases (e.g., the common view that all online self-injury activity is harmful), and allows for open conversations with individuals with lived self-injury experience.

Although discussions about online self-injury activity vary by context (e.g., parents with teens versus clinicians with clients), in general, acknowledging and validating that online self-injury activity serves a purpose for individuals is vital. Doing so allows for more open dialogue about the topic, which some individuals who self-injure may be initially reluctant to do.18,28 To facilitate these conversations, adopting a nonjudgmental respectful curiosity52,53,54 (see Chapter 2) is advised. This positions individuals who self-injure as the expert in their experience (e.g., can you help me understand what your online activity related to self-injury does for you?), which can translate to a greater willingness for individual with lived experience to engage in conversation. As these discussions may sometimes occur in clinical settings (i.e., between mental health professionals and clients) we recommend that mental health professionals draw on published guidelines for use when assessing online self-injury activity and incorporating this into clinical work.12,28

One issue that often arises in discourses about online self-injury activity is whether online self-injury material ought to be banned. While a full discussion about social media policy is beyond the scope of this book (e.g., news stories about Instagram or Facebook banning self-injury content), suggestions or even efforts to ban people’s access to online material related to self-injury are bound to be unhelpful and may work to exacerbate people’s feelings of being marginalized and shunned from society. Rather than overtly discouraging online activity, it can be useful to provide a list of potentially helpful online resources which may have appeal to individuals with lived nonsuicidal self-injury (NSSI) experience. With this in mind, Table 7.1 presents websites with recovery-oriented resources (e.g., coping strategies, access to hopeful stories about recovery). For social media platforms, drawing on recently developed media guidelines—that include guidance for social media—is also advised.55



Table 7.1. Recommended resources for people with lived experience of self-injury. In some cases, these can be shared with other stakeholders (e.g., with families when working with minors).




	Website Name & URL
	Description





	Self-Injury Outreach and Support (SiOS)
www.sioutreach.org
	SiOS has numerous research-informed resources about self-injury tailored to people who have self-injured, including coping guides and recovery stories from those with lived experience. In addition to this, SiOS offers guides for families, friends, romantic partners, schools, and various health and mental professionals.



	Cornell Research Program on Self-Injury and Recovery
www.selfinjury.bctr.cornell.edu
	Based at Cornell University, this website provides an array of resources concerning self-injury. This includes resources for people who self-injure, including material on recovery. Additionally, this website has information for families, schools, and professionals.



	SAFE Alternatives
www.selfinjury.com
	SAFE Alternatives is a treatment approach and service located in the United States. Their website also houses educational resources for individuals engaging in NSSI, caregivers, families, and educational and health professionals.



	Shedding Light on Self-Injury
www.self-injury.org.au
	This online resource has information for health professionals, as well as general information for anyone wanting more information about self-injury.



	The Mighty’s Guide to Understanding Self-Harm
https://themighty.com/2019/06/what-is-self-harm/#addiction-self-harm
	This webpage is part of The Mighty, an online community with the aim of connecting and empowering people with lived experience of physical and mental health difficulties. This page of the website offers consolidated information about self-injury for individuals with lived experience of self-injury (youth and young adult) as well as material for concerned loved ones.





NOTE: This table mirrors Box 13.2 as the websites listed are relevant to readers of both chapters.




Conclusion

As can be seen in this chapter, the use of the Internet by individuals with lived self-injury experience has emerged as a major area of research and one that has numerous implications.4,5,6 There are many reasons that drive this kind of online activity and there are many ways that people may be impacted—both positively and negatively—by online self-injury activity. Indeed, it is not as straightforward as blanketing online self-injury activity as “harmful” or “helpful.” However, by using a person-centered approach that avoids generalizations and appreciates the nuances of online activity related to self-injury, we will be better positioned to not just understand this complex literature but also engage in more effective conversations with, and ultimately support, people who have lived experience of self-injury.
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Addressing Self-Injury in Schools

A Student-Centered, Strengths-Based Approach

Roles People Play in Schools

In school settings, self-injury is associated with symptoms of depression and anxiety, poor peer relationships, and deteriorating academic performance.1,2 However, supportive school environments offer a protective effect, reducing the chance of self-injury.3,4 Successfully addressing and responding to self-injury in schools requires a whole-of-school approach. This means that every single person working and studying at the school has a dedicated role to play.

School Administrators

One of the most powerful roles belongs to the education departments, school boards, and school principals. It is the administrative level of a school system that sets the priorities for education, including the import given to social and emotional well-being. An administrative system that recognizes that mental health of students is critical to academic performance will embrace mental health promotion and foster well-being among students. Administrators then have the opportunity to adopt a strengths-based approach at a departmental level. This top-down message sets a tone for all schools, subsequently making student-focused mental health a priority for all who work in schools. Concretely, policies and procedures developed at a governmental or school board level have potential to exert the greatest impact, especially if effectively implemented in all schools covered by that jurisdiction. We outline key features of appropriate self-injury protocol later in this chapter.

Unfortunately, school administrators appear divided on the role they play in the social emotional well-being of their students. In a recent study, we interviewed 30 school principals in Australia and Canada regarding their views on the role principals play in addressing and responding to self-injury in schools.5 Approximately half the principals adopted an academic lens for their school community, with the other half prioritizing social and emotional well-being. The principals with a social emotional lens were more knowledgeable about self-injury, understood the association between mental health and academic performance, and talked about fostering all areas of child development. In contrast, principals adopting an academic lens were focused on standardized test results, lack of resources (financial and staffing), and other behavioral concerns that were viewed as “more important” than self-injury. Regardless of the pedagogical stance, almost all principals delegated to the school’s mental health professional (if they had one) when it came to how best to respond to a student who self-injured.

Mental Health Professionals

Mental health staff have a number of different roles to play in schools. These include but are not necessarily limited to: arranging psychoeducation for students, staff, and parents; advocating for self-injury being positioned as a priority in schools; offering individualized treatment for students who self-injure; working with caregivers of youth who self-injure; and/or liaising with external youth agencies.6,7,8 Yet, it is surprising that only 1 in 5 mental health professionals have received any education about self-injury.9 In early work, school counselors were noted as the go-to people for consultation about self-injury,10 but fewer than 50% felt appropriately qualified to address self-injury.11 While knowledge about self-injury has significantly improved, mental health professionals are still calling for greater training.12 However, although often lacking confidence, the majority of school mental health staff do an excellent job of supporting students who self-injure, and parents report feeling supported by school counselors.13

Teachers, Coaches, and Others Who Interact With Students

A different role is held by teachers, coaches, and others who interact with students on a daily basis. While not expected to take on the role of a mental health professional, these staff arguably have the most contact with students, and are thus best placed to notice changes in a student’s demeanor, strained peer relations, fluctuations in concentration, changes in academic performance, and signs of self-injury (including inappropriate clothing for the season, reluctance to engage in sports that expose skin, and wounds or scars). These staff also have the opportunity to notice signs of strength among students, and can reward positive changes and growth (e.g., increased interaction with peers, engagement in the classroom). Adolescents identify teachers as a source of support, suggesting that if a peer notices or hears that someone has self-injured they could inform a teacher.14 Despite this, teachers do not feel they have the necessary skills to respond to a student who self-injures. Given principals’ deference to mental health professionals when it comes to student well-being, teachers and coaches are the staff least likely to be offered training and professional development opportunities. Strained resources within schools contribute to this lack of training, although provision of support to replace teachers with substitute staff for the duration of the training could help.

In one of our early studies, almost 70% of teachers said they had encountered at least one student who had self-injured; 80% said they had never received any education related to self-injury. Although one-third of teachers immediately refer to a mental health professional, approximately one-third will conduct a risk assessment and provide counseling.15 Teachers confirm to us that they feel underequipped to work with students who self-injure and 80% would like opportunities to receive more education and training.15,16,17 Reaching out to offer training to teachers could be a significant step forward in fostering an appropriate response to self-injury in schools.

Parents and Guardians

Parental support is one of the most salient factors in recovery from self-injury.18,19 For this reason, where possible, primary caregivers should be involved in decisions regarding the care of students who self-injure. However, school staff must be mindful that a disrupted or unsafe home environment may also be a contributing factor in the reasons a young person is self-injuring, and involving caregivers could inadvertently increase risk for the student. Further, students may experience this break in confidentiality as undermining trust, and further increase any distress they have about their self-injury being discovered.20 It is imperative that the student is informed when a caregiver is notified of their self-injury, and actively involved in this process. This will empower the student and may open communication pathways between the school, the student, and the caregiver.

While family environments can impact youth who self-injure, self-injury can also impact caregivers and the broader family.21 Many caregivers are unaware their child is self-injuring and it is not uncommon for them to react with shock, fear, and guilt, as well as concern for their child. Prior to learning of their child’s self-injury parents report good family functioning, a view at odds with that reported by youth.13 Parents of youth who self-injure report significantly greater caregiver strain (e.g., disrupted routines, feeling resentful, feeling guilty) than parents of youth with no mental health concerns.22 Schools can play a role in supporting parents, including by providing psychoeducation regarding the reasons their child may be self-injuring, appropriate parenting responses (i.e., not overmonitoring or minimizing the behavior), and fostering realistic expectations about recovery.23 While some school staff maintain their primary concern is the welfare of the student, not their caregivers, parents have told us they would appreciate more support from schools for their own well-being.24

Youth Who Self-Injure, and Their Peers

Perhaps the most important people within a school environment are the students—both those who self-injure and their peers. Relationships with peers are particularly influential during adolescence. In longitudinal work, young people who report peer victimization and poor social self-worth are at increased odds of later engaging in self-injury.25 Similarly, daily hassles with peers are related to frequency of self-injury.26 Conversely, social support from peers appears to be protective.19

Thus, students have a role to play in supporting each other, either in formal peer mentoring roles or in friendship groups. Many students recognize the role they can play in supporting those who self-injure, suggesting students can talk and listen to each other, facilitate communication with trusted adults, increase awareness of self-injury, and help reduce stigma associated with self-injury.14 Students we spoke to also recognize an advantage in seeking support from friends within the school environment, rather than online, as online communication was thought to be open to misinterpretation. Yet, this support role can be complex, with students reporting that being in a support role can result in significant distress and sense of responsibility.27 It is incumbent on schools to not just support students who self-injure but also make support available to peers who care about them.

Staff Training

Given staff are asking for more training related to self-injury, we must ask the question: What does this training look like? In our work, school staff say they would like to see training programs include practical strategies for talking with students who self-injure, clarification of the roles of different personnel in the school, appropriate referral processes, and psychoeducation that dispels myths about self-injury;9 you’ll note that we recommend all these as core elements of any self-injury protocol (see Table 8.1).

Unfortunately, there is very little scientific evaluation of what works when training staff to appropriately address and respond to self-injury in schools. A growing body of work confirms mental health literacy improves confidence in assisting someone with a mental illness, increases help provided to others, and facilitates help-seeking behavior.28 Gatekeeper training programs are popular in suicide prevention. In these programs, teachers are trained to be on the lookout for warning signs of suicidal thinking, and learn to appropriately refer suicidal students. These are effective in increasing knowledge about suicide, and increasing confidence in responding to students who may be suicidal.29,30 However, it is important to make a clear distinction between self-injury and suicidal thoughts and behaviors (see Chapter 2). Promising work from Germany suggests that provision of a 2-day workshop to school teachers, and school mental health staff, can improve self-injury-related knowledge, and perceived confidence in skills to respond to students who self-injure.31 These gains were maintained at 6-month follow-up, at which point participants also reported changes in their own behavior.



Table 8.1. Key elements of a school policy.




	Clear delineation of roles
	The roles of all school staff in responding to self-injury can be outlined so staff are clear in their responsibilities. Ideally a point person (or team) will be appointed as the primary contact point; this person should be capable of case management as well as school-wide education and training.



	Risk assessment
	Given links between NSSI and suicidal thoughts and behaviors, the point person should be capable of assessing suicide risk. Suicidal thoughts fluctuate over time, so capacity to conduct ongoing assessments is important.



	Strengths assessment
	Following a strengths-based approach the point person should include an assessment of strengths the student has that can be harnessed in fostering positive change.



	Appropriate referral
	The point person should be familiar with external services and the appropriate referral pathways for young people who self-injure. Any referral should be done with the involvement of both the student and, where possible, their family.



	Involvement of families
	For some school staff there may be a tension between maintaining confidentiality of the student and the need to notify their primary caregivers of the behavior. Where possible and safe to do so, families should be involved in decisions affecting both the care, and the education, of their child. It is even more important to include the child in decisions that affect them, ensuring they feel empowered and have agency in their own care plan. This involvement of the student can build further resilience, and applaud the role of the student in their recovery process.



	Consideration of social causes and consequences of self-injury
	Given that some students gain the idea to self-injure from peers, schools need to be mindful of how self-injury is discussed in group settings. Self-injury should never be discussed in explicit details, and images of NSSI should be avoided. Instead of focusing on self-injury we suggest schools talk about a range of coping strategies students might use, and the need to be empathic and respectful of the choices students make in this regard.







Much more work is required to determine the best format in which to deliver staff training. A critical component of successful implementation of school-based training is consideration of the needs, and available resources of the school. In our work, although school staff are crying out for additional information and training, they are also calling for additional staff and resources to help address mental health concerns in schools.9 Mirroring the idea that a whole-of-school approach is the most effective way to address self-injury in schools, school staff tell us that families, and the students themselves, should be involved in any education and training. School nurses have also stressed that a successful approach to addressing self-injury in schools requires a supportive community, including support from the principal.32 School staff suggest workshops that focus on psychoeducation and referral, delivered yearly, would be welcomed.9 In addition to training in identifying risk factors, or appropriate responding to self-injury, such training could emphasize the importance of a student-focused approach, recognizing not just factors underpinning self-injury, but also strengths that can be fostered in the school environment.

Boarding Schools and School Camps

Special mention should be made of how self-injury is addressed in the context of boarding schools, school camps, and other environments where students might be sharing living spaces, be under the care of adults other than their primary caregivers, or have extensive amounts of time in the school environment. There is not much research on self-injury in such environments, but they all contain elements of transition, disruption to usual routine, and distance from family supports, all of which may be distressing and elevate risk of self-injury.33 Close sleeping and showering arrangements, and group activities such as swimming, may make existing wounds and scars more visible to other students, increasing risk of discovery of a student’s self-injury by others. Students can be advised that displaying open wounds may be triggering for other students, but a decision not to conceal scars should be respected34,35,36 (see Chapter 11). While discovery or disclosure of self-injury could provide an opportunity to open a dialogue with the student, it may also open the student up to bullying, judgment, and stigma from other students (and staff). School staff can work with students to navigate these difficult situations, and would benefit from self-injury-specific training, whether their primary role is in mental health provision or not.

Talking Safely About Self-Injury in Schools

One of the key concerns expressed by schools is the risk that self-injury will “spread” among peer groups, or from student to student. This fear of “social contagion” often prevents schools from discussing self-injury with students, and fosters a culture of fear and shame for students who self-injure.37 As discussed in Chapter 6, while it is true that some students gain the idea to self-injure from other students, online, or from popular media,38,39,40 exposure to self-injury is not sufficient to increase risk of self-injury.41,42,43 Still, schools do need to be mindful of the way in which self-injury is discussed. Any content that sensationalizes self-injury, presents images of wounds, glorifies the behavior (e.g., mentioning celebrities who self-injure), or provides detailed discussion of self-injury methods can be triggering for some students and should be avoided. Instead, schools can frame discussion of self-injury within the broader context of coping and well-being, highlighting that there are many different ways students cope with stress.6 This has the added value of destigmatizing self-injury and facilitating help-seeking.

School Policies and Protocols

With all the different roles present among school staff, students, and parents, effective response to self-injury in schools necessitates a clear policy for how self-injury is addressed. This should be supplemented with a procedural protocol that outlines the appropriate steps to take when a student is known to self-injure. While many schools have policies and protocols in place for addressing suicidal behavior, few have dedicated policy documents for working with students who self-injure. Given the important differences between these behaviors (see Chapter 2), we believe it is critical that a dedicated policy and protocol, separate from any suicide protocol, is developed and made available to all school personnel.

Development of a school self-injury policy provides a means of communicating that the school takes self-injury seriously, as a behavior in its own right, and outlines the ethos of the school when it comes to addressing and responding to self-injury. A good policy document will provide some basic psychoeducation about self-injury and the reasons students might engage in the behavior, and can position a person-centered approach as the guiding framework to addressing self-injury in schools. In such a way, the policy is not simply about the school meeting minimum legal requirements, and not simply duty of care for the students, but becomes a means of advocating a strengths-based approach, upskilling staff, changing attitudes toward self-injury and the students who self-injure, and minimizing stigma in the school setting.

When it comes to procedural steps for working with students who self-injure a clear protocol is required. There are a number of key elements to an effective school protocol.6,44 These include a recognition that all staff and students have a role to play and clearly delineating the roles that each stakeholder plays; appointment of someone who is able to conduct a suicide risk assessment; in line with a strengths-based approach, an assessment of the strengths, coping resources, and supports a student has at their disposal; a plan for appropriate referral, both within the school and to external service providers if required; consideration of how and when to involve families and caregivers; and consideration of the social causes and consequences of self-injury, including minimizing risk among vulnerable students.

Conclusion

Schools offer a unique environment in which to address and respond to self-injury in a way that reduces stigma and promotes empowerment among students. Adopting a whole-of-school approach, in which everyone has a clear role to play, is the most appropriate way to ensure everyone in the school views self-injury as a priority within the school environment, and promotes the same message regarding inclusion and support. Fostering supportive schools, who adopt a strengths-based approach to addressing and responding to self-injury, will go a long way to reducing risk of self-injury and reducing negative consequences for students who do self-injure.
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Families and Self-Injury

Families as Supportive Environments

Supportive family relationships can serve a protective factor, reducing risk or severity of self-injury. Of note, positive parenting behaviors (e.g., giving praise) are protective against the onset of self-injury,1 and perceived family support is associated with cessation of self-injury among adolescents.2 In a daily diary study, university students with more family contact were less likely to self-injure than students with less family contact.3 Among transgender youth, connectedness with parents can differentiate between youth with a history of self-injury and those without, as well as between youth reporting a suicide attempt and those who did not.4 Among adolescents, connection with one’s parents has been identified as a stronger protective factor than connection with friends.5 Specifically, adolescents who disclose their self-injury to family report subsequent increases in help-seeking, improved coping, and fewer suicidal thoughts than adolescents who do not talk to their families about self-injury.6,7

Families as Risk Environments

Given self-injury is often used to help cope with stress, stressful family environments might pose a risk for self-injury. Argumentative or hostile environments can elevate feelings of self-criticism, rejection, and low self-worth, all of which are risk factors for self-injury. Parental criticism is also associated with self-injury, and over-critical parents may foster self-criticism among individuals who self-injure.8 In general, poor family support is associated with both the onset and maintenance of self-injury.9,10,11 Poor family functioning is associated with heightened emotional reactivity and difficulties regulating emotion, which in turn are associated with self-injury.12 In fact, poor family functioning can increase risk even for youth who report no difficulties regulating emotion.13 However, parent and child reports of family functioning differ depending on whether the parent knows about their child engaging in self-injury.14,15 Young people may also gain the idea to self-injure from siblings who self-injure. As noted in Chapter 6, children of parents who self-injure are three times more likely to self-injure than children who are not aware of a parent’s self-injury.12

Early childhood trauma, child abuse, parent history of mental health concerns, and poor attachment have all been related to a history of self-injury among adolescents and young adults.16,17 Physical, sexual, and emotional abuse, as well as neglect, are associated with self-injury.16 However, the effects appear to be mediated by associated depression and self-blame rather than the maltreatment per se.18 Likewise, a parental history of mental illness concerns may confer a genetic risk of mental illness among children, which may increase use of self-injury to cope with the psychological symptoms.

Why Does Attachment Matter?

There are a number of theories regarding how poor attachment can increase risk for self-injury. Linehan19 maintains that caregivers who do not validate their child’s emotions reinforce the notion that emotions are unacceptable. As a result, the child does not learn how to effectively understand and regulate their emotions. Coupled with a high level of impulsivity, this invalidating environment and poor emotion regulation are proposed to be the foundation of borderline personality disorder.20 As self-injury is one diagnostic feature of borderline personality disorder, this also increases risk of self-injury.

Shore21 argues that attachment experiences have a direct impact on the formation and development of areas of the brain known to control emotion. These areas are anatomically complete by 15 months of age, but continue to mature through the first two years of life. Furthermore, attachment relationships are associated with later identity formation, which, in turn, is related to self-injury.22 As such, early bonding experiences with key attachment figures (e.g., parents and caregivers) are critical to later development of effective emotion regulation.

Consistent with this, Fonagy23 proposed that the understanding of the self is tied to understanding the actions of others. Through observing caregivers and siblings, a child develops an understanding of their own mental states, which Fonagy refers to as reflective-self functioning or mentalization. Thus, the quality of the attachment relationship is thought to have a direct impact on the child’s social and emotional adaptation.24 Given the affect regulatory role of self-injury, this can then increase risk of self-injury as a means to regulate emotion. Supporting this, individuals who self-injure, report more difficulties with mentalization than people who do not self-injure.25 In one of the few studies in this area focused specifically on self-injury, recent episodes of self-injury were associated with poorer reflective functioning among adults, but not adolescents.26

Fonagy also acknowledges that the caregiver’s capacity for mentalization has an impact on the nature of the attachment relationship, and the subsequent emotion regulatory ability of the child. A caregiver who has limited capacity to reflect on their own mental states is more likely to be dismissive or misunderstanding of their child’s emotional states, thus creating a poor attachment relationship, and minimizing the opportunities for the child to learn about, understand, and regulate their own emotions. This effect appears particularly pronounced for mothers who have their own trauma experience. Mothers with unresolved trauma exhibit dampened neurological responses to their child’s emotions, which may reflect a distancing, or invalidation, of the child’s emotional responding.27

Attachment-Based Family Therapies

Due to the role of attachment and family relationships in the onset, maintenance, and cessation of self-injury, there have been calls to trial family therapy in the treatment of self-injury. One potentially relevant approach is attachment-based family therapy, which aims to improve interpersonal relationships by working on the assumption that healing these relationships will lead to a reduction in symptomology.28

Dialectical behavior therapy (DBT) was developed as a treatment for borderline personality disorder, but has some evidence for reducing self-injury.29 DBT combines elements of cognitive behavior therapy with Zen mindfulness practices. Within DBT, clients practice mindfulness, learn how to tolerate distress, work on interpersonal relationships, and develop skills for emotion regulation.19 These skills are often taught in a group format, supplemented by one-on-one therapy to help the client apply these skills in their life. Although typically focused on the individual, the program has been adapted to include families. The family program aims to educate family members about borderline personality disorder, work with family members to promote a validating family environment, and address emotion regulation and interpersonal skills for all family members.30

Mentalization-based therapy was developed as a way to improve mentalization ability, particularly for individuals with borderline personality disorder.31 The goal is to help clients better understand their own thoughts and feelings, as well as those of others. Mentalization-based therapy has evidenced reductions in self-harm (broadly defined) among adolescents,32 although among treatment-seeking adults it may not be superior to DBT.33 There have also been calls to include a deliberate focus on mentalization in family therapy.34 Self-reflecting parenting programs, developed to help parents develop mentalization in their children, show some promise.35 Although a handful of studies show promising results for mentalization-based therapies, much more research is needed to determine whether they can effectively reduce self-injury.

Drawing on narrative therapy, letter writing has also been suggested as a part of family therapy for self-injury.36 Here, letters might include:


1. families working together to write to an externalized form of self-injury to request it loosen its grip on the client (e.g., Dear Fred, we understand you are helping our daughter cope with her depression right now, but could you please give her a bit of a break so she can try other ways to cope?)

2. a client writing a letter to themselves in the present (e.g., Dear Sophie, I’m sorry to hear you are feeling down, but know that you have a great family to support you in this difficult time)

3. the family writing from the future (Dear Tarek, I remember when you were going through that really tough time. I’m so proud to see how far you have come and all that you have achieved)

4. the therapist writing to the family to acknowledge their efforts (e.g., Dear family, Knowing your son is struggling at the moment can be really hard. I see how hard you are working together as a family to help him, and that you are supporting him the best you can).



Emotionally focused family therapy is a third family therapy proposed to treat self-injury.37 Emotionally focused family therapy also has its roots in the attachment relationship, but additionally has a focus on emotion within the family context. We are not aware of empirical work supporting any of these approaches with self-injury, but given the significant role of families in the course of self-injury, healing family relationships is bound to be important.

Impact on Families

Inasmuch as self-injury has an impact on the person engaging in the behavior, it also has a significant impact on families and caregivers. Caregivers are often unaware their child self-injures, and can react with shock, worry, guilt, shame, and helplessness. Caregivers may thus question their parenting abilities and wonder how they “missed” that their child was in such pain. In addition to anxiety and mental health concerns, caregivers report physical effects of knowing their child self-injures, including heart palpitations, sleeplessness, weight loss, and feeling physically ill.38 This parental secondary stress can be objective strain (e.g., financial hardship, disrupted routines), subjective strain (e.g., feeling resentful or embarrassed), or subjective internalized strain (e.g., guilt, worry39). The extent of this strain is related to how much the caregiver feels responsible for the self-injury and the severity of the self-injury itself. Parents of adolescents who self-injure report greater judgment and less compassion for both themselves and their child, and report less optimism for the future.40

Although all caregiver reactions are valid, and often reflect concern for the young person, unfortunately they can have detrimental effects on the individual who is self-injuring, and other family members. Some parents can be dismissive of self-injury, viewing it is a phase or as attention seeking. Concerned parents may also overmonitor their child, removing implements that could be used to self-injure, checking social media, and limiting social interactions. Neither reaction is helpful for the young person who self-injures. Dismissing the behavior invalidates the experience of the young person, while hypervigilance risks the trusting relationship a caregiver may have with their child. Further, given that over controlling parenting is a risk factor for self-injury,41 such actions may exacerbate self-injury risk.

The self-injury family distress cascade theory proposes a complementary escalation of responses on the part of both a young person who self-injures and their caregiver.42 The authors of this model focus on adolescence as the time at which self-injury most often starts, and thus situate their theory within a developmental framework. Noting that the formation of a unique identity and search for autonomy are two key developmental milestones during adolescence, the authors propose that self-injury may be used as one way to demonstrate autonomy. Questioning and overcontrolling measures used by caregivers in response to self-injury threaten this autonomy and may lead the young person to increase efforts to hide the self-injury from caregivers. They note that, perhaps unconsciously, the adolescent who is in search of autonomy may push caregivers to restrict that autonomy; on the other hand, caregivers seek reassurance about the well-being of their child, which is perceived as invalidating or controlling by the young person.42 This cycle has the potential to escalate, furthering risk of self-injury and exacerbating anxiety felt by caregivers. Further work with parent-child dyads is needed to explore the complex family dynamics, and how they may change once a caregiver becomes aware their child is self-injuring.

Being Supportive in the Context of Recovery

One of the most important roles parents and caregivers can play is to simply be there to listen when their young person seeks support. Given the significant stigma associated with self-injury, and the need to maintain autonomy, young people may be reluctant to disclose their self-injury, or talk about it with family. Young people preferentially seek support from friends rather than turning to adults in their lives. When we asked young people what parents and caregivers could do to support someone who self-injures, they overwhelmingly said that parents could listen to their children (Table 9.1).43 Some suggested bringing the whole family together to talk or that caregivers could help by seeking formal support for the person who self-injures. In line with this, young people highlighted the importance of the family environment, and bonding experiences, suggesting that caregivers organize family outings to spend time together. Finally, young people stressed that families play an important role in reducing stigma by responding appropriately and avoiding judgment. Young people are more likely to seek support from parents and caregivers if they anticipate being able to openly discuss their self-injury without judgment.43



Table 9.1. What young people think caregivers can do to support individuals who self-injure.




	Listen to Them
	Referral to a Professional
	Reduce Stigma
	The Family Context





	

• Talk to their kids

• Try and listen to their problems

• Have a chat with them

• Ask them what is going on for them

• Allow young people to be honest about how they feel




	

• Contact someone who can help

• Make an appointment with a counselor

• Advise them to see the school counselor

• Go with them to a psychologist




	

• Don’t look down on them

• Avoid judgment

• Don’t get angry

• Don’t assume the behavior is suicidal

• Try to be understanding




	

• Go on family outings

• Make sure the child knows they are loved

• Avoid conflict in front of young people

• Involve children in things that make them feel good about themselves

• Sign them up for activities they enjoy (e.g., dance, sport)









source: Adapted from: Berger, E., Hasking, P., & Martin, G. (2013). “Listen to them”: Adolescents’ views on helping young people who self-injure. Journal of Adolescence, 36, 935–945.




Initial Conversations

Broaching the topic of self-injury with a young person can be difficult. Yet, how a parent or caregiver addresses the issue, and how they respond to the concerns of the young person in their lives, is critical to the outcomes for the young person. Dismissing the self-injury, overreacting, being judgmental, or getting angry are not helpful responses. These are likely to further distance the young person, encouraging secrecy and potentially increasing risk of self-injury. If a parent or caregiver suspects their child is engaging in self-injury, it is important they choose an appropriate time to approach the child. Choosing a time and a space that is quiet, safe, and free from distraction from other family members is critical. From here, it is advised that parents ask the young person openly about the self-injury. For example, if a caregiver has noticed signs of self-injury they might say:


“I’ve noticed these marks on your arms. I know some people self-injure as a way to cope with stress. Is this something you have been doing?”



It is important to validate how the young person is feeling and recognize that they are struggling with something, using a respectful curiosity.44 In this regard, a caregiver might say:


“I’d like to understand what is going on for you and how self-injury helps. Can you help me understand?”



They might also be honest with their own feelings, which communicates concern for the young person’s well-being:


“To be honest, I am a little uncomfortable with this because I don’t like to see you hurt.”



Parents and caregivers can recognize that talking about self-injury may also be uncomfortable for the young person and they may struggle to express how they are feeling, or why self-injury seems to help. It is important not to push young people to talk if they do not want to. Caregivers can let young people know that when they are ready to talk, they will be there for the young person. They may also offer to set up an appointment with a psychologist or counselor, or work together to develop a safety plan (see Chapter 2) that might provide alternative options if the young person wants to stop or reduce their self-injury.

Parents or caregivers might be tempted to ask the young person to promise not to self-injure, or to remove access to tools someone might use to self-injure. However, these options are likely to be unhelpful for a number of reasons. First, the young person is likely to be using self-injury as a coping strategy. It might seem counterintuitive, but self-injury does work to reduce distress—at least in the short term. Some people use self-injury to feel something, when they feel empty or depressed. Asking someone to stop using an effective coping strategy does not leave them with many options for coping with intense or unwanted emotions. Second, asking someone not to self-injure, or removing tools, decreases autonomy for the young person and may prompt secrecy rather than open communication. If the young person continues to self-injure they are more likely to hide it and not seek support. As noted above, overmonitoring or overcontrolling parenting can increase risk of self-injury. Third, individuals who self-injure need to function in a world that contains implements that might be used to self-injure. One aspect of working on reducing self-injury is resisting urges to self-injure, which may be prompted by seeing such tools. Taking the person-centered approach we advocate throughout this book, it is important that the young person is involved in decisions about how their self-injury is addressed and that they are able to voice their experiences without fear of judgment or panic on behalf of caregivers.

Ongoing Conversations

While a lot of attention has been paid to how to start a conversation about self-injury, there has been less recognition of the fact that, for families in which someone self-injures, this is likely to be an ongoing conversation. Parents and caregivers should know that it is okay to check in and see how the young person is doing—without pressuring them to talk if they do not want to or are not quite ready. If they have developed a safety plan together, they might review this to see if it is meeting the individual’s needs or if it needs to be modified.

In line with a person-centered approach, caregivers should be mindful to not simply focus on the self-injury or allow it to define their relationship with their child. Although the young person may be struggling to cope with their emotions, they likely have several strengths that can be acknowledged and praised. Always focusing on the self-injury risks reducing the young person to this one behavior, rather than recognizing that it is just one form of coping that works for them right now. Throughout the recovery process, caregivers and families can reward the young person for small changes, like doing more housework, or getting on better with siblings, even if the self-injury is ongoing.

It is also important that parents and caregivers do not change normal routines or try to “protect” the young person by removing responsibilities the young person normally has (e.g., reasonable housework). Tiptoeing around the issue or “walking on eggshells” will create an atmosphere of anxiety within the family, and is not conducive to open and honest conversations. Although parents and caregivers may find it difficult or uncomfortable to know their child is self-injuring, parents have also told us that the experience brought them closer as a family, allowed them to get to know their child better, and opened opportunities for better communication (Table 9.2).38



Table 9.2. Strategies for families to use and avoid when supporting a child who self-injures.




	Helpful Strategies
	Unhelpful Strategies





	

• Find support for yourself (ideally through informal networks and professional support)

• Be clear about your expectations for your child about participating in family life and other activities

• Be collaborative and include your child in choices wherever possible (e.g., therapist, house rules, technology use)

• Acknowledge/Validate your son/daughter’s pain/upset but remain calm throughout

• Choose times and places for hard conversations to maximize comfort and minimize distraction

• Keep lines of communication as open as possible

• Know that as much as you feel your son/daughter’s upset/pain it is more helpful to your child to separate yourself from his/her feelings in order to stay calm in the face of their intensity

• Learn about self-injury and emotion/emotion regulation

• Ask your child open, honest questions—questions without an agenda asked in a sincere and respectful way

• Model healthy coping strategies

• Understand and respect your child’s readiness to change

• Help your child identify and reinforce successes

• Respect your child’s wishes concerning sharing his or her self-injury with extended family, friends, or school

• Seek therapeutic support for you and for your family. Self-injury can cause family division; it helps for everyone to feel heard and understood

• Recognize that self-injury serves a purpose; knowing about how it helps and what to expect in recovery can be helpful




	

• Blaming them for their self-injury

• Blaming yourself for your child’s self-injury

• Getting caught up in their intense emotions and moods

• Taking sides with different family members about what is “right to do”

• Engaging in unnecessary power struggles (limit unilateral decisions and work for shared agreements wherever possible)

• Imposing a set of new “lock down” controls (e.g., monitoring whereabouts, requiring constant connection, limiting mobility)

• Unnecessary punishments and ultimatums

• Forcing conversation or requiring constant check-ins about self-injury or emotions

• Tiptoeing around the situation or setting reasonable expectations out of fear that you’ll cause self-injury to happen.

• Taking doors off hinges and removing all possible self-injury implements from your home

• Insisting that your child cover old scars

• Removing reasonable family expectations (e.g., washing the dishes) as a way to “smoothing out” your child’s emotional life

• Regularly jumping in to “fix” situations you think may trigger your child









source: Developed by the International Consortium on Self-injury in Educational Settings (used with permission).




Talking With Other Family Members

While self-injury clearly has an impact on the individual engaging in it, and on parents and caregivers, it also has an impact on siblings and the family dynamic. Parents and caregivers report changes in the family dynamic as a result of focusing attention on the child who self-injures.38 This shift is also felt by siblings. In one study, siblings of young girls who self-injured felt their sister’s self-injury determined the whole family life, and found family life distressing.45 They felt they did not get enough of their parents’ attention, that there was felt sibling rivalry, and that parents favored the sibling who self-injured, by reducing limits set on them. Siblings also reported that their sister spoke to them about their self-injury, which they perceived as helpful for their sister, but distressing for themselves.

In addition to minimizing family disruption or being overprotective of the young person who is self-injuring, as outlined above, parents and caregivers can talk with siblings and other family members to help them better understand self-injury. Of course, this should always be done with the consent of the young person, and may involve the young person in the conversations. Parents and caregivers can educate siblings about self-injury and what function it serves for their brother or sister. However, given the potential for detailed discussion about self-injury to give rise to socialization effects (see Chapter 6), the focus should not be on the means of self-injury. Instead, siblings could be informed that self-injury is just one way their sibling is coping with whatever is going on for the right now. Parents and caregivers might like to talk about other ways the sibling(s) copes when they are upset or distressed to encourage, and reinforce, alternative coping strategies. Parents and caregivers can also acknowledge that self-injury might be confusing for siblings, and that they might feel the young person is getting all the attention. Above all, they can reassure siblings that they are loved, and are here for them if there are any issues—related to self-injury or not—that they would like to discuss.

Conclusion

Family environments are complex, and no two are alike. Some family environments might increase risk of self-injury, or self-injury might be used to help cope with a stressful or hostile family environment. Conversely, supportive family environments can be protective against self-injury. When a young person self-injures this can have a significant impact on families, and family dynamics. Parents and caregivers play a critical role in talking openly about self-injury with their young person, and in supporting siblings. Taking a person-centered approach, and adopting a respectful curiosity in these conversations, will allow the young person to feel more comfortable disclosing their self-injury and facilitate support seeking within the family system.
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Clinical Approaches for Self-Injury

Assessment and Intervention

Typically, when working with individuals who self-injure, clinicians have drawn on a variety of techniques in the context of assessment in tandem with evidence-informed intervention strategies. Collectively, these are intended to work with clients with the aim of reducing (and eventually stopping) self-injury and thus to increase their overall well-being. The current chapter therefore covers what is generally recommended for the assessment of self-injury. This is followed by a general overview of the research-informed approaches typically used in intervention settings; we also bring attention to approaches receiving less empirical attention and flag those approaches generally not recommended in the field. This collective information is likely relevant to a broad range of clinicians and trainees who may, during the course of their work, interact with and support individuals who self-injure. We end the chapter by articulating how these approaches, while no doubt useful in many cases, can be augmented by incorporating a person-centered and strengths-based approach to foster recovery, which is unpacked further in the next chapter.

The Import of Rapport

A basic tenet of effective clinical work is building and maintaining a strong therapeutic and collaborative alliance with a client. In the context of self-injury, establishing a good rapport is critical to obtaining insight into an individual’s experience and, in turn, informing and guiding case conceptualization (i.e., a working but flexible understanding about what may account for a client’s self-injury). Assessment thus sets the stage for a plan to work with an individual toward recovery. The importance of rapport cannot be overstated when working with individuals who self-injure. As discussed throughout Chapter 4, self-injury is widely stigmatized; thus, many individuals will have experienced negative interpersonal reactions about self-injury in the past or will anticipate such reactions, even when they have not directly happened to them. As a result, all past experiences along with any trepidation or concern about how people will respond to one’s disclosure of self-injury will invariably be brought to clinical settings. The clinician working with a person who engages in self-injury must therefore be cognizant of this. Equally important, though, is awareness of one’s own reactions to and views about both self-injury and individuals who self-injure. Failure to have this awareness is likely a recipe for weak and ineffective rapport and correspondingly, low motivation on the part of the client to engage in the therapeutic process.

To help foster a strong alliance with people who self-injure, several techniques have been recommended.1,2,3 As noted by Barent Walsh, a renowned expert and clinician in the field, a “low-key, dispassionate demeanor” (p. 84) is essential in this regard.3 This approach communicates that one is comfortable talking about self-injury and will do so devoid of judgment. Thus, the individual is accepted and their experience with self-injury is empathically validated. Unsurprisingly, certain means of responding can be ineffective, and in some cases quite harmful. For instance, an interactive style that communicates judgment (e.g., conveying disappointment or disapproval regarding a client’s self-injury) will tell the individual they are doing something wrong. Approaches that involve a high degree of interest in self-injury are also not advised. Indeed, excessive interest in an individual’s self-injury can be disconcerting and lead to a client wondering if the clinician is interested in other parts of their experience (e.g., factors that contribute to self-injury, concerns about disclosing self-injury to people in their lives). Finally, it is important to avoid effusive expressions of support as they can inadvertently reinforce or encourage self-injury engagement (e.g., an individual may come to believe that the only way to get such a response is through self-injury). Hence, a calm, low-key, but nonetheless compassionate demeanor offers a balanced means to talk about self-injury and develop good rapport. Coupled with this, it is recommended that the clinician conducting the assessment adopt a respectful curiosity,1,2,3,4,5,6 which was highlighted in Chapter 2. This approach is particularly effective as it positions the clinician as learning from the individual about their own unique experiences with self-injury.1,2,3,5,6

Assessing Self-Injury

As rapport is built with an individual, clinicians are typically interested in understanding key areas about the client’s experience with self-injury. Indeed, knowing about one’s history of self-injury is conducive to identifying how to best support the client in reducing self-injury. Given the complexity of self-injury and people’s experiences, there are several considerations in this regard. This typically includes understanding when an individual started to self-injure (age at onset), how one has self-injured (i.e., method/s), the frequency of their self-injury including its recency, the extent to which one has previously sought both medical and psychological services for self-injury, among other considerations (e.g., if someone has a main form of self-injury).

Understanding Why Individuals Self-Injure

In concert with the above, central to any assessment is ascertainment of why someone self-injures. A first step in understanding why someone self-injures is having a knowledge base about self-injury, including the reasons people self-injure (see Chapter 1). Outside of this, understanding the contexts in which one self-injures, including the many factors that can precede or provoke self-injury is critical. Therefore, attention to environmental, cognitive, affective, behavioral, and biological considerations can go a long way.1,2,3,5,6 Table 10.1 presents examples of these considerations.



Table 10.1. Considerations for the context of self-injury.




	Context
	Example Considerations





	Environment 
	

• Life events (e.g., arguments, setbacks, job loss, academic failure)

• Social context of self-injury (e.g., being alone versus with a friend)

• Broader contexts in which self-injury occurs (e.g., school, home, online)

• Much like contexts in which self-injury occurs, it would also be important to identify those in which it does not







	Cognition & Imagery
	

• Thoughts about oneself (e.g., I’m worthless, I hate myself)

• Thoughts about self-injury (e.g., I can’t resist my urges; I need to cut; I can’t live without self-injury)

• Thoughts about the world (e.g., life is unfair)

• Thoughts about others (e.g., no one loves me, I have no support)

• Images that one has preceding self-injury (e.g., of feeling trapped, alone)

• Much like environmental contexts, attention should also be paid to the kinds of thoughts and imagery in which self-injury does not occur







	Emotion
	

• Emotional states (shame, anger, distress, anxiety, sadness)

• Attention to emotions that precede (e.g., distress) and proceed self-injury (e.g., relief

• People’s experience of emotions (e.g., intensity, frequency of particular emotions)

• As with the prior domains, attention should also be paid to the kinds of emotional experiences in which self-injury does not occur







	Behavioral
	

• Whether self-injury occurs alongside other behaviors such as substance use other potentially risky behaviors

• As with the prior domains, attention should also be paid to the kinds of behavioral contexts in which self-injury does not occur







	Biological
	

• Understanding factors which may impact coping and mood, such as insomnia, fatigue, illness, thyroid abnormalities











The use of a functional assessment has widely been noted as a useful approach to understand an individual’s experience with self-injury and thus what may contribute to self-injury engagement.1,2,3,5,6,7 Adopting this approach can help to identify many of the factors noted in Table 10.1 that have relevance to a person’s experience with self-injury. More specifically, a functional assessment represents a collaborative enterprise in which a clinician works with a client to identify the triggers or antecedents (e.g., where one was, what one was thinking and feeling) preceding self-injury urges, whether self-injury was enacted in response to those urges (to determine whether urges were resisted or not acted upon), and what transpired after self-injury (e.g., changes in one’s affect).

Using a functional assessment not only helps a clinician to identify what may be contributing to an individuals’ self-injury and why it may be used recurrently but also can be useful for the individual, themselves. Indeed, it is not uncommon for people with lived experience of self-injury to report difficulty knowing what brings on their self-injury and thus why they do it. By breaking down the situations that have led to self-injury through a functional assessment, individuals may be better positioned to understand some of their personal triggers.

To facilitate this, the use of “chaining” or chain analysis from dialectical behavior therapy8,9 may be beneficial. Here, the clinician asks more precise and temporally oriented questions to better understand what led to self-injury for an individual. For example, if an individual is unclear about what might have led to self-injury, a clinician might ask pointed questions that “walk through” the events that preceded self-injury (e.g., Can you tell me where you were at the time? What happened after that?)

Using chain analysis can help the clinician to understand not just the environmental context (e.g., argument with a partner) but also some of the more specific factors that led a client to self-injure, including specific thoughts (e.g., thinking this always happens, thinking the relationship may end) and feelings (e.g., feeling alone, a build-up of hurt). By engaging in this kind of process, a client may also develop a deeper understanding of the ways that environments or contexts contribute to their thoughts and feelings that may, in turn, contribute to urges to self-injure. By knowing what these factors are, both the clinician and client will be better positioned to implement strategies to use in the face of these experiences (e.g., coping strategies to employ when one notices a build-up of emotional hurt and that can ideally avoid a continued build-up that results in self-injury).

When first using a functional assessment, it is not uncommon to focus on the most recent time during which an individual has self-injured. This has the benefit of narrowing to a specific point in time but also one that is likely easier to recall. From here, functional assessments can be used in subsequent meetings between an individual and clinician as well as by individuals between appointments. As such, individuals may be asked to complete a short form or table between sessions as a means of monitoring self-injury and any changes that occur. For example, diary cards can be used to help an individual to track the times when self-injury occurs between sessions and thus to gain insight into why one self-injures.

Assessing Underlying and Co-Occurring Adversities

While it is certainly important to understand the proximal factors involved in one’s engagement in self-injury through approaches such as a functional assessment, bearing in mind broader contextual factors is also key. Accordingly, it is recommended that attention be paid to some of the co-occurring and underlying factors that may be involved in one’s self-injury experience. Thus, when conducting assessment in the context of self-injury, it would be important to keep in mind some of the mental health difficulties, life events, and co-occurring mental illnesses that are outlined in Chapter 1. From here and depending on the extent to which various factors are germane to one’s experience, these considerations ought to be factored into the subsequent therapeutic approaches used. For example, if an individual has been experiencing major depression, addressing their depression alongside self-injury would be important.

Suicide Risk

Given the relation between self-injury and suicide described in Chapter 2, consideration of suicide risk is essential when working with individuals who engage in self-injury. With that said, avoiding assumptions (i.e., that one is at suicide risk by virtue of having self-injured) is also key. In this way, it is recommended that clinicians working with individuals with lived experience of self-injury inquire about suicide and to consider the aspect of suicide risk as they continue working with the individual. Indeed, as the course of self-injury may change with time, so too might one’s risk for suicide. Because of this, it is imperative that any clinician working with individuals who self-injure be trained in and have efficacy in conducting a suicide risk assessment and safety planning.

Intervention

We now turn to an overview of the different therapeutic approaches that are most often used in the context of intervention for self-injury. Although the evidence for these approaches is presented a bit later in the chapter, it should be mentioned that there is currently no single empirically supported treatment for self-injury. There are likely several reasons for this. First, as described in Chapter 2, there has been definitional inconsistency with respect to self-injury. If different studies use different definitions for self-injury, it is difficult to compare findings across studies. In line with this, some studies exclusively center on self-injury whereas others examine broader self-harm and thus consider self-injury and suicidal behavior together. Another issue is that many of the earlier studies in the field focused on groups with borderline personality disorder; thus, findings may not be generalizable to people who self-injure who do not meet these diagnostic criteria. Beyond this, there are methodological considerations such as a small number of studies using randomized-control trials, studies relying on smaller sample sizes, not always having a control group, among other concerns (e.g., attrition, lack of long-term outcome assessment). Consequently, more research is needed in the area of intervention.

Although there is not yet an empirically supported intervention for self-injury, this is not the same as saying that treatments do not work. To the contrary, many people benefit from working with mental health professionals to address self-injury. It is more that the research needed to empirically validate a treatment is in its earlier stages, underscoring the need for more work in this area. Accordingly, we can view the approaches addressed next as research-informed. That is, they are suggested for use in the context of self-injury given some evidence that they may work to reduce self-injury in particular populations as well as research pointing to their utility for addressing concerns (e.g., coping difficulties) known to underlie self-injury. Among the approaches discussed in this regard are cognitive behavior therapy, dialectical behavior therapy, family-based therapy (specific to working with youth who self-injure), and motivational interviewing. After introducing what these involve, we summarize some of the evidence for them. From here, we mention other approaches flagged as showing promise for reducing self-injury. We then bring attention to approaches that are advised against in treatment contexts. Please refer to Box 10.1 for a snapshot of psychological approaches used for self-injury, including those not recommended.



Box 10.1.
Overview of psychological approaches.






	PSYCHOLOGICAL APPROACHES TYPICALLY USED IN THE CONTEXT OF SELF-INJURY TREATMENT.





	Generally recommended approaches
	Cognitive Behavior Therapy

Dialectical Behavior Therapy

Family-Based Therapy

Motivational Interviewing



	Other approaches with some empirical support
	Emotion Regulation Therapy

Interpersonal Psychotherapy



	Implicated but needs empirical support
	Compassion Focused Therapy



	Not recommended
	No Harm Contracts

Replacement Behaviors









Cognitive Behavior Therapy

As noted earlier in the current chapter, different ways of thinking may have relevance in the context of one’s self-injury engagement. It should therefore be of little surprise that therapeutic approaches that directly target specific thoughts or cognitive styles, have been highlighted as relevant in intervention for self-injury.2,3,5,6,10,11 From a cognitive behavior therapy standpoint, self-injury would be conceptualized as resulting from what are referred to as “maladaptive thoughts” or “cognitive distortions” (e.g., I am a bad person, self-injury is the only way to cope).2,3,10,11 Thus, having these thoughts would be seen as contributing to difficulty with regulating emotion or problem-solving, which, in turn, contributes to self-injury engagement.

Cognitive behavior therapy is used to help an individual to reduce their engagement in self-injury by challenging and modifying their “distorted” way of thinking. This might involve using thought records and other approaches (e.g., Socratic questioning) to identify relevant thoughts (e.g., I’m stupid, I can’t do anything) that emerge in different contexts (e.g., after an academic setback), along with that situation’s corresponding emotions (e.g., distress, shame) and resultant behaviors (e.g., self-injury). From here, individuals would work with a clinician to challenge the accuracy of these thoughts with the aim of developing new, “more adaptive” ways of thinking.

Given the interconnectedness of thoughts, emotions, and behavior, it would follow that by changing how one thinks in a given situation (e.g., I had a setback but this doesn’t mean I can’t do anything), there should be corresponding changes in both emotion (e.g., less distress/shame, relief) and behavior (e.g., not self-injuring, calling a friend instead). In this way, the use of cognitive behavior therapy would focus on ways of thinking with the overarching aim of fostering new ways of coping, communicating, and problem-solving. Although more research is needed to fully understand the effectiveness of cognitive behavior therapy to address self-injury, evidence from two reviews of the literature demonstrates that this approach has some utility in reducing self-injury by helping individuals challenge ways of thinking that contribute to self-injury engagement.10,11

Dialectical Behavior Therapy

Perhaps one of the most thought of interventions for self-injury is dialectical behavior therapy. In practice, this approach comprises both individual and group-based work; depending on the context; it may also involve phone skills training to use a phone and follow-up with a clinician on an as-needed basis.9,12,13 Dialectical behavior therapy can be viewed as a form of cognitive therapy as it draws on the latter’s principles but adds several approaches believed to help individuals better understand their emotional experiences; this includes how to cope with unwanted and especially intense or difficult emotions. Among these strategies are the promotion of distress tolerance (e.g., learning to sit with upsetting emotion), emotion regulation (e.g., coping skills), interpersonal effectiveness (e.g., active listening, assertiveness), and mindfulness skills. Due to the relevance of coping and emotion regulation in the context of self-injury (see Chapter 1), dialectical behavior therapy aims to augment how people respond to difficult emotions and thus how they respond to self-injury urges.

Although it may seem that this approach was specifically geared toward addressing self-injury, it was initially developed to treat borderline personality disorder. As discussed in Chapter 1, although self-injury is commonly engaged in by people who meet diagnostic criteria for borderline personality disorder, it is not circumscribed to this disorder. Nevertheless, the use of dialectical behavior therapy to specifically address self-injury makes sense given its focus on many of the concerns discussed in Chapter 1 that accompany self-injury. Along these lines, like cognitive behavior therapy, reviews of the treatment literature indicate that dialectical behavior therapy has some evidence to support its usefulness in helping individuals reduce the frequency of their self-injury engagement. This involves learning ways to accept and tolerate emotional pain, to respond to and manage urges to self-injure, and to navigate interpersonal difficulties.10,11

Family-Based Therapy

As adolescents represent a group that reports high rates of self-injury,14,15 efforts have also focused on family-based approaches to treat self-injury. In some cases family involvement may be integrated into cognitive behavior therapy or dialectical behavior therapy, but family-based therapy is distinct in that the central focus of the intervention centers on the family and how they function.10,11 Thus, the main goal is to address family functioning with the aim of reducing self-injury. Indeed, there are several reports that family functioning associates with self-injury engagement among youth (see Chapter 9).16,17,18

Therapeutically, various approaches can be used in the context of family-based therapy. These focus on the family-related factors thought to underlie a young person’s self-injury and might include psychoeducation (to increase a family’s understanding of self-injury), providing training in how a family communicates (e.g., how a family discusses emotions), and problem-solving (e.g., how to respond to or cope with different dynamics, intense emotion). In this way, these approaches work to enhance the relationships within the family context.10,11 Similar to the approaches discussed thus far, family-based therapy has also garnered some empirical support for its utility in enhancing families’ understanding of self-injury, how they communicate with one another, and how they navigate conflict and develop solutions to problems.10

Motivational Interviewing

It should come as little surprise that many individuals who engage in self-injury will report difficulty in stopping the behavior. In many cases, there may be reluctance to stop or ambivalence about the prospect of no longer self-injuring.19,20,21 This makes sense. For example, if self-injury has become a main form of coping, individuals may not know of other ways to manage difficult situations; thus, the thought of letting go of self-injury may be quite daunting. As a result, emphasis has been placed on the role of increasing motivation to work toward stopping self-injury through motivational interviewing.22

Underpinning motivational interviewing are three foundational components: collaboration (i.e., working with an individual and honoring their experiences and views), evocation (i.e., working to build on a client’s own resources to spur intrinsic motivation to change), and autonomy (i.e., acknowledging and encouraging an individual’s capacity for self-direction throughout the therapeutic process). Accordingly, a main goal of adopting this approach for self-injury is to cultivate a person’s motivation to work toward stopping self-injury and fostering their personal agency in this regard.19 This is accomplished by drawing on a range of techniques (e.g., rolling with resistance, identifying pros/cons of change) that are tailored to the individual. Although there is limited evidence for the use of motivational interviewing in the context of self-injury intervention, it has been identified as a potentially useful way to help individuals develop confidence and motivation to work toward stopping the behavior.19 Notably, it may offer usefulness both prior to and throughout the treatment process.10,19

Other Forms of Intervention

For the most part, the above approaches have received the most attention in the field. There are others, however, that warrant some discussion. For instance, interpersonal psychotherapy and problem-focused therapy have varying degrees of evidence in the context of self-injury.6,10,11 Beyond treatments that stem from a single modality (e.g., cognitive behavior therapy) are those that blend together components from more than one. For example, emotion regulation group therapy,23,24 which draws on components of dialectical behavior therapy and acceptance and commitment therapy, has been shown to reduce self-injury frequency among women with co-occurring symptoms of borderline personality disorder.23,24,25 It may therefore have relevance to other groups who also engage in self-injury.

More recently, approaches such as compassion-focused therapy have been flagged as relevant in the treatment of self-injury.26 Reasons for this come from research indicating that many individuals who engage in self-injury report higher levels of self-criticism (and even self-loathing), and that by being more compassionate toward oneself, one’s self-criticism should diminish. In line with this, in the context of self-injury recovery, people have reported developing more compassion for themselves.27,28

Finally, with growing research focused on biological and physiological factors involved in self-injury,29,30 it is important to comment on the use of medication. While more research is needed to inform best-practice guidelines, there is some evidence for the use of certain medications (e.g., selective serotonin reuptake inhibitors, atypical antipsychotics, naltrexone) to reduce self-injury.11 However, the use of medication would normally occur alongside psychological approaches versus being used as a standalone treatment.11

Approaches Not Recommended

Before concluding the chapter, it is important for readers to be aware of the kinds of treatment approaches that are not advised due to either their ineffectiveness or potential for harm. One such approach used with more ubiquity in the past are “no-harm” agreements or contracts. These tend to involve an agreement between an individual and the clinician in which the individual agrees to not engage in self-injury as part of—and at times as a condition of—treatment. Using this kind of approach is bound to set an individual up for failure.2,3,5,31 Indeed, as described in Chapter 11, recovery is a nonlinear process during which there are inevitable setbacks. Thus, expecting that one should be able to stop self-injury before beginning treatment represents an unrealistic expectation on the part of both the person who self-injures and the clinician. After all, if it were that easy to stop, the need for intervention would ostensibly be quite low. Rather than promote motivation to work on recovery, these approaches can instead provoke shame (e.g., if one self-injures after agreeing to not self-injure) and secrecy (e.g., fear and thus reluctance about disclosing self-injury if it happens). Ultimately, such outcomes are likely conducive to thwarting motivation to work toward recovery and weakening—if not fracturing—the therapeutic alliance.

Another approach that has generated some controversy in the field is the use of replacement behaviors. Here, acts intended to mimic or resemble self-injury are suggested for use in place of self-injury when urges arise. Examples include snapping rubber bands on one’s wrist, using a red marker on one’s skin, or holding ice-cubes for a period of time. In some cases, individuals may find these kinds of strategies useful; however, this is far from universal and there are concerns that using them does not address a person’s underlying needs.32 Although replacement strategies are used, and even endorsed as a part of the National Institute for Health and Clinical Excellence’s (NICE) guidelines to treat broader self-harm33 they are generally not advised for self-injury.34,35 Bolstering this is recent research in which the views of people with lived experience were elicited. Here, it was found that the use of replacement behaviors and other strategies under the umbrella of harm reduction had short-term utility and were generally unhelpful in the reduction of self-injury engagement.36 Instead these behaviors may suppress the emotional experience, which paradoxically increases distress and could lead to more severe self-injury. Further, these behaviors themselves could be used as a form of self-injury.

Conclusion

Central to any treatment approach for self-injury is first conducting an assessment. As noted early in the chapter, there are many considerations that need to be accounted for, including not only key domains of interest (e.g., frequency of self-injury, reasons for self-injury) but also how one conducts the assessment (e.g., using a low-key compassionate demeanor) to build rapport with an individual client. Indeed, without attention to these considerations, rapport is likely to be weak, which compromises how well a clinician can understand an individual’s experience.1,2,3 Informed by a comprehensive assessment, clinicians can then draw on an array of approaches that address many of the difficulties that can play a role in self-injury engagement.

Although more research is certainly needed, there are several approaches that appear to have some evidence for their usefulness in helping individuals reduce the frequency of their self-injury.10,11 Indeed, many individuals who have lived experience have benefited from these approaches. At the same time, many of the approaches outlined in this chapter seem to place most emphasis on reducing self-injury. On the one hand, this is an understandable goal and, from a research standpoint, represents a clear measurable outcome; on the other hand, we argue that narrowing or at least placing too much emphasis on the behavior may inadvertently ignore other salient parts of a person’s experience.

Of course, we recognize that in therapeutic settings, most clinicians will not solely focus on the cessation of self-injury and will instead pay attention to underlying adversities that play contributory roles to one’s self-injury (e.g., depression, eating disorders, difficulty coping) and thus an individual’s overall well-being. Nevertheless, we contend that even when using the approaches outlined in this chapter, core features of people’s lived experience of recovery may be missed. For example, as mentioned in our person-centered recovery framework in the next chapter, individuals often have concerns about scarring and disclosing self-injury to others. Thus, incorporating these concerns in any approach is apt to be important as it works toward ensuring that all their needs are met.

Many of the approaches discussed here are also grounded in deficit-based literatures. For example, in the context of cognitive behavior therapy, one would be viewed as having maladaptive or distorted thinking; and, in a dialectical behavior therapy context, one may be viewed as lacking interpersonal or distress tolerance skills. This is not to say people do not benefit from learning new strategies in these. They very often do. Rather, if the primary focus lies on what one does not have, the opportunity to harness the inherent strengths of people with lived experience may be missed. In the next chapter we therefore discuss approaches that can be used when working with individuals who self-injure given their overt emphasis on strengths and resilience building.
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Self-Injury Recovery

A Person-Centered Framework

As discussed in prior chapters, the language used when discussing self-injury and the overall experience of self-injury is a paramount consideration. The same applies when considering the topic of recovery in the context of self-injury. The term “recovery” is used widely by individuals with lived experience of self-injury when describing their self-injury experiences.1,2,3 Indeed, many people with lived experience view the term “recovery” as appropriate and acceptable, unlike other terms (e.g., “maladaptive coping strategy”; “self-injurer”).4,5,6 Outside of lived experience contexts, mention of recovery is also pervasive in both research and clinical literatures.3,7,8,9,10 Accordingly, we have elected to use “recovery” as a referent throughout this chapter, and in others. Despite the commonness of the term’s use, we are cognizant that the term “recovery” may not fit for all individuals with lived experience and that some people will elect to use different terms and framings when referring to their experience.

With this in mind, the primary aim of this chapter is to present a novel, person-centered framework with which to conceptualize self-injury recovery—one that is grounded in lived experience perspectives.11,12 This model departs from many other framings of self-injury recovery. We believe, however, that such a model is not only appropriate but also critical to advancing the field and as discussed in Chapter 12, facilitating positive outcomes among people with lived experience of self-injury. Before discussing this new model, however, it is important to first discuss alternate frameworks that could be used to understand recovery and those that have been historically applied in this regard.

Alternate Recovery Frameworks

Psychiatric Approach to Recovery

Despite the widespread nature of its use, the concept of recovery may seem ill-suited when considered in the context of self-injury. The term recovery has traditionally been used in medical and clinical settings in reference to particular diseases or ailments. In contrast, self-injury, while sometimes occurring in the context of mental illness, is fundamentally a behavior. Nevertheless, given this association, self-injury is clinically germane and there has been much debate about whether it ought to be considered a standalone mental disorder.13 Commensurate with this, as indicated in Chapter 1, self-injury has been included in Section 3 of the Diagnostic and Statistical Manual (5th ed.; DSM-5) as a condition warranting further consideration; here, it is referred to as Non-Suicidal Self-injury (NSSI) Disorder.

With growing research in this area, it seems likely that NSSI Disorder will be formally incorporated in a future revision of DSM. Should this occur, a psychiatric approach to recovery could very well be adopted. Therefore, much like other mental disorders for which such a framing may be used, people who self-injure would be considered “recovered” when they no longer meet diagnostic criteria for NSSI Disorder. Taking a closer look at the proposed criteria for NSSI Disorder at the time of this writing, this would mean that people have: (a) not self-injured on more than 5 days in the prior 12 -months; (b) have not self-injured for a purpose (e.g., to self-punish); (c) no longer have urges or preoccupations about self-injury; and (d) no longer experience impairment or interference in their lives resulting from self-injury (e.g., self-injury no longer impacting people’s social lives).14

Interestingly, the bulk of research attention in this area has been paid to the first criterion, which pertains to frequency of the behavior (i.e., self-injury has occurred on 5 days or more in the past 12 months).15 Intentional or not, this focus on frequency implies that reducing (and perhaps eliminating) self-injury is a central aim of intervention. While this is understandable and such a goal likely aligns with the aims of many clinicians and individuals who self-injure, people with lived experience of self-injury have expressed concern that too much emphasis on frequency may inadvertently dismiss the various underlying factors contributing to self-injury (e.g., difficulty with coping, major depression, past trauma).16 As discussed later in the chapter, people with lived experience describe a multitude of considerations (beyond cessation) as central in recovery.

Stages of Change Model

Beyond a psychiatric lens with which to view self-injury recovery, a commonly used framework is the transtheoretical model (also referred to as the stages of change model).17 Fundamental to this model is that change in people’s behavior transpires over time and that people shift through different stages as they work to no longer engage in a given behavior. Specifically, behavioral change translates to the ultimate cessation of the behavior of interest.

Overall, the transtheoretical model17 is composed of five stages in which both behavioral and cognitive processes play a role in moving someone from one stage to the next. The stages of the model are Precontemplation (this is before individuals are ready to change and are thus not considering change in the next 6 months); Contemplation (when individuals intend to change in the next 6 months); Preparation (when people intend to take action in the next month); Action (when people are actively making effort to change); and Maintenance (when people have made behavioral changes that last for 6 months or longer). As individuals work through the model’s stages, it is theorized that they develop self-efficacy to not act on urges that previously led to the behavior, which allows them to resist urges as they occur. Finally, within the transtheoretical model, a decisional balance is used in which the pros and cons of engaging (or not) in the behavior are weighed.17

There is some evidence that the transtheoretical model may offer some utility in the context of self-injury recovery.18,19 Further, the transtheoretical model may have relevance in a recovery context given its explicit recognition that people can be ambivalent when it comes to stopping the behavior.20 Congruent with this, it is common for individuals with lived experience to express uncertainty and ambivalence about stopping self-injury altogether, especially if it has been an effective coping strategy for them.21,22 Another reason the transtheoretical model may have relevance is that people may have recurrences of the behavior in the context of recovery. Indeed, part of the model indicates that movement through the different recovery stages is recursive, and people may experience relapse.17 Along these lines, acknowledgment that recovery might involve setbacks is a realistic, normative, and encouraging way to view recovery in that setbacks will not deter ongoing recovery efforts.

Although the transtheoretical model has garnered some support when understanding self-injury recovery,18,19 its application to self-injury may be limited in that it does not capture the full complexity of self-injury recovery discussed by people with lived experience. For instance, the transtheoretical model suggests that individuals move through particular stages.17 And, as one moves from one stage to the next, particular milestones must be met.23 For example, in the final stage of the transtheoretical model (Maintenance), it is expected that people no longer engage in the behavior of interest for a 6-month period. Not only is this period of time arbitrary but not meeting this benchmark may be viewed as a lack of progress or even failure. Certainly, this kind of perspective is unhelpful as it can thwart future motivation to work on recovery.

Much like the psychiatric approach, much of the emphasis in the transtheoretical model is again placed on cessation of self-injury. While it is reasonable, indeed inevitable, to consider cessation of self-injury in the context of recovery, too much focus on this outcome can place unnecessary pressure on people who engage in self-injury. This, in turn, can leave people feeling they have not “recovered” regardless of elapsed time since one last self-injured.9,21 Finally, as mentioned before, overemphasis on the frequency of self-injury detracts from the multitude of considerations people with lived experience express as highly salient in the context of their own recovery.11,12 For these reasons, while both psychiatric and transtheoretical model approaches have varying degrees of utility, they may be limited in scope and relevance to people’s lived experience.12

Research on Self-Injury Recovery

In addition to understanding the frameworks that may have applicability to self-injury recovery, the research approaches that have been used in this context also deserve discussion. A review of the studies published to date indicates that both quantitative and qualitative methods have been used. Regarding the former, this has typically involved studies conducted with the aim of identifying how individuals who report no longer self-injuring differ from individuals who report recently self-injuring. To this end, researchers have sought to establish how variables believed to be central in recovery (e.g., emotion regulation) vary between these groups.12 On the one hand, these approaches can be useful in that they can bring attention to factors that may be relevant to fostering recovery. On the other hand, examining how groups who do and no longer self-injure differ precludes our ability to draw conclusions about whether and how these differences play facilitative roles in recovery and whether recovery occurs because of these changes.12 For example, it may be that people who have more resources in place (e.g., a support system, access to services) simply self-injure less often as time passes.

Outside of quantitative approaches, research on self-injury recovery has also been conducted qualitatively. Here, people with lived experience have typically been asked open-ended questions about their recovery experiences or their experiences shared in different contexts (e.g., online) have been examined for their content and meaning.12 By virtue of using these approaches, insight have been obtained into the nature of people’s recovery experiences, including what recovery means to them.9,21 To this end, many individuals do not conceptualize recovery as just behavioral cessation.9 Rather, they report ongoing thoughts and urges as well as ambivalence about completely stopping self-injury.18,24 They also discuss various enduring effects of self-injury such as scarring,9,25 stigma,26 and disclosure9,26 as well as the need to address underlying concerns such as underlying mental health difficulties.9 When considered collectively, recovery from a lived experience vantage point is indeed multiplex in nature.

Final Notes

As presented so far, there are several ways that recovery can be and has been conceptualized. And, while some of these have demonstrated at least some utility and empirical support,18,19 we argue that they are still not well-suited to understand the complexity of, and ultimately foster, self-injury recovery. Instead, we advocate for an approach that draws on both quantitative and qualitative research and, critically, places people’s lived experience at the forefront—an approach that acknowledges the many and often intersecting factors that can contribute to self-injury alongside those that have salience in people’s lives. Moreover, our model places emphasis on the capacity for people to build strength and find meaning in their own recovery experience. Thus, in what follows, we offer a person-centered and strengths-based framework that accounts for the totality of these considerations.

A Person-Centered Recovery Framework

Although self-injury cessation can be viewed within the context of the model, we intentionally adopt a multifaceted approach to conceptualize recovery to ensure that considerations beyond stopping the behavior are highlighted. Before discussing the model, it is important to address several key assumptions. First, we do not assume that recovery is the same for everyone. Indeed, a true person-centered model cannot be a one-shoe-fits-all approach. Rather, the model is deliberately flexible in nature. Hence, some components in the framework will have more salience for some people when compared to other individuals. Second, we do not consider recovery to unfold as a linear or stage-like process. Whereas other models assume that recovery is a stepwise progression from self-injuring to no longer self-injuring, we do not view recovery as comprising a particular sequence of steps. Relatedly, we do not believe that there is a specific timeframe by which recovery ought to occur (as might be the case in some of the aforementioned approaches).

Following the above, and as articulated by people with lived experience, we believe that recovery is and should be viewed as a nonlinear process.9,11,12 In consonance with this, the process of recovery involves much more than cessation of self-injury. Moreover, we see this process as one in which people can develop inner strength, find meaning, and cultivate resilience along the way. This can occur, for example, by finding new ways to cope and relating to the self. With this in mind a core tenet of this model is that people have the capacity not only to stop self-injuring but also to identify and foster strengths as they navigate through their own recovery. In this way, the model we present below is a composition of several components: Realistic Expectations and Setbacks; Normalizing Thoughts and Urges; Fostering Self-Efficacy; Identifying Strengths; Finding Alternatives; Addressing Underlying Adversities; Addressing and Accepting Scarring; Navigating Disclosures; and Self-acceptance and Self-compassion. Our person-centered, strengths-based model is illustrated in Figure 11.1.
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Figure 11.1. Person-centered recovery model.



Realistic Expectations and Setbacks

In line with the basic premises of our model, we recognize that people with lived experience of self-injury will hold different views and expectations when it comes to their own recovery. As highlighted in prior research, even when there are similarities between people, self-injury recovery is nevertheless a unique experience for everyone.9,21 It is therefore essential that we consider people’s unique views about recovery and what they expect recovery to entail.9 Doing so is critical not only to understanding how people approach recovery (e.g., with trepidation, with ambivalence) but also to fostering and sustaining motivation to work toward their own recovery.

Early on, it is important that people have expectations about recovery that are realistic in nature. Based on research conducted to date, some people will conceptualize recovery as all-or-nothing and, as such, equate recovery with the complete stoppage of self-injury as well as the end of self-injury thoughts and urges.9,21 In many ways, these expectations make sense as they likely represent a desire to be “free” from self-injury. Yet, these views are also unrealistic; most (if not all) individuals will have at least some thoughts about self-injury in the future. Despite them being understandable, the overarching concern with more absolute views about recovery is that, if held, then a recurrence of self-injury or the presence of ongoing self-injury thoughts and urges may contribute to a sense of helplessness about recovery and thus thwart future recovery efforts.

Research that draws on people’s lived experiences tells us that recovery invariably waxes and wanes.9,11,12 That is, due to the nonlinearity of recovery, individuals will typically experience setbacks or instances when recovery does not unfold as one would like (e.g., recurrences of self-injury). Importantly, how these instances are framed (e.g., setbacks, hiccups, blips) ought to be tailored to the individual (e.g., someone might view the term “setbacks” as negative whereas someone else might prefer this term). It is also important to bear in mind that such instances can even occur after stretches of time when self-injury has not occurred.9 This is not only commonplace but expected and understandable. Afterall, self-injury often represents a primary means of coping for people; therefore, if people encounter stressful life events while working on recovery, it makes sense that they may turn to self-injury when responding to this stress. Congruent with this, participants in some of our own studies have shared that “relapses” are indeed an expected and normal aspect of recovery.9 Importantly, they have further expressed that should a recurrence of self-injury occur, this does not signify that one cannot recover, nor does it mean that a person is back to “square one.” Given this, it is essential that realistic expectations about what recovery may look like are fostered early on—this includes the very real possibility that there may be ongoing self-injury thoughts and urges that never fully go away, as we address next.

Normalizing Thoughts and Urges

In addition to recurrences of self-injury over the course of recovery, many individuals will continue to have thoughts and even urges concerning self-injury. Oftentimes, these may persist without fully dissipating.9,24 Yet, while this may be the case, the frequency and intensity with which thoughts and urges occur are bound to subside. Accordingly, we do not view that recovery ought to require a lack of self-injury thoughts and urges. As mentioned above, most people will continue to think about self-injury from time to time, even if short-lived; similarly, they may very well have future urges to self-injure. Because of this, it is important for people with lived experience to recognize that thoughts and urges about self-injury may never fully go away.11,12 Similar to recurrences of self-injury, the future presence of thoughts and urges does not connote that one has failed in their recovery efforts.

If individuals with lived experience come to know that they may have thoughts about self-injury ongoingly, they are likely to be much better prepared and positioned to not just begin working on recovery but to persist with it. Having realistic expectations about this is not limited to people who self-injure, however. Key supports in their lives (e.g., families, partners) as well as the possible health and mental health professionals who work with them also need to have (and promote) realistic expectations. This is conducive to being able to offer support and encouragement in the event of any “setbacks.” Moreover, knowing what recovery entails can also reduce the likelihood of them becoming disheartened in terms of the support they offer.

Fostering Self-Efficacy

Many people with lived experience report that over the course of recovery, they develop a sense that they can resist acting on urges to hurt themselves when they occur. Such self-efficacy is key for many people in their recovery experience. One part of this involves coming to recognize and accept that thoughts and urges to self-injure may occur ongoingly, as discussed above. Another part of fostering self-efficacy is therefore understanding that it may vary across time, contexts, and across situations.27 For example, someone might find it easier to not act on an urge to self-injure when at work but then experience more difficulty in this regard when home alone at night.28

Although the corpus of evidence in this area is relatively new, there are several studies that support the role of self-efficacy having a role in recovery. As an example, researchers have demonstrated that changes in self-efficacy are linked to stopping self-injury engagement.29,30 Indeed, one’s efficacy to not act on an urge to self-injure has been shown to coincide with the time since one last injured, with greater self-efficacy associating with a longer time since self-injury engagement.29,30 Data from ecological momentary assessment research has similarly supported the role that self-efficacy can play in safeguarding against self-injury engagement.31

Ultimately, it is important that people develop a sense that they can experience and accept self-injury thoughts and urges and that their presence does not mean they have to hurt themselves. This is especially important as building self-efficacy to resist urges can help to manage and resist future urges to self-injure31 and thus propel recovery efforts. In tandem with this, it is also important that self-efficacy be fostered in terms of drawing on alternate means to avoid self-injury.32 For example, developing a coping repertoire to employ when urges arise may be useful as one could turn to an array of strategies instead of self-injury.

Identifying Strengths

Arguably, much of the research on self-injury over the years has used a deficit-based framing to theorize about and study the behavior. A review of the literature offers many such examples. For instance, early writings on self-injury pointed to the behavior being the product of a “failure to resist impulses to harm one’s body.”33 Theory offered to explain the emergence and repetition of self-injury similarly highlighted the role that a lack of emotional validation can play.34 Likewise, there are many reports that people who self-injure have poor emotion regulation skills or deficits in this area.35,36 Although just a fraction of the field’s total number of examples, each seems to imply that people are lacking or do not have enough of something, which contributes to self-injury. As such, these “deficits” would be targeted in treatment and recovery. We are not meaning to convey that people who self-injure do not experience difficulty coping nor are we conveying that people with lived experience of self-injury would not benefit from learning new ways to cope. Rather, what seems to be missing from much of the conversation and writing on self-injury are the many strengths that so many people with lived experience of self-injury have. We believe that these strengths can be harnessed and used to help propel the recovery process.

There are myriad examples of strengths among people who self-injure. Among just some of these are the close relationships people may have, qualities such as creativity, resilience, compassion for others (and the self), cognitive flexibility, having a sense of meaning or purpose, academic success, or having hobbies they are passionate about. Of course, there are copious more. Even when people have difficulty identifying their strengths, all people who self-injure will experience moments during which they have been able to resist urges to self-injure. These moments are, themselves, indicative of the potential to develop self-efficacy in the face of urges to hurt oneself. In doing so, there is also an opportunity to reflect on what was different at that time compared to times when an urge led to self-injury. We therefore recommend that alongside working with individuals who self-injure, clinicians inquire about and assess a person’s strengths, resources for coping, and who they may have as supports in their life. From here, these can be integrated into the work done with an individual and a person’s strengths can be leveraged to promote self-efficacy to resist urges to self-injure and thus to identify alternatives to self-injury, discussed next.

Finding Alternatives

As mentioned earlier when discussing self-efficacy, a core part of recovery tends to involve finding ways to not act on urges to self-injure and instead engage in alternate behaviors that can meet the need(s) that self-injury has met in the past. In support of this are the voices of people with lived experience who express that finding alternatives is critical to recovery.9,21 Much like having realistic expectations about what recovery may involve, it is also important that people with lived experience recognize that finding an alternative that works for them may not happen immediately. It can often take time as well as trying different approaches before identifying strategies that work for and resonate with them. In concert with this, finding an alternative to self-injury is not a one-shoe-fits all approach. What works for one person may not work for the next and vice versa. It is therefore important that people who are working on recovery know that finding alternatives is indeed a process—it may take time and effort before finding a set of strategies that are a good fit for them. However, by way of having this insight early on it can help to sustain motivation to continue working on recovery, especially if earlier attempts are not as effective as perhaps anticipated.

Addressing Underlying Adversities

As highlighted in Chapter 1, there are countless adversities that can contribute to self-injury. Indeed, self-injury does not occur in a vacuum and people with lived experience have expressed that addressing self-injury necessitates consideration to what may underlie it.16 Thus, our model of recovery highlights the import of accounting for these factors and putting self-injury into a proper and holistic context. This includes giving consideration to the various mental health difficulties and mental disorders that may contribute to engagement in self-injury. Additionally, it involves attention to traumatic events and other touchstone adverse experiences people may have lived through. Beyond these, however, are those experiences that have not routinely or sufficiently been considered when understanding what may lead to and maintain self-injury. For example, this might include experiences with stigma or prejudice that people have unfortunately encountered. Likewise, attention ought to be paid to systemic issues such as racism or lack of access to support that may play a role in people’s lived experience. No two people who self-injure are completely alike and it is essential that a person-centered approach be used to fully appreciate and acknowledge the many factors that can play a role in one’s experience of self-injury.

Addressing and Accepting Scarring

A small but growing body of research has brought needed attention to the role that scarring from self-injury can play. In contrast to most other forms of mental health difficulties, self-injury is ostensibly unique in that it can result in permanent visible markings. Based on some of the research on self-injury scarring to date, people with lived experience have reported feeling significant shame and anxiety due to having scars.25,37 This is not a universal experience, however. Many people with lived experience of self-injury have also expressed that with time, they come to look at their scars with a sense of compassion for themselves and thus come to accept their scars. In some cases, scars can come to signify strength and resilience to overcome prior adversities.25,38

In a recovery context scars from self-injury can play a key role. Findings from our own work reveal that individuals with lived experience of self-injury see scars as impacting recovery in different ways.9 For some people, having scars and the feelings associated with them (e.g., shame) made people’s recovery process more difficult. For other individuals, however, scars were said to symbolize a sense of strength and resilience. Taken together with the above, it is clear the presence of scars from self-injury has considerable germaneness to people’s experience of self-injury and its recovery.11,12 Thus, while not everyone will have scars from self-injury and people who do will inevitably differ in how they view them, their consideration in a recovery context is essential. In the next chapter we address some of the practical implications of this.

Navigating Disclosures

As discussed elsewhere in this book, self-injury is far too often marred by stigma, which makes it very difficult for many people to share their experiences with others.26,39 Nevertheless, disclosing one’s self-injury experience to another is a common concern for many people40 and the same applies in a recovery context.11,12 This may be relevant in the early part of one’s recovery experience such as to initiate recovery as well as later in terms of augmenting recovery.41 Disclosure can also be important for people well after they have self-injured and in cases when people may consider themselves to be “recovered.” As an example, some people may find meaning in sharing their experience in relationships in which they feel safe and understood. As such, disclosure of self-injury warrants attention in our framework as it can play a key role in initiating and enhancing recovery and in obtaining support from other people in both a professional context and in people’s personal lives.

Self-Acceptance and Self-Compassion

We recognize and appreciate that recovery will look different for each person. With that said, we contend that recovery is possible for everyone and that people with lived experience have the capacity to develop self-acceptance and find meaning through their unique recovery journey. While clearly easier said than done, this can happen as individuals embark on recovery with realistic expectations, acknowledgment of the nonlinearity of the recovery process, and with time, develop efficacy to respond to and cope with urges to self-injure in new ways, and address the different adversities that may have contributed to the onset and repetition of self-injury. Supporting this view are findings from research, which indicate that people report developing inner fortitude and resilience,9 acceptance of scarring and themselves,25 and self-compassion and acceptance over the course of their recovery experiences.42 In this regard, individuals can find themselves more prepared and equipped to tackle future stressors and adversities.

Implications for the Model Empirical Implications

Although informed by prior research, our person-centered, strengths-based framework presented here and elsewhere12 should be studied for its utility in future research. Due to its person-centered nature, and because not all components will have relevance for any one person, larger-scale projects may be needed to increase the chances that all components of the model can be taken into account. In doing so, it will also be important to explore the model across different samples. Examples include youth, emerging adults, community versus clinical populations, and groups from socioeconomically and socioculturally diverse backgrounds as there may be unique considerations (e.g., systemic adversities) that might otherwise go overlooked.

In addition to large-scale studies, and consistent with the view that recovery is not universal across all people, approaches that employ within-person analyses will be needed. The design of these approaches can therefore include qualitative research involving interviews, but importantly consideration should be given to research that accounts for changes over time, such as diary studies or ecological momentary assessment. In a similar manner, longitudinal studies can work to examine the manner by which the nonlinear nature of recovery unfolds and how components of the model change in their level of import over time. Finally, since recovery does not occur in a vacuum, understanding other perspectives of recovery is essential. While a person-centered framing of recovery has the most relevance to the person who self-injures, our framework implicates the role of others (e.g., in the context of disclosure), including professionals, partners, and families. By shedding light on how recovery is understood and what role people can play in this regard, we will be much better positioned to facilitate recovery and promote well-being for people with lived experience.

Practical Implications

Although a more comprehensive discussion of the practical implications of our recovery model is reserved for the next chapter, a few important items warrant brief discussion. We have noted throughout the chapter that people with lived experience see recovery as a composite of many (and often interrelated) factors. We do not assume that clinicians who work with individuals who self-injure only think about or focus on self-injury cessation in their work. Many of the clinicians we know and have spoken with conceptualize recovery as much more than behavioral cessation. With that said, this concern is sometimes held by people who self-injure.16 Thus, we see that our framework can benefit clinicians in their work with people who self-injure. By drawing on this framework, clinicians will have a new way of thinking about recovery and the many considerations that people who self-injure have. Using our model as a backdrop and guide in clinical work can thus highlight areas to explore with a client and, upon determining which are salient to the individual, working to address them. In doing so, there is a greater likelihood that the considerations most relevant to an individual are woven into the fabric of clinical work, thereby increasing the probability for improved outcomes for the client.

Summary

Self-injury recovery is not straightforward, and no two people who self-injure and embark on recovery will have completely analogous experiences. For these reasons, it is imperative that recovery be conceptualized with a person-centered lens that circumvents making assumptions about what recovery entails for any one individual and permits an appreciation of its diverse, complex, and multifarious nature. Indeed, the framework outlined in this chapter is informed by the very concerns that people with lived experience have expressed as key in the process of recovery.9,11,12,21 Although this may, for some people, represent a paradigm shift in terms of how recovery is conceived, we believe that adopting this approach has implications for research and clinical work that are far-reaching. And most importantly, by using this framework in both research and clinical contexts, we argue that a more holistic and compassionate understanding of self-injury can be achieved—one that sets the stage for the facilitation of recovery, building of resilience, and fostering of well-being among people who self-injure.
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Building Resilience Through Recovery

Building resilience does not mean an individual will no longer face adversity or be affected by it. Instead, resilience is about being able to effectively cope and adapt in the face of life’s challenges, and times of significant stress. For individuals who self-injure, this is often their way of coping with emotional turmoil, stress, and adversity. By recognizing self-injury recovery as a multifaceted process we see there are several opportunities to build resilience, even if someone continues to engage in self-injury.

Realistic Expectations

Self-injury recovery is not as simple as an individual deciding they no longer wish to self-injure and then stopping the behavior. Any efforts at behavior change are difficult (e.g., trying to exercise more, going to bed earlier, eating a healthier diet) and require weighing up the pros and cons of change, as well as a combination of planning, goals, motivation, self-efficacy, and practice.1 There are almost always setbacks in the behavior change process and it is no different with changing self-injury. As should be apparent from the recovery framework outlined in Chapter 11, recovery is a nonlinear process that proceeds in different ways, and at a different pace, for each individual. For many, this may involve instances of self-injury along the way, although over time these may become less frequent and intense.

What Can We Do to Foster Realistic Expectations?

In a clinical setting, it is important for the clinician to have an open and honest conversation with the client about their treatment goals, recognizing that cessation of self-injury may not be an immediate goal for the client. If self-injury cessation is a goal, it is important that individuals know that setbacks are normal, and to be expected, so they do not feel they have failed for self-injuring. Likewise, families and clinicians need to be mindful that the recovery process is not a linear one, and appreciate that someone may continue to engage in self-injury throughout their recovery. This does not mean gains are not being made in other areas (e.g., improving self-efficacy, slowing adding alternative coping strategies to the repertoire), and families and clinicians should take care not to perpetuate any shame an individual may feel because of their ongoing self-injury.

How Do We Help People Bounce Back From Setbacks?

For some, resilience is conceptualized as the ability to “bounce back” from challenges. As such, resilience can be fostered in the way an individual approaches a setback or a slip in their self-injury recovery. In the alcohol dependence field, Marlatt and Gordon2 make a distinction between a “lapse” and a “relapse.” If an individual trying to abstain from alcohol has a drink this is considered a lapse, and it is how the individual responds to this lapse that determines whether they relapse into dependent drinking. Specifically, Marlatt and Gordon note that a combination of being in a high-risk or emotional situation, positive expectancies regarding the potential outcome of the behavior, lowered self-efficacy to resist the behavior, and a lack of alternative coping strategies increases the likelihood of a lapse. Once this lapse, or first drink, occurs individuals may encounter an “abstinence violation effect.” This effect is a cognitive process that includes a sense of cognitive dissonance (e.g., experiencing guilt as a result of violating one’s abstinence goal), and blaming oneself for the lapse. These cognitions can also be accompanied by a feeling of loss of control over the behavior. If an individual is able to counter their cognitive dissonance, by reframing the event (e.g., “it’s just one drink, that does not mean I am not on the path to recovery”) this may lessen the chance of continued drinking and relapse. Conversely, the abstinence violation effect may be too strong to counter an individual’s abstinence goal, with a sense of failure leading to thoughts such as “well I’ve had one drink. I’ve blown it, I may as well keep drinking,” which increases the chance of continued drinking.

Although we are in no way suggesting self-injury is an addiction, a similar process may be involved in self-injury setbacks, or instances of self-injury that occur during recovery. As such, clinicians and families can work with individuals to reframe instances of self-injury (see Table 12.1).



Table 12.1. Examples of reframing instances of self-injury.




	Ways to reframe instances of self-injury when they occur during recovery



	

• It’s just a one-off; this doesn’t mean I will continue to self-injure

• I may still self-injure occasionally, but not as often as I used to

• This was a particularly overwhelming situation so it is not surprising I self-injured. I have a lot of other strategies I can use in less overwhelming situations

• This slip up does not mean I am a failure, I am still learning how to cope in other ways

• I have been really good at resisting urges to self-injure lately; this one slip up does not diminish that

• I self-injured this time, but I am starting to get some new coping strategies in my tool kit that I can use next time I feel overwhelmed

• I have a lot of strengths I can draw on to help me cope











Normalizing Thoughts and Urges

Thoughts of, and urges to, self-injure can persist long after an individual ceases to actively engage in the behavior. Again, this should be made clear to individuals who self-injure, early in the recovery process, to foster realistic recovery expectations, and to support individuals who may perceive that they are not recovering if these thoughts persist. Indeed, when we ask individuals how they will know they have recovered they often say “when I no longer have the urge to self-injure” or “when I don’t think about it anymore.” As outlined in Chapter 11, this represents a fairly rigid conceptualization of recovery and one that is unlikely to be realistic. Significant gains in many areas of recovery, including in reducing engagement in self-injury, may be seen before thoughts and/or urges to self-injure desist.

So why would an individual experience ongoing thoughts or urges to self-injure? Although self-injury is associated with a range of adverse outcomes, there are also advantages to self-injuring.3 For example, self-injury can provide immediate, although temporary, relief from emotional distress. Alternative coping strategies, on the other hand, can often require time and effort - and their benefits may be rather delayed as a result. Accordingly, it seems quite natural that an individual who has previously relied on self-injury to cope would want to turn to the behavior in times of heightened distress. At the same time however, an individual can hold the goal of wanting to stop self-injuring, and reducing the negative impacts such as feelings of guilt or permanent scarring. Holding both positive and negative views of self-injury can lead to a significant sense of ambivalence, wherein an individual simultaneously wants to self-injure, but also wants to reduce their self-injury.4

Acknowledging this ambivalence could go a long way to establishing rapport between a clinician and client, and pave the way for a more open and honest therapeutic relationship. Working within a motivational interviewing framework, conducting a decisional balance will allow a client and clinician the space to articulate competing goals.5 In a decisional balance, the client and clinician work together to identify the costs and benefits of not changing the behavior, and the costs and benefits of changing the behavior (see Table 12.2). In the case of self-injury, acknowledging there are benefits to self-injury, but that the costs outweigh these, may help shift the motivation to reduce the behavior, and strengthen self-efficacy to resist thoughts and urges to self-injure. However, a decisional balance is best used either when attempting to identify ambivalence (i.e., not shifting the decision) or when more emphasis is placed on changing the behavior, or strengthening commitment to change (i.e., to guide a change conversation).6,7



Table 12.2. Example of a decisional balance.




	Benefits of Self-Injury
	Costs of Self-Injury
	Costs of Reducing Self-Injury
	Benefits of Reducing Self-Injury





	

• Helps relieve tension

• . . .



 
	

• Relief is only temporary

• Friends/family disapprove

• It is painful

• It stops me doing things I want to do

• I feel bad about myself when I self-injure

• . . .



 
	

• Afraid I won’t know how else to cope

• . . .



 
	

• Long-term scarring will reduce

• I’ll learn a range of new coping strategies

• I won’t feel so out of control

• . . .








 


Building Self-Efficacy

Self-efficacy is a person’s belief in their ability to perform a volitional behavior, and is one of the strongest predictors of whether someone engages in specific behaviors.8,9 With regard to self-injury, self-efficacy can take many forms, including one’s belief in the ability to deliberately hurt themselves and/or one’s belief in the ability to resist urges to self-injure.10 An inability to deliberately hurt oneself is a significant barrier to engaging in self-injury.3 Similarly, self-efficacy to resist self-injury differentiates individuals with no self-injury history from those who have self-injured, and can differentiate people with a recent or past history of the behavior.11 Further, a belief in the ability to resist self-injury can counter the risk conferred by expectations that self-injury will result in emotion regulation.12 A growing body of research has demonstrated that people who self-injure tend to have lower general self-efficacy, including belief in the ability to cope, than individuals with no history of self-injury.13,14,15 As an individual practices new coping strategies, self-efficacy to engage in alternative coping strategies will develop through the recovery process.

How Do We Develop Self-Efficacy to Resist Self-Injury and Engage in Alternate Coping Strategies?

Individuals who self-injure can be encouraged to reflect on times when they successfully resisted the urge to self-injure and to consider what was different compared to times they acted on this urge. While these instances are bound to vary, they might involve engaging in self-talk (e.g., “This feeling will pass, I do not need to self-injure”), calling a friend, or using another form of coping (e.g., going for a run, taking a hot bath, listening to music). If the factors that reduce the likelihood of acting on urges to self-injure can be identified, these may form the basis of a safety plan an individual can use when the urge to self-injure arises. Importantly, individuals wishing to reduce or stop self-injury should be rewarded for their efforts to resist the urge, even if they still engage in self-injury from time to time. Over time, repeated efforts to resist the urge to self-injure, and rewarding of these, can foster positive self-talk and belief in the ability to resist further urges to self-injure (e.g., “I have resisted this urge before, I can do it again now”).

Simultaneously, individuals can be rewarded for attempting alternative coping strategies. Finding alternative strategies that serve the same function as self-injury will take time, effort, and repeated practice. Many individuals who wish to stop or reduce their self-injury fear they will not be able to cope in other ways or that other strategies will not be as effective.16,17 This lack of self-efficacy to engage alternative coping strategies can present a barrier to building resilience and recovery efforts. As such, even attempts to try other techniques to regulate emotion should be praised. They may not work every time, and this should be explicitly recognized, but as an individual becomes more aware of their emotional experiences, and their potential triggers, they may learn to identify the need for emotion regulation early, providing an opportunity to implement new strategies before the emotional experience becomes too intense. For example, someone who notices they are feeling on edge may opt to go for a run, which will have the effect of reducing their arousal level. This reduction in arousal, or the time to think about what is making them edgy and problem-solve, may be enough to prevent or reduce an urge to self-injure.18,19 With repeated effort, the belief in the ability to use alternative strategies will increase.

Identifying Strengths

A key tenet of our recovery framework is that it moves away from a deficit-based model to highlight strengths that can be harnessed as assets in the recovery process. Identifying and using these strengths is key to developing the resilience that allows people to face life’s challenges. These strengths could be resources an individual has at their disposal (e.g., support network, coping strategies), beliefs and values (e.g., self-worth, sense of meaning and purpose), or character strengths that pervade thoughts, feelings, and behaviors (e.g., wisdom, courage).20 Rather than focus on individual deficits, the field of positive psychology focuses on individual differences in positive traits and attributes. In developing a system of classifying these character traits, Peterson and Seligman21 identified 24 pervasive strengths reflecting six core virtues: (1) Wisdom and knowledge, (2) Courage, (3) Humanity, (4) Justice, (5) Temperance, and (6) Transcendence. These character strengths have been associated with well-being among adolescents22 and adults,20,23 and protect against both depression and suicidal thoughts and behaviors.24 A common exercise is to ask individuals to rank the strengths in order of the degree to which they believe they possess them, using the Values in Action Inventory of Strengths (Table 12.3). This offers people a wide range of areas in which they can demonstrate strengths and emphasizes they do not need to be “perfect” in all areas.





Sometimes it is difficult for people to identify their strengths, particularly if they have a tendency to be self-critical, which is often the case with individuals who self-injure.25 Further, in situations of heightened distress, working memory capacity can be limited by ongoing rumination about the distressing situation, limiting the ability to generate alternative solutions or refocus on strengths rather than the current emotion. It may therefore be helpful for individuals who self-injure (perhaps together with a clinician, family member, or friend) to identify strengths and prepare a list that can be kept on hand (e.g., on their phone/tablet, in in a journal, on a sheet of paper in a wallet). In times of heightened distress, an individual then has this list with them to refer to, negating the need to identify strengths when cognitive load is already high.

This strengths-based approach also lends itself to targeted interventions. Given the largely deficit-based field of literature, it is perhaps not surprising that there is not a large body of work exploring how character strengths relate to self-injury. Recent work has suggested that gratitude and hope, in particular, are associated with self-injury.26 Gratitude journals, in which individuals write things they are grateful for each day, are associated with reductions in anxiety, depression, and distress.27,28 Similarly, exercises such as writing a letter of gratitude to someone, writing down three good things in life, and using character strengths in a new way are associated with increased happiness and reduced depression.29 Journal and diary interventions designed to reduce self-criticism and enhance self-worth demonstrate reductions in self-injury, although these effects are not maintained long-term.30

In addition to identifying and using character strengths, individuals can actively engage with their environment, to find meaning in what they do, and recognize accomplishments across a range of areas. Seligman’s PERMA model31 identifies five components that promote well-being, namely:


• Positive Emotion: Encouraging individuals to savor times they feel happy, hopeful, love, and interest in things

• Engagement: Becoming completely absorbed in activities and living in the moment

• Relationships: Connecting with other people

• Meaning: Finding a purpose in life or getting involved in a cause or organization

• Accomplishments: Setting goals and reflecting on past successes



Individuals can identify the extent to which they have strengths in each of these areas, and actively take steps to engage with others, and reward themselves for achieving goals. These do not need to be big goals. Rather, we recommend SMART goals as outlined below:


Specific (clearly defining what the desired outcome is)

Measurable (to ensure one can tell when the goal has been achieved)

Achievable (goals need to be realistic and attainable)

Relevant (goals should align with interests and values)

Time bound (set a target date by which the goal will be achieved)



Again, it is important to start small and thus with goals that are manageable. For example, setting a goal to get fit is not specific or time-bound and is less likely to result in action to achieve this goal. Likewise, setting a goal to run a marathon may not be achievable in the short term. Instead, someone could set a goal to go for a walk twice a week. These goals need to be tailored to the individual, considering their physical and mental capacities at the time (e.g., if they have depression), and ensure they do not set someone up for failure. Meeting goals should be rewarded, and goals can be reviewed and adapted as circumstances change. Setting, and meeting, goals can give individuals a sense of achievement, building and reinforcing existing strengths and developing new ones.


Table 12.3.Character strengths can be ranked in terms of the degree to which an individual possesses that strength.


	[image: image]






Finding Alternatives to Self-Injury

Finding alternatives to self-injury is not an easy or quick process. It will take time, and effort, and will not always be successful. Our model of self-injury recovery makes this explicit and recognizes that recovery is not a linear process. Self-injury provides a quick and effective (at least in the short term) means of regulating emotion. As such, finding alternatives that serve the same function in the same time frame can be challenging. There are three ways to think about alternatives to self-injury: (1) Reducing the urge to self-injure, (2) Reappraising the urge to self-injure, and (3) Developing alternative coping strategies.

Reducing the Urge to Self-Injure

Incorporating self-care into daily routines is one way to maintain a healthy lifestyle and promote well-being. By doing so, individuals may find they have more inner resources available to cope with stressful situations, emotional turmoil, or adversity. Self-care includes eating a healthy diet, getting sufficient sleep, regularly exercising, and taking time to engage in enjoyable activities. Poor sleep quality, nightmares, and insomnia have all been associated with self-injury, particularly among adolescents.32,33,34 An early case study highlighted the benefit of exercise in reducing self-injury; the patient reported a reduced frequency of self-injury when regularly exercising, which increased again when she ceased exercising.19 Among adolescents and young adults, physical activity is associated with less frequent self-injury, and moderates the relation between depression and self-injury.18 Regular exercise has long been considered protective against depression,35 and reducing depressive symptoms is likely to reduce the urge to self-injure.

One important skill that can help minimize urges to self-injure is emotional awareness. There is some research to suggest that changes in negative affect can be detected hours before an individual self-injures, and up to 7 hours before they report an urge to self-injure.36 This provides a critical window of opportunity; if individuals can learn to recognize this increase in negative affect they can implement alternative strategies to downregulate emotion, before the urge to self-injure is felt. One way to do this is to check in with emotions on at least a daily basis. Ask: “What am I feeling?” Why do I feel that way?” What do I need to change how I am feeling?” Over time an individual can learn to be more in touch with their emotions and recognize when active emotion regulation is needed.

Some people find that regularly journaling, getting their thoughts and emotions onto the page, can be cathartic, and help them recognize what they are feeling, why they are feeling it, and what they need to change how they are feeling. While most individuals who self-injure will not require intensive treatment, the skills training at the core of dialectical behavior therapy may have benefits for everyone.37 This skills training focuses on enhancing capability in mindfulness, distress tolerance, interpersonal effectiveness, and emotion regulation. Development of these skills will provide individuals with more preventative strategies in their toolkit, allowing them to build resilience in responding to emotional experiences, and reducing urges to self-injure.

Reappraising the Urge to Self-Injure

As noted above, ongoing thoughts and urges to self-injure are a normal part of the recovery process. Resisting these thoughts and urges can be challenging, but there are strategies people can put in place to help reduce self-injury. These include reappraising or reframing the thoughts, in much the same way we suggest reframing instances of self-injury. Normalizing such thoughts and recognizing that thoughts do not necessarily lead to action is important (e.g., “Having thoughts of self-injury is perfectly normal, but I do not need to act on them”). Recognizing that thoughts will come and go is also important. If the urge to self-injure arises an individual may be able to wait 15 minutes before acting on this urge. During this 15 minutes they may find their arousal subsides, or they become distracted and the urge diminished, even if not reduced entirely.

Relatedly, urge surfing is a technique commonly used in the field of substance dependence.2 This involves noticing an urge, and then rather than trying to fight it, noticing the associated feelings and using meditation techniques to “ride” the urge, like riding a wave as it rises and wanes as it comes into shore. A large body of work demonstrates that suppressing thoughts or urges often increases distress and focuses more attention on the behavior we are trying to avoid.38,39 By accepting the urge, and accepting it without judgment, the urge is given less importance and eventually diminishes. With practice, urge surfing becomes easier and contributes to a sense of self-efficacy and resilience.

Developing Alternative Coping Strategies

Ultimately, finding alternatives to self-injury requires development of a coping repertoire with a range of strategies that can be used in different situations when individuals are feeling overwhelmed. Different strategies are going to work for different people, and different strategies are more or less appropriate in different contexts. Almost any coping strategy that does not cause harm to oneself or others is worth a try at least once. As noted above, development of emotional awareness and early detection of distress provides a window of opportunity for individuals to implement another coping strategy, potentially reducing the urge to self-injure.

Active problem-solving may be one technique that individuals can use to identify the source of distress and work to address the underlying issue rather than reeling in the emotional consequences. The steps in problem-solving include:


1. Identify the problem: be as specific and concrete as possible.

2. Generate as many solutions as possible: these do not need to be realistic or achievable; the idea is simply to brainstorm any options that might help address the problem,

3. Select a solution: at this point it does help if the solution is achievable!

4. Implement and evaluate the solution: did it work to address the problem? Why or why not? What could be done next time the situation arises?



Choosing alternative coping strategies when particularly overwhelmed, down, or irritated can be more challenging. Although avoidant coping strategies are typically associated with less favorable outcomes,40 it may be that distraction from the situation, thoughts, and/or emotion may be beneficial in the context of self-injury. This might mean going to the movies, cleaning the house, or calling a friend. Regardless of the strategy chosen or the approach employed, practicing new coping skills takes considerable time and conscious effort.

Another approach may be to develop a Safety or Support Plan. These plans can be completed alone, or in conjunction with others (family, friend, therapist) and are considered gold standard practice is working with individuals who express suicidal thoughts.41 Although self-injury is not about suicide, the fundamental principles still apply. A template for a support plan is provided in Chapter 2. The idea is to complete this plan in a calm and quiet environment, when feeling relaxed. Then, when a person has an urge to self-injure they may access this plan rather than having to come up with alternatives on the spot. Importantly, support plans can be iterative, such that they are matched to the level of intensity of the emotion being experienced. For example, someone who ranks their distress as 10/10 is not going to be calmed by quietly sitting and reading a book. They may need to pour cold water over their head or take a cold shower to shock the body into reducing their physiological arousal. This may result in their distress now being ranked at 8/10. At this point, they may decide that talking to a friend would be helpful; this may reduce distress to 6/10. Once distress is incrementally lower, the alternative activities can also be lowered in intensity.

Underlying Adversities

Although not always associated with mental illness, self-injury is typically associated with psychological distress and/or difficulties in regulating emotion and coping. As such, recovery efforts will likely include efforts to improve emotion regulation and coping. In cases where self-injury is associated with underlying psychological concerns then treatment may be needed to address these concerns. Here treatment may focus on the primary issues (e.g., anxiety, depression, trauma) rather than the self-injury per se. As such, we do not recommend any individual therapeutic approach but suggest individuals seek a therapist and an approach that works for them. If self-injury is being used to cope with these underlying concerns, then it is likely self-injury will reduce as the primary mental health needs are addressed.

Scarring

Not all individuals with a history of self-injury will have visible scarring, and some may have scars that are visible to themselves but not to others. We argue that for individuals who do have scarring, part of the self-injury recovery process involves understanding their relationship with and the meaning attributed to these visible signs of self-injury.42,43 For some individuals self-injury scars are associated with shame, disgust, and lack of self-acceptance. For others, scars are seen as a sign of resilience, or a reminder that they have survived tough times. Further, individuals with self-injury scars can have very mixed views about their scars (e.g., a love/hate relationship).44,45

These mixed views are probably not surprising considering the significant stigma associated with self-injury and with self-injury scars specifically. In experimental work, individuals demonstrate stronger negative reactions to self-injury scars than to socially accepted forms of body modification (e.g., tattoos), or scars incurred through accident.46 The self-reported psychosocial impact of self-injury is associated with the extent of scarring,44 and concealment of scars is associated with more negative scar cognitions, anxiety, and depression.47

The decision to no longer conceal visible scars can be a significant one for an individual with lived experience of self-injury. Stigma is more likely associated with behaviors that are considered under the individuals’ control, and those viewed as visually unpleasant. For this reason, self-injury may attract more stigma than other behaviors that are more easily hidden.48 Self-compassion and self-acceptance of scars then is critical to countering public stigma and allowing an individual the freedom to be themselves.

Acceptance and commitment therapy,49 which focuses on reducing shame and fostering self-acceptance, seems particularly pertinent to addressing any experiences of shame associated with self-injury scars. As with many other factors outlined in this chapter, a cognitive reframing of what scars mean can be helpful in guiding an individual toward accepting their scars. Rather than focusing on reminders of past negative experiences, scars can be reframed as a sign of resilience for making it through those experiences. This reframing may also be a useful tool to use if a person does experience stigma as a result of visible self-injury scars.

Disclosure

Alongside acceptance of scarring, self-injury recovery necessitates consideration of disclosure of lived experience of self-injury. Disclosure may be voluntary or involuntary, or be made by a third party. While involuntary disclosures (e.g., other people noticing scars) can be difficult to control, there are many factors to consider in the decision to voluntarily disclose a history of self-injury, or ongoing self-injury (see Table 12.4). Theoretical models of disclosure in the broader health field (e.g., disclosure of a cancer diagnosis) outline a number of factors that feed into the decision to voluntarily disclose the information.



Table 12.4. Factors to consider in the decision to disclose self-injury.




	Motivations
	Self-Injury Characteristics
	Interpersonal Factors
	Self-Efficacy
	Psychological Outcomes
	Social Outcomes
	Setting the Scene


 


	

• Why do I want to disclose self-injury?

• What do I hope will happen when I disclose?

• What do I actually want to communicate?



 
	

• Do I have self-injury scars that are visible to others?

• Do I continue to self-injure?

• Would I consider myself “recovered”?

• Are there underlying psychological concerns or thoughts of suicide that accompany my self-injury?



 
	

• Is it relevant to the other person?

• Do they need to know?

• How well do I know this person?

• How close is the relationship?

• What do I expect the other person to do or say in response to disclosure?



 
	

• Do I have the strength to disclose self-injury?

• What words will I use to tell the other person?



 
	

• How do I expect to feel after I disclose my self-injury?

• What are the good outcomes that could occur?

• What are the less favorable outcomes that could occur?

• What will I do if there is a poor outcome?

• How will this impact the way I view my self-injury story?



 
	

• How will disclosure impact this relationship?

• Will disclosure have any impact on other areas of my life (e.g., work)?



 
	

• Where and when will I disclose my self-injury?

• Choose a quiet & comfortable location where you will have plenty of time and not be interrupted.











In the disclosure decision-making model, Greene50 first considers the information to be disclosed. This includes considering the extent to which the information is stigmatized, the symptoms and prognosis, and the relevance of the information to others. These factors are interrelated and will be more or less relevant depending on the information to disclose. For example, relevance to others may be important in disclosing a sexually transmitted infection, but may be less relevant to disclosure of self-injury. In the context of self-injury, the concepts of symptoms and prognosis may be thought of as the extent of visible scarring, or potential association with underlying psychological distress, or suicidal thoughts. Greene also highlights the importance of the receiver of the information and the quality of the relationship with this person. A final component in the decision to disclose information is a person’s self-efficacy to disclose. If people do not feel they have the ability to disclose the information they are less likely to decide to disclose it.

Extending this thinking, Chaudoir and Fisher51 proposed a model of disclosure decision-making that included both antecedents and consequences of disclosure. Notably, they focus on antecedent goals—or what a person intends to achieve through disclosure. Like Greene,50 they recognize the importance of the content of the disclosure and the relationship with the person receiving a disclosure, but extend this to consider the short- and long-term outcomes of disclosure for the individual, their relationship with the person receiving the disclosure, and broader society. Last, they propose that alleviation of inhibition (similar to self-efficacy to disclose), social support, and the potential for shared information to impact social interactions mediate the relations between the disclosure event and its outcomes.

Applied to voluntary disclosure of self-injury, similar factors should be considered. As outlined in Table 12.4, when thinking about disclosing lived experience of self-injury to another person it is important to think about the motives underlying the disclosure. Understanding why one is considering disclosure may drive how the information is disclosed, and what the outcome might be. Thinking about where one is in the recovery process may also be a factor to consider. At the very least this may underlie what information is disclosed and whether there is likely to be ongoing disclosure of self-injury. Importantly, the relationship with the person to receive the disclosure should be considered. This may also factor into considerations of the likely outcome of disclosure.

Individuals should prepare for both positive and less favorable outcomes. Someone may react in a supportive and nonjudgmental manner to a person disclosing self-injury. Alternatively, they may express shock, fear, or disgust. Parents, in particular, can have their own reactions to finding out their child self-injures, reporting anxiety, questioning their parenting, and wondering how they did not know their child was self-injuring.52,53 Having a plan in place to cope with any negative reactions that may arise from disclosure may be helpful. This might mean planning to call a friend, go for a walk, or make time to talk to the disclosure recipient at a later date when they have had time to process this new information. Individuals could also consider the positive outcomes; individuals have told us that although they anticipate negative reactions to disclosure they are often surprised at the supportive response they receive.54 Concealment of self-injury can involve constant vigilance and censoring on the part of the person with lived experience. Although not a lot of empirical work has explored positive impacts of disclosure beyond receiving support or sharing their experiences, it is plausible that disclosure allows an individual with lived experience to feel more authentic in their interactions with others, and in doing so begin to foster self-acceptance.

Self-Acceptance

While individuals may fear they will not be accepted by others if their self-injury is known, it may be more important to foster self-acceptance than rely on acceptance from others. Self-acceptance involves unconditionally accepting oneself—warts and all—and for someone with lived experience of self-injury this will also include acceptance of this experience. There is no judgment of the self as “good” or “bad,” but simply accepting oneself for who they are. It’s easy to be critical of the things we do not like about ourselves. So self-acceptance might start by taking a look at strengths (see above) and values. Individuals might also consider things they cannot control, and learn to minimize focus on these. Ruminating on things that cannot be changed only causes distress. Instead, people can control how they feel and respond to situations that are out of their control. Some people find it helpful to list things they do not like about themselves, but to reframe how they think about them. For example, rather than saying “I hate the way I look, I’ve put on so much weight,” this could be reframed as: “Everybody is different and has a unique look. I’ve always loved running; maybe I can take that up again.” A strengths focus that is encouraging and coupled with a goal is more likely to foster change than self-criticism.

A related idea is self-compassion. Individuals often find it easy to feel compassion for others, but are reluctant to show compassion to themselves. According to Kristen Neff55 there are three elements of self-compassion: (1) Self-kindness, (2) Common humanity, and (3) Mindfulness. Being kind to oneself when things are not going well is seen as the compassionate alternative to self-judgment and self-criticism. A recognition that suffering is part of the human condition means accepting our imperfections and realizing that no one is perfect. Mindfulness allows people to take a more balanced and nonjudgmental approach to emotions, rather than trying to avoid or ignore them.

There are several ways in which individuals can practice self-compassion. Kristen Neff’s website (self-compassion.org) provides a number of self-compassion exercises. These include:


1. How would you treat a friend?—thinking about how you would respond to a friend who is going through a tough time and thinking about how you could respond to yourself in the same way

2. Self-compassion break—taking 3 minutes to be mindful of suffering, recognize that suffering is part of life, and seeking to be kind to yourself

3. Exploring self-compassion through writing—including writing a letter to yourself from the perspective of a loving imaginary friend

4. Supportive touch—this could involve taking some deep breathes and placing a hand over the heart to notice the natural rise and fall of the chest

5. Changing your critical self-talk—reframing your critical inner voice to be more kind and positive

6. Self-compassion journal—keeping a daily diary focused on mindfulness, common humanity, and self-kindness

7. Identify what we really want—rather than using self-criticism as a motivator, reframe this criticism into a voice that is encouraging and supportive

8. Taking care of the caregiver—giving yourself permission to care for yourself as well as for others



These exercises might seem a little strange and uncomfortable at first for some individuals; this is understandable and ought to be normalized. But there is a growing body of research to show that self-compassion is related to psychological well-being.56 Interventions that adopt a self-compassion framework have also demonstrated improvements in rumination, depression, eating behaviors, stress, criticism, and anxiety.57 Self-compassion exercises may not be everyone’s cup of tea—but they are worth trying as part of an ongoing repertoire of skills to target self-critical thought. Taking our person-centered approach, self-compassion will be a better fit for some than others, and as with other elements of the framework, individuals will need to find approaches that work best for them.

Conclusion

As outlined in Chapter 11, self-injury recovery is not a simple or linear process. What is important to bear in mind is that recovery goes well beyond simply ceasing to self-injure. The recovery process will be different for each person. Some may learn to accept scarring before fully believing they can resist urges to self-injure. Some may be able to identify their strengths before addressing underlying psychological concerns. Some may disclose their self-injury before accepting that thoughts of self-injury may be ongoing. Some may never disclose their self-injury to others, but learn self-acceptance and practice self-compassion. It is our hope that the strategies outlined in this chapter will be helpful to individuals, and those who care for them, in thinking about self-injury recovery, and in taking concrete steps to build resilience.


13

Supporting People With Lived Experience

As mentioned in Chapter 4, the stigmatization of self-injury remains ubiquitous and significant. Such stigma makes it difficult for people to reach out about their experience, even when they may want support. Further, many people who do not have lived experience, but who are concerned about someone who does, want to lend support but are uncertain about how to navigate this; they do not know what to say or how to offer support. We therefore focus this chapter on the application of a person-centered approach when discussing self-injury that can be used during interactions with individuals who have lived experience. Drawing on these recommendations can help foster more appropriate discussions about self-injury and, thus, leave individuals with lived experience feeling more understood and validated. After presenting this approach, we touch on other ways that people can support individuals who have lived experience of self-injury; this includes addressing overshadowed concerns that have salience to people with lived experience.

Conversations About Self-Injury: Applying a Person-Centered Approach

When applying a person-centered approach to support individuals who engage in self-injury it is important to keep in mind that they are experts in their own lived experience.1,2 Although this may appear obvious on the surface, having this in one’s awareness helps to avoid the possible influence of preconceived notions about why a person self-injures, what self-injury may mean to that person, or how that individual ought to navigate their experience. This includes avoiding well-intentioned attempts to problem-solve a person’s difficulties (e.g., jumping in to offer advice about how someone can stop self-injury). Such approaches may come across as though one is not listening. This may, in turn, shut down future conversations. Hence, it is vital that attention be mindfully paid to the person’s expressed needs, concerns, and experiences and that this is done without judgment. Findings from our research have indicated that many individuals will be worried about being judged for having self-injured or that their engagement in the behavior will take precedence in terms of how they are viewed.1,3,4 Ultimately, there is more to a person’s story than self-injury.1,3,4,5 Thus, each individual ought to be viewed holistically—as a full person.1 With this in mind, we now turn to recommended approaches for the application of a person-centered approach to discuss self-injury. The key components of this approach are summarized in Figure 13.1.
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Figure 13.1. Components of a person-centered approach when talking about self-injury.



First and foremost, it is essential that any discussion about self-injury occur without judgment.1,6,7,8,9 Hence, one should endeavor to communicate empathy and a corresponding desire to understand a person’s experience.1 Critical to this is communicating genuine interest in understanding another person’s experience, which can be accomplished by using a respectful curiosity that situates the individual as an expert in their own experience (see Chapters 2 and 10).1,6,7,8,9 Accordingly, one would seek to learn about and understand a person’s experience without judgment. To facilitate this, one can use questions that convey a genuine interest in understanding aspects of another’s experience (e.g., Could you help me understand how self-injury works for you? I’d like to try and understand what makes it hard for you to talk about self-injury. Could you help me understand what makes it difficult for you?). By using this approach, people with lived experience are afforded space to articulate their own experience and concerns without assumption, expectation, or judgment. In concert with this, it can be helpful to explicitly acknowledge that conversations about self-injury can be difficult.1 Doing so works to validate the individual and their experience, while allaying worry about how people may react.

Although discussions about self-injury will clearly involve at least some attention to a person’s experience with the behavior, it is recommended this should not be the sole focus.1 Rather, attention should also be placed on a person’s overall well-being. Too much emphasis on self-injury can be counterproductive for a few reasons. First, if the conversation becomes too detailed, it can be triggering and upsetting for some people (e.g., excessive focus on self-injury methods or moments in which self-injury was enacted). Second, too much attention on self-injury can leave a person feeling as though any other concerns or difficulties pertient to their experience are not as important or that there is no space for them to be raised. To avoid this, it can be helpful to overtly communicate concern for a person’s overall well-being, along with questions about their experience1 (e.g., I’m concerned about how you’re doing overall and want to make sure you’re okay).

As conversations unfold, and more about one’s experience with self-injury is shared, several other components of a person-centered approach are likely to be relevant. Consistent with expressing recognition that discussions about self-injury can be difficult, it is also important to validate that self-injury serves a purpose (or several purposes) for people who self-injure.3 Often, individuals with lived experience believe that other people will not be able to understand why they self-injure or that upon knowing more about their experience, judgment will ensue.1,3 Validating someone’s reasons for self-injury can thus go a long way in mollifying these concerns.1 In keeping with the uniqueness of each person’s experience, including the reason(s) for their self-injury, people will inevitably use different words when describing their experiences with self-injury—including the term(s) used to refer to the behavior itself. Using and reflecting back a person’s exact framings during a conversation helps to validate their experience;1,6,7,8 doing so also circumvents any unintended “correcting” of a their experience (e.g., using a term that does not align with a person’s experience).

Although it is absolutely possible for people to recover and find meaning from their experience of self-injury and any related adversities, stopping self-injury can be quite difficult.5,10,11 In many cases, people will not be ready to stop.5,10,11,12,13 This is certainly understandable—especially if someone has self-injured for an extended time. Indeed, prior difficulty in stopping or being unready to stop self-injury altogether may exacerbate how hard it can be for someone to talk about it.1 In this regard, people with lived experience may be concerned that they will be asked (or at times, told) to stop. Acknowledging that a person may not be ready to stop self-injuring can therefore be helpful as it validates the difficulty inherent in self-injury cessation.1 Furthermore, this can implicitly communicate that self-injury serves a purpose and that, as a result, it will take time for someone to find alternatives to take the place of self-injury.

As discussed in Chapter 5, the language used in reference to self-injury and people with lived experience is critical for numerous reasons. This is perhaps especially relevant in the context of discussions with people who engage in self-injury.1 Of note, avoiding the use of value-laden terms (e.g., referring to self-injury as a maladaptive behavior or unhelpful coping strategy) can inadvertently convey that what one is doing is somehow wrong.14,15,16 In addition, refraining from the use of terms that position a person as a behavior (e.g., referring to people as self-injurers or cutters) is similarly crucial. These types of referents are reductionistic and they can worsen stigma, making people feel like less of a person.15,16,17

Beyond the above considerations, attention to people’s strengths should be woven into all conversations about self-injury.1 There are a few reasons for this. First, it is not uncommon for people with lived experience to have higher levels of self-criticism.18 Understandably, this would make it more difficult for people to identify and acknowledge their own strengths. Drawing attention to a person’s individual strengths can thus go a long way in countering negative views of oneself.1 Second, as noted earlier in our book, much of the discourse regarding self-injury is deficit-based. Thus, it is incumbent on everyone to challenge these unhelpful framings, as they may dissuade recovery efforts and leave people feeling further misunderstood and stigmatized. A strengths-based focus in conversations about self-injury represents one potential antidote to these unhelpful framings. Third, we know that a person’s recovery journey is nonlinear and will thus wax and wane over time. Setbacks are indeed a part of the process for most people.2,10,11 Accordingly, intentional focus on people’s strengths—including small frontward steps (e.g., when people open-up about difficult experiences, when they mention times during which they had an urge to self-injure but did not hurt themselves)—can play a key role in sustaining a person’s recovery efforts and efficacy. In clinical contexts, attention to these kinds of strengths (and cheerleading them) can likewise work to maintain people’s engagement in the therapeutic process.

Broaching the Topic and Ongoing Conversations

Many of the components of the person-centered approach described above have relevance when a discussion about self-injury has been initiated (e.g., validating that self-injury serves a purpose). However, they can also be applied when one has concern about another’s self-injury but is unsure how to broach the topic. As discussed before, it is not uncommon for people with lived experience to express reluctance about sharing their experience (even if they may want to).3 In such cases, it may be up to someone else to raise the topic—a prospect that is clearly easier said than done. To facilitate this, it may be first helpful to reflect on any potential biases or preconceived notions that one may have about self-injury (e.g., thinking about what one knows about it, identifying any beliefs one might have about why people self-injure). It is also recommended that one read about self-injury from reputable sources to ensure that they develop a working foundation of knowledge about what self-injury is (and is not), why someone might self-injure, and so forth. From here, it is important to bear in mind that conversations about self-injury should occur when there is time to actively listen to a person’s experience. These conversations should never be rushed (e.g., it would not be advised for someone to begin a conversation when driving that person to work or school).

When starting any dialogue, many of the aforementioned principles of a person-centered approach can be drawn on (e.g., conveying a respectful curiosity).1 Framing initial questions in this regard can therefore be helpful. For example, rather than asking a direct question (e.g., Do you self-injure? Are you cutting yourself?), it is recommended that the question be put into a greater context (e.g., in recognition of a person’s recent changes in mood, indicators that someone might be self-injuring); by doing so, concern about a person’s overall well-being should be highlighted. For example, one might ask “I’ve noticed that you’ve been more withdrawn and have noticed cuts on your arm and I’m concerned about how you’re doing. I know that some people may turn to self-injury when having difficulty coping and am wondering if this is what is going on for you?” Asking questions like this, while using a nonjudgmental tone, allows someone to open up dialogue about self-injury in a way that is much less likely to come across as an interrogation and instead as a genuine attempt to understand another’s experience while also expressing concern for that person. Moreover, putting the initial question into context (e.g., grounding a question in what one has noticed recently) minimizes the potential that a question be construed as though a person is being blamed for having self-injured.

Along with the above, it should be recognized that much like someone may not be ready to stop self-injury, a person may also not be prepared to talk about it. It may (and often does) take time to open up about one’s experiences with self-injury. Because of this, it can be helpful to convey to someone with lived experience that it is okay if they are not ready to talk. Likewise, it should also be communicated that one will be available to talk when that person is ready (perhaps, even reiterating this so it is not forgotten and that future opportunities to talk will be available). It is important to bear in mind that conversations about self-injury will often occur over multiple time points versus a single sitting. In Box 13.1, we present example questions that readers may find useful when applying a person-centered approach during interactions about self-injury.



Box 13.1.
Example questions for a person-centered approach when talking about self-injury.

Acknowledge and validate that self-injury is difficult to talk about


• I recognize that talking about self-injury can be really hard for people. However, I would like to understand more and learn about your experience.

• I can tell this is tough for you to talk about and appreciate that you’re willing to talk to me about this.

• I appreciate that self-injury is difficult to talk about and want you to know that I’m here for you and here to listen when you’re ready.



Use a respectful curiosity when asking questions


• I’ve noticed that you are much more withdrawn lately. It also seems like you’re having a hard time coping. I know that when this happens some people may hurt themselves. I’m curious, is this happening for you?

• I care about you and am concerned about how you’re doing. I’ve noticed that you aren’t talking as much with me. I have also seen some cuts on your arm and am wondering if you are hurting yourself?

• I’d like to better understand your experience. Can you help me understand how self-injury works for you?

• It seems like this is hard to talk about. Can you help me understand what makes it hard for you to talk about self-injury with me?

• I’ve heard that when people are struggling to cope, they may use self-injury. I’m wondering if this is going on for you?



Acknowledge and validate that self-injury serves a purpose


• Based on what you’ve said it seems that self-injury allows you to feel a bit better when you get really upset and overwhelmed.

• I can appreciate why you feel you have to cut yourself when you get so upset. It sounds like it’s really hard to cope sometimes.



Acknowledge and validate that a person may not be ready to stop self-injury


• It sounds like there’s a lot going on and that it really feels overwhelming at times. I can see how this would make it hard to stop self-injury.

• It’s not uncommon for people to say that they are unsure about stopping self-injury. I think it makes sense that you’d be going back and forth about this.

• Given what you’ve said about having no other way to cope, I can understand that you’d feel as though you are not quite ready to stop self-harming.



Use a person’s language


• If a person specifically mentions “cutting” or another term such as “my self-harm” use that term when asking questions (e.g., Can you help me understand a bit about what cutting/your self-harm does for you?)



Refrain from using value-laden, labeling language


• The following referents should be avoided: calling self-injury a maladaptive, unhealthy, or dysfunctional behavior or coping strategy; referring to people as cutters, self-injurers, self-harmers



Focus on people’s strengths


• Draw attention to prior instances when someone had an urge, but it was not acted on (this is especially important when someone has difficulty identifying these occurrences)

• Highlight when people open-up about their experience or to try new coping strategies, acknowledging the strength/courage/effort to do so





Supporting Individuals With Lived Experience: Other Considerations

Professional Help

At different junctures—including initial and ongoing discussions—the topic of professional help-seeking may emerge. In some cases, the person offering support may want to recommend that someone seek professional help; in other cases, someone might express their views about seeking professional help when opening up about their self-injury (e.g., trepidation about talking to a mental health professional, uncertainty about how to seek help, a strong desire to talk to a professional). Given this, it can be helpful to become familiar with some of the local resources and professional supports that are available in one’s area. By doing so, if the aspect of professional help-seeking is raised, a person with lived experience can be directed to relevant points of contact.

Importantly, professional help should not be pushed or discussed in a way that comes across as a mandate, especially if a person with lived experience is concerned about talking to a professional. If this is forced, it may devolve the conversation and drive someone away from future dialogue about self-injury. People should be able to make their own choice about obtaining professional help and seeking treatment. Accordingly, it would be important to validate concerns that people might have about speaking with a professional and to normalize that this is common and understandable (especially if someone has had an unhelpful or adverse clinical experience). It would also be important to acknowledge that although some people have reservations about seeking professional help, many people find it beneficial. In tandem with this, it can be useful to communicate that it can take time to find a “good fit” when it comes to talking to and working with a helping professional. If individuals know that it may take time to find the right person for them to work with, they may be less dissuaded in the event an initial encounter with a professional does not unfold as anticipated.

Although many people can and do benefit from seeking professional help for self-injury and any underlying or associated difficulties, not everyone will be ready for this. Should this be the case, it can be helpful to also be aware of reputable online resources that can be shared with someone with lived experience. These can not only provide helpful information about self-injury but also offer ways to cope with urges and triggers. Often, online information about self-injury also addresses treatment-seeking; this may prove useful when addressing someone’s concerns or uncertainty about help-seeking. With this in mind, we have outlined several reputable resources that may offer utility in these instances in Box 13.2.



Box 13.2
Reputable online resources for people with lived experience of self-injury.

Self-Injury Outreach and Support (SiOS)

www.sioutreach.org

The SiOS website offers a range of research-informed resources geared toward individuals with lived experience of self-injury, including a set of coping guides (e.g., coping with urges, coping day-to-day) as well as recovery stories and words of inspiration from other people who have self-injured. SiOS also has information and guides for other stakeholders, namely: families, friends, romantic partners, schools, and health and mental professionals.

Cornell Research Program on Self-Injury and Recovery

www.selfinjury.bctr.cornell.edu

The Cornell Research Program on Self-injury and Recovery houses a large set of research-informed resources and guides about self-injury (e.g., coping strategies, information about disclosure, information about recovery and seeking treatment). In addition, this site provides an array of resources and guides for various stakeholders, including but not limited to families, schools, and professionals.

SAFE Alternatives

www.selfinjury.com

Based in the United States, SAFE Alternatives is a treatment approach for self-injury. In addition to offering information about this form of treatment, their website offers content for people who self-injure and those who support them (e.g., families, health professionals).

Shedding Light on Self-Injury

www.self-injury.org.au

This site is based in Australia and provides research-informed information for health professionals who work with individuals who self-injure, in addition to general resources for people to learn more information about self-injury.

The Mighty’s Guide to Understanding Self-Harm

https://themighty.com/topic/self-harm/what-is-self-harm

The Mighty is a large online community that brings together people who live with a range of physical and mental health difficulties and illnesses. On this specific part of their website, they have consolidated information from research and interviews with leading experts in the field of self-injury. This includes recovery-oriented material for individuals with lived experience of self-injury alongside content for concerned loved ones.

Note: This box mirrors Table 7.1 as the websites listed are relevant to readers of both chapters.



Scarring

In the context of supporting someone with lived experience of self-injury, some individuals may express concerns about having scars from self-injury. Indeed, scarring from self-injury has been identified as a significant concern for many people.19,20,21,22,23 For example, someone may be worried about how other people will react if their scars are noticed in a public or work setting. In other instances, people may have experienced times when someone did notice (or seemed to) and found that experience very difficult. And in other cases, someone may have difficulty coming to terms with their scars and feel shame or embarrassment about them. In each of these scenarios, drawing on elements of a person-centered approach (e.g., a nonjudgmental approach, conveying empathy) can help to validate that person’s concerns and demonstrate that while many people have reservations about others seeing their scars, not everyone will react negatively (e.g., Based on what you’ve shared, I can appreciate that you’d be worried about how people might react to your scars. That sounds difficult and I’d like to understand a bit more of what that’s like for you). From here, dialogue about a person’s scar-related concerns can be facilitated using a respectful curiosity (e.g., You mentioned that you’re worried about having scars from self-injury. Can you help me understand what makes you worried about your scars?).

Related to having scarring, some people may ask for advice about how or whether to conceal their scars. Likewise, they may ponder openly displaying their scars as a part of their recovery experience. As outlined earlier in the book, the decision to hide or make one’s scars visible is a deeply personal one. Therefore, it is important to avoid jumping into offering advice (e.g., outright dissuading the showing of one’s scars). Much as we discussed earlier for conversations about self-injury, it would also be important to reflect on one’s own views to avoid forcing that perspective on someone who has self-injury scarring. For example, a person in a supportive role may believe that showing scars in public is a bad decision. If this comes across as an undertone of any scar-related conversations, it may inadvertently communicate that having scars is somehow bad or wrong and that they must be concealed. If this is implied, it may unintentionally worsen people’s feelings of shame or self-stigma. Accordingly, it would be important to instead validate that the choice to hide or show one’s scars represents an important but ultimately personal decision; thus, it would be important to encourage that individual to contemplate and weigh the positive (e.g., feeling empowered) and negative (e.g., people asking inappropriate questions, people staring and making someone feel uneasy) consequences of that decision. In the case of the latter, it would also be important for the individual to consider how they might cope with and manage instances in which there is a negative reaction to one’s scars (e.g., being able to reach out to a friend, using an established coping strategy). Collectively, by drawing on elements of a person-centered approach during these conversations, individuals with lived experience of self-injury will likely feel more validated and will thus be better positioned to take the time needed to make an informed decision that best suits them. In some cases, this is also a decision that can be made with the support of a professional; thus, when a person is seeking treatment, scarring could be integrated as a part of the therapeutic work undertaken (much like what was discussed in Chapter 12).

Supporting People’s Choice About Disclosure

Understandably, individuals with lived experience of self-injury may also debate whether and when to tell others about their self-injury. Much as with scarring, the choice to do this is both significant and personal. Thus, a blanket approach to disclosure should be avoided as there are likely an array of considerations to contemplate (e.g., to whom, what/how much is disclosed, the reason for the disclosure). Indeed, sharing one’s experience with self-injury is not a one-shoe-fits-all decision.

To support someone who is debating telling someone else about their self-injury, a person-centered approach may again be useful. Specifically, communicating empathy and being nonjudgmental when having these conversations would be key. Likewise, it would be important to avoid injecting one’s own views on a person with lived experience of self-injury and instead seek to understand a person’s experience using a respectful curiosity (e.g., I can appreciate that you want to tell your friend about self-injury. I’d like to understand this a bit more. Can you tell me what is going into your decision?). As disclosure-related decisions can be difficult, validating any expressed concerns a person is recommended (e.g., I can tell this is a tough decision. I think that makes sense given what you’ve told me about your past experience with self-injury).

Much like what was described for decisions about hiding or showing one’s scars, when it comes to disclosure, supporting someone to explore both the positive and potentially negative consequences of the decision would be important. This way, a decision is not made rashly and, instead, the person considers the various ways that the potential disclosure may unfold. Commensurate with this, it would be important that the individual making the decision to share their experience also has a coping plan to implement in the event the disclosure does not transpire as planned. Finally, like with scarring, the choice to share one’s experience of self-injury with other people can be supported and addressed in clinical settings. Hence, for people seeking treatment, it can be suggested that another source of support in this decision-making process is to work with their mental health professional.

The Importance of Self-Care

In general, supporting someone who is struggling or facing adversity can be difficult. The same applies when supporting someone who has lived experience of self-injury. This is particularly salient in the context of existing relationships (e.g., between romantic partners or friends). It is therefore critical that people in supportive roles engage in their own self-care. Without this, one’s own resources will become depleted and their capacity to offer the support they would like will be limited. To be able to offer support ongoingly, individuals in supportive roles are encouraged to take time for themselves. For example, this could involve continued engagement in hobbies, taking time to exercise, or spending time with important others. It is also important to recognize that in some cases, it may be helpful to seek professionals support for oneself. This may become more relevant when one finds that their own well-being is being negatively impacted and they are having difficulty coping themselves.

Conclusion

There are many factors (e.g., stigma) that render self-injury difficult for many people to talk about. Likewise, there are many factors (e.g., uncertainty) that make it difficult for people in supportive roles to know how to appropriately respond or engage in dialogue about self-injury. These barriers notwithstanding, it is possible to engage in appropriate communication about self-injury and for people with lived experience to feel heard, supported, and validated in the process—even when there are unique concerns such as scarring and future disclosures. To this end, and given the significance of these conversations, drawing on a person-centered approach is paramount. Not only does the approach outlined in this chapter help to facilitate more effective dialogue, but it also works to mitigate the possibility of people feeling invalidated or misunderstood. Ultimately, adopting this approach during initial and ongoing conversations is essential for optimizing outcomes for all individuals involved.
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Advocating for a Person-Centered, Strengths-Based Approach

In line with an emerging set of efforts, including calls to the field, there is growing recognition that lived experience voices are central to advancing our understanding of self-injury.1,2,3,4 To this end, we have focused this final chapter on providing an overview of similar initiatives in other areas before transitioning to a focus on how this can be achieved in the field of self-injury. This includes acknowledging potential barriers to this kind of work but then offering practical suggestions for the integration of person-centered approaches that emphasize lived experience voices in various domains—including research, clinical practice, and outreach.

Broader Lived Experience Initiatives

Across several fields, including various areas within mental health, there are many examples of established initiatives for the formal inclusion of people with lived experience in empirical, service provision, and outreach contexts. Commensurate with this, the World Health Organization has long advocated for this kind of work to empower people with mental health difficulties who have been historically marginalized based on having a mental health disability. For instance, individuals with lived experience have been involved in a variety of undertakings, such as service delivery and associated decision-making, that not only enhance access to resources and treatment but also yield greater social connectedness, higher self-esteem, and more self-efficacy.

In recognition of the need for lived experience voices, several professional organizations have also dedicated membership sections specifically for individuals with lived experience, such as the Academy for Eating Disorders and American Association for Suicidology, among many others. By virtue of offering these opportunities, people can meet, liaise, and work with other members of major organizations and thus work to ensure that lived experience voices and concerns are represented in agenda setting and decision-making. In a similar vein, the need for lived experience work has been acknowledged in research contexts. Indeed, many granting agencies are now prioritizing funding for research that not only focuses on lived experience but also formally involves people with lived experience in the research process. For example, the Canadian Institute of Health Research (a major funding agency for health and mental health research) has specific funding to support research that is participatory in nature. Taken together, there is growing acknowledgment in many sectors that lived experience voices are integral to advancing a variety of fields.

Impediments to Lived Experience Initiatives in the Field of Self-Injury

Lived experience work in the field of self-injury is relatively nascent, with only a dearth of formal efforts to date.1 Yet, increasingly, there is recognition that such efforts may be needed in research, clinical care provision, outreach, and membership in discipline-based organizations and societies.1,2,3,4 To effectively work toward these aims, however, recognition of potential barriers to such work is key.

One notable hurdle to advancing the field of self-injury is stigma.1 Unsurprisingly, stigma is a well-documented concern for myriad mental health difficulties given its pervasive and profound impact on people with lived experience.5,6 To address this stigma, numerous initiatives have been enacted to improve mental health literacy and people’s understanding of mental illness in society.7,8,9 Although most would concur that continued efforts are needed, there has been significant progress in bringing awareness about what mental health difficulties are; public attitudes and perceptions about mental illness are—at least to some degree—changing. For example, mental illness tends to not be viewed as the product of one’s failure; likewise, mental health challenges are not readily viewed as something that people should just “get over” and people who struggle with their mental health are not typically seen as weak.

Despite these important advances, stigma remains a major concern in the context of self-injury.10 Indeed, we have not seen the same kinds of changes regarding the stigmatization of self-injury that we have for many other mental health difficulties. There are many reasons for this. For instance, by its very nature, self-injury is a deliberate behavior in which one injures themselves and which can result in visible marks in the form of injuries and potential scarring. Far too many people in society therefore have difficulty comprehending why a person would intentionally injure themselves, which can provoke negative and otherwise unhelpful attitudes, reactions, assumptions, and stereotypes.10

As discussed earlier in this book, stigma in the context of self-injury is widespread, with innumerable accounts of stigma in lay, educational, and healthcare settings.11,12,13,14,15,16 Cognizant of this stigma, people with lived experience of self-injury are understandably reluctant—and often very much unwilling—to share their experiences or seek needed support and care.16,17 Furthermore, there is reason to believe that stigma may also apply to the research context, as people with lived experience of self-injury are seldom involved in the research beyond the role of participant.1

Another barrier to greater inclusion of lived experience voices may stem from people’s views of individuals who self-injure. Indeed, individuals who self-injure may be deemed vulnerable; as such, their involvement in research or other enterprises may be seen as risky.18 For instance, a study may ask participants to engage in tasks that induce stress (or other difficult emotional states) or involve exposure to material that might be upsetting or triggering (e.g., viewing images related to self-injury). Adding to this are long-standing views that by taking part in research on self-injury, individuals may be more apt to self-injure.1,18 Collectively, these concerns may make researchers (and others) cautious about involving individuals who self-injure beyond the conventional position of research participant. Although research can indeed carry some level of risk, concerns about research participation provoking self-injury (also referred to as iatrogenic risk) has been subject to investigation, with findings indicating that people do not report greater self-injury engagement immediately—or even days—after taking part in self-injury research.19

In sum, the formal inclusion of people with lived experience in research and other activities (e.g., service delivery) are comparably lagging versus other areas (e.g., depression, eating disorders). We argue that this lack of representation is not only a missed opportunity but also a hindrance to advancing the field.1 By working toward greater inclusion of people with lived experience, the field of self-injury would ostensibly be better positioned to: (a) enhance the development, conducting, and dissemination of research; (b) tailor research to meet people’s needs; (c) increase self-injury awareness and address its stigmatization; and (d) inspire hope, facilitate support seeking, and improve service delivery. Formal inclusion of lived experience voices must therefore be prioritized given its promise to effect meaningful, needed, and lasting change.1

Why Lived Experience Voices Are Needed

At a basic level, people with lived experience of self-injury are often quite willing to take on a multitude of roles in the field. For instance, researchers have demonstrated that many individuals who self-injure take part in research for altruistic and self-motivated reasons, including to advance knowledge and help others.1,20 Likewise, people often use social media and other online platforms (e.g., The Mighty, podcasts) to discuss shared concerns, bring people together, offer support, and to increase awareness of self-injury.1,21,22,23

More intentional involvement of people with lived experience in the process of research can help allow for true priority-driven research—that is, research which ensures people’s primary concerns are addressed. This does not mean, of course, that the research produced to date has not significantly advanced what we know about self-injury or that similar kinds of research should be ceased moving forward. Rather, we contend that by bringing people with lived experience into all stages of the process of research, we can bolster how we understand and address self-injury. In other words, people’s formal inclusion in research represents a vital means of maximizing the nature and impact of research conducted. For example, consideration of lived experience views can help address many outstanding issues in our field. This includes (but is no way confined to): understanding what thwarts and leads to support-seeking, how to best serve and support people when they engage with mental health services, how to work toward greater inclusion and representation of diverse experience, how to optimize training for service deliverers, how to maximize antistigma efforts, and how to foster resilience and recovery.

To meet these and other research aims, the person-centered approach woven throughout this book is essential. As mentioned in Chapter 5, how we talk about self-injury and refer to people with lived experience matters. Thus, avoidance of words and framings that label a person (e.g., “self-injurer”) or that are value laden (e.g., referring to self-injury as “maladaptive”) are pejorative and can be quite hurtful for people on the receiving end.1,24,25,26,27 Hence, their (often inadvertent) presence in research settings may thwart the very purpose driving the research. Being mindful of the impact of language from the outset helps to avoid such occurrences (e.g., during recruitment, when interacting with a participant). This has the benefit of people being more likely to have a positive experience when taking part in research, perhaps incentivizing them to take part in future studies or perhaps take on their own advocacy-like roles.

Although concerns about involvement in self-injury research (e.g., iatrogenic effects) may have historically impeded the formal inclusion of people with lived experience in the research process, evidence points to several benefits for people who have self-injured when taking part in research.1 For example, many people report that their research participation permits reflection and, in turn, more understanding about their own experience with self-injury.28 Additionally, taking part in research may provide a platform on which to share (at least part of) one’s story.1 In our own work, we have heard from innumerable people that being able to share parts of their experience in a research context (e.g., in an interview) can be validating, cathartic, and ultimately quite helpful. This is in line with a vast literature on mental illness suggesting that sharing one’s experience with another can help to decrease self-stigma, enhance interpersonal relationships, and spur professional help-seeking.29 Along these lines, participating in self-injury research can also be empowering and have positive effects on self-esteem, self-confidence, and a person’s sense of meaning.20 For individuals who elect to pursue leadership roles in self-injury research, this may be especially relevant and motivating.1

In the context of service provision and associated clinical work (e.g., assessment), drawing on lived experience perspectives can help ensure that people’s needs are fully met by appropriately tailoring the nature of the services offered.1,30 As discussed in Chapter 11 on recovery, no two people’s experiences with self-injury are identical.2 Thus, while it is likely that specific approaches (e.g., dialectical behavior therapy to enhance distress tolerance) are bound to be helpful for large numbers of individuals, avoiding generalizations about the utility of any one approach for all people is important. A person-centered approach takes into account individual differences and is therefore well-suited to meeting people’s diverse needs.30 This is also in keeping with calls from the field1,30 and content from our prior chapters.

Attending to lived experience perspectives also represents a key component of effective outreach and advocacy.1 One part of this is tackling stigma. Congruent with efforts to combat stigma associated with broader mental health difficulties,7,8,9 lived experience voices are vital to meeting these critical aims in the context of self-injury.4 In particular, “contact-based” efforts in which people with lived experience are directly involved in the changing of public attitudes of, and discourses about, self-injury are likely to be fruitful as they have the twofold benefit of addressing stigma while concurrently empowering people with lived experience.4,7,8,9,31,32 Although calls have been made for participatory approaches to tackle the stigmatization of self-injury1,4 they have not yet translated to action.

As strides are made in the field to include more lived experience voices, it will be important to adopt a forward-thinking approach to these initiatives. Notably, opportunities need to be explicitly made available for people with lived experience to undertake a range of advocacy roles. This should include and not be limited to research positions, service and related decision-making roles, antistigma work, and leadership positions. In doing so, lived experience perspectives can be sustainably incorporated throughout the field, which can work to inspire future generations to seek these roles.1,3

Finally, in any work involving lived experience considerations, we encourage readers to employ a wide lens when thinking about what lived experience means. Certainly, much of the discussion so far emphasizes the inclusion of people who, themselves, have self-injured. As discussed in previous chapters, however, support people can also play key roles in the context of understanding and addressing self-injury. This includes school professionals, mental health professionals, families—anyone who knows someone or who has worked with someone who has lived experience of self-injury. By adopting a multifaceted view of lived experience, we will be much better equipped to meet the critical aims noted in this chapter.

Lived Experience Research: Current State of the Field

A scan of the extant literature indicates that researchers have largely sought to identify factors that associate with the onset of self-injury, those linked with its repetition, and differences between people who do and do not self-injure. In other words, much of the published research has focused on ascertaining self-injury correlates and risk factors. Ultimately, these efforts have provided insight into why people engage in self-injury, therefore establishing a much-needed knowledge base in the field. Missing from this, however, is a deeper appreciation and comprehension of what it means to self-injure—notably, from the vantage point of people with lived experience.

Fostering a deeper understanding of the experience of self-injury goes beyond (but may still at times include) identification of specific risk or maintaining factors. For instance, this could involve more qualitative, bottom-up approaches. On the next few pages, we therefore summarize recent efforts in this burgeoning line of work that focused on understanding: how self-injury is conceptualized and the extent to which it ought to be considered in the diagnostic nomenclature; understanding self-injury recovery; how disclosures are navigated; and how stigma is experienced. Collectively, and in line with the main tenet of this book, these efforts have underscored the centrality of a person-centered approach to understanding self-injury.

Self-Injury as a Mental Disorder

As mentioned in Chapter 1, self-injury was included in the fifth iteration of the Diagnostic and Statistical Manual for Mental Disorders (DSM).33 Preceding this was significant debate across several disciplines about whether self-injury should be considered as a mental disorder.34,35 A fundamental part of this polemic has been at what point one’s self-injury engagement should be rendered “pathological.” To address this, researchers have recently examined how clinicians and researchers in the field conceptualize self-injury.36 Interestingly, but perhaps not surprisingly, findings from this study highlighted much disagreement about what constituted self-injury. Of note was the frequency criterion used in the proposed criteria for Non-Suicidal Self-Injury Disorder, which stipulates that a person would need to self-injure on 5 or more days in the past 12 months for the criterion to be met.35 Many viewed this as too low a threshold both in terms of the number of times one self-injures and the period over which it occurs. This is consistent with several papers,37,38,39,40 including a recent study in which it was suggested that focusing on the last month (versus year) may be a more clinically meaningful timeframe to consider.40

While it is certainly important to ask researchers and clinicians about the prospect of self-injury as a standalone diagnosis, ascertaining the views of people with lived experience is also needed. To this end, our team conducted a study a few years ago in which we asked people with lived experience what they thought about the possibility of self-injury being a formal mental disorder.41 Interestingly, participants indicated mixed views. On the one hand, some people discussed potential benefits of this prospect; for example, they shared that including self-injury as a diagnostic category would validate their experience, enhance research in the field, and improve self-injury intervention. On the other hand, participants also expressed trepidation that the inclusion of self-injury in the diagnostic nomenclature could worsen stigma and that too much focus on self-injury itself would dismiss concerns underlying and associated with their self-injury engagement (e.g., underlying adversities). As such, should self-injury eventually be incorporated in the DSM, clinicians must endeavor to understand the views and concerns of clients who may receive such a diagnosis. Doing so is key to ensuring effective and collaborative engagement in the therapeutic process.

Understanding Recovery

In many ways, the very foundation of the person-centered model of recovery presented in Chapter 11 comes from lived experience views—this includes research we have conducted as well as that from others in the field. For example, in one of our studies, we asked people about their views on what recovery means to them and what it involves.42 When reading what people shared, it became abundantly clear that individuals hold diverse and nuanced views about what constitutes recovery. Notably, they highlighted that recovery is a complex and nonlinear process that varies across individuals. They also shared that recovery may mean that urges to self-injure do not fully dissipate (but may lessen in intensity) and that through one’s recovery journey, resilience and strength can be cultivated. In another one of our studies involving adolescents, participants discussed how recovery meant an absence of urges to self-injure.43 They also discussed having much ambivalence about engaging in self-injury, citing continued thoughts about self-injury as well as urges to hurt themselves, while also expressing that they had stopped self-injury, or liked to think they had stopped. While a fulsome presentation of these and other studies is incorporated in our recovery model (Chapter 11), these collective insights are illustrative of the value and resultant contributions of intentionally working to understand people’s lived experience views.

Looking ahead, we believe that the more we draw on people’s lived experience of recovery, the better positioned the field will be to help individuals work toward recovery in a way that works for them; in turn, this can result in more positive treatment experiences and outcomes. Supporting this view are the countless positive anecdotes we have heard when presenting our framework to both people who have lived experience and clinicians who work with them. Indeed, people have reported feeling validated and hopeful with the formal acknowledgment that recovery comprises far more than just stopping self-injury. Of course, a next step in this area will be to apply the model more formally and examine its overall utility.

Navigating Disclosures

The salience of disclosure for many individuals with lived experience of self-injury cannot be overstated. Indeed, the choice to share one’s self-injury experience with another person can be quite difficult. For reasons that include but go beyond stigma, far too many individuals who have self-injured opt to hide their behavior from others; in many cases, people feel as though they have no choice but to hide self-injury. If self-injury is disclosed, people typically turn to close others such as friends or family rather than discussing their experience with a health or mental health professional.44

Researchers have found that sharing one’s self-injury experience in informal contexts, such as with family, may represent a steppingstone in the process of accessing professional support.20 Nonetheless, people with lived experience cite shame, self- and anticipated stigma, and worry about burdening others as major impediments to disclosure.17,44,45 These concerns are understandable. They are also grounded in data. Indeed, a review of the literature concerning disclosure indicated that people frequently experience negative and otherwise unhelpful reactions from others in disclosure contexts.44 Further, there is a greater likelihood of people disclosing self-injury when their injuries warrant medical attention or when they experience suicidal thinking.46 Given these contextual considerations, these disclosures may not necessarily signal a deliberate decision to share one’s experience; rather, these disclosures may stem from a particular need (e.g., medical care for injuries, to navigate a crisis) versus a choice to share one’s experience.

When thinking about self-injury disclosures, it is important to account for the many ways they can manifest. Indeed, while much of the discussion thus far involves—at least to some degree—voluntary disclosure, not all disclosures occur in this way. In some cases, individuals may experience involuntary, or even forced disclosure. For instance, people who have visible scarring from self-injury may be asked about their scars, which can result in an unexpected, and perhaps unwanted, disclosure. As another example, a person’s self-injury may be shared with a third party (e.g., a concerned friend may confide to someone if they are worried about their friend’s self-injury). These kinds of involuntary disclosures (or discoveries) are ostensibly more difficult for individuals with lived experience due to a lack of readiness and control over the nature of the disclosure, including to whom one’s experience is “disclosed.”

It would then follow that disclosure and its many permutations warrant greater research consideration, including within but not exclusive to a recovery context. This line of work must therefore draw on people’s lived experience, with recognition that this is broadly defined. In this way, such work should involve people who self-injure along with the other individuals involved in disclosure contexts. This kind of work will help elucidate how people navigate disclosures, how all people involved are impacted, and, critically, how we can best support individuals with lived experience in these contexts.

Stigma

At this point of the book, it should be clear that self-injury stigma is significant and sweeping in impact.11 Research involving lived experience views has thus been helpful in beginning to inform how we understand such stigma. For example, it has been shown that self-inflicted injuries bring about greater stigma than injuries that are unintentional.47 Other research has indicated that people may be more dismissive of individuals when they disclose their self-injury due to endorsement of particular stereotypes (e.g., seeing self-injury as attention seeking).48 Consistent with this, people have told us that shame represents a major hurdle to reaching out to others as they are concerned about how people will react.17

In thinking about the roles that people can play in the field, stigma may emerge as especially relevant when people with lived experience are themselves researchers and/or clinicians. For researchers, conducting self-relevant research (often dismissively referred to as “me-search”) is often viewed negatively; this includes views that this kind of research ought to be avoided, that it is somehow selfish (e.g., it primarily concerns one’s own experience), that it lacks rigor and credibility, and that it is inherently biased.49,50,51 Despite the pervasiveness of these attitudes, we note there are notable benefits associated with people who have lived experience leading research on topics of self-relevance. For example, this may permit topics that may otherwise go overlooked to gain needed research attention. This kind of research can also translate to priority-driven efforts that meet the needs of people who have lived experience. Outside of this, having people with lived experience in established research positions can inspire other individuals to pursue similar roles, including key mentorship roles (e.g., in graduate programs).1,3,51

For clinicians with lived experience (including trainees), there may be worry that any form of disclosure may thwart their career trajectory, perhaps by disqualifying them from admission to professional programs, or resulting in perceptions that they are incompetent or insufficiently divorced from their own experience to be an effective clinician.51 These examples of manifested stigma may deter otherwise excellent clinicians from seeking positions in which they could provide meaningful support to others. As such, it will be important to engage in efforts to ensure that up-and-coming clinicians are not thwarted in their pursuit of their career ambitions. Growing efforts in this area that work to challenge unhelpful views that impede people from seeking these roles are bound to be useful moving forward.49,50,51

Finally, lived experience insights have been instrumental in helping to understand how language may be a source of stigma (see Chapter 5 for more details). For example, we recently published a study in which we sought to elicit what kinds of words and phrasings people in the field of self-injury used and what they saw as appropriate when referring to self-injury and people with lived experience.27 Results indicated that people with lived experience, in contrast to individuals who primarily identify as researchers and clinicians, differed in a few ways with respect to the appropriateness of certain terms. At the same time, we also found some common ground with respect to language use. For instance, researchers and clinicians were less likely to use terms that referenced individuals with lived experience (e.g., people with a history of self-injury) but tended to concur that terms like “manipulative” should not be used. Informed by these results, we called on researchers and clinicians to reflect on and consider the nature of language they use given the potential impact it may have on people with lived experience.

Adopting a Person-Centered Approach

Bringing all these considerations together, we argue for a person-centered approach to understand an individual’s experience of self-injury—one that explicitly acknowledges that each person is an expert in their own story, and people’s stories will be different. Making assumptions about why someone self-injures, and what their experience is like, only mutes their story, minimizes the potential for rapport, and risks invalidating that experience. For individuals who already feel misunderstood and isolated, this only exacerbates these feelings, and further silences them. In moving our understanding of self-injury forward, it is imperative to continue actively listening to individuals with lived experience of self-injury and make concerted efforts to involve them in all phases of research, practice, and outreach.1 We therefore draw readers’ attention to the next section, which offers practical strategies in this regard.

Practical Applications

When incorporating a person-centered approach that emphasizes lived experience views in research, clinical work, and outreach, several ethical challenges may emerge. Thus, in what follows we highlight what these are and offer solutions to address them. Although we have partitioned the remainder of the chapter along the domains of research, clinical work, and outreach, we recognize that people frequently have simultaneous roles in more than one (or even all) of these spaces.

Research

Individuals with lived experience possess expertise in the experience of self-injury and can provide insights conducive to advancing our collective understanding of self-injury.1 As described earlier, much of the work in this area to date has mostly relied on asking people who have self-injured about their lived experience but in their role as research participants. Beyond the utility this approach affords (e.g., offering novel perspectives on self-injury recovery), these lines of inquiry could be enriched by not only eliciting lived experience views in later stages of research (i.e., data collection) but also in earlier research stages.

For example, during the initial phases of research, individuals with lived experience can offer helpful views on the focus of research by helping to inform and shape research agendas and questions. One particular kind of research that has relevance in this regard is participatory action research.52 In general, participatory action research draws on an array of methodologies that directly involve people with lived experience at all research stages; hence, individuals take part in the planning, implementation, and dissemination of research.53,54,55,56,57,58,59 Of course, when carrying out this kind of work, several ethical considerations will need to be made. For instance, given the level of people’s involvement, it would be important that any such undertaking involve appropriate compensation for people’s time and expertise (especially if they are asked to devote time that takes away from employment or their families). Furthermore, it would be important to ensure that participants are provided with resources. These could be used should any aspect of their involvement provoke emotional upset, such as when very difficult topics (e.g., experiencing a stigmatizing or hurtful reaction during a disclosure) are addressed. In this way, drawing on some of the established recommendations for ethically conducting research on self-injury may be warranted.18

Participatory-based research often focuses on concerns that are underrepresented, stigmatized, or misunderstood, thereby frequently involving people who are marginalized in society.53,54,55,56,57,58,59 In this way, it may have relevance to self-injury (e.g., tackling stigma).4 Moreover, when implemented and having people take part in all phases of research, evidence shows that participatory-based research has several benefits for people involved. For example, there are reports that involvement in participatory action research can be empowering and help individuals to reclaim voice when they previously felt silenced.55,56,58,59 Given this, researchers have called for the use of these methodologies in self-injury research.4 To date, however, such efforts are scant. Indeed, when reviewing the literature, we identified less than a handful of participatory action research studies.60,61

There are likely many reasons to explain the paucity of participatory action research studies in the self-injury field, including the barriers outlined earlier (e.g., stigma, concern about iatrogenic effects). At a broader level, however, is psychology’s historical reliance on dominant positivist paradigms.62 These paradigms comprise the view that knowledge about a phenomenon can only be ascertained if it can be reduced to, and thus measured as, an observable experience; it also involves the notion that researchers must remain objective and thus separate from their research.63 Hence, certain kinds of research (e.g., experimental methods) have been preferred over qualitative approaches to research, which would include participatory action research and related methods situating lived experience at the forefront.

Building on this, and likely contributing to hesitancy (and perhaps resistance) for the inclusion of people with lived experience in the process of research are concerns about a lack of objectivity that may be seen as missing from research conducted by individuals with lived experience, including self-relevant research described earlier. Through this lens, subjectivity would be viewed as a major drawback to rigorous, high-quality study as “good” research must be (or at least strive to be) fully objective. We counter this perspective by suggesting that no research can be truly, and completely, objective. We contend that people’s past experiences, including their theoretical and epistemological orientations, are inevitably tied to their approach to research—whether it be qualitative or quantitative, based on personal experience or not. To this end, one cannot fully divorce subjectivity from their approach to research and thus their pursuit of knowledge.

There is arguably much to be learned from a more lived-experience approach to research. Harkening back to participatory action research, a major reason these methods are beneficial is the process of research itself. In many qualitative research approaches and the philosophies that underpin them, a main focus is on the process of the research.64 The same goes for participatory action research and the impact of engagement in the research process.52,53,54,55,56,57,58,59 Beyond the process of research, however, is also the knowledge gleaned through research that centers people’s experiences. In line with sentiments from others65 there is therefore value in moving beyond more traditional and historically dominant paradigms and implementing others.66

Although there are barriers to undertaking lived experience research, we are seeing a shift in recent years of more and more researchers seeking to understand how people navigate their self-injury experience. And while these efforts are important, many of the studies to date are narrow in terms of which stories are represented. Much like a significant portion of quantitative work, much of work examining lived experience of self-injury involves white, cis-gendered women from university settings. Accordingly, the extent to which findings from these studies apply to more diverse groups is limited. It is therefore incumbent on researchers to work toward greater inclusion and diversity in the voices elevated through research.

In an effort to work toward more inclusion and greater representation in the stories shared through research, however, unique ethical considerations may again surface. For instance, ensuring participants have safe, trauma-informed spaces to share their stories would be critical; appropriate reimbursement would also be important. As needed, learning from relevant literatures, seeking resources, and, as appropriate, consulting with individuals from diverse backgrounds to ensure that questions are being asked in a sensitive manner can work to mitigate against the potential for aspects of the project to move forward in ways that are inappropriate or insensitive to people’s backgrounds.

Clinical Work and Applications

As mentioned earlier in the book, a person-centered approach has relevance in clinical contexts and in fostering recovery. Central to this is the principle that no two individuals are identical when it comes to their experience of self-injury.2,30 Therefore, a collaborative, bottom-up, and flexible clinical approach that endeavors to elicit and understand a person’s story and experience with self-injury is recommended. This allows clinicians to better develop a formulation that understands an individual’s unique challenges and strengths instead of relying on a single framework (e.g., emotion regulation) or intervention (e.g., cognitive behavior therapy). Adopting such a holistic approach also has the benefit of not spending too much focus on self-injury, which is a concern some individuals have.30,41 Collectively, attention to these considerations in the context of clinical work can help increase the likelihood that someone will be engaged and motivated throughout the therapeutic process.

Consistent with this is checking in with the individual at different time points to elicit their views, goals, and concerns. This is especially important as these factors may very well change over the course of recovery. Deferring to these person-centered considerations also avoids inadvertently pushing a particular conception of what recovery should look like. Of course, this does not mean that a clinician takes a backseat to the point they are not engaged; we are also not implying that clinicians refrain from offering clinically relevant observations or views (e.g., if a client’s self-injury is increasing in severity, this should still be discussed). Rather, a person-centered approach means finding a balance that allows space for the above considerations while also communicating clinically germane views and concerns in a compassionate manner. This is done while remaining situated within the context of a client’s broader experience.

Finally, it is important to bear in mind that individuals may hold differing views on traditional clinical approaches. In some instances, there may be structural or systemic considerations that make it harder for some groups to even access treatment (e.g., among Black, Indigenous, and People of Color, as well as LGBTQ+ individuals, among whom rates of NSSI are elevated). More research is thus needed to shed light on issues of accessibility and appropriateness of different treatment modalities for people from diverse and marginalized backgrounds (including the intersection of several identities). Nevertheless, building awareness about racial trauma and oppression and the impact this has on people is important. Hence, clinicians are encouraged to seek consultation, knowledge, and training to ensure a trauma-informed and culturally humble and competent approach when working with diverse clients. Trauma-informed and culturally aware providers are essential to providing support to individuals with marginalized identities. As we look to progress the broader clinical field, working to ensure equal opportunity and training to individuals from marginalized backgrounds should also be prioritized.

Outreach Applications

In the last part of this chapter, we address how lived experience views are pivotal to successful outreach initiatives. Akin to what was described earlier for effective antistigma efforts (also see Chapter 4), outreach and advocacy initiatives should similarly position lived experience stories as a potent vehicle not only to combat stigma but also to increase awareness and understanding.4 Beyond sharing of people’s experiences, it would be important to ensure these individuals help to inform and plan these initiatives, especially if their story is to be used in some capacity. Further, and like ethically conducted research, appropriate compensation would again be an essential consideration.

When embarking on outreach projects, several potential concerns merit discussion. Often, campaigns and other events tend to draw on experiences in which people share their story of recovery. No doubt such stories are important and much needed. They can inspire hope and validate other individuals’ experiences. At the same time, it would be important that shared stories do not dismiss or overlook the difficulties that many people will encounter. For example, the process of recovery is nonlinear, and setbacks or difficulties are more the norm than exception within one’s recovery journey;2 thus sole focus on recovery “outcomes” that gloss over some of these common experiences may not fully resonate with many people and may give a false impression of what recovery ought to look like.

When researchers and clinicians are invited to speak at events, it is not uncommon for them to be financially compensated. Yet, this may not be typical practice when individuals with lived experience are invited, unless they are also a researcher and/or clinician. Ensuring that all speakers are appropriately compensated is therefore important from an ethical standpoint. It ensures that advocates—in particular, if they do not occupy a higher status role in the field—are not taken for granted or assumed to be willing to take part in events at no cost. Ensuring individuals are compensated also works to increase the diversity of perspectives offered in public outreach. Diversifying the nature of stories heard in outreach initiatives, including those that have been more historically marginalized, reduces the chances that a small number of experiences will overshadow others (e.g., only seeking a specific narrative or self-injury experience, only inviting presenters from specific demographic backgrounds). In line with a person-centered approach, advocacy efforts must strive to incorporate stories that are not part of the mainstream. To accomplish this, it will be important to engage in efforts to reach out to all segments of society and to be willing to confront and engage in dialogue about topics that may be challenging in the process (e.g., systemic racism, colonization, oppression).

Much as with research, there are bound to be concerns about the impact of outreach work amongst advocates (e.g., concern about a speaker feeling vulnerable or that their participation will provoke upset). In some cases, it might be helpful to offer people a safe space to enhance their comfort when sharing parts of their experience (e.g., eliciting and respecting their concerns or wishes about a particular event). In concert with this is ensuring appropriate and relevant resources and support are available for individual advocates as well as members of the audience (who may also be impacted in outreach events). Putting these safeguards in place can limit the potential impact of any content or knowledge shared (e.g., a distressing part of one’s story). Finally, when working with individuals in the context of advocacy and outreach, ensuring that individuals are not tokenized is imperative. Hence, true person-centered approaches would work to ensure that all advocates are viewed holistically—as unique individuals with full lives, experiences, and emotions.

Summary

Across various disciplines, there have been calls and initiatives to formally involve people with lived experience of mental health difficulties. Although similar efforts have emerged to some degree for self-injury, we believe much more can and must be done to propel research, clinical, and outreach work. Evidence for the utility of such work can be seen through the content woven throughout this book. Therefore, by reflecting on the content of this chapter, and embracing a person-centered approach, it is our hope that readers will be better equipped to take on advocacy roles and pursue work in any or all the areas addressed here. Indeed, the only question remaining when adopting a person-centered approach to advance self-injury research, clinical practice, and outreach is: how can we not?


Postface

Through our collective experience working with countless individuals with lived experience in research, clinical, and outreach capacities, it became increasingly and abundantly clear that notwithstanding tremendous advances in our understanding of self-injury over the years, a true person-centered approach was conspicuously absent. Indeed, the bulk of the literature has been dominated by deficit-based approaches that emphasize what individuals with lived experience do not have or should obtain. Along these lines, and although largely inadvertent, there are innumerable examples of unhelpful language that may reduce individuals to a behavior (e.g., self-injurers) or place value on how they are functioning (e.g., morbid form of self-help or a maladaptive coping). Furthermore, due to the favorability of certain ways of conducting research and advancing knowledge, much of what has been written may unintentionally lead to assumptions about homogeneity among groups of individuals with lived experience. For people with lived experience, this can lead to a perception of exclusion and a sense of not feeling understood.

There is no doubt that our understanding of self-injury would not be where it is today without the significant strides made over the past 20 or so years. Likewise, without this work, we would not have been able to have written his book. Nevertheless, through our own experience, and following many discussions with people who have self-injured, it became evident that greater attention to people’s lived experience was needed. Central to this was the need for explicit recognition that every individual’s experience of self-injury is unique. This is not to say there are not similarities across people’s experiences. There are. Yet, we maintain that to fully and authentically appreciate a person’s experience of self-injury, a paradigm shift is needed—one that centers a person’s distinct set of experiences and does so devoid of judgment and preconception. Accordingly, the person-centered approach threaded throughout this book challenges the canonical deficit-based models of self-injury and ways of approaching the field. In doing so, we intentionally and explicitly recognize the inner fortitude, perseverance, and resilience that all people with lived experience possess.

We believe readers will not only have a foundational understanding of self-injury but ultimately a deeper and more compassionate appreciation of people’s experience of self-injury upon reading this book. Hence, by drawing on the person-centered framework woven throughout the book, readers will be poised to adopt this approach when embarking on their own work in the field—irrespecitve of which role (or roles) this entails. To this end, a key first step is understanding the complexities and impact of the stigmatization of self-injury is critical. In a similar manner, cognizance of the language one uses—and that is used by others—is vital for everyone when writing or talking about self-injury. This is especially important when talking with (and not to) people with lived experience.

For school professionals, a person-centered approach can work to inform and enhance how students who self-injure are approached, heard, and supported. In a similar vein, we hope that parents and caregivers of youth who self-injure will feel more equipped and confident in their understanding of their child’s self-injury and thus be better able to offer support. Indeed, for all individuals who play key support roles, the content articulated in the book, including how to navigate discussions about self-injury, is conducive to facilitating a deeper and more compassionate understanding of a person’s experience with self-injury. Building on this, for clinicians and trainees, we hope that our person-centered model of recovery allows for an even more comprehensive understanding of their clients’ experiences and that by drawing on this, they will be able to incorporate person-centered considerations that harness and promote people’s strengths and underlying resilience. Finally, for researchers, it is our intent that the content presented throughout this book ignites new lines of inquiry, dialogue about conducting research, and inclusion of people with lived experience throughout the process of research.

The time has come to challenge the status quo. To advance our field—in research, clinical, and outreach capacities—we need to not just adopt but also advocate for a person-centered approach. It is incumbent on us all to do this. Certainly, there may be obstacles along the way. However, we contend that the costs of not doing so far outweighs the work needed to overcome these challenges. We therefore hope, that upon reading our book, readers will be more inspired and hopeful in their work supporting individuals who engage in self-injury. Embracing a person-centered approach allows for all of us to become advocates for individuals with lived experience. It is our hope that readers will be emboldened in this regard. By using a person-centered approach, we will be ideally positioned to propel the field in the domains of research, clinical work, and outreach. Ultimately, this can work to cultivate and sustain meaningful and lasting change in the lives of people with lived experience of self-injury.
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