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Non-Suicidal Self-Injury (NSSI) is the direct deliberate destruction of bodily tissue, which is not socially sanctioned, and occurs
without suicidal intent. NSSI is a common behaviour among young people within Aotearoa New Zealand, and internationally.
About one-third to half of secondary school students have engaged in NSSI (Wilson et al., 2016; Garisch & Wilson, 2010), and
whilst the figure among adolescents who attend mental health services in New Zealand remains unknown it is likely to be
considerably higher. In spite of being a common behavioural concern among mental health clients, there is little empirical
research on effective treatment. In particular, there is a paucity of research into effective treatment of adolescent NSSI; a gap
that requires remedy given the high prevalence of NSSI and its association with many subsequent maladaptive outcomes,
including suicide. The current paper provides background information on NSSI, information on the assessment of NSSI such
as what to include in an assessment interview and possible psychometric instruments, and outlines common strategies and

challenges in treatment with adolescents.
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Non-suicidal self-injury (NSSI) is the direct, purposeful
damage to body tissue, without suicidal intent. These
behaviours are of low-lethality (e.g., cutting), and are not
condoned by a person’s cultural group. This article is intended
as a summary of adolescent NSSI assessment and treatment,
and is specifically written for a New Zealand audience,
although other readers are likely to find the content useful.
This article is intended for a broad range of readers, including
school nurses, pastoral care staff, doctors, crisis workers, and
mental health clinicians.

Background to NSSI

Prevalence

Historically, there has been little data on the prevalence
of NSSI, with larger data sets only becoming available in
the late 1990’s. Prevalence data prior to this time regarding
self-injurious behaviour primarily drew from adult hospital
admission rates (where only specific cases will present, as
most people do not seek medical attention for their self-injury
(Baetens, Claes, Muehlenkamp, Grietens & Onghena, 2011))
and specific samples (i.e., the military). These prevalence
rates were usually based on self-harm behaviour, rather than
NSSI. Self-harm is a broader term inclusive of suicidal and
non-suicidal self-harm behaviours, including self-poisoning.
In this paper we discuss NSSI specifically. We use the term
‘NSSI’ and ‘self-injury’ interchangeably, for ease of readership.

Adolescents appear at greatest risk of engaging in NSSI.
This behaviour typically begins in early adolescence, with
prevalence rates dropping sharply in early adulthood (Plener,
Schumacher, Munz, & Groschwitz, 2015). Research indicates
that a significant proportion of young people in New Zealand
and internationally engage in NSSI. Self-report survey studies
conducted within the Wellington region indicate that between
one fifth and one quarter of community sample adolescents
aged 12— 15 have engaged in self-injury at some point (Wilson

et al., 2016), with this figure increasing to up to 50% of
adolescents by school leaving age (Garisch & Wilson, 2015).

As may be expected, adolescents accessing mental
health care appear to have higher prevalence rates of NSSI.
International rates of NSSI among clinical adolescent samples
indicate a prevalence of 40% or higher (DiClemente, Ponton, &
Hartley, 1991). Within New Zealand clinical settings, analysis
of file information of clients within an Auckland-based Child
and Adolescent Mental Health Service found that 48% of
presenting adolescents reported lifetime engagement in
deliberate self-harm (a broader term encapsulating both
suicidal and non-suicidal self-harm; Fortune, Seymour &
Lambie, 2005). However, it is important to bear in mind that as
Fortune and colleagues’ (2005) study was based on analysis of
file information, self-harm was not necessarily the presenting
problem and therefore likely underestimates prevalence in
this group. As such, rates of NSSI among adolescents in New
Zealand mental health services remains unknown, however
the prevalence is likely to be significantly higher than in
community samples. Given this, many youth who present to
services are likely to either have a history of NSSI or currently
engage in the behaviour, making it an important part of
assessment and treatment planning.

NSS! and comorbid difficulties

NSSI is associated with many mental health problems
including mood disorders, anxiety disorders, eating disorders,
trichotillomania, and personality disorders (Jacobson &
Gould, 2007; Nock, Joiner, Gordon, Lloyd-Richardson,
& Prinstein, 2006), most notably borderline personality
disorder (Brickman, Ammerman, Look, Berman & McCloskey,
2014). Some individuals who engage in NSSI will not have a
diagnosable mental health disorder, whilst others will have
multiple diagnoses (Wilkinson, 2013); presentations of NSSI
are highly heterogeneous.

Research indicates that NSSI is associated with increased
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risk of suicidal behaviours, and this risk increases with having
engaged in a greater number of different types of NSSI (Nock
et al., 2006; Turner, Layden, Butler, & Chapman, 2013).
One of the functions of NSSI identified in the Inventory of
Statements about Self-Injury (ISAS; Klonsky & Glenn, 2009)
is ‘Anti-Suicide’. This refers to when NSSI is used to manage
and avoid urges to suicide. NSSI may provide a mechanism
for managing intolerable emotional distress in the moment,
including suicidal ideation. Paradoxically, NSSI may lessen
barriers to suicidal behaviour over time, by habituating
individuals to the mechanisms that may operate to dissuade
someone from suicidal behaviours, such as pain and the
sight of blood. Hence whilst NSSI may be utilised as a means
of avoiding suicidal behaviours in the moment, it increases
subsequent suicide risk. More research is required to better
understand the relationship between NSSI and suicidality.

NSSl is also linked to worsening emotion regulation over
time (Wilson et al., 2016), suggesting that there is something
about engaging in NSSI that is likely to lead to poorer ability to
manage emotional distress. Although research in this area is
in its early stages, this is likely due to several reasons. Ongoing
engagement in NSSI means that the person has less practice
at utilising other alternative, healthier coping strategies (e.g.
, seeking social support). Additionally, engaging in NSSI may
reduce an individual’s tolerance of emotional distress as they
have begun to avoid the scenarios that trigger their NSSI
(which are likely to be scenarios that illicit strong emotions).
Through avoidance of emotion-evoking stimuli, the individual
becomes more sensitive to these stimuli (i.e., dishabituation).
NSSl is also linked to loss of social connectedness over time
(Burke, Hamilton, Abramson, & Alloy, 2015). It is within close
social relationships that adolescents develop and engage in
emotion regulation strategies such as seeking social support,
and expressing their distress to others (Morris, Silk, Steinberg,
Myers, & Robinson, 2007). These factors indicate that NSSI
impacts negatively on an individual’s social and emotional
functioning.

NSS! disorder: Area for further study

Prior to the DSM-5, NSSI featured primarily as a diagnostic
criterion for borderline personality disorder. However, there is
good reason to think that NSSI may occur in the absence of this
particular personality disorder (see Brickman, Ammerman,
Look, Berman & McCloskey, 2014; Glenn & Klonsky, 2013).
A non-suicidal self-injury diagnosis was proposed in the
development of the most recent Diagnostic and Statistical
Manual of Mental Disorders, the DSM-5 (American Psychiatric
Association, 2013). The proposed diagnostic criteria includes
having engaged in five or more episodes of NSSI in the past
year, where NSSI functions to provide relief from interpersonal
difficulties or unwanted thoughts or emotions, and the
behaviour negatively impacts on life. However, it currently
falls under an area for further study. Research investigating
the utility of this diagnosis suggests that it would have
merit in distinguishing a group of clients with more severe
psychopathology as compared to clients who engage in NSSI
but do not meet the NSSI diagnosis, and that the proposed
diagnosis identifies a subset of clients distinct from borderline
personality disorder (e.g. see Zetterqvist, 2015).

Theoretical models of NSSI

While NSSI can serve a variety of interpersonal and
intrapersonal functions (Klonsky & Glenn, 2009), it is
predominantly considered a disorder of poor emotion
regulation. The most widely-used model of NSSI is the
Experiential Avoidance Modal (EAM) developed by Chapman,
Gratz and Brown (2006). The EAM views NSSI (and self-harm; a
more inclusive term that does not distinguish between suicidal
and non-suicidal self-injury) as an emotional avoidance
behaviour that occurs in response to strong emotions evoked
by a stimulus. The stimulus can be internal (e.g., a painful
memory or negative automatic thought) or external (e.g., an
argument with a loved one), and the emotional response can
be widely varied (e.g., anger, sadness, shame). The individual
is made vulnerable to using NSSI as an emotional avoidance
strategy due to one or more factors; 1. Experiencing emotions
at a high intensity, 2. Underlying difficulty in self-regulation
when experiencing intense emotions, 3. Paucity of skills
to regulate their emotions, and/or 4. Poor ability or low
threshold for tolerating distress. NSSI becomes negatively
reinforced as it quickly and effectively provides an escape
from unwanted emotional distress. Over time the strong link
between NSSI and emotional relief leads to this behaviour
becoming the preferred method of regulating emotional
distress, potentially to the exclusion of other coping strategies.
This means that the individual may become increasingly
reliant on NSSI over time, and any other coping strategies
they have may fall into disuse and become less effectively
implemented and/or forgotten (see Chapman et al., 2006).
The EAM is useful to consider in assessment and treatment,
as it identifies areas for building client skills to off-set risk off
NSSI, and highlights the fact that NSSI is reinforced and can
become habitual over time making early identification and
treatment of the behaviour especially important.

Nock and Prinstein (2004) have developed a functional
model of NSSI, whereby NSSI is seen as being reinforced
via positive or negative stimuli in the interpersonal or
intrapersonal environment. Specifically, NSSI is seen as
reinforced (and maintained) via one of four contingencies;
automatic-negative reinforcement, automatic-positive
reinforcement, social-negative reinforcement, or social-
positive reinforcement. Automatic-negative reinforcement
is when self-injury is functioning to take away a negative
internal state (e.g., to reduce a negative emotion). Automatic-
positive reinforcement is when self-injury functions to create
an internal state (e.g., providing an internal experience
when the person otherwise feels numb). Social-negative
reinforcement is when NSSI serves to remove an unwanted
social stimuli (e.g., allows the person to avoid an unwanted
social interaction). Social-positive reinforcement is when
NSSI functions to create a desirable social response (e.g.,
encourages care and attention from others). Empirical
data from adolescent inpatients receiving assessment and
treatment for NSSI indicates that NSSI indeed does serve
these various functions, most commonly automatic-negative
reinforcement (Nock & Prinstein, 2004). These various types
of functions are useful to bear in mind in assessment and
treatment. An individual is more likely to overcome NSSI if
the functions of their NSSI are readily understood, and they

New Zealand Journal of Psychology Vol. 46, No. 3, November 2017

«0Q .



Jessica A. Garisch, Marc S. Wilson, Angelique O’Connell, et al.

are supported to finding alternative healthy ways to get these
functional needs met.

Assessment of NSSI/

There are several factors to bear in mind when conducting
assessment of NSSI. Early identification of NSSI would be
supported by having screening of NSSI at all intake assessments.
If a self-report survey is utilised for this purpose (e.g. within a
screening questionnaire given to clients prior to engagingin a
service), it is more effective to ask about multiple methods of
NSSI, rather than a single item question. The former strategy
yields much higher prevalence rates than the later single-item
question (see Muehlenkamp, Claes, Havertape, & Plener,
2012, for a discussion of prevalence associated with different
measures). When a referral letter indicates NSS! is a presenting
problem, then utilising a self-report measure for screening
purposes may be worthwhile. However, bear in mind that NSSI
is often a very secretive behaviour, and can be associated with
shame, embarrassment, and/or a fear of being stereotyped
as manipulative or attention seeking. Given these constraints,
self-report measures may not be completed honestly, or may
be seen as invasive by some clients.

There are several self-report measures available (see
Klonsky & Lewis, 2014, for a review of assessment instruments).
The Deliberate Self-Harm Inventory (DSHI; Gratz 2001) has
been extensively used in research, and asks respondents how
frequently they have engaged in 17 different forms of NSSI,
and several additional questions (e.g. whether they required
medical attention for any episode of NSSI). The Functional
Assessment of Self-Mutilation (FASM; Lloyd, Kelley & Hope,
1997) and the Inventory of Statements About Self-Injury (ISAS;
Klonsky & Glenn, 2009) both include a checklist of ‘common’
types of self-injury, as well as a list of functions for self-injury
and respondents indicate how much each function applies to
them. Both include several other clinically useful questions,
such as the length of time between contemplating NSSI/urge
to self-injure and engaging in the behaviour, which provides
information on impulsivity. The Ottawa Self-injury Inventory
(OTI; Cloutier & Nixon, 2003; available free: http://insync-
group.ca/~insyncgr/csi2/wp-content/uploads/publications/
0SI-2015-v3.1-Functions.pdf) is a thorough measure of NSSI,
and includes items on historical and current NSSI behaviour,
functions of NSSI, addictive features of NSSI, motivation to
change the behaviour, and items on suicidality. A screening
measure is likely to provide guidance for an assessment
interview, but certainly does not provide all the information
needed for a client formulation and treatment planning. A
face-to-face assessment interview will yield more nuanced
information, and provide non-verbal cues regarding any
hesitancy to discuss NSSI.

A thorough assessment requires asking a breadth of
questions during an assessment interview. These include:

e Gaining a clear history of when the NSSI began and
under what context (i.e., common antecedents);

e  Whether there has been a period of abstinence
from NSSI behaviour (and whether urges to engage
in NSSI continued during this period and how they
were managed);

e What kinds of NSSI the client engages in (and whether
the different types have distinct antecedents and/or
functions) as well as implements commonly used to
do so (including access to these);

e The location and time of day when a client typically
engages in NSSI;

e  Where a client chooses to engage in NSSI on their
body, and what this means; e.g., in places that are
easy to conceal so as to avoid questions;

e Whether clients engage in NSSl in private where they
are unlikely to be caught or when there are people
around who may witness the NSSI;

e Whether alcohol or substance use accompanies the
self-injury;
e Whether the NSSI occurs in a dissociative state;

¢ How wounds are managed, and what this means; e.g.
treating wounds to provide self-care;

e Whether the client discloses their NSSI to a confidante
after the episode;

e The emotions, thoughts and behaviours that occur
after the NSSI; e.g., intense feelings of shame;
negative self-talk, and

e The consequences associated with NSSI

Given that NSSl is most commonly reported among clinical
populations, an assessment interview also needs to assess for
comorbid psychopathology.

A functional behavioural analysis will provide very useful,
and potentially essential, information, and it is helpful to
orient clients to this mode of information gathering early on
(Linehan, 1993; see also Rizvi & Ritschel, 2014). This involves
the following:

e Inviting the client to detail a recent episode of NSSI.
It is helpful to outline a 24 hour period, beginning
with the day before the episode of NSSI and ending
several hours after the episode of NSSI. This allows
for distal and proximal antecedents to be identified,
as well asimmediate and more distal consequences.

¢ |dentifying and exploring the physical (e.g., low energy;
sleepless night), behavioural (e.g., choosing to skip a
meal, not taking medication), interpersonal (e.g.,
an argument with a loved one), intrapersonal (e.g.,
particular memories), emotional (e.g., loneliness)
and cognitive (e.g., negative automatic thoughts)
antecedents of the self-injury.

e Identifying the frequency, duration and intensity of
the self-injury behaviour.

¢ Identifying the interpersonal and intrapersonal, short
term and long term, consequences of the self-injury.

A functional behavioural analysis not only provides the
clinician with invaluable information towards a formulation,
treatment and ongoing change, it also provides the client with
insights into their own behaviour that they may otherwise
not have considered. Hence the functional analysis provides
an avenue for the client to make changes by eliminating
or reducing risk factors for an episode of NSSI, changing
their responses to antecedents of their NSSI behaviour, and
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identifies opportunities to practice new skills learnt in therapy.
A functional analysis also provides opportunity for the therapist
and client to explore emotion in session, as the process often
elicits strong emotion through the detailed discussion of the
client's memory of the NSSI episode. This heightened emotion
offers the opportunity to practice emotion regulation skills,
whereby the therapist coaches the client to respond to their
distress in a healthy and adaptive way. This in-session coaching
in emotion regulation is commonly practiced in individual
Dialectical Behaviour Therapy (DBT; Linehan, 1993) sessions
with clients who self-injure.

Linehan (1993) identifies three critical requirements
for utility of the behavioural analysis process: collaboration
between client and practitioner involving concurrent use
of strategies such as validation; sufficient detail to inform
understanding of the life course of the entire NSSI episode;
and appreciation that decisions based on the outcome of the
analysis may be flexibly updated as necessary.

Assessment and treatment requires sensitivity to the
client’s experience of particular emotions, especially guilt
and shame. Guilt is potentially a useful emotion, as it can
motivate people to act in a way that repairs a relationship
or transgression. In contrast, shame is often not a useful
emotion, and rather than spurring on functional behaviour, can
lead people to turn inward in their self-deprecation and self-
criticism. Shame can lead to over-arching evaluations of the
self as bad and immoral, and is linked to self-hatred (Gilbert,
1998). Brown, Linehan, Comtois, Marray and Chapman (2009)
found that non-verbal shame behaviours among participantsin
a clinical research trial for woman with borderline personality
disorder predicted subsequent suicidal and non-suicidal self-
injurious behaviour. These non-verbal shame behaviours
were described as participants moving their eyes or head
downwards, and were assessed by an observer during an
interview where participants were asked about past self-harm.
Participants who displayed more of these non-verbal shame
behaviours were more likely to engage in later self-injurious
behaviour, and to do so sooner (Brown et al., 2009).

Shame is particularly pertinent to NSSI for several reasons.
First, NSSI can function to enact self-punishment, expressing/
releasing shame and self-hatred. Second, self-injury is often a
secretive behaviour to avoid negative reactions and rejection
from others (Fortune, Sinclair, & Hawton, 2008). This secrecy
can be linked to feelings of shame and wrongdoing. Acts of
self-injury can be triggered by experiences of rejection or
failure, which can be linked to shame (see Brown et al., 2009
for an overview of the relationship between shame and self-
harm). Models of treatment for NSSI (see below), including
DBT (Linehan, 1993) and Emotion Regulation Group Therapy
(ERGT; Gratz et al., 2014), make specific mention of shame.
Specifically, clients are encouraged to consider whether
their shame is functional, and whether their shame may
originate from unhelpful judgement regarding themselves
and their emotions. Shame may be an important trigger
for an individual’s self-injury, and should be considered
when conducting a functional behavioural analysis of self-
injury (either as an antecedent to the behaviour and/or a
consequence of self-injury that perpetuates the behaviour).

Treatment of NSSI/

Importance of the therapeutic relationship

The therapeutic relationship is a very significant facilitator
of change in intervention for NSSI (and indeed all psychological
treatment; Walsh, 2006; Levitt, Butler, & Hill, 2006). Validation
is an important, and consistent, part of treatment for NSSI.
Through validation the clinician acknowledges the client’s
experience as understandable within the context of their
experience (Linehan, 1997), making disclosure and self-
acceptance (the antithesis of shame and embarrassment) more
attainable. As well as validation, the clinician utilises other
strategies within the relationship such as a non-judgemental
stance (demonstrating acceptance of the client, and creating a
space for full disclosure), and radical genuineness (taken from
DBT, this involves the clinician stating their emotional reaction
to the client’s experience as they would to a colleague or
family or whanau member, where appropriate, to emphasise
the clinician’s belief in the client’s worth).

Models of treatment

There is a paucity of empirical research into the treatment
of adolescent NSSI. In fact, Washburn and colleagues (2012
pl) state that “few psychotherapeutic treatments have
been designed specifically for NSSI, and no treatments
have been evaluated specifically for the treatment of NSSI
among adolescents.” A recent review of available treatments
concluded that there is presently no well-established
treatment for adolescent NSSI (Glenn, Franklin, & Nock, 2015).
Within New Zealand mental health services, NSSI is typically
treated using DBT (Dialectical Behaviour Therapy; Linehan,
1993) techniques, CBT (Cognitive Behavioural Therapy) and/
or family therapy. Full DBT (Linehan; 1993) includes (at least)
weekly individual therapy, participating in a weekly skills group
for a minimum of six months (for an adolescent group), family
therapy (usually fortnightly), and a clinician consult group.
Hence it is a large commitment from mental health services
and clients and their families, and is usually reserved for more
severe clients.

Treatment outcome data from DBT clinical trials indicates
that DBT is effective in reducing adult self-injurious behaviour,
particularly for clients with borderline personality disorder.
However, trials with adolescents are limited by small sample
sizes, and a paucity of randomised control trials. Although there
is preliminary evidence to suggest that DBT for adolescents
(DBT-A; Rathus & Miller, 2002) reduces NSSI behaviour, this is
based on small samples (e.g., N=12; Fleischhaker et al., 2011).
Other studies of DBT-A are quasi-experimental and focus
on reduced suicidality and hospital admissions rather than
reduction in NSSI (e.g., Rathus & Miller, 2002).

Many New Zealand mental health services have conducted
their own variant of an emotion regulation skills group which
incorporates components of third wave therapies, including
DBT and mindfulness. Internationally, Gratz and Tull (see
Gratz, Dixon-Gordon, & Tull, 2014) have developed a 14-week
skills group programme for adults who self-injure, Emotion
Regulation Group Therapy (ERGT), which draws on DBT,
Acceptance and Commitment Therapy (ACT) and elements of
Emotion Focussed Therapy. ERGT delivers skills in increasing
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emotional awareness (through psychoeducation), changing
a client’s relationship with their emotions (by encouraging
emotional acceptance rather than fighting to change
emotional experience), increasing willingness to experience
strong emotion rather than avoid it so as to lead a fulfilling
life, and having clients be mindful of responding to emotional
stimuli in a way that is in accordance with their values. ERGT
has demonstrated effectiveness with adults (Gratz et al., 2014,
Gratz, Levy & Tull, 2012).

Family therapy for adolescent NSSI may be indicated,
depending on a client’s formulation and the willingness of the
client and family or whanau members to engage in family work.
Family therapy for NSSI typically includes psychoeducation
regarding NSSI (e.g., the emotion regulation function of
NSSI and the negative reinforcement cycle; related to the
EAM (Chapman et al., 2006) discussed earlier), identifying
antecedents to NSSI within family and whanau interactions
and how these can be managed to reduce NSSI behaviour,
re-aligning family or whanau roles into an appropriate
structure (e.g., where a parent and child have become
aligned and enmeshed to the exclusion of the other parent),
fostering appropriate emotional expression within family or
whanau interactions and improving communication (e.g., see
Hollander, 2012). It may be particularly important to provide
concurrent education and skills training for the families of
adolescent clients, as adolescents will by and large return to
their family or whanau environments during and after therapy.

Common treatment techniques

In spite of the current lack of consensus concerning
well-established models of treatment for adolescent NSSI,
Glenn and colleagues (2015) note that common elements
found across promising treatments include family and parent
education and skills training, and provision of skills training to
individual clients (e.g., problem solving, emotion regulation).
As with all psychological intervention, the treatment plan
needs to be informed by a thorough assessment and a
working formulation of the presenting problems. Below is a
list of common treatment strategies. However, this is not an
exhaustive list and other treatment strategies may need to be
incorporated into a treatment plan for co-morbid difficulties.

Recording Log

It is common practice in treatment of NSSI (see for
example, Gratz & Tull, 2010) for clients to keep a record
of their NSSI behaviour and associated (risk) factors (e.g.,
alcohol and/or drug use). This is useful for several reasons
including facilitating discussion in session of NSSI behaviour
that otherwise may not be remembered in any useful detail,
to develop client insight into their NSSI behaviour, and to
normalise the discussion of client’s NSSI. A skills log is also
very useful (see below).

Replacement behaviours.

Many clinicians use negative replacement behaviours
with adolescents who self-injure (e.g., applyingice to the area
where the client would usually self-injure; drawing on the
intended area of self-injury with a red pen or warmed red food
colouring). These are used to varying effectiveness, depending
on the client. Some clients find replacement behaviours very

helpful (or intermittently helpful), whilst others find the idea
ludicrous. It is often helpful to have the young person come up
with their own preferred replacement behaviour, to increase
ownership and engagement with this concept. Replacement
behaviours have been criticised for not addressing the
underlying need, and in some cases for replacing one form of
self-injury with another (e.g., in the case of using an elastic
band to cause pain in place of NSSI); however this needs to
be weighed up with the possible harm-reduction replacement
behaviours may offer.

Safety contracts.

“Contracts for safety” and “no harm agreements” (where
the clinician and client engage in a (signed) contract stating
that the client will stop self-injuring) have no research support
(Lewis, 2007), and in the case of ‘no-suicide’ contacts, are
ineffective (Rudd, Mandrusiak, & Joiner, 2006). Garvey, Penn,
Campbell, Esposito-Smythers and Spirito (2009) conducted
a literature review of the use of these contracts to manage
suicidal patients and concluded “empirically based evidence
to support the use of the contract for safety in any population
is very limited, particularly in adolescent populations” (Garvey
et al., 2009; p. 363). Indeed, these contracts could potentially
be harmful as they may alienate the young person, contribute
to feelings of being misunderstood, and are likely more
about clinician (and possibly family and whanau) anxiety
than creating therapeutic change. Safety plans are more
therapeutic, and are about a collaborative attempt between
clinician and client to establish steps towards harm reduction,
use of alternative skills, and engaging support networks to
reduce risk (Klonsky et al., 2001).

Contingency management

Contingency management, whereby the clinician and
client work towards reducing the reinforcing factors that
maintain self-injury, can also be very useful. This may involve
changing the environmental factors that are reinforcing the
NSSI. For example, the young person may be able to avoid
certain things as a result of their self-injury and contingency
management would mean that the adolescent does not
get to avoid this undesirable task based on their self-injury.
Alternatively, contingency management may involve changing
the behavioural response of others that may be inadvertently
reinforcing the behaviour. For example, having adults respond
to the NSSI in a low-key, dispassionate demeanour, rather than
with high emotional reactivity which the young person may
find reinforcing (see Walsh, 2006).

NSS! cognitions.

Identifying and evaluating cognitions is typically a key
component of NSSI treatment, and involves identifying
cognitions that are maintaining NSSI behaviour (e.g., core
beliefs of being deserving of punishment). A functional
behavioural analysis may identify common cognitions that
occur prior to an episode of NSSI (or following an episode of
NSSI which perpetuate the behaviour), and which contribute
to the urge to self-injure. The client and therapist may then
engage in information gathering to ascertain and evaluate
the utility of these cognitions, and the evidence behind them,
to enable the client to challenge unhelpful thoughts and
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preferably replace them with more balanced, helpful ones.

Emotion regulation skills.

Treatment of NSSI also routinely includes developing
skills to manage emotional distress (e.g., emotion regulation
strategies such as relaxation techniques, mindfulness, etc.).
Facilitating clients to respond to emotionally distressing stimuli
skilfully is a key component of therapy, and having a client
keep a skills log is useful in this regard. A skills log typically
includes a record of the antecedent for the urge to self-injure,
the skill the client chose to implement, and consequence(s)
of using the skill including perceived effectiveness. Skills can
be administered via skills groups (e.g., DBT or ERGT), rather
than exclusively in individual therapy.

Common difficulties when working with clients who
self-injure
Several common issues may arise in the assessment and

treatment of NSSI. These include (but are not limited to) the
following:

1. Client hesitancy to disclose episodes of NSSI for fear of
being misunderstood and/or judged negatively. This makes
validation, and a non-judgemental stance throughout all
phases of assessment and intervention, particularly important.

2. The client may not be able to describe the reason(s)
why they self-injure, particularly where a young person
experiences difficulties understanding and communicating
their emotional experience (for example, Alexithymia: Garisch
& Wilson, 2010). This may require further assessment, and a
functional behavioural assessment can be particularly helpful
in this regard.

3. The client may not see their NSSI as a problem and
may not be motivated to change the behaviour. Hence early
stages of treatment may largely focus on developing or
creating ambivalence, and employing techniques to encourage
self-directed change (e.g., through motivational interviewing
techniques). Creating a long-term and short-term pros and
cons quadrant of NSSI behaviour with clients early on in
treatment may facilitate this process. Adopting the stance of
naive enquirer when asking questions about the benefits and
consequences of NSSI can be useful, and acknowledges the
client as the expert in their own experience and the director
of their own decision-making. This stance, along with Socratic
qguestioning, can help prevent conflict between client and
clinician (particularly when the client may be resistant to
change). Clients continue using NSSI because it has served
a useful purpose (albeit ultimately dysfunctional; Klonsky &
Glenn, 2009); to disregard this would alienate the client and
contribute to feelings of being misunderstood (this is a tenant
of ERGT, discussed above; Gratz et al., 2014). It may be helpful
to focus on the underlying need or function that NSSI serves,
and develop other strategies for a client to achieve this end
and bolster any areas of deficit, rather than directly focus on
NSSI, particularly if this is leading to the client and therapist
butting heads. Working against the client’s stance, rather than
alongside, can derail the relationship and treatment.

4. Clinicians’ concerns around safety. Assessment and
ongoing treatment requires a clear safety plan, particularly
given the relationship between NSSI and risk of suicidal

behaviours (Nock et al., 2006). A safety plan may include a
clear agreement between clinician and client in terms of when
to disclose NSSI to family or whanau, and/or agreement on
how the client will utilise their support system.

5. Confidentiality; specifically the client may not wish
anyone to know about their self-injury whereas the therapist
may consider it necessary for client safety. Clinical judgement
is needed to determine whether the clients’ wish for autonomy
is upheld. This will depend on numerous factors including
severity of NSSI, age of the client, client’s willingness to utilise
other coping strategies and engage in a self-directed safety
plan, client’s ability to resist urges to self-injure, and client’s
ability and willingness to utilise a therapeutic service in times
of crisis.

6. Family and whanau anxiety around how to respond to
and manage NSSI. Common issues here include family and
whanau uncertainly of how regularly to ask their young person
about the self-injury, whether to remove access to means,
and how to respond to NSSI behaviour. For instance, punitive
responses are not uncommon, however these can increase
a client’s sense of being misunderstood as well as negative
emotions such as shame (which can precede an episode of
NSSI). Providing family and whanau with information about
self-injury and its functions may be useful to address kneejerk
responses to a stigmatised behaviour. In other cases, parents
or whanau may withdraw from their parenting role and not
set boundaries around behaviour, for fear of triggering an NSSI
episode. Psychoeducation regarding the benefits of setting
firm and consistent limits and consequences may assist in
this regard.

Conclusion

NSSI is a complex and heterogeneous behaviour. Early
identification of NSSI can allow for more successful treatment,
and may stop the behaviour from becoming entrenched over
time as the go-to means of managing distress to the detriment
of other coping skills. A thorough assessment is necessary
to create an individualised formulation to inform treatment,
and to identify the functions of NSSI for a particular client.
Assessment may be facilitated by the use of a screening
instrument (and such psychometrics are also useful for
assessing change during therapy). A functional behavioural
assessment is pivotal for identifying the antecedents,
behavioural characteristics, and consequences of NSSI, and is
a useful tool both during assessment and in therapy. NSSI is
commonly treated through CBT and DBT techniques, however
there is little empirical evidence regarding what treatment
strategies effectively reduce adolescent NSSI behaviour.
Research and clinical experience suggests that adolescents who
self-injure benefit from cognitive and behavioural techniques,
emotion regulation and problem solving skills, and a family or
whanau component to treatment. More research is needed
to assess the effectiveness of different therapies for reducing
adolescent NSSI behaviour. Lack of funding in mental health
services and lack of clinician time make intensive treatments
such as DBT untenable for the majority of clients and service
providers; and the level of therapeutic intervention needs to
be matched to client need. A briefer, skills based intervention
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would be useful in this regard. Emotion Regulation Group
Therapy (ERGT; Gratz et al., 2014) offers a brief intervention
as an adjunct to treatment as usual, and holds promise. Future
research is needed to assess the effectiveness of ERGT with
adolescents. We are in the process of establishing a pilot study
of an amended form of ERGT for adolescents in Aotearoa New
Zealand.

Additional information

The following websites have resources for individuals who
self-injure, their family and whanau, friends and professionals:

The Cornell Research Program on Self-Injury and Recovery
has a host of resources available for individuals who engage
in NSSI, their families and whanau, friends and schools. See
http://www.selfinjury.bctr.cornell.edu/

The Youth Wellbeing Study website has numerous
resources available, as well as Wellington-based research
summaries relating to the risk and protective factors for NSSI.
See http://www.victoria.ac.nz/psyc/research/youth-and-
wellbeing-study

Self-Injury Outreach and Support (SIOS) is a website
providing resources for people who self-injure, their loved
ones, and professionals, and includes resources to resist the
urge to self-injure. See http://sioutreach.org

The Interdisciplinary National Self-Injury in Youth Network,
Canada, has a website that includes a range of resources for
youth, their family and whanau, friends and professionals,
with links to further information, see http://insync-group.ca/

The Mental Health Foundation of New Zealand has
a webpage on self-harm, with links to support agencies,
resources for youth and families, and practice guidelines. See
https://www.mentalhealth.org.nz/get-help/a-z/resource/49/
self-harm

Hasking and colleagues at the University of Queensland
have developed guidelines for parents and families, and
young people seeking solutions to end their self-injury. These
guidelines are available for a small fee:

Applicable to families: http://www.
familyconcernpublishing.com.au/product/seeking-solutions-
to-self-injury-the-parents-and-families-guide-2nd-edition/

Applicable to youth: http://www.familyconcernpublishing.
com.au/product/seeking-solutions-to-self-injury-the-young-
peoples-guide/
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