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ABSTRACT
PROFESSIONAL COUNSELORS’ CONCEPTUALIZATIONS
OF THE RELATIONSHIP BETWEEN
SUICIDE AND SELF-INJURY
by
Julia L. Whisenhunt
Research that explores the relationship between suicide and self-injury is limited, and the
lack of clarity surrounding this topic can present challenges for professional counselors.
Although persons who self-injure are at an increased risk for suicide (e.g., Toprak, Cetin,
Guven, Can, & Demircan, 2011; Chapman & Dixon-Gordon, 2007), not all individuals
who engage in self-injurious behaviors attempt or complete suicide (e.g., Hawton &
Harriss, 2008; Howson, Yates, & Hatcher, 2008). Research on common and distinct risk
factors for suicide and self-injury (e.g., Andover, Primack, Gibb, & Pepper, 2010;
Brausch & Gutierrez, 2010; Greydanus & Apple, 2011; Hawton & James, 2005; LloydRichardson, Perrine, Dierker, & Kelley, 2007; Toprak et al., 2011; Wichstrom, 2009), as
well as emotional antecedents and consequences for suicide and self-injury (e.g.,
Chapman & Dixon-Gordon, 2007), has contributed to our understanding of this complex
relationship. However, the specific nature of the relationship remains unclear. This study
serves to help fill the gap in the literature by examining advanced professional
counselors’, as measured by the Supervisee Levels Questionnaire-Revised,
conceptualizations of the relationship between suicide and self-injury and by exploring
how the presence of self-injury impacts clinical assessment and interventions. Data was
collected by means of an online survey. Analysis was conducted by a research team using
qualitative content analysis. Seven categories emerged, including: relationship between

suicide and self-injury, functions of self-injury, associated risk, suicide risk assessment,
treatment planning and goals, intervention, and identification of self-injury.
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CHAPTER 1
SELF-INJURY AND SUICIDE:
PRACTICAL INFORMATION FOR THE PROFESSIONAL COUNSELOR
Self-injury and suicide are relatively common, dangerous, challenging to predict,
and difficult to treat (Janis & Nock, 2008), making them potentially the most anxietyprovoking therapeutic treatment issues. Indeed, losing a client to suicide is likely every
professional counselor’s worst fear. Similarly, self-injury evokes strong reactions from
professional and lay communities alike (White, McCormick, & Kelly, 2003). Though not
fully understood, there exists a relationship between these two phenomena—one in which
those who self-injure are at an increased risk of suicide (Chapman & Dixon-Gordon,
2007). A complete picture of the relationship between self-injury and suicide is not yet
fully understood. Nonetheless, professional counselors should be familiar with various
self-injurious and parasuicidal behaviors, signs of heightened risk, and specific
indications for treatment. In this paper, the author presents an overview of suicide and
self-injury, followed by practical implications for the professional counselor.
Brief Overview of Suicide
According to the U.S. Department of Health and Human Services (USDHHS),
suicide is defined as deliberate and fatal self-harm with the presence of some intent to die
as a result of the behavior (USDHHS, 2009a). It is a major worldwide public health issue
(Bebbington et al., 2010) and, as such, a great deal of effort has been directed towards
achieving a better understanding of suicide. When discussing suicide, it is important to
differentiate between risk factors, warning signs, crisis, attempts, and completions. Risk
factors for suicide are those factors that have been empirically linked to suicide, such as
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gender, age, previous suicidal attempts, psychiatric diagnosis (Rudd et al., 2006) and
childhood physical abuse (Fuller-Thomson, Baker, & Brennenstuhl, 2012). Rudd et al.
(2006) proposed a differentiation of warning signs for suicide from risk factors, wherein
warning signs indicate a near-term threat and risk factors indicate a long-term threat.
Examples of warning signs include isolation, drastic changes in mood, hopelessness,
anger and acting out, and increased use of alcohol and/or drugs. Stated concisely,
warning signs for suicide are behavioral and observable (Van Orden et al., 2006),
episodic and variable, and require immediate intervention (Rudd et al., 2006). Those
specific events that require immediate intervention due to an imminent threat of a suicide
attempt or completion are otherwise referred to as suicide crises (Rudd et al., 2006).
Prevalence of suicide. Although an accurate index of suicide statistics is difficult
to calculate precisely due to deaths under unknown or questionable circumstances, rates
of known suicide are relatively consistent across studies. According to a National Viral
Statistics Report issued by the USDHHS, there were a total of 35,933 completed suicides
in 2008, making suicide the eleventh leading cause of death in the United States during
that year (USDHHS, 2010a). An analysis by the American Association of Suicidology
(AAS) yielded similar results for 2008, reporting a total of 36,035 completed suicides,
making suicide the tenth leading cause of death (McIntosh, 2008). One person completes
suicide approximately every 14.6 minutes, and for each of those completed suicides, an
average of at least six people are intimately affected (McIntosh, 2008).
Suicide attempts occur with much greater frequency than completed suicides. A
USDHHS (2010b) report from the National Survey on Drug Use and Health examined
suicidal thoughts and behaviors among adults during the years 2008 and 2009, indicating
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that an estimated 1.1 million U.S. adults, or 0.5 percent of the population, attempted
suicide during the respective time frame. These figures equate to approximately 25
suicide attempts for every completed suicide which translates to one suicide attempt
every 35 seconds (McIntosh, 2008). The National Center for Injury Prevention and
Control reported disparate figures for 2009, estimating 374,486 non-fatal self-harm
injuries (USDHHS, 2011). Differences in data collection procedures, such as, analyzing
emergency room visits versus surveys of self-reports, may account for some of the
differences in rates of suicide attempts. In fact, only approximately 61% of persons who
attempt suicide seek medical attention for the attempt (USDHHS, 2010b). Accordingly,
as with completed suicide, the actual rates of suicide attempts cannot be known.
Suicidal thoughts, such as considering taking one’s own life or imagining that
death would be better than continuing to live (e.g., USDHHS, 2006), occur frequently
and warrant attention. According to the USDHHS (2010b), an estimated 8.4 million U.S.
adults, age 18 years and older, seriously contemplated suicide within the 2008 to 2009
time frame. Of those 8.4 million people, 2.3 million had a suicide plan (USDHHS,
2010b). These figures translate to 3.7% U.S. adults who seriously considered suicide and
1.0% of the U.S. adult population who created a suicide plan during the respective time
frame (USDHHS, 2009b, 2010b).
Rates of suicide vary by age and gender, with the most current data indicating the
highest rates among the 18 to 25-year-old age group and those who are unemployed
(USDHHS, 2010b). Adolescents and young adults have not always accounted for the age
group of highest suicide risk. According to the 2007 National Vital Statistics Reports, the
suicide rate for older adults (i.e., ages 80 and older) was approximately 50 percent higher
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than all other age groups (AAS, 2007). It is unclear whether this discrepancy is the result
of a shift in suicide trends or the reflection of differences in data collection procedures.
Gender differences are also noteworthy. Although females accounted for approximately
three times as many suicide attempts as males, males accounted for approximately 3.6
(AAS, 2007) to 3.75 (McIntosh, 2008) times as many completed suicides as females.
Worldwide, the most common method of suicide for men is hanging, and the most
common method for women is self-poisoning (Windfuhr & Kapur, 2011).
Brief Overview of Self-Injury
Self-injury is a purposeful act of self-harm, not done for body modification or
adornment. It involves tissue damage in the absence of the conscious intention to die as a
result of the self-harm act (Nock, 2009; Weierich & Nock, 2008; Whisenhunt & Kress,
2012). Although it is often considered maladaptive among the lay community, many
mental health professionals conceptualize self-injury as a coping skill through which
some people have learned to deal with difficult emotions (Haines & Williams, 2003).
Self-injury is viewed as the result of real, intense pain among people who have no other
means to cope with that pain (Moyer, 2008) or for whom other coping strategies have not
worked effectively (Klonsky, Muehlenkamp, Lewis, &Walsh, 2011). In this sense, selfinjury can be considered life-sustaining for some people (Alderman, 1997). According to
Wester and Trepal (2005), “it appears that self-injury assists individuals in keeping or
gaining control over their lives, whether it is in the form of controlling emotions or pain,
feeling ‘real,’ or expressing oneself” (p. 182).
Multiple functions of self-injury have been explored in the literature. Current
research supports five functions of self-injury: emotion regulation, feeling generation,
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self-punishment, interpersonal influence, and interpersonal communication. Self-injury
may serve multiple functions for a given individual (Turner, Chapman, & Layden, 2012).
Emotion regulation is the most frequently reported reason for self-injuring and refers to
the use of self-injury to abate particularly aversive feelings, such as guilt and rage
(Klonsky & Muehlenkamp, 2007; Turner et al., 2012). Feeling generation refers to using
self-injury as a means of coping with numbness or depersonalization (Turner et al.,
2012). Feeling generation is also sometimes referred to as antidissociation because selfinjury can have the effect of helping the person feel real again (Klonsky &
Muehlenkamp, 2007). Self-punishment is a common function of self-injury and involves
personal attacks on the self as a means of expressing anger towards one’s self (Klonsky
& Muehlenkamp, 2007) or as a means of stopping feelings of self-hatred (Turner et al.,
2012). Interpersonal influence involves the use of self-injury either to get others to act
differently or to seek revenge (Turner et al., 2012). This function of self-injury is
controlling in nature, whereas the interpersonal communication function reflects the selfinjurer’s efforts to communicate her or his distress to others.
There are various types of self-injury reported in the literature, including cutting,
hitting, pin-pricking, skin-picking, burning, swallowing foreign objects, and headbanging (Trepal & Wester, 2007). Although cutting is typically the type of self-injury
most commonly reported (Poland, 2008; Polk & Liss, 2009; Trepal & Wester, 2007),
severely scratching and pinching the skin are also frequently found (Whitlock,
Eckenrode, & Silverman, 2006). People who self-injure may also engage in dangerous
acts, such as instigating physical altercations, as a means of intentionally having harm
inflicted upon them (Whitlock et al., 2006). Although self-injury can be inflicted on any

6
place on the body, the arms, hands, wrists, thighs stomach, calves, head, and fingers are
among the most common injury sites (Whitlock et al., 2006).
Prevalence of self-injury. An accurate estimation of rates of self-injury is
complicated, in part, because there has not yet been a nationwide epidemiological study
of self-injury (Walsh, 2006). Although the figures presented on lifetime prevalence rates
of self-injury differ by study (Laye-Gindhu & Schonert-Reichl, 2005), adults typically
represent the lowest rates (Jacobson & Gould, 2007). Jacobson and Gould (2007) found a
lifetime prevalence rate of 13 to 23% for adolescents, whereas Craigen, Healey, Walley,
Byrd, and Schuster (2010) found estimates of adolescent self-injury ranging from 4 to
39%. Rates among adults remain noteworthy, with approximately 4% of U.S. adults
acknowledging having self-injured at some point in their lives (Briere & Gil, 1998;
Klonsky, Oltmanns, & Turkheimer, 2003). These rates tend to continue decreasing with
age (Hawton & Harriss, 2008); however, Nock (2009) pointed to the possibility that
decreased rates among adults could also be the result of denial regarding self-injurious
behavior. Although the onset of self-injury tends to occur during adolescence (Jacobson
& Gould, 2007), self-injury is not restricted by age.
Self-injury does not discriminate among genders, race, or ethnicity. Although it
has long been believed that self-injury occurred almost exclusively among females
(Laye-Gindhu & Schonert-Reichl, 2005), recent studies have reported similar prevalence
rates for males and females (e.g., Andover et al., 2010; Lloyd-Richardson, Perrine,
Dierker, & Kelley, 2007). This gender gap may be attributed to sampling patterns that do
not include males (Kakhnovets, Young, Purnell, Huebner, & Bishop, 2010; Laye-Gindhu
& Schonert-Reichl, 2005) and gender differences in types of self-injury (Klonsky &
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Muehlenkamp, 2007). Similarly, whereas there appears to be a greater prevalence of selfinjury among the White population (Gratz, 2006), some evidence supports higher rates
among the Native American and Latino/a adolescent populations than among their White
and Black/African American counterparts (Evans, Evans, Morgan, Hayward, & Gunnell,
2005). Further research is necessary to ascertain whether there exists an underrepresentation of racial and ethnic minority groups in studies of self-injury.
Prevalence of comorbid self-injury and suicide. People who self-injure are at
increased risk of suicide (Toprak et al., 2011); however, rates of self-injury far surpass
those of completed suicide. Not all persons who self-injure will attempt or complete
suicide. Unfortunately, there is a lack of consistency regarding the exact ratio of selfinjury to suicide (Hawton & Harriss, 2008). In addition, the classification of non-suicidal
self-injury in the same category as suicidal attempts complicates the interpretation of data
(Klonsky et al., 2011). Nonetheless, studies that categorize self-injury under the umbrella
of suicide help to illustrate the frequency with which suicide occurs in relation to other
parasuicidal behaviors.
In their review of records from a ten year period of hospital admissions to one
U.K. medical facility, Hawton and Harriss (2008) found a ratio of approximately 26.2:1,
wherein an estimated 26.2 people engage in some form of self-injury, including potential
suicide attempts, to every completed suicide. In a study based in Australia, Howson et al.,
(2008) found a suicide rate of 1.1% among persons who present to the hospital with selfinflicted injuries—whether suicidal or non-suicidal in intent.
Some studies have differentiated and examined the frequency of self-injury to
suicidal ideation and attempts. Across these studies, no single pattern of frequency among
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suicidal ideation, self-injury, and suicidal attempts can be established. Gunter, Philibert,
and Hollenbeck (2009) examined medical and mental health morbidity rates among nonincarcerated persons who had committed criminal acts and were served by residential
facilities. In their sample of 330 volunteers, 38% acknowledged suicidal ideation, 17%
reported suicide attempts, and 12% stated they engaged in volitional self-injury (Gunter
et. al., 2009). Toprak et al., (2011) found a different relationship in the frequency of
suicidal ideation, self-injury, and suicidal attempts in their study of over 600
undergraduate Turkish students. Their results yielded a lifetime prevalence rate of 11.4%
for suicidal ideation, 7.1% for suicide attempts, and 15.4% for self-injury (Toprak et al.,
2011). In their survey of over 500 undergraduate and graduate students, Kakhnovets et
al., (2010) found that15.7% of participants reported at least one episode of non-suicidal
self-injury and that 8.5% of participants experienced suicidal ideation in the absence of a
history of self-injury. Of those study participants who reported more than one episode of
self-injury, nearly 60% also reported suicidal ideation. This figure is approximately twice
that of persons who reported a single self-injurious episode (31.8%; Kakhnovets et al.,
2010). These differing relationships in frequency rates between self-injury and suicidal
ideation and attempts may be accounted for by the dissimilar sample populations. Further
research in this area is needed.
Distinguishing Self-Injury from Suicide
Self-injury and suicide share some similarities, but they also differ in important
ways (Chapman & Dixon-Gordon, 2007; Muehlenkamp & Gutierrezz, 2004; Wester &
Trepal, 2005). However, a lack of consensus regarding the conceptualization and
definition of self-injury (Chapman & Dixon-Gordon, 2007; Nock & Favazza, 2009) has
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complicated the process of explicating those differences. Some authors argue that selfinjury exists along a continuum of suicidal intent and cannot be clearly distinguished
from suicidal attempts (e.g., Hawton & Harris, 2008; Hawton, Harris, & Rodman, 2010;
Hawton & James, 2005; Howson, Yates, & Hatcher, 2008). Other authors distinguish
self-injury and suicide by pointing to the multiple non-suicidal functions of self-injury,
such as emotion regulation, emotion expression, and distraction (Chapman & DixonGordon, 2007) and by noting differences in intent, frequency, severity, and methods
(Klonsky et al., 2011; Walsh, 2006). Those who distinguish self-injury from suicide may
still conceptualize self-injury as a point along a continuum, which falls below suicidal
attempts (e.g., Muehlenkamp & Gutierrezz, 2007). Regardless, some significant
distinctions exist between self-injury and suicide. Given the prevalence rates for both
self-injury and suicide, the strong reactions these terms evoke in professional counselors
(White et al., 2003), and the lack of training and resources for working with clients who
self-injure (Hoffman & Kress, 2010), it is essential that professional counselors have an
understanding of the commonalities and the differences between self-injury and suicide.
One means of exploring the distinguishing characteristics of self-injury and
suicide is to look at the emotional antecedents and consequences to each action. Chapman
and Dixon-Gordon (2007) found that anger was an emotional antecedent for self-injury,
suicidal attempts, and ambivalent suicidal attempts in a group of 117 female inmates;
however those who self-injured reported a marked decrease in anger following the
behavior, whereas those who attempted suicide did not report a decrease in anger. This
study did not distinguish between different types of anger and their relationship to selfinjury and suicide. They also found that boredom was more often an emotional
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antecedent for self-injury than for suicidal attempts or ambivalent suicidal attempts and
that no participants reported boredom following self-injury. The authors pointed to the
potential explanation that self-injury serves a function in alleviating feelings of boredom
and emotional numbness. Chapman and Dixon-Gordon (2007) further found that relief
was the most common emotional response to self-injury, whereas guilt and anger were
the most common emotional responses to ambivalent suicidal attempts and suicidal
attempts respectively.
A second area of distinction is risk factors. Risk factors for suicide include broken
homes, presence of mental illness in self or family, substance misuse, previous selfinjurious behavior (Hawton & James, 2005), low self-esteem, female gender, extreme
weight control behaviors, early onset of puberty, recent attempts by a friend (Greydanus
& Apple, 2011), conduct problems, non-heterosexual identity (Wichstrom, 2009) and
childhood physical abuse (Fuller-Thomson et al., 2012). Established risk factors for selfinjury include abuse, substance misuse, low self-esteem, suicidal ideation, eating
disorders (Kakhnovets et al., 2010), early sexual experience, non-heterosexual identity
(Wichstrom, 2009), and low income (Toprak et al., 2011). Although there are some
similarities (i.e., substance misuse, low self-esteem, suicidal ideation, disordered eating,
and non-heterosexual identity) across these risk factors, clear differences exist. For
instance, females are much more likely to attempt suicide than males (AAS, 2007;
McIntosh, 2008), but recent researchers found that self-injury occurs equally among
males and females (Andover et al., 2010; Lloyd-Richardson et al., 2007). Also, the
presence of mental illness in one’s family and the early onset of puberty have been
directly related to increased risk of suicide, but these authors are unaware of any studies
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that establish this link for self-injury. Early sexual experience is also recognized as a risk
factor for self-injury, but, to these authors’ knowledge, is not regarded as a risk factor for
suicide. Those who repeatedly self-injure may be more likely to have a trauma history
(Kakhnovets et al., 2010; Kerr & Muehlenkamp, 2010). Finally, people who repeatedly
self-injure are more likely to experience suicidal ideation and substance misuse than
those who self-injure only once (Kakhnovets et al., 2010).
Brausch and Gutierrez (2010) studied risk factors and other differences and
similarities between self-injury and suicide among 373 high school students. Participants
were categorized into three groups: no history of self-injury, non-suicidal self-injury, and
self-injury with at least one previous suicide attempt. Participants were measured for
differences in depressive symptoms, suicidal ideation, social support, self-esteem, body
dissatisfaction, and disordered eating. Rates of 21.2% for non-suicidal self-injury and 4%
for suicide attempts were identified in the sample. Lower levels of suicidal ideation,
anhedonia, and negative self-evaluation were found among participants in the nonsuicidal self-injury group than among the self-injury with suicide attempts group. The
non-suicidal self-injury group also reported higher levels of self-esteem and parental
support than the self-injury with suicide attempts group. Differences were not identified
between the non-suicidal self-injury group and the self-injury with suicide attempts
groups on measures of hopelessness, peer support, somatic complaints, and general
dysphoria. Based on the results of this study, Brausch and Gutierrez (2010) concluded
that anhedonia and negative self-evaluation may more often accompany suicide attempts
than non-suicidal self-injury.
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Perspective on life and living is an additional means of distinguishing self-injury
from suicide. Muehlenkamp and Gutierrezz (2007) found that those high school students
who had attempted suicide reported higher levels of suicidal ideation and depression,
along with fewer reasons for living, than those who engaged in self-injury without
suicidal attempts. Furthermore, students in the study who reported self-injury without
suicidal attempts were able to identify reasons for living, which is antithetical to
motivations to end or escape from one’s life, as are seen in suicidal attempts.
Although there exists some overlap between self-injury and suicide, wherein
those who self-injure are at a heightened risk for suicide (Toprak et al., 2011), self-injury
remains largely conceptualized as a means of coping that prevents suicide. Kakhnovets et
al., (2010) found that self-injury serves as a coping mechanism for difficult emotions,
such as depression, anger, stress, and loss of control. Nock (2009) stated that self-injury
“functions as a means both of regulating one’s emotional/cognitive experiences and of
communicating with or influencing others” (p. 79). So, although the exact distinctions
warrant further examination, some mental health practitioners argue for self-injury to be
seen as a separate clinical syndrome (e.g., Muehlenkamp, 2005; Pattison & Kahan, 1983),
so much so that “non-suicidal self-injury” is included as a proposed revision to the DSMV (American Psychiatric Association, 2012).
Nock, Prinstein, and Sterba (2010) examined self-injurious thoughts and
behaviors among adolescents, through which support for the conceptualization of selfinjury as a coping mechanism was established. Using ecological momentary assessment,
Nock et al. (2010) studied the frequency, duration, and intensity of self-injurious and
suicidal thoughts among 30 adolescents who reported a history of self-injury. The
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researchers found that non-suicidal self-injurious thoughts occurred with greater intensity
than suicidal thoughts, but had a shorter duration than suicidal thoughts. Moreover,
duration of thoughts was found to be a less accurate predictor of behavior, compared to
the intensity of thoughts. Given that non-suicidal self-injurious thoughts occurred with
great intensity, they were likely to be followed by self-injurious behavior. Suicidal
thoughts, however, occurred with less intensity and were less likely to be followed by
suicidal attempts. A significant finding of this study is that self-injury was rarely
accompanied by suicidal thoughts, which enforces the non-suicidal, coping functions of
self-injury (Nock et al., 2010).
Additional support for self-injury as a coping mechanism came from a study
conducted by Claes et al., (2010). They examined similarities and differences between
self-injury and suicide among 128 patients in a Belgium psychiatric facility. The
researchers found higher rates of suicidal ideation, neuroticism, depression, and
hopelessness among patients who attempted suicide than among patients who self-injured
in the absence of suicidal attempts. The researchers also found a difference in patients’
reaction patterns to challenging life events. Passive or depressive reaction patterns were
reported more frequently among patients who attempted suicide than among patients who
self-injured without suicidal attempts, providing evidence that people who attempt
suicide tend to have fewer coping skills and reasons for living than those who self-injure
without attempting suicide. Further, this study demonstrated that people who self-injure
without suicide attempts tend to have more coping strategies and less severe symptoms of
depression, neuroticism, and hopelessness (Claes et al., 2010).
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Gilbert et al. (2010) found that critical self-talk, particularly of the persecutory
fashion, is linked to self-injury in a sample of inpatient and partial hospitalization
patients. Persecutory self-criticism relates to ideas about deserving to suffer or to be
punished. Kerr and Muehlenkamp (2010) found similar patterns in their study of college
men and women, noting that participants in their study who reported self-injury also
provided evidence of a distorted and negative self-image, depressive cognitions,
hypervigilance, and disordered thoughts. Accordingly, for those self-injuring clients who
present with marked negative self-criticism and distorted thoughts, therapeutic
interventions that address maladaptive cognitive patterns, such as cognitive therapy, may
be helpful.
Research on self-injury and suicide has identified protective factors. A supportive
family can be considered an insulating factor. For example, Toprak et al. (2011) found
that adolescents who do not have a good relationship with their family are 13 times more
likely to self-injure. Wichstrom’s (2009) study of Norwegian high school students
supports this finding, identifying parental attachment as an insulating factor against selfinjury and suicide attempts. This finding was echoed by Brausch and Gutierrez (2010),
who found evidence to indicate that parental support is a major protective factor against
suicide among adolescents who self-injure. Similarly, having a romantic partner may help
to protect against self-injury (Toprak et al., 2011) and, particularly for women, having a
child can be an insulating factor against suicide (Fazel, Cartwright, Norman-Nott, &
Hawton, 2008).
Researchers (e.g., Klonsky et al., 2011; Nock, 2009) continue to explore the
similarities and differences between self-injury and suicide, highlighting some important
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distinctions. The emotional antecedents and consequences of self-injury and suicide
differ, with anger decreasing after self-injury but not after suicide attempts (Chapman &
Dixon-Gordon, 2007). Boredom has been identified as an emotional antecedent for selfinjury, but not for suicide attempts. Moreover, relief has been identified as the most
common emotional response to self-injury, whereas the most common emotional
responses to suicide attempts are guilt and anger. Research on risk factors for self-injury
and suicide also points to some interesting similarities and significant differences.
Common risk factors include substance misuse (e.g., Hawton & James, 2005;
Kakhnovets et al., 2010), low self-esteem (e.g., Greydanus & Apple, 2011; Kakhnovets et
al., 2010), suicidal ideation (e.g., Kakhnovets et al., 2010), disordered eating (e.g.,
Greydanus & Apple, 2011; Hawton & James, 2005; Kakhnovets et al., 2010), and nonheterosexual identity (Wichstrom, 2009). A family history of mental illness (Hawton &
James, 2005) and early onset of puberty (Greydanus & Apple, 2011) have been identified
as risk factors for suicide, but may not be related to self-injury. Additionally, early sexual
experience has been linked to self-injury (Wichstrom, 2009) but may not be related to
suicide. Similarly, a history of trauma is relatively common among people who selfinjure (Kakhnovets et al., 2010; Kerr & Muehlenkamp, 2010). Those who repeatedly selfinjure tend to experience more suicidal ideation and substance misuse than those who
self-injure only once (Kakhnovets et al., 2010). Furthermore, anhedonia and negative
self-evaluation have been linked to suicide attempts, but much less so to self-injury
(Brausch & Gutierrez, 2010). Conversely, people who self-injure without attempting
suicide reported higher levels of self-esteem and parental support (Brausch & Gutierrez,
2010).
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The role of gender has also been examined. Although females attempted suicide
more frequently than males (AAS, 2007; McIntosh, 2008), there was an equal
distribution of self-injury among males and females (Andover et al., 2010; LloydRichardson et al., 2007). Additional differences in perspective on life and living have
been identified, wherein people who self-injure reported less suicidal ideation, less
depression, and more reasons for living than those who attempt suicide (Muehlenkamp &
Gutierrezz, 2007). The coping function of self-injury to manage difficult emotions (Claes
et. al, 2010; Kakhnovets et al., 2010; Nock, Prinstein, & Sterba, 2010) has been
established, supporting the role of self-injury as a means of preventing suicide.
Additionally, people who self-injure without attempting suicide tended to have less
severe emotional disturbance than those who attempt suicide (Claes et. al, 2010).
Practical Implications for Counselors
It is essential for professional counselors to understand the functional and
conceptual differences between self-injury and suicide in order to provide the most
efficacious treatment. Although differences between self-injury and suicide can and
should be addressed, the established risk of suicide among people who self-injure
(Chapman & Dixon-Gordon, 2007; Toprak et al., 2011) warrants special consideration.
Accordingly, mental health professionals who work with clients who self-injure need to
make efforts to assess for suicidal risk. Unfortunately, interpreting the presence of
suicidal risk is complicated, in part because the experience of suicidal ideation can itself
involve mixed feelings associated with wanting to escape and wanting to live (Maddock,
Carter, Murrell, Lewin, & Conrad, 2010). Janis and Nock (2008) found that, although
people’s assessment of their future self-injurious thoughts and behavior is correlated with
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their actual future behavior, looking at past self-injurious thoughts and behavior is a
better means of ascertaining the most probable course of future behavior. Toprak et. al.
(2011) offered similar cautions, noting that those who self-injure and have a history of
suicide attempts may underestimate the lethality of their suicide attempts. Accordingly,
clinicians may inadvertently and unknowingly, misjudge the level of suicidal risk in these
clients (Toprak et al., 2011).
Based on the literature review, we recommend the following for professional
counselors who are working with clients who self-injure and experience suicidal
thoughts. Janis and Nock (2008) advised that counselors use multiple means of assessing
suicidal risk and avoid relying too heavily on client self-report or clinician estimation of
risk. Similarly, counselors may pay closer attention to the frequency of self-injurious
behavior, because those who self-injure repeatedly are more likely to experience suicidal
ideation than those who experience a single episode of self-injury (Kakhnovets et al.,
2010). Looking for the presence of critical self-talk, particularly persecutory selfcriticism and messages about deserving to suffer (e.g., Gilbert et al., 2010) and other
indications of a distorted self-image (e.g., Kerr & Muehlenkamp, 2010) may be
particularly relevant when working with clients who self-injure. Additionally, taking a
trauma history can be very helpful, because clients who self-injure are likely to have
experienced past trauma (Kakhnovets et al., 2010). Inquiring into the client’s protective
factors, particularly the presence of a supportive family (e.g., Toprak et al., 2011;
Brausch, & Gutierrez, 2010; Wichstrom, 2009), intimate partner (e.g., Toprak et al.,
2011), and a child (e.g., Fazel et al., 2008) may assist the counselor in assessing risk and
working with the client from a strengths-based perspective. And, finally, we suggest
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talking with your clients about their ideas regarding life and living (e.g., Muehlenkamp &
Gutierrezz, 2004). They may want to escape the pain, not necessarily end their lives.
Implications for Future Research
Research on self-injury and suicide has helped to illuminate their similarities and
differences, but much remains unknown about the relationship between these two
parasuicidal behaviors (Klonsky et al., 2011). In addition to continued analysis of the
personality profiles of persons who experience suicidal ideation and self-injury, future
research should examine the conceptual and practical differences between self-injury and
suicide. One means of achieving this goal is to gather expert opinion from mental health
professionals who have an extensive work history with clients who self-injure.
Summary
Professional counselors who work with clients who experience suicidal thoughts
or self-injury face unique challenges. Because differentiating between suicidal attempts
and self-injury is rarely straightforward, these challenges are further complicated when
clients present with both comorbidly. Professional counselors working with these
populations should be familiar with the sometimes overlapping dimensions of both selfinjury and suicide, while also being able to distinguish between them. In this paper, an
overview of self-injury and suicide was provided, followed by a discussion of ways in
which they have been differentiated. Discussions of the continuum of self-harm, as well
as similarities and differences in risk factors, emotional antecedents and consequences,
and client perspective on living were presented. Practical implications for professional
counselors were also presented, with special attention to treatment considerations. Issues
of client prediction of self-injury and suicide, frequency of self-injury, the presence of
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suicidal ideation and substance misuse, and the roles of trauma and critical self-talk
among persons from both populations were discussed.
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CHAPTER 2
PROFESSIONAL COUNSELORS’ CONCEPTUALIZATIONS OF THE
RELATIONSHIP BETWEEN SUICIDE AND SELF-INJURY
Self-injury is defined as non-suicidal volitional self-inflicted harm to the body
that is not socially sanctioned (Klonsky, Muehlenkamp, Lewis, & Walsh, 2011; Nock &
Favazza, 2009), whereas suicide attempts involve self-injurious behavior with the intent
to die (Claes et al., 2010). Suicide and self-injury are likely among the most anxietyprovoking clinical issues faced by professional counselors. They are fairly common,
potentially dangerous, problematic to predict, and challenging to treat (Janis & Nock,
2008). The fear of losing a client to suicide is likely a reality for every professional
counselor. Similarly, self-injury tends to be an evocative topic for both professionals and
the general public (White, McCormick, & Kelly, 2003). Although our understanding of
each phenomenon individually has increased in recent years, the nature of the
relationship between suicide and self-injury remains relatively unclear (Claes et al.,
2010); however, there is an established link between the two—a heightened risk of
suicide among those who self-injure (Brausch & Gutierrez, 2010; Chapman & DixonGordon, 2007; Toprak, Cetin, Guven, Can, & Demircan, 2011). Accordingly, the purpose
of this study is to explore the relationship between suicide and self-injury. Specifically,
we seek to establish a better understanding of the relationship from the perspective of
professional counselors who have experience working with clients who self-injure. The
results of this study will aid in expanding the knowledge base on self-injury, furthering
our understanding of the relationship between suicide and self-injury, and providing
professional counselors with practical implications for their work with these clients.
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Review of the Literature
The literature on suicide and self-injury is relatively limited and often addresses
issues of statistical correlations and risk factors. However, some studies have explored
the ways in which suicide and self-injury relate and differ, contributing to our emerging
understanding of this relationship. These studies have explored character differences,
emotional antecedents and consequences, and perspective on life for both suicide and
self-injury.
Rates of Suicide to Self-Injury
The risk of suicide among persons who self-injure is heightened (Toprak et al.,
2011). However, only a portion of those who self-injure attempt or complete suicide
(Brausch & Gutierrez, 2010); the rates of self-injury far exceed those of death by suicide.
Studies have attempted to define the exact ratio of self-injury to suicide, but a consensus
among the data has yet to be reached (Hawton & Harriss, 2008). In part, this lack of
consistency in the data may be attributed to the ways in which self-injury is
conceptualized. Specifically, some studies categorize non-suicidal self-injury alongside
suicidal attempts, making it difficult to differentiate between the rates of self-injury and
suicidal attempts (Klonsky et al., 2011). This is common among European countries, in
which the term “deliberate self-harm” is used to describe a variety of self-harm
behaviors, regardless of whether suicidal intent is present (Plener, Libal, Keller, Fegert,
& Muehlenkamp, 2009). A study conducted by Hawton and Harriss (2008) illustrated the
point. In their review of ten years of hospital data and both local and national suicide
statistics, Hawton and Harris (2008) attempted to identify rates of all forms of deliberate
self-harm to suicide. They yielded a ratio of 26.2:1. So, for every one death by suicide,
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there were approximately 26.2 persons who engaged in some type of self-injury, which
includes potential suicide attempts (Hawton & Harriss, 2008). A study by Howson,
Yates, and Hatcher (2008) examined rates of suicide among persons who sought medical
attention for self-inflicted injuries and found a suicide rate of 1.1%. Again, the study did
not differentiate between self-inflicted injury with or without the intent to die.
Other investigations have distinguished between self-injury, suicidal ideation, and
suicidal attempts and compared the frequency of each. Unfortunately, the results do not
provide a consistent pattern in regards to the frequency relationship. For example, in their
study of medical and mental health among 330 non-incarcerated criminal offenders,
Gunter, Philibert, and Hollenbeck (2009) found that 38% disclosed suicidal ideation, 17%
stated that they had attempted suicide, and 12% reported non-suicidal volitional selfinjury. A study by Toprak et al., (2011) produced a different picture of the frequency
relationship. Among 600 undergraduate Turkish students, the researchers found a lifetime
prevalence rate of 15.4% for non-suicidal self-injury, 11.4% for suicidal ideation, and
7.1% for suicidal attempts (Toprak et al., 2011). A similar study by Kakhnovets, Young,
Purnell, Huebner, and Bishop (2010) surveyed over 500 undergraduate and graduate
students about their self-injurious and suicidal behavior. Participants in their study
indicated a rate of 15.7% for at least a single episode of non-suicidal self-injury and a rate
of 8.5% for suicidal ideation among those who reported no history of self-injury
(Kakhnovets et al., 2010). The rate of suicidal ideation was drastically increased among
those who reported one episode of self-injury (31.8%) and more than one episode of selfinjury (nearly 60%; Kakhnovets et al., 2010). The differences in rates of suicidal ideation,
self-injury, and suicidal attempts between these studies may be attributed to the different
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populations and environmental factors. Additional research is needed to gain a better
understanding of the frequency relationship between self-injury and suicidal ideation and
attempts.
Differentiating Self-Injury from Suicide
There exists some debate among the mental health community in regards to the
similarities and differences between suicide and self-injury. Some authors argue for a
continuum of suicidal behaviors, with suicide attempts at one end and self-injury at some
other point along that same continuum (e.g., Brausch & Gutierrez, 2010). Even among
those authors who distinguish self-injury from suicide, self-injury may still be considered
a parasuicidal behavior (e.g., Muehlenkamp & Gutierrezz, 2007). For some authors, selfinjury cannot conceptually or logistically be distinguished from suicidal attempts (e.g.,
Hawton & Harris, 2008; Hawton, Harris, & Rodman, 2010; Hawton & James, 2005;
Howson et al., 2008; Walsh, 2006). Other authors espouse critical differences between
suicide and self-injury (e.g., Chapman & Dixon-Gordon, 2007; Muehlenkamp &
Gutierrezz, 2004; Walsh, 2006; Wester & Trepal, 2005). Among these differences,
authors cite the non-suicidal functions of self-injury, such as distraction, expression of
emotion, and regulation of emotion (Chapman & Dixon-Gordon, 2007). Despite the lack
of consensus on a definition or conceptualization of self-injury (Chapman & DixonGordon, 2007; Nock & Favazza, 2009), research has supported some distinctions
between the two phenomena.
Klonksy et al., (2011) discussed four primary differences between suicide and
self-injury—intent, medical damage, frequency, and means. As aforementioned, selfinjury involves a non-lethal intent, whereas suicide involves the intent to die as a result of
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the behavior. Additionally, in the case of self-injury, physical damage to the body is
characteristically less severe than the medical damaged incurred during suicide attempts
and is typically not life threatening. Moreover, the frequency of self-injurious acts tends
to far outnumber the frequency of suicide attempts. Finally, when comparing people who
self-injure to those who attempt or complete suicide, the methods with which a person
self-injures tended to be more varied (e.g., cutting, burning, scraping, carving) than the
methods by which a person attemptes or completes suicide (Klonsky et al., 2011).
A common differentiation between self-injury and suicide is the conceptualization
of self-injury as a coping skill. Kakhnovets et al., (2010) conducted a study among
college students and found that self-injury served as a means of coping with complex and
intense emotions, such as anger, stress, depression, and loss of control. Nock (2009)
echoed these results by stating that self-injury “functions as a means both of regulating
one’s emotional/cognitive experiences and of communicating with or influencing others”
(p. 79). These findings support previous literature, which identified five typical functions
of self-injury: emotion regulation, feeling generation, self-punishment, interpersonal
influence, and interpersonal communication (Klonsky & Muehlenkamp, 2007; Turner,
Chapman, & Layden, 2012).
Nock, Prinstein, and Sterba (2010) used ecological momentary assessment to
examine the self-injurious thoughts and behaviors of 30 adolescents who reported a
history of self-injury. They found that, although non-suicidal self-injurious thoughts
occurred with greater intensity than suicidal thoughts, suicidal thoughts had a longer
duration than non-suicidal self-injurious thoughts. Additionally, they found that the
intensity of the thoughts was a better predictor of the behavior than was the duration of
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the thoughts. A noteworthy finding of this study is that the presence of suicidal thoughts
rarely accompanied self-injury. This finding supports the conceptualization of self-injury
as a means of coping with rumination and negative events (Nock et al., 2010).
In their study of 128 inpatient admissions to a Belgium psychiatric hospital, Claes
et al., (2010) examined similarities and differences between suicide and self-injury. They
found that patients who attempted suicide experienced higher rates of depression,
hopelessness, suicidal ideation, and neuroticism than those who self-injured without
suicidal attempts. Additionally, patients who attempted suicide reported a passive or
depressive reaction pattern to difficult life events more frequently than did those who
self-injured without suicidal attempts, again highlighting the potential coping function of
self-injury (Claes et al., 2010).
Research on the emotional antecedents and consequences of suicide and selfinjury has also helped shed light on some important distinguishing characteristics.
Chapman and Dixon-Gordon (2007) surveyed 117 female inmates about their
experiences prior to and after engaging in each act. They found that anger was an
emotional antecedent for self-injury, suicidal attempts, and ambivalent suicidal attempts.
Among those participants who self-injured, anger was reported to have markedly
decreased following the self-injurious episode. This was not true for those participants
who had attempted suicide, who actually reported an increase in anger. Boredom was
identified as an emotional antecedent for self-injury, with no participants reporting
boredom following the self-injurious episode. Boredom was also established as an
emotional antecedent for suicidal attempts and ambivalent suicidal attempts, but to a
much lesser degree. This study found that relief was the most frequent emotional
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response to self-injury, whereas guilt was the most common emotional response to
ambivalent suicidal attempts and anger was the most common emotional response to
suicidal attempts (Chapman & Dixon-Gordon, 2007).
Muehlenkamp and Gutierrezz (2007) identified an additional distinguishing
factor—perspective on life. They surveyed high school students and found that rates of
suicidal ideation and depression were elevated, with fewer reasons for living, among
those students who had attempted suicide compared to those who reported self-injury
without suicidal attempts. And, interestingly, those students who reported self-injury in
the absence of suicidal attempts identified reasons for living. The ability to name reasons
for living does not indicate motivations to end one’s life, as is characteristic of suicidal
attempts (Muehlenkamp & Gutierrezz, 2007). A study of 665 German ninth grade
students conducted by Plener et al. (2009) supported the finding that suicidal ideation is
more prominent among people who self-injure and have previously attempted suicide
than among those who self-injure without a previous suicide attempt.
A major distinction between suicide and self-injury relates to the risk factors for
each. Risk factors for suicide are numerous and include suicidal thoughts or ideation
(Rudd et al., 2006), broken homes, mental illness in self or family members, substance
misuse, history of self-injurious behavior (Hawton & James, 2005), low self-esteem,
female gender, risky weight control behaviors, early onset puberty, recent attempts by a
friend (Greydanus & Apple, 2011), behavioral problems, and non-heterosexual identity
(Wichstrom, 2009). Sometimes overlapping and sometimes distinct, risk factors for selfinjury include history of or current abuse, substance misuse, low self-esteem, suicidal
ideation, eating disorders (Kakhnovets et al., 2010), early first sexual encounter, non-
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heterosexual identity (Wichstrom, 2009), and low socio-economic level (Toprak et al.,
2011). Among these, common risk factors to both suicide and self-injury include
substance misuse, low self-esteem, suicidal ideation, disordered eating, and nonheterosexual identity. Despite these similarities in risk factors, some distinctions exist.
For instance, recent researchers have found equal rates of self-injury among males and
females (Andover, Primack, Gibb, & Pepper, 2010; Lloyd-Richardson, Perrine, Dierker,
& Kelley, 2007), but the rates of suicide attempts among females far surpass those among
males (AAS, 2007; McIntosh, 2008). Additionally, early onset of puberty and the
presence of mental illness in one’s family have been linked to an increased risk of
suicide, but the authors were unable to locate a study to indicate the same connection to
self-injury. Conversely, early sexual experience has been linked to a heighted risk of selfinjury, but the authors did not locate a study that established the same link for suicide.
A study conducted by Brausch and Gutierrez (2010) examined differences and
similarities between suicide and self-injury, among which established risk factors were
included. In this study, 373 high school students were divided based on self-report into
three groups: no history of self-injury, non-suicidal self-injury, and self-injury with at
least one previous suicide attempt. Based on their responses on eight separate self-report
inventories, participant groups were measured for differences in depressive symptoms,
suicidal ideation, social support, self-esteem, body dissatisfaction, and disordered eating.
The authors found rates of 21.2% for non-suicidal self-injury and 4% for suicide
attempts. Participants in the non-suicidal self-injury group reported lower levels of
suicidal ideation, anhedonia, and negative self-evaluation than the self-injury with suicide
attempts group. Additionally, the non-suicidal self-injury group reported higher levels of
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parental support and self-esteem than the self-injury with suicide attempts group. The
study did not identify differences between these two groups on measures of hopelessness,
peer support, somatic complaints, and general dysphoria. These results indicate that
anhedonia and negative self-evaluation may be more often implicated in suicide attempts
than in non-suicidal self-injury (Brausch, & Gutierrez, 2010).
Although the specific distinctions between suicide and self-injury require further
study, there exists research to support a separation of the two. The heightened risk of
suicide among those who self-injure (Toprak et al., 2011) points to a relationship between
the two phenomena, the nature of which remains unclear. Additional research that
explores this relationship is warranted. Therefore, the purpose of this study is to explore
how advanced clinicians conceptualize the relationship between suicide and self-injury.
Moreover, this study seeks to understand how the presence of self-injury alters clinical
assessment as it relates to suicide risk assessment, how the presence of self-injury alters
clinical assessment in general, and how the presence of self-injury alters clinical
intervention.
Method
Participants
Eligible participants included fully licensed professional counselors who have
experience working with clients who self-injure. All participants were administered the
Supervisee Levels Questionnaire-Revised (SLQ-R) in an effort to identify those
participants who possess advanced counseling skill (i.e., levels 3 and 3i). Scores on the
highest levels of the SLQ-R are considered indicators of advanced counseling skill and
ability (McNeill, Stoltenberg, & Romans, 1992). Clinicians who score in level 3 of the
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SLQ-R tend to function autonomously in their professional work with a high degree of
confidence, be self-reflective and empathic, maintain consistent motivation in their
professional work, and “understand the limitations and complexities of the counseling
process” (McNeill et al., 1992, p. 505). Level 3i on the SLQ-R is considered an
integrative level, wherein clinicians experience an integration of their clinical skills
across the domains of self and other awareness, motivation, and dependency-autonomy
(McNeill et al., 1992). Only participant responses for those who scored in level 3 or 3i on
the SLQ-R were included in the data analysis. Similar studies have used peer
identification as a means of defining “expert” (e.g., Luborsky, McClellan, Woody,
O’Brien, & Auerbach, 1985; Rubel & Atieno Okech, 2009). However, the use of peer
identification would have required snowball sampling and, thereby, could have reduced
the overall number of participants. Accordingly, we sought a means of operationalizing a
definition of “advanced clinician.”
In determining the number of participant responses to use in the data analysis, we
referred to Francis et al., (2010), who emphasize saturation of data over sample size.
Francis et al. propose a structure through which data can be coded so as to identify when
saturation of data occurs. This begins with determining, at onset, the initial quantity of
responses to be analyzed. Remaining data is then coded at specified intervals until new
codes no longer emerge. At this point, coding continues for a specified number of
responses so as to ensure saturation. In the present study, saturation was achieved at
response number 26. Consistent with Francis et al., an additional five interviews were
coded to ensure saturation and all coding ceased after number 31.
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Participants were recruited via national, regional, and state professional
counseling list serves and, as such, were not defined to a single geographical area of the
United States. A total of 31 licensed professional counselors participated in this study. A
majority were female (N=22) and ages ranged from the 26-30 to the 61-65 categories,
with the highest proportions among the 31-35 (N=6) and 36-40 (N=8) age ranges (Table
1). One participant self-reported as “Caucasian Hispanic,” four as African
American/Black, and 26 as White/Caucasian/European American. Participants included
master’s level counselors (N=17), counselors with a specialist’s degree (N=4), and
doctoral level counselors (N=10). Years licensed as a professional counselor ranged from
less than one year to 26 years (M=9). Work settings represented include college
counseling (N=8), private practice (N=6), community mental health (N=7), and other
(N=10).
Procedures
The use of online technology to conduct qualitative research can assist in
providing a broader sample and increasing participant honesty when discussing sensitive
topics (Balden & Wittman, 2008). Accordingly, in an effort to attain a larger and more
diverse participant sample, an online survey was used as the method of data collection in
Table 1
Demographic Distribution of the Sample
Mean

Median

Age
Years Licensed

Range

Standard Deviation

26-30 to 61-65
9

13.25

<1 yr to 26 yrs

7.67
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this study. O’Grady and Richards (2010) and Reynolds (2011) used similar designs to
examine the role of inspiration in the helping professions and to explore the experiences
of faculty who teach courses in multicultural counseling. Participants were recruited by
means of an email invitation to participate in an online survey. Email invitations were
sent to professional colleagues of the researchers and to professional counseling list
serves. All responses were anonymous; identifying information was not collected in the
survey, nor were IP addresses tracked.
Instruments
Supervisee Levels Questionnaire-Revised (McNeill, Stoltenberg, & Romans,
1992). The SLQ-R is a short 30-item inventory. The SLQ-R, based on the Integrated
Developmental Model (IDM), was developed by Stoltenberg, McNeill, and Delworth
(1998). It conceptualizes counselor development across three dimensions and four stages.
According to the IDM, counselor development occurs across the dimensions of self and
other awareness, motivation, and dependency-autonomy (McNeill et al., 1992). As
counselors gain skills across these three dimensions, they progress through the four
developmental levels. For the purposes of this study, composite scores were used and a
minimum cut-off score of 142.5 for level 3 was established. This is consistent with the
findings of McNeill et al., (1992), who identified 95% confidence intervals for all levels
of the SLQ-R.
As a test of reliability of the three subscales, Cronbach alpha reliability
coefficients were calculated (McNeill et al., 1992). The resulting reliability estimates
were .83 for Self and Other Awareness, .74 for Motivation, .64 for DependencyAutonomy, and .88 for the total scores. Construct validity tests of the SLQ-R measured
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differences in subscale and total scores between the three groups—beginning,
intermediate, and advanced. Significant correlation was found among the following
subscales: Self and Other Awareness and Dependency-Autonomy, r = .53 p < .001; Self
and Other Awareness and Motivation, r = .58 p < .001; and Motivation and DependencyAutonomy, r = .43 p < .001. However, an analysis of variance (ANOVA), using trainee
experience as the independent variable, indicated a statistically significant difference
between the three groups on total SLQ-R scores, F(2,102) =7.37 p < .00. Further, using a
.05 alpha level, significant differences in mean subscale and total SLQ-R scores were
found between all the groups except the beginning and intermediate groups.
Demographic Sheet and Open Ended Questions. Participants were asked to
provide basic demographic information and respond to the following seven open-ended
questions: 1) Thinking of your work with clients who self-injure versus those who do not
self-injure, do you believe that clients who self-injure have a different relationship with
suicide than those who do not self-injure? Please explain, 2) Thinking of your work with
clients who self-injure versus those who do not self-injure, do you believe that clients
who self-injure are at a heightened risk of suicide versus those who do not self-injure?
Please explain, 3) Thinking of your work with clients who self-injure versus those who
do not self-injure, do you assess differently for suicidal risk in your clients who selfinjure than with clients who do not self-injure? Please explain, 4) Does the presence of
self-injury impact your treatment goals? Please explain, 5) Does the presence of selfinjury impact how you work with these clients? Please explain, 6) What are some general
guidelines you follow when you work with clients who self-injure versus those clients
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who do not self-injure? Please explain, and 7) How do you determine whether your
clients self-injure? Please explain.
These questions were developed in collaboration with five individuals which
included two practicing clinicians, two counselor educators, and one methodologist. The
questions were developed with the intention of not assuming a relationship between
suicide and self-injury since a clear relationship has not yet been established in the
literature (i.e., Nock & Favazza, 2009). Question one asks participants to speak directly
to their ideas about whether a relationship between suicide and self-injury exists.
Question two addresses the documented risk of suicide among clients who self-injure
(i.e., Brausch & Gutierrez, 2010, Chapman & Dixon-Gordon, 2007; Toprak et al., 2011)
and whether professional counselors perceive an increased risk. In consideration of the
lack of clarity surrounding differences and similarities between suicide and self-injury
(e.g., Brausch & Gutierrez, 2010; Hawton & Harris, 2008; Hawton et al., 2010; Hawton
& James, 2005; Howson et al., 2008), the third question was designed to examine
whether the presence of self-injury impacts suicide risk assessment. Similarly, in question
four, we sought to address whether self-injury was distinguished as a separate treatment
goal for counselors. Considering the limited literature available on best practice for
working with clients who self-injure (i.e., Wester & Trepal, 2005), questions five and six
were designed to examine how self-injury may or may not affect the counseling
relationship and impact treatment interventions. The final question addresses one that is
overlooked in the literature—how counselors determine whether or not self-injury is
present.
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Research Team
The use of a coding team can assist in creating a richer set of codes and increase
coding reliability (Saldana, 2009). Accordingly, the present study utilized a coding team
comprised of three licensed professional counselors. Weston et al., (2001) emphasized
the importance of considering the structure of the research team and the influence each
member brings to the study. All three team members are female. Two self-identify as
White/Caucasian and one as biracial Native American and White. The age of the coders
was 24, 33, and 42 at the time of the study. Two of the coders were doctoral students in
counselor education, and the third coder was finishing her specialist’s degree in
professional counseling at the time of the data analysis. All three coders had experience
working with clients who self-injure prior to conducting the study, with the greatest
experience among the two doctoral student coders—one of whom is a traumatologist.
Inclusion of the traumatologist was intentional, in consideration of her extensive work
with clients who self-injure. Inclusion of the specialist’s student was a purposeful attempt
to help minimize researcher bias, as the respective coder had less clinical experience with
clients who self-injure and presumably less assumptions about the population.
Data Analysis
SLQ-R. A total of 35 people participated in this study. However, four participants
did not meet the minimum inclusion criteria and, thus, their responses were not used in
the data analysis. The range of SLQ-R scores for the remaining 31 responses was 145 to
187, with a mean score of 167.7 and a standard deviation of 8.89 (Table 2). Cronbach’s
alpha for the 30 SLQ-R items was .663 (Table 3). This analysis reflects a correction to
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Table 2
Scale Statistics for SLQ-R Responses
Mean

Variance

Std. Deviation

N of Items

167.7000

79.045

8.89072

30

Table 3
Cronbach’s Alpha for SLQ-R Responses
Cronbach’s Alpha

N of Items

.663

30

the data for 18 responses, in which a null score of one was used for item number two on
the SLQ-R to correct for an error in the survey administration.
Qualitative content analysis. Data collected in this study was analyzed using
qualitative content analysis (e.g., Schreier, 2012). This inductive method of analysis is
recommended when a formal theory about the research topic is unavailable or the present
knowledge is fragmented (Hsieh & Shannon, 2005; Lauri & Kyngas, 2005). In this sense,
qualitative content analysis provides a means through which to generate knowledge of a
phenomenon rather than to confirm existing knowledge (Elo & Kyngas, 2008).
Accordingly, qualitative content analysis emphasizes an avoidance of pre-existing
categories and instead the generation of new categories (Hsieh & Shannon, 2005). The
overarching goal of qualitative content analysis is to "systemically describe the meaning
of your material" (Scheier, 2012, p. 3).
The procedure of qualitative content analysis involves multiple steps, but can
succinctly be described as a process of deriving categories and subcategories from a unit
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of analysis, such as an interview or written statement (Elo & Kyngas, 2008). These
categories are then organized into a hierarchal structure that describes the nature of their
relationship (Hsieh & Shannon, 2005). Definitions are established and examples are
identified for each category and subcategory. Within this coding and categorization
process, either manifest or latent content can be coded (Elo & Kyngas, 2008). The
present study involved coding of latent content, which is characteristic of qualitative
content analysis (Schreier, 2012). This means that the analysis of the data involved a
process of meaning making beyond that which was "immediately obvious" or "literal"
within the data.
Data analysis in this study followed the structure for inductive qualitative content
analysis described by Scheier (2012). This process began with all three coders
independently coding an initial data set. A research team meeting was held to compare
and discuss the initial codes, resulting in the development of a codebook or coding frame
(Scheier, 2012). At the time of developing the initial code book, preliminary categories,
subcategories, definitions, and examples were established. This code book was datadriven, meaning that the categories and subcategories were derived from the data, as
opposed to being derived from pre-existing concepts and literature (Scheier, 2012). Data
set number one was recoded with the initial codebook to verify its accuracy to the data. A
second data set was subjected to a pilot test of the codebook. The coding team
reconvened to discuss the pilot test and revisions to the codebook were made, after which
it was considered ready for use. Subsequent data sets were then coded independently by
two research team members using the code book and verified by a third research team
member. The code book was continually modified to accommodate emerging codes.
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Initial code sets were then recoded with the final code book. A coding team meeting was
held to determine whether any categories or subcategories should be condensed and to
discuss interpretation of the results.
Trustworthiness
Multiple measures were taken to increase the trustworthiness of this study.
Reflexivity in data interpretation was used by means of an ongoing research journal kept
by the student principal investigator. The research journal functions as a means through
which to document and reflect on emerging ideas, including interpretation of the data and
personal reactions, throughout the research process (Saldana, 2009). An external auditor
reviewed this journal for the presence of researcher bias in data interpretation. In
addition, the external auditor verified the accuracy of all SLQ-R scores and, as mentioned
below, reviewed the final codebook.
Coding and analysis procedures in this study were designed to reduce the impact
of the researchers’ preconceptions and expectations. Data was coded by a team of three
coders, so that no single piece of data was reviewed by only one coder. This process of
"double coding" is one of the most important means of increasing trustworthiness when
conducting qualitative content analysis, as it diminishes researcher bias and increases the
reliability of codes (Schreier, 2012, p. 16). As part of the double coding process, an
ongoing codebook was developed and revised as necessary by the coding team. The final
codebook and analysis were also subjected to an external audit, wherein the auditor
reviewed categories and subcategories for unidimensionality and mutual exclusivity. As
described by Scheier (2012), unidimensionality indicates that each category and
subcategory capture only one aspect of the data. Mutual exclusivity refers to the idea that
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each category and subcategory should reflect ideas that are separate from the others, such
that there is no overlap in the concepts they reflect. Consistent with the process of
inductive qualitative content analysis and as a means of increasing validity, the analysis
was subjected to a comparison to existent relevant literature. Points of divergence from
the literature were noted and re-evaluated to determine if the divergence was reflected in
the actual data or was the result of researcher bias in coding.
Results
Relationship between Suicide and Self-Injury
Qualitative content analysis of the data yielded seven categories and 27
supporting subcategories (Table 4). These categories and subcategories were not
exclusive, meaning that a single participant response may include data that was coded
into different, sometimes contrasting, categories and/or subcategories (Table 5). Both the
number of participants (N) whose statements were coded into a category or subcategory
and the number of times a subcategory was coded (frequency count) will be presented.
The category relationship between suicide and self-injury (N=19) includes
subcategories that speak to participants’ ideas regarding whether suicide and self-injury
are related. It includes the subcategories suicide and self-injury are unrelated, suicide and
self-injury are related, and relationship is unclear. The subcategory suicide and selfinjury are unrelated (N=12; frequency=13) is defined as “participants express the idea
that suicide and self-injury are unrelated or serve different purposes.” Examples of this
subcategory include “self-injury is essentially a life preserving effort rather than a life
ending effort” and “the typical rationale for suicide is often different than the typical
rationale for self-injury.” Coding within the subcategory suicide and self-injury are
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Table 4
Categories, Subcategories, Frequency Counts, and Definitions
Category
Relationship between
Suicide and SI

Functions of SI

Associated Risk

Suicide Risk Assessment

Subcategories
(frequency counts)
SI and suicide are
unrelated (13)

Definitions

Participants express the idea that
suicide and SI are unrelated or serve
different purposes.
SI and suicide are
Participants express the idea that
related (7)
suicide and SI are related in some
way.
Relationship is
Participants express the idea that the
unclear (3)
relationship between SI and suicide
is unclear or uncertain.
SI as emotional
Participants express the idea that SI
release (6)
serves as a form of emotional
release, relief, or expression of
emotion.
SI as emotion
Participants express the idea that SI
regulation (8)
is a means of regulating emotion.
SI as a negative
Participants express the idea that SI
coping skill (7)
is a coping skill, but make reference
to it as an unhealthy or problematic
behavior.
SI as a coping
Participants express the idea that SI
skill (5)
is a means of coping, without
specifying it as negative or
maladaptive.
Suicide is not the
Participants express the idea SI is not
intention (17)
intentionally suicidal in nature or
equivalent to a suicide attempt.
Higher risk (34)
Participants express the idea that
there exists a higher safety risk with
clients who SI. This may be related
to fatal or nonfatal physical harm.
SI does not increase Participants express the idea that SI
suicide risk (9)
does not necessarily increase risk.
Participants may speak to other risk
factors as better indicators of the
degree of risk.
Unmodified suicide Participants state that they do not
risk assessment (22) assess for suicide risk differently
with clients who SI than with clients
who do not SI.
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Category

Treatment Planning
and Goals

Intervention

Subcategories
Definitions
(frequency counts)
Modified suicide
Participants state that they assess
risk assessment (27) differently for suicide risk with
clients who SI than with clients who
do not SI.
Specific treatment
Participants state that their treatment
plan (20)
plan with clients who SI includes
specific inclusion of SI.
Replacing behaviors Participants state that they work with
(11)
the client to replace SI behaviors
with either alternatives to SI or other
coping skills.
Unmodified
Participants state that their treatment
treatment plan (2)
of clients who SI does not differ
markedly from their treatment of
other similar clinical issues.
Comorbid treatment Participants talk about comorbid
considerations (11) issues that impact treatment and/or
may be a focus for treatment.
Client directed
Participants state that they do not
treatment (12)
impose their expectations or goals
related to SI onto the client.
Counselor concern Participants express concern for the
(5)
client’s safety and/or concern for self
in regards to professional liability.
SI as an ongoing
Participants express the idea that
treatment
treatment of SI is an ongoing issue
consideration (3)
that is attended to throughout the
therapeutic relationship.
Specific interventions Participants talk about specific
(37)
interventions they use, which are
tailored to the client who self-injures.
Unmodified
Participants state that their work with
interventions (5)
clients who SI does not differ from
their work with clients for whom SI
is not a known concern.
Normalize SI (5)
Participants express the idea that SI
needs to be normalized in the
therapeutic relationship, making it
less shameful, taboo, or secret.
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Category

Identification of SI

Subcategories
(frequency counts)
Client centered
therapeutic
relationship (11)

Definitions

Participants talk about specific
aspects of or modifications to the
therapeutic relationship that make
working with this population more
effective.
Supervision/
Participants talk about the
Consultation/
importance of clinical supervision,
Collaboration (7)
consultation, and/or collaboration
with other medical or mental health
professionals in their work with
clients who SI.
Identification
Participants state that they identify
through client self- SI through direct client selfdisclosure (9)
disclosure.
Identification
Participants state that they identify
through observation SI through observation of the client,
(19)
his/her behavior, and/or visible signs
of SI.
Identification through Participants state that they identify
direct questioning
SI through directly asking the client.
(23)

related (N=5; frequency=7) required that “participants express the idea that suicide
and self-injury are related in some way.” Examples of relevant codes include “persons
who self-injure are more likely to contemplate, attempt, and complete suicide,” “I believe
that they do have a different relationship with suicide because with the ones I have
worked with they were not uncomfortable with the idea of suicide as I have seen other
non-self-injury clients be,” and “yes, mostly because they generally have deep seeded
depression they are working against.” The subcategory relationship is unclear (N=2;
frequency=3) is characterized by participant responses that “express the idea that the
relationship between self-injury and suicide is unclear or uncertain.” Examples include
“there are those who self-injure who also have suicidal ideation and planning. However,
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Table 5
Response Exclusiveness and Inclusiveness
Category
Relationship between Suicide and SI

Functions of SI

Associated Risk

Suicide Risk Assessment

Treatment Planning and Goals

Intervention

Identification of SI

Subcategories/Participant ID
SI and suicide are unrelated
304, 307, 308, 310, 312, 314, 317, 322, 326, 332, 343, 344
SI and suicide are related
323, 329, 335, 337, 355
Relationship is unclear
346, 349
SI as emotional release
304, 312, 322, 330, 346, 349
SI as emotion regulation
307, 308, 310, 315, 325, 330
SI as a negative coping skill
307, 312, 322, 335, 347, 348
SI as a coping skill
341, 345, 348, 349
Suicide is not the intention
304, 306, 314, 317, 322, 325, 329, 330, 335,345, 346, 347, 348, 351, 357
Higher risk
304, 306, 308, 310, 312, 314, 315, 317, 323, 324, 325, 329, 330, 336,337, 341, 344,
345, 346, 355
SI does not increase suicide risk
326, 330, 332, 343, 344, 348, 349, 355, 357
Unmodified suicide risk assessment
304, 307, 312, 317, 324, 329, 330, 332, 336, 341, 344, 345, 346, 348, 349, 357
Modified suicide risk assessment
306, 310, 314, 315, 317, 323, 325, 326, 330, 337, 343, 344, 346, 347, 348, 349, 351,
355
Specific treatment plan
304, 306, 307, 308, 310, 314, 317, 322, 323, 324, 325, 326, 336, 337, 344, 345, 346,
347, 349
Replacing behaviors
304, 307, 314, 317, 323, 324, 329, 343, 345, 348, 349, 355, 357
Unmodified treatment plan
317, 351
Comorbid treatment considerations
322, 329, 330, 343, 344, 346, 349
Client directed treatment
310, 314, 332, 335, 347, 351, 357
Counselor concern
304, 317, 323, 324, 325
SI as an ongoing treatment consideration
304, 355, 357
Specific interventions
306, 308, 310, 312, 314, 315, 317, 326, 329, 330, 336, 337, 343, 345, 346, 348, 348,
349, 357
Unmodified interventions
307, 308, 310, 314, 326, 332
Normalize SI
306, 329, 330, 335, 357
Client Centered Therapeutic Relationship
310, 329, 330, 335, 355
Supervision/Consultation/Collaboration
324, 330, 355
Identification through client self-disclosure
304, 317, 329, 332, 336, 341, 344, 345, 349, 355
Identification through observation
306, 308, 310, 312, 315, 322, 329, 330, 337, 341, 343, 344, 345, 347, 349, 355
Identification through direct questioning
307, 308, 310, 312, 314, 317, 322, 323, 325, 326, 329, 330, 335, 336, 337, 343, 344,
345, 346, 347, 348, 351, 357
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the greater portion of those I work with who are self-injurious have no suicidal ideation,”
“there may be a slight increase in relationship to suicide, but that does not seem to be
shown in my clients,” and “at times, those who self-injure will admit that they have had
suicidal ideation in the past.”
Functions of Self-Injury
The category functions of self-injury (N=16) describes the various motivations or
purposes of self-injury, as described by participants. This category focuses on the
immediate functions of self-injury and not the underlying causes. Subcategories include
self-injury as emotional release, self-injury as emotion regulation, self-injury as a
negative coping skill, and self-injury as a coping skill. The subcategory self-injury as
emotional release (N=6; frequency=6) was defined by responses that “express the idea
that self-injury serves as a form of emotional release or relief” and includes statements
such as “self- injury says that you are in emotional pain and are looking for an outlet to
rid yourself of it,” “they seem to be trying to find a way to release emotions,” and
“[suicide] is not their ultimate goal. Instead it is to feel some release of pain.” Self-injury
as emotion regulation (N=6; frequency=8) is similar, but speaks more generally to the
emotion regulation function. The definition for this subcategory is “participants express
the idea that self-injury is a means of regulating or expressing emotion.” Sample codes
include “self-injury [is] a method for ‘feeling something’ as opposed to a state of
numbness,” “self-injury is often related to self-soothing,” and “those who self-injure
often do so to feel pain.” There existed conflicting opinions in the data regarding the
conceptualization of self-injury as an adaptive or maladaptive coping skill. The
dichotomous subcategories self-injury as a negative coping skill and self-injury as a
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coping skill reflect this divergence. Responses coded under self-injury as a negative
coping skill (N=6; frequency=7) express “the idea that self-injury is a coping skill, but
make reference to it as an unhealthy or problematic behavior.” Characteristic responses
include “self-injury is a maladaptive coping strategy,” “I look to replace that negative
coping skill with a healthier alternative,” and “I believe SI is a problematic coping skill
that needs to be addressed as such.” Conversely, self-injury as a coping skill (N=4;
frequency=5) is defined as participant responses that “express the idea that self-injury is a
means of coping, without specifying it as negative or maladaptive.” Participants stated,
for instance, “my clients who self-injure do it as a coping technique,” “the act of selfinjury is active and often relieves symptoms,” and “the self-injury is a temporary relief.”
Associated Risk
The topic of potential dangers emerged in the category associated risk (N=31).
The illustrative subcategories are suicide is not the intention, higher risk, and self-injury
does not increase suicide risk. The subcategory suicide is not the intention (N=15;
frequency=17) is defined as “participants express the idea self-injury is not intentionally
suicidal in nature or equivalent to a suicide attempt.” Responses include, for example,
“those that self-injure and [sic] only looking to solve a feeling at that time. They are not
thinking to end their life,” “those who self-injure may inadvertently kill themselves,” and
“I do not believe that all self-injuring clients are ‘practicing’ for suicide or even intend to
commit suicide.” The definition for higher risk (N=20; frequency=34) is “participants
express the idea that there exists a higher safety risk with clients who self-injure. This
may be related to fatal or unfatal physical harm.” Illustrations include “I believe that
clients who self-injure are closer to considering and possibly even going through with
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suicide than client [sic] who do not self-injure. Clients who self-injure are wanting to feel
something and at times may be closer to ‘being tired of it all’,” “clients who self-injure
tend to injure ‘deeper’ each time, needing a little more self-harm to relieve themselves of
the depression they are feeling,” and “persons who self-injure are more likely to
contemplate, attempt, and complete suicide.” In contrast, the subcategory self-injury does
not increase suicide risk (N=9; frequency=9) is defined as “participants express the idea
that self-injury does not necessarily increase risk. Participants may speak to other risk
factors as better indicators of the degree of risk.” Descriptive codes include “someone
who self inures [sic] risks of suicide may not be very different than those who don't selfinjure views and risks of suicide,” “they view self-injury as a controlled method of
symptom reduction and do not typically want to die, just feel relief,” and “in general, I
don't believe that those who self-injure are at heightened risk of suicide.”
Suicide Risk Assessment
Participant ideas concerning suicide risk assessment were evenly split, with some
participants endorsing both subcategories. Under the category suicide risk assessment
(N=28), two subcategories emerged—unmodified suicide risk assessment and modified
suicide risk assessment. Responses coded into unmodified suicide risk assessment (N=16;
frequency=22) included those in which “participants state that they do not assess for
suicide risk differently with clients who self-injure than with clients who do not selfinjure.” Examples include “I do not assess differently for clients that self-injure and those
that do not. Should either group describe their feelings about suicide, I would go through
the proper steps of assisting them to receive help,” “I assess for risk of all clients the
same as I feel that if we assume someone is at higher risk than [sic] we may miss
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someone with high risk by not asking all questiongs [sic] to everyone,” and “I do the
same risk assessment with all clients when suicide may be a concern.” Some of those
who endorsed an unmodified assessment (N=6; frequency=7) stated that they assess for
suicide risk with all clients, regardless of presenting concerns. Others stated that, when a
suicide risk is present, their assessment procedures do not differ based on the presence of
self-injury. In opposition, modified suicide risk assessment (N=18; frequency=27) is
defined as “participants state that they assess differently for suicide risk with clients who
self-injure than with clients who do not self-injure.” Sample codes include “I understand
thy [sic] are different but I would likely conduct a more detailed trauma and suicide
assessment,” “I usually assess self-injury regularly as well as increase suicide
assessment,” and “I assess more carefully and also re-assess more often.” Among those
who endorsed a modified risk assessment, themes included: assessing for comorbid
treatment issues such as trauma and substance use, more frequent assessment for suicide
risk, and more thorough assessment procedures.
Treatment Planning and Goals
Treatment planning and goals (N=25) is comprised of four subcategories—
specific treatment plan, replacing behaviors, comorbid treatment considerations, and
unmodified treatment plan. Codes in specific treatment plan (frequency=20) include
those in which “participants state that their treatment plan with clients who self-injure
includes specific inclusion of self-injury.” Participant responses, such as “a goal of
eliminating self-injury behavior will be put on the treatment plan when self-injury
behaviors are present,” “I usually set goals that address the reduction of self-injury,” and
“I develop a specialized behavior plan for clients with self-injury” are representative of
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this subcategory. Replacing behaviors (N=13; frequency=11) is defined as “participants
state that they work with the client to replace self-injurious behaviors with either
alternatives to self-injury or other coping skills.” Examples of this subcategory include
“lessening the use of maladaptive coping skills and learning and increasing use of
healthier coping skills becomes one of the treatment goals,” “[we use] problem solving to
replace that behavior with a healthier alternative,” and “[part of the treatment plan
is]finding alternatives to the destructive behavior.” In comorbid treatment considerations
(N=7; frequency=11) topics of trauma, depression, and anxiety emerged. This
subcategory’s definition is “participants talk about comorbid issues that impact treatment
and/or may be a focus for treatment.” Participant responses include, for example, “more
emphasis needs to be placed on guilt and shame issues as part of overall treatment goals,”
“treatment goals with clients who self-injure tend to be associated with
anxiety/depression management,” and “I would generally focus on processing trauma and
coping.” Unmodified treatment plan (N=2; frequency=2) was only endorsed twice, but
was considered significant for inclusion in the analysis. It is defined by “participants state
that their treatment of clients who self-injure does not differ markedly from their
treatment of other similar clinical issues.” One participant stated that self-injury does not
necessarily alter treatment planning; however, another participant stated “with depression
or anxiety/panic attacks some of the goal would be the same reduction and building of
positive coping.”
Intervention
The category intervention (N=28) was the largest category, containing the most
subcategories and frequency counts, and consists of the following subcategories: specific
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interventions, client directed treatment, client-centered therapeutic relationship,
supervision/consultation/collaboration, normalize self-injury, unmodified interventions,
counselor concern, and self-injury as an ongoing treatment consideration. Responses
coded into the subcategory specific intervention (N=19; frequency=37) are characterized
by participant statements that “talk about specific interventions they use, which are
tailored to the client who self-injures.” Illustrative examples include “[I] focus on helping
develop skills to enhance communication skills and regulate emotions and tolerate
distress...collaborate with client, family, and others,” “I include self-care tips and first aid
knowledge with them,” “one specific focus is always on the emotional state while selfinjuring and what causes these experiences,” and “I tend to be goal directed, consistent,
and adhere to boundaries that are clear and direct.” Interventions addressed in this
subcategory include, for example, psychoeducation surrounding the medical risks and
possibility of accidental suicide (N=7; frequency=8), identifying the underlying
therapeutic issue (N=2; frequency=2), developing other coping skills (N=3;
frequency=3), identifying the function(s) of self-injury (N=3; frequency=3), identifying
the triggers for self-injury (N=4; frequency=4), and creating safety guidelines for selfinjury (N=3; frequency=3). Codes within the subcategory client directed treatment (N=7;
frequency=12) are those in which “participants state that they do not impose their
expectations or goals related to self-injury onto the client.” Sample codes include “I want
to meet the client where he/she is so treatment goals related to self-injury would depend
on client's current perception of self-injury and their current desire to curb or stop the
behavior,” “sometimes, the client is in such a place that controlled self-injury provides an
outlet,” and “I do not require clients to stop self-inuring or have that as an immediate
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goal.” The category client-centered therapeutic relationship (N=5; frequency=11) is
defined as “participants talk about specific aspects of or modifications to the therapeutic
relationship that make working with this population more effective.” Examples codes are
“it comes to the fore in most of my work; not because I am alarmed, but because I have
come to believe most self-injurious clients lack an appropriate container in which they
can explore self-injury,” “my preference is to create a trusting environment where they
want to share their pain and ways for trying to extinguish it,” and “of course, the basic
counseling skills involving good rapport and trust-building are vital with the hope that the
client will provide honest information about cutting.”
Supervision/Consultation/Collaboration (N=3; frequency=7) includes codes in which
“participants talk about the importance of clinical supervision, consultation, and/or
collaboration with other medical or mental health professionals in their work with clients
who self-injure.” Participants spoke about utilizing a collaborative approach, as
illustrated in the following quotes: “I have always assisted each who self-injure in
receiving a complete psychiatric evaluation with a qualified psychiatrist (and
psychologist) in order to co-assist in the best overall treatment for the client,” “[I] refer
client to appropriate medical care,” and “medical doctors need to be involved in the
client's overall treatment to monitor any potential irreversible damage or infection as a
result of the self-injurious behavior.” The definition for normalize self-injury (N=5;
frequency=5) is “participants express the idea that self-injury needs to be normalized in
the therapeutic relationship, making it less shameful, taboo, or secret.” Codes in this
category, such as “I try to engage them in open non-shaming ways” and “[I] reassure
[them] that it is more common than what might be believed,” speak to the ways in which
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participants attempt to make self-injury less taboo. The definition for unmodified
interventions (N=6; frequency=5) is “participants state that their work with clients who
self-injure does not differ from their work with clients for whom self-injury is not a
known concern.” Sample codes for this subcategory include “I approach self-injury as I
do other maladaptive behaviors. As long as the client is not actively seeking to end
his/her life, then it won't necessarily change the way I would work with the client,” “I
would consider this component of the client's presenting issues as all others and integrate
it into my approach, and “I look to replace that negative coping skill with a healthier
alternative, just like I would for any other negative coping skill.” The subcategory
counselor concern (N=5; frequency=5) is defined as “participants express concern for the
client's safety and/or concern for self in regards to professional liability.” Participants
made statements such as “I tend to have a greater concern for the client” and “[self-injury
impacts my work] due to the increased liability involved.” This subcategory speaks to the
increased liability and concern for clients who self-injure. However, it should be noted
that, when discussing ways in which the presence of self-injury impacts their work, only
one participant explicitly mentioned monitoring for suicide risk and no participants said
that they directly address suicide in their treatment with clients who self-injure. The final
subcategory in the category intervention is self-injury as an ongoing treatment
consideration (N=3; frequency=3), which is defined as “participants express the idea that
treatment of SI is an ongoing issue that is attended to throughout the therapeutic
relationship.” Descriptive examples include “[I] continue to discuss the behavior
throughout the therapeutic relationship” and “when working with clients who self-injure,
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I tend to monitor the client more in terms of the nature of the injury to ensure the person
is not in physical danger.”
Identification of Self-Injury
Three means of identifying self-injury emerged in the category identification of
self-injury(N=30)—identification through client self-disclosure, identification through
direct questioning, and identification through observation, in ascending order.
Identification through client self-disclosure (N=10; frequency=9) is defined as
“participants state that they identify self-injury through direct client self-disclosure.”
Participants noted that “sometimes this comes up when talking about suicidal ideation at
intake. At other times, it comes up when asking about daily activities or how they react
when days are not going as planned,” while others stated that “it is part of pre-assessment
intake, during intake.” Responses coded into identification through observation (N=16;
frequency=19) are those in which “participants state that they identify self-injury through
observation of the client and his/her behavior.” Examples include “the first thing I do is
look for obvious outward signs (i.e., cut marks, burn marks, etc.)” and “I also observe
whether the client wears clothing that covers himself or herself up during all seasons. In
addition, if I see scars, I will ask about it or other physical signs of self-harm.” The third
category, identification through direct questioning (N=23; frequency=23), is defined as
“participants state that they identify self-injury through directly asking the client.”
Participants stated, for example, “I ask them” and “I have received very positive
responses by asking, "A lot of people who feel the way that you do become involved in
self-injurous [sic] behaviors. Are you different from those people or - like them - do you
engage in any type of self-injurous [sic] behavior?"
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Discussion
The results of this study address seven main issues: 1) the relationship between
suicide and self-injury, 2) the functions of self-injury, 3) the debate regarding the
potential for elevated risk, 4) the issue of whether or not suicide risk assessment should
be conducted differently with clients who self-injure, 5) the ways in which self-injury
may impact treatment planning and goals, 6) how professional counselors intervene in
their work with clients who self-injure, and 7) the means by which identification of selfinjury is made. In many ways, these results mirror the existing literature (i.e. Kakhnovets
et al., 2010; Klonsky & Muehlenkamp, 2007; Miller, Muehlenkamp, & Jacobson, 2011;
Nock et al., 2010; Rudd et al., 2006; Toprak et al., 2011; Turner et al., 2012; Wester &
Trepal, 2005; Whisenhunt et al., 2012).
The lack of consensus regarding the relationship between self-injury and suicide
reflects the continued professional debate surrounding this topic (e.g. Claes et al., 2010;
Greydanus & Apple, 2011; Hawton & Harris, 2008; Maddock et al., 2010; McAuliffe,
Arensman, Keeley, Corcoran, & Fitzgerald, 2007; Muehlenkamp & Gutierrez, 2004;
2007; Plener et al., 2009; Wichstrom, 2009). Although the increased risk of suicide
among people who self-injure has been established (Toprak et al., 2011), the exact nature
of this complex relationship has yet to be determined. Some participants in this study
talked about the absence of relationship (subcategory self-injury and suicide are
unrelated) or the different functions self-injury and suicide serve (category functions of
self-injury). Others talked about a greater likelihood of people who self-injure to
contemplate suicide or experience similar affective states (subcategory self-injury and
suicide are related). A few noted the potential for suicide but stated that they have not
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found suicide to be a factor in their work with clients who self-injure (subcategory
relationship is unclear). The research team had hoped this study would serve to clarify
the relationship between self-injury and suicide. However, since the data reflect the
opinions and experience of practicing professional counselors, this lack of consistency in
the data likely points to a complicated and multifaceted relationship which may differ for
each client.
The finding that self-injury serves a variety of purposes is supported by the
literature. Consistent with Kakhnovets et al., (2010) and Nock et al., (2010), the
participants in this study noted the coping function of self-injury—whether they referred
to it as maladaptive or neutrally. Participants also discussed self-injury as a means of
emotional release (subcategory self-injury as emotional release) and emotion regulation
(subcategory self-injury as emotion regulation), which reinforces some of those (e.g.,
emotion regulation, feeling generation, and self-punishment) described by Turner et al.,
(2012) and Klonsky and Muehlenkamp (2007). However, no participants made direct
statements about self-injury as a means of communicating with others or influencing
others. It is uncertain whether the participants failed to mention these functions of selfinjury or if their clinical experience leads them to deny endorsing them. This finding may
suggest a movement away from conceptualizing self-injury as manipulative in nature (i.e.
influencing others), which is in contrast to the historical tendency to equate self-injury
with borderline personality disorder (see Klonsky, 2007).
The category associated risk was the second largest following the category
interventions. The subcategory higher risk speaks to participants’ perceived increase risk
of suicide, severe self-injury, or accidental death among clients who self-injure. This
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elevated risk is supported by the literature. Kakhnovets et al., (2010) identified rates of
31.8% for suicidal ideation among those who reported one episode of self-injury,
compared to nearly 60% for those who self-injured more than once, and 8.5% among
those with no history of self-injury. However, although suicidal ideation is a known risk
factor for suicide (Rudd et al., 2006), not all people who experience suicidal ideation will
attempt or complete suicide. Awareness of this concept emerged in the subcategory
suicide is not the intention, wherein participants spoke explicitly about the non-suicidal
functions of self-injury even when the results are fatal. In the subcategory self-injury does
not increase suicide risk, some participants took an antithetical stance to higher risk by
stating that the presence of self-injury does not increase risk of suicide. Although this
stance is not explicitly supported by the literature, Nock et al., (2010), who found that
self-injury is rarely accompanied by suicidal thoughts, support the possible accuracy of
this perspective.
The topic of suicide risk assessment was addressed in the present study.
Participant responses were split almost equally, with about half endorsing unmodified
suicide risk assessment and about half endorsing modified suicide risk assessment. There
were occasions on which codes for both unmodified and modified were identified within a
singular participant response, suggesting that participants may adjust their assessment
procedures on a case-by-case basis. The practices of assessing for comorbid treatment
issues such as trauma and substance use, more frequent assessment for suicide risk, and
more thorough assessment procedures emerged within the subcategory modified suicide
risk assessment. These are affirmed in the literature. An established connection between
self-injury and trauma (Kakhnovets et al., 2010) suggests the importance of a thorough
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assessment of potential comorbid treatment issues. Additionally, Janis and Nock (2008)
suggested counselors use multiple means of assessing risk of suicide, including open
discussions with their clients. Miller, Muehlenkamp, and Jacobson (2011) also discussed
the importance of assessing self-injury. The authors note that client self-report may lead
to more open and honest discussion of the self-injury, whereas the use of a clinical
interview may better assist in accurate classification of the self-injury. Again, this points
to the need to employ a variety of assessment methods and procedures when working
with clients who self-injure.
Similar to the topic of risk assessment, how self-injury may or may not impact
treatment planning was addressed in the present study. A small number of codes were
identified for the category unmodified treatment plan, whereas the majority of the
participants identified specific treatment plan, indicating that many of the participants in
this study explicitly consider self-injury as part of their overall treatment of the client.
The topics of behavior replacement (subcategory replacing behaviors) and addressing
comorbid treatment considerations (subcategory comorbid treatment considerations) also
emerged. The use of alternatives to self-injury is documented and may be advantageous
to the client, especially during the process of working through difficult emotions in
counseling (Wester & Trepal, 2005). Also, in consideration of the link between selfinjury and trauma and the overlapping risk factors of substance misuse, low self-esteem,
and disordered eating (Kakhnovets et al., 2010), this study supports the importance of
addressing comorbidity in treatment planning.
When discussing how the presence of self-injury impacts their clinical work, no
participants talked about addressing suicide directly in treatment and only one person
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talked about monitoring for suicide risk. Monitoring severity of wounds was addressed
twice in self-injury as an ongoing treatment consideration and psychoeducation on the
potential medical complications and risks of self-injury was coded eight times under
specific interventions. The limited discussion of suicide and unintentional fatal self-injury
within the discussion of implications for treatment may suggest that participants
conceptualize self-injury and suicide differently.
Participants in this study spoke about the specific interventions they use in their
work with clients who self-injure (subcategory specific intervention). They discussed
several ideas: exploring the motivation for self-injury, triggers, collaboration with the
client’s loved ones, psychoeducation on first aid, setting professional boundaries, and
developing coping skills. The concept of not imposing the counselor’s values or
expectations onto the client emerged in client directed treatment. Participants spoke
about the importance of recognizing self-injury as a coping skill for the client and not
asking the client to abandon that coping skill in the absence of others means of coping.
This practice is supported by Wester and Trepal (2005), who discussed the importance of
helping clients develop less lethal alternatives within the process of learning adaptive,
non-self-injurious means of coping. Similarly, the importance of a client-centered
therapeutic relationship (subcategory client centered therapeutic relationship) was cited
several times and reinforces the findings of a study conducted by Whisenhunt et al.,
(2012), in which professional counselors spoke about the central importance of providing
a warm and neutral therapeutic relationship when working with clients who self-injure.
The code counselor concern, in regards to the client’s safety and professional
liability, was coded only five times in the present study. Considering the high frequency
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of codes under higher risk, this finding was unexpected. A possible explanation may be
related to the inclusion criteria for this study. Only participants who scored within the
levels 3 and 3i on the SLQ-R were included in the data analysis. It may be that advanced
professional counselors approach their work with clients who self-injure with levels of
confidence and self-efficacy similar to those they experience in their work with other
clients.
Another finding that was unanticipated by the authors was the frequency with
which the subcategory supervision/consultation/collaboration was coded. Given the
established elevation of suicide attempts among clients who self-injure (Toprak et al.,
2011) and the high frequency of codes regarding higher risk and modified risk
assessment, the authors expected to find a greater emphasis on the importance of
supervision, peer consultation, and collaboration with other mental and medical health
providers. Again, this finding may be partially explained by the inclusion of only
advanced professional counselors in the analysis. Advanced professional counselors tend
to seek out less supervision and peer consultation and have higher degrees of confidence
(McNeill et al., 1992). Likewise, it may be that those professional counselors who chose
to participate in this study have extensive experience working with clients who self-injure
and, as such, experience a greater efficacy in their ability to manage the multiple
dimensions of self-injury. The lack of emphasis on supervision, consultation and
collaboration, particularly with medical health professionals, remains unexplained.
An area of analysis in this study that has been largely overlooked in the literature
addresses means of identifying self-injury. Participants in this study discussed three
means by which they identify whether a client self-injures—direct questioning,
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observation, and client self-disclosure (category identification of self-injury). This finding
raises the question about whether or not client response to direct questioning is an
accurate and reliable means of identifying self-injury. Additionally, the use of
observation as a means of identifying possible indicators of self-injury is emphasized, but
this practice tends to be imprecise and is subject to the counselor’s subjective
interpretation. The need for a more empirical means of identification is highlighted.
Implications for Practice
The results of this study highlight some important considerations for professional
counselors working with clients who self-injure. Although an aim of this study was to
further elucidate the nature of the relationship between suicide and self-injury, the results
suggest that professional counselors who work with clients who self-injure hold divergent
and sometimes unclear ideas about that relationship. They also appear to differ in their
ideas concerning the risk associated with self-injury, with some participants stating that
suicide is not the intention and that self-injury does not increase the risk of suicide.
Conversely, the potential for higher risk regardless of intent was a prominent topic, with
several participants discussing the increased risk of severe self-injury and accidental
suicide. Considering the lack of clarity surrounding the relationship between self-injury
and suicide, and the recurring discussion of higher risk in this study, we recommend that
professional counselors conduct a thorough suicide risk assessment with each client who
presents with self-injury. We are cautious to avoid endorsing the idea, though, that clients
who self-injure are suicidal. Rather, our intent is to recognize the established risk among
this client population and provide appropriate intervention. Similarly, although
psychoeducation surrounding the potential risks of self-injury was infrequently
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mentioned by participants, we believe that the repeated discussion of the risk of
unintentional fatal self-injury implies a need for direct conversation with clients on this
topic. In contrast, and in consideration of the potentially life preserving and adaptive
functions of self-injury discussed by participants in this study (i.e. self-injury as
emotional release, self-injury as emotion regulation, self-injury as a coping skill), we
suggest that professional counselors talk with their clients about what self-injury means
to them, the purpose(s) it serves, and the feelings that underlie it. Likewise, a thorough
assessment for potential comorbid treatment considerations should be made, as suggested
by Hoffman and Kress (2010).
The importance of a strong, client-centered therapeutic alliance is highlighted in
this study. Participants talked about approaching clients who self-injure with warmth and
neutrality, as well as creating a safe place in which clients can express themselves openly.
Professional counselors working with this client population may need to make special
efforts to establish a climate of non-judgment, authenticity, and empathy. This can be
particularly important to clients who self-injure, as these clients tend to have histories of
feeling rejected and stigmatized because of their self-injury (Klonsky et al., 2011).
Similarly, based on participant responses within the category client directed treatment,
we suggest that professional counselors consider the risks and benefits of asking clients
to cease self-injury. For some clients, self-injury may be their only means of coping. To
take away self-injury prior to developing other coping skills could potentially be
dangerous. However, for those clients who continue to self-injure, parameters should be
set around the self-injury and/or the use of replacement behaviors might be indicated.
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Additionally, even though they were not major subcategories of the present study,
the topics of counselor concern and collaboration have important applications to clinical
work. Professional counselors working with clients who self-injure are encouraged to pay
attention to their personal reactions to self-injury and the impact their personal ideas and
values may have on the therapeutic relationship. Also, as there is an elevated risk
associated with this work (Hoffman & Kress, 2010), we suggest that professional
counselors remain attuned to ways in which their own anxiety may interfere with or alter
the therapeutic experience. The importance of professional consultation, supervision, and
consultation are highlighted.
The abundance of interventions discussed by participants implies a need of
specific treatment approaches tailored to clients who self-injure. As such, we recommend
that professional counselors working with clients who self-injure immerse themselves in
the available literature and become versed in the treatment interventions most supported
for use with this client population (see Klonsky et al., 2011; Muehlenkamp, 2006).
Finally, we also suggest that professional counselors use multiple ways of identifying
self-injury in their clients; not all clients will self-disclose and many may attempt to hide
their self-injury. This reinforces Kakhnovets et al., 2010, who advise that, when
counselors identify potential risk factors, they actively screen for the presence of selfinjury.
Implications for Counselor Training
Consistent with the aforementioned implications for practice, we suggest that
counselor educators emphasize the following in their work with counselors-in-training
(CITs). There is an uncertainty surrounding the relationship between suicide and self-
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injury. As such, counselor educators should train CITs to assess for suicide risk with all
clients who self-injure. Likewise, CITs should be instructed to conduct a thorough
assessment for other psychological diagnoses and treatment issues. We believe it is also
important to discuss the multiple non-suicidal functions of self-injury and help CITs
develop ways to explore these—identifying the purpose(s) of self-injury for each
individual client and what it means to her/him.
A prominent theme in this study’s results is the importance of creating a safe,
nonjudgmental therapeutic relationship. As such, we suggest that counselor educators
work with their CITs to become aware of and monitor their personal ideas and values
about self-injury and their reactions to clients who self-injure. This will include helping
CITs gauge their anxiety surrounding their work with clients who self-injure and their
concern for the client. One means of achieving this goal is through emphasizing the
importance of appropriate clinical supervision and collaboration with medical and mental
health professionals. Supervision and collaboration may be particularly important when
working with clients who continue to self-injure, as CITs may require assistance learning
how to monitor the self-injury and create compromises with the client to help maintain
her/his safety while self-injuring.
Participants in this study spoke at length about the interventions they use in their
clinical work, which are tailored to clients who self-injure, and the ways they modify
treatment goals when self-injury is present. Accordingly, we believe it is important to
direct CITs to current literature that supports evidence based practices for self-injury (e.g.
Klonksy et al., 2011; Muehlenkamp, 2006). Additionally, professional continuing
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education training sessions may assist CITs in learning how to most effectively intervene
with this client population.
Limitations and Implications for Further Research
One possible limitation of this study involves the use of the SLQ-R to identify
professional counselors who have advanced skill in working with clients who self-injure.
This instrument was designed to identify levels of professional skill development among
supervisees (Stoltenberg, McNeill, & Delworth, 1998). Accordingly, when using the
SLQ-R with participants who may or may not currently be under supervision, a
complication arises. To minimize the impact of this, the researchers added the direction
to consider peer consultation in place of clinical supervision when responding to
questions on the SLQ-R.
The use of self-report in psychological research is supported (Haeffel & Howard,
2010); however, we considered this method a potential limitation because we were
unable to verify participant eligibility. Moreover, as the survey was anonymous, the
researchers were unable to request participants to expand on or elucidate their responses.
Accordingly, some responses were considered too vague for inclusion in the study and
were coded as insufficient for coding. For example, when asked about whether the
presence of self-injury impacts clinical work, one participant stated “depends on client.”
Another example is, when asked about differences in suicide risk assessment for those
who self-injure versus those who do not, one participant stated “I use this as teaching
opportunity.” Similarly, the anonymous online format prevented the use of member
checking, meaning that the resulting analysis was not subjected to critical review by the
participants. Although the survey request was sent via racially diverse state, regional, and
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national professional list serves, the final racial makeup of the sample was limited in its
racial diversity. As such, the limited representation of racial and ethnic minorities in this
study may be considered a limitation. Finally, the limited sample (N=31) could be
considered a limitation of the study. However, saturation of data was achieved early, at
response 26, and additional responses were coded to ensure saturation.
The results of this study point to a few major points for future empirical
examination. Additional research is needed to address the complex relationship between
self-injury and suicide. The results of this study suggest that professional counselors vary
in their stances on whether or not a relationship exists and what that relationship may
entail. Clarity in regards to this relationship could significantly impact quality of care. A
related issue involves the apparently dichotomous participant opinions on whether or not
self-injury should be considered when conducting suicide risk assessments. The
development of a suicide threat assessment measure for clients who self-injure could
assist in reducing associated risk. Finally, as aforementioned, research should address the
development of a reliable and valid means for identifying self-injury.
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