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Abstract
The main objective of this study was to assess the reasons for episodes of self-mutilation engaged
in by patients with borderline personality disorder (BPD) over 16 years of prospective follow-up.
Two hundred and ninety patients meeting both DIB-R and DSM-III-R criteria for BPD were
interviewed every two years. We divided the borderline patients into two groups: those with a
more and less extensive lifetime history of self-mutilation at study entry. These groups were not
significantly different than one another on either of the interpersonally-directed reasons for self-
mutilation studied. However, those in the more extensive group were significantly more likely to
report each of the five internally-directed reasons studied. The results of this study suggest that
borderline patients with a more extensive history of self-mutilation are best distinguished from
those with a less extensive history by episodes of self-harm that are motivated, at least in part, by
dysphoric inner states.
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Self-mutilation is a common and concerning behavioral symptom of borderline personality
disorder (BPD) (Dulit, Fyer, Leon, Brodsky, & Frances, 1994; Sabo, Gunderson, Najavits,
Chauncey, & Kisiel, 1995; Soloff, Lis, Kelly, Cornelius, & Ulrich, 1994; Zanarini,
Gunderson, Frankenburg, & Chauncey, 1990). Over a quarter of a century ago, Leibenluft,
Gardner, and Cowdry (1987) described their clinical impressions of the inner experiences of
borderline patients who engaged in self-mutilation. However despite the importance of this
symptom, which we defined as any intentional self-inflicted injury without intent to die
(e.g., punching or burning oneself), only four cross-sectional studies have assessed the
reasons that borderline patients report for deliberating harming themselves physically
(Brown, Comtois, & Linehan, 2002; Hulbert & Thomas, 2010; Kleindienst et al., 2008;
Shearer, 1994). The earliest study by Shearer (1994) asked 41 borderline inpatients about 17
possible functions of self-injury. These reasons were drawn from the literature and from
clinical experience. The three most common reasons patients with BPD reported were: “to
punish myself for being bad in some way,” “to reduce anxiety and despair,” and “to feel
concrete pain.”
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Similar reasons are reflected in the results of a more recent study (Brown et al., 2002).
Participants were asked about 29 potential reasons for self-harm. The list of reasons was
generated from earlier unstructured interviews with borderline patients about reasons for
parasuicide. The results were grouped into three categories with 96% of participants
reporting “emotional relief” as a reason for self-harming acts. Sixty-one percent of
participants reported “interpersonal influence,” and 54% reported “feeling generation” as a
reason for self-mutilation.

Congruent with these results are findings by Hulbert and Thomas (2010). In this study,
which used the same interview to assess self-harm as Brown et al. (2002) in a separate
sample, it was found that emotional relief was the most frequent reason given for episodes
of self-harm.

Kleindienst et al. (2008) examined 12 categories of expectations or motives that 101
borderline inpatients (10%) and outpatients (90%) had for nonsuicidal self-injury (NSSI).
The measure used for this study was based on past behavioral and functional analysis of
NSSI. The study results found the three most important reasons for NSSI to be “tension
relief” (51%), “reduction of unpleasant feelings” (13%), and “self-punishment” (12%). In
addition to these motives, the only other consistent reasons (more than 5% of participants)
for NSSI were reasons related to dissociation.

The current study builds upon these four cross-sectional studies by following a large and
carefully diagnosed group of inpatients with BPD over 16 years of prospective follow-up.
We divided our sample of 290 borderline patients, 90.3% or 262 of whom had a baseline
history of self-mutilation, into a more and less extensive baseline history group as we
believed the reasons for self-harm might be different for those for whom NSSI was an
occasional behavior and those for whom it was habitual and chronic.

Methods
Participants

The current study is part of a multifaceted longitudinal study of the course of borderline
personality disorder – the McLean Study of Adult Development (MSAD). The methodology
of this study, which was reviewed and approved by the McLean Hospital Institutional
Review Board, has been described in detail elsewhere (Zanarini, Frankenburg, Hennen, &
Silk, 2003). Briefly, all subjects were initially inpatients at McLean Hospital in Belmont,
Massachusetts. Each patient was first screened to determine that he or she: 1) was between
the ages of 18-35; 2) had a known or estimated IQ of 71 or higher; 3) had no history or
current symptoms of schizophrenia, schizoaffective disorder, bipolar I disorder, or an
organic condition that could cause serious psychiatric symptoms; and 4) was fluent in
English.

Assessment
After the study procedures were explained, written informed consent was obtained. Each
patient then met with a masters-level interviewer blind to the patient's clinical diagnoses for
a thorough psychosocial and treatment history as well as diagnostic assessment. Three
semistructured diagnostic interviews were administered. These interviews were: 1) the
Structured Clinical Interview for DSM-III-R Axis I Disorders (Spitzer, Williams, Gibbon, &
First, 1992), 2) the Revised Diagnostic Interview for Borderlines (Zanarini, Gunderson,
Frankenburg, & Chauncey, 1989) and 3) the Diagnostic Interview for DSM-III-R
Personality Disorders (Zanarini, Frankenburg, Chauncey, & Gunderson, 1987). The inter-
rater and test-retest reliability of these three diagnostic measures (Zanarini & Frankenburg,
2001; Zanarini, Frankenburg, & Vujanovic, 2002) have all been found to be good-excellent.
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Past experiences of self-mutilation were assessed at baseline using the Lifetime Self-
Destructiveness Scale (LSDS) (Zanarini et al., 2006). This semistructured interview assessed
the number of episodes of self-mutilation and the reasons reported for these episodes prior to
study entry. The inter-rater and test-retest reliability of this measure has been found to be
excellent (Zanarini et al., 2006).

At each of eight follow-up waves, separated by 24 months, the Lifetime Self-destructiveness
Scale: Follow-up Version (LSDS-FUV) was administered. This semistructured interview is
the follow-up analog to the LSDS and assesses the number of episodes of self-mutilation
and the reasons reported for these episodes of self-harm during each two-year follow-up
period. Good-excellent follow-up interrater reliability (within a generation of raters) (median
kappa=1.0; median ICC=.73) and follow-up longitudinal reliability (between generations of
raters) (median kappa=1.0; median ICC=.83) were achieved in the current study using
separate samples of 48 and 36 subjects respectively (Zanarini et al., 2008).

Statistical Analyses
Loglinear regression models, estimated using generalized estimating equations (GEE), were
used in longitudinal analyses of the prevalence of reasons for self-harm. With reason for
self-harm as the binary outcome, these analyses included the main effects of group (more
versus less extensive baseline histories of self-harm) and time and their interaction (as
necessary). These analyses modeled the log prevalence, yielding an adjusted relative risk
ratio (RRR) and 95% confidence interval (95%CI) for group, time, and their interaction (if
significant). Alpha was set at 0.05, two-tailed.

Results
Two hundred and ninety patients met both Revised Diagnostic Interview for Borderlines and
DSM-III-R criteria for borderline personality disorder and 262 (90.3%) of these patients had
a history of deliberate self-harm. The analyses that follow pertain to these 262 patients.

We divided the sample based upon the median number (N=35) of self-harm episodes in their
pre-study history. We believed that the more and less extensive groups that resulted would
be demographically and clinically different.

In terms of demographic data, the more (N=133) and less (N=129) extensive history of self-
harm groups were very similar in the percentage who were female (76.7% vs. 83.0%,
χ2=1.59, p=0.21) and the percentage who were white (86.5% vs. 87.6%, χ2=0.07, p=0.79).
However, those with a more extensive history of self-harm were slightly but not
significantly older than those in the less extensive group (27.6 [SD=5.9] vs. 26.3 [SD=5.4],
t=1.96, df=260, p=0.051). Those with a more extensive history also reported coming from a
significantly lower socioeconomic background (3.7 [SD=1.4] vs. 3.1 [SD=1.5], t=-3.23,
df=260, p<0.002) and having a significantly lower level of functioning as indicated by their
GAF score (37.0 [SD=7.5] vs. 40.1 [SD=7.2], t=3.38, df=260, p<0.001). In terms of self-
harm history, those in the more extensive group had begun harming themselves at a mean
age of 13.2 (SD=6.9), while those in the less extensive group had begun harming themselves
at a mean age of 18.6 (SD=6.7) (t=6.48, df=260, P<0.0001). Because the number of prior
episodes of self-harm and the lifetime number of months of self-injurious behavior were
highly skewed, we report the median value of these two variables and compare between-
group differences using the Wilcoxon rank-sum test. As expected, those in the more
extensive group had a significantly higher median number of prior episodes of self-harm
(127 vs. 10; z=−8.18, p<0.0001) and a significantly longer median history (in months) of
self-injury (180 vs. 48 months; z=−13.99, p<0.0001).

Zanarini et al. Page 3

J Pers Disord. Author manuscript; available in PMC 2014 December 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



The rates of retention in these two groups were similar to the overall rate of retention in the
290 borderline patients in the MSAD study: 87.5% (N=231/264) of surviving patients
completed all eight waves of follow-up. They were also similar to one another: more
extensive group (85.5%, N=100/117) and less extensive group (89.3%, N=108/121). In the
former group, seven subjects died of suicide and nine died of other causes. In the latter
group, five subjects died of suicide and three died of other causes.

For context, we compared the two study groups on the severity of their borderline
psychopathology over time. Using longitudinal linear regression models, we explored
between-group differences on the four section scores of the DIB-R. We found that those
with a more extensive history had significantly higher scores on the affect (z=2.80, p=0.005)
and cognition sections (z=5.94, p<0.001) of the DIB-R but the groups did not differ on the
impulsivity (z=1.16, p=0.246) and interpersonal sections (z=1.35, p=0.178) of this
interview.

We also examined the prevalence of the six specific forms of self-harm we studied over
time. Using generalized estimating equations, we found that all six were significantly more
common over time among the group with the more extensive history of self-harm: cutting
(z=2.49, p=0.013), burning (z=5.26, p<0.001), punching self (z=2.52, p=0.012), punching
walls (z=3.90, p<001), putting hand through windows (z=3.90, p<0.001), and head banging
(z=4.59, p<0.001).

Figure 1 details the prevalence of episodes of self-mutilation by both study groups over
time. While both groups had a prevalence rate of 100% at baseline, 18% of those in the more
extensive group and 11.6% of those in the less extensive group reported self-harm at 16-year
follow-up. Those in the more extensive group were significantly more likely to report
episodes of self-harm over time than those in the less extensive group (RRR=1.56,
95%CI=1.42-1.71, z=9.57, p<0.001). However, the rate of decline in both groups was very
similar but highly significant (an 89% relative decline or RRR=0.11, 95%CI=0.08-0.15, z=
−13.81, p<0.001).

We divided our seven reasons for self-harm into two of an interpersonal nature and five of
an internally-directed nature; a division that is consistent with Nock and Prinstein's
functional model of the purpose of self-injury (Nock & Prinstein, 2004); the latter five were
further divided into reasons of an affective and cognitive nature. This division also reflects
the implicit division described in Leifenluft et al.'s 1987 article.

Table 1 details the percentage of those in both study groups who reported each of the study's
interpersonal reasons for self-harm at each of the study's nine time periods (feeling angry/
frustrated or to get attention). As can be seen, the rates of these interpersonal reasons for
self-mutilation did not significantly distinguish the two study groups. However, the rates of
both reasons declined significantly over time.

As the relative risk ratios (RRRs) for group and time in this and subsequent tables contain
more fine grained information, we believe that an example would be useful. As can be seen,
about 42% of those in the more extensive group (and about 35% of those in the less
extensive group) reported hurting themselves to get attention at baseline. By the time of their
16-year follow-up, these prevalence rates had declined to about 11% and 20% respectively.
The RRR of 1.14 for study group indicates that those in the more extensive group were
about 14% more likely to report this reason for self-mutilation as those in the less extensive
group. The RRR of 0.47 for time indicates that this reason for self-harm decreased by 53%
([1-0.47]×100%) for both groups over the course of 16 years of prospective follow-up.
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Table 2 details the percentage of those in both study groups who reported each of the study's
internally-directed reasons of an affective nature at each of the study's nine time periods.
Both reasons were significantly more common among the more extensive group. Both of
these reasons also increased significantly over time.

However, the interaction between group and time found for relieving anxiety is more
difficult to interpret. As can be seen, 71% of borderline patients in the more extensive group
(and about 52% of borderline patients in the less extensive group) reported hurting
themselves to relieve anxiety at baseline. By the time of their 16-year follow-up, these
prevalence rates had increased to 78% and 67%. The relative difference of 1.29 for group
indicates that those with a more extensive history were about 29% more likely at baseline
than those in the less extensive group to have harmed themselves to relieve anxiety. The
relative difference of 1.42 for time indicates that the relative change from baseline to 16-
year follow-up resulted in an approximately 42% (or [1.42-1]×100%) increase for those in
the less extensive group. In contrast, the significant interaction between group and time
indicates that the relative increase from baseline to 16-year follow-up is approximately 4%
(or [1.42×0.73-1]×100%) for those in the more extensive group. That is, there was a less
steep increase in this reason over time for those in the more extensive group.

Table 3 details the percentage of those in both study groups who reported each of the study's
internally-directed reasons of a cognitive nature at each of the study's nine time periods.
Each of these three reasons was found to be significantly more common among those with a
more extensive history of self-harm. Two reasons (to punish oneself and to prevent being
hurt in a worse way) declined significantly for those in both groups. However, the rate of the
third reason (feeling numb or dead) remained relatively constant over time for those in both
study groups.

Due to sparseness of data, we reran our analyses for two of the reasons for self-harm: getting
attention and to prevent being hurt in a worse way. In these analyses, we collapsed our data
into three time periods: baseline, 2-8-year follow-up, and 10-16-year follow-up. Our results
for getting attention were very similar to those from our original analyses (RRR for
group=1.14 and for time=0.59). In terms of to prevent being hurt in a worse way, our results
were also very similar to those from our original analyses. However, while study group
remained significant (RRR=1.94), the effect of time was attenuated (RRR=0.80) and no
longer significant.

Discussion
This study has three main findings. The first is that borderline patients with both a more or
less extensive history of self-harm at baseline reported about the same significant rate of
decline in the prevalence of episodes of self-harm over time. This result is consistent with
our prior findings at 10-year follow-up (Zanarini et al., 2008).

The second is that borderline patients with a more extensive and less extensive baseline
history of self-mutilation were equally likely to report interpersonal reasons for self-harm
over time. More specifically, these two groups of borderline patients were about as likely as
one another to report being angry or frustrated or trying to get attention as one of their
reasons for hurting themselves over 16 years of prospective follow-up.

The third main finding is that borderline patients with a more extensive baseline history of
self-mutilation were significantly more likely to report internally–directed reasons for self-
harm over time than those with a less extensive baseline history. More specifically, they
were more likely to report both reasons of an affective nature (relieve anxiety and lessen
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emotional pain) and cognitive nature (feeling numb or dead, to punish oneself, and to
prevent being hurt in a worse way).

Our second finding confirms the interpersonal nature of the reasons for self-harm that many
clinicians find so troubling. However, our third finding suggests that internally-directed
reasons are the more salient reasons for ongoing self-harm reported by borderline patients
with a more extensive history of self-mutilation at baseline. Or looked at another way, this
subset of more severely ill borderline patients are motivated to self-harm by deeply
dysphoric inner states as much or more than they are motivated by interpersonal reasons for
this type of maladaptive behavior.

These internally-directed episodes of self-harm may be self-soothing in nature. This seems
particularly true of the affective reasons for self-harm. Patients may be trying to relieve their
often very high levels of anxiety (Zanarini et al., 1998) or lessen their often very high levels
of emotional pain (Zanarini et al., 1998).

However, internally-directed reasons may also be cognitive in nature. This includes efforts
to combat states of feeling numb or dead. In addition, these reasons may involve aggression
turned toward oneself (to punish oneself) or magical thinking (to prevent being hurt in a
worse way). Taken together, this set of results seems to suggest that borderline patients with
a more extensive baseline history of self-mutilation deliberately harm themselves physically
for reasons that are more private and thus, more difficult for mental health professionals to
know and understand. More specifically, these borderline patients are reporting hurting
themselves while depersonalized or in response to concerns about punishing oneself or
warding off punishment that might be inflicted by others.

Implications
These findings, when taken together, have important clinical implications. Clinicians may
overestimate the importance of the interpersonal reasons for self-harm. Or looked at another
way, they may not be mindful of the ways that borderline patients are using self-injury to try
to soothe themselves, punish themselves, or prevent further punishment or harm. Awareness
of this inner-directed set of reasons may lead to more empathic or validating responses to the
threat of self-harm or actual episodes of self-mutilation. It may also help clinicians to
encourage their borderline patients to be more curious and more forthright about their
motivations for self-harm.

Limitations
This study has a number of limitations. One is that the subjects were all inpatients at study
entry and thus, our results may not generalize to healthier outpatients or non-patients with
borderline personality disorder. In addition, a substantial percentage of our subjects were in
non-intensive outpatient treatment over time (Hörz, Zanarini, Frankenburg, Reich, &
Fitzmaurice, 2010). Our results might be different than those for an untreated sample or a
sample that had been treated with an empirically-based treatment for borderline personality
disorder rather than the treatment as usual received by the vast majority of our subjects.

Taken together, the results of this study suggest that borderline patients with a more
extensive history of self-mutilation are about as likely to report interpersonal reasons for
self-harm as those with a less extensive history. However, they are best distinguished from
those with a less extensive history by episodes of self-harm that are motivated, at least in
part, by dysphoric inner states of both an affective and cognitive nature.
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Figure 1.
Prevalence of Self-mutilation for Borderline Patients with More and Less Extensive
Histories of Self-harm
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An Introduction to Co-Occurring 
Borderline Personality Disorder and 

Substance Use Disorders
This In Brief is for health and human services 
professionals (e.g., social workers, vocational counselors, 
case managers, healthcare providers, probation officers). 
It is intended to introduce such professionals to borderline 
personality disorder (BPD)—a condition with very high 
rates of suicide and self-harm that often co-occurs with 
substance use disorders (SUDs). This In Brief presents 
the signs and symptoms of BPD, with or without a 
co‑occurring SUD, alerts professionals to the importance 
of monitoring clients with BPD for self-harm and suicidal 
behavior, and encourages professionals to refer such 
clients for appropriate treatment. This In Brief is not meant 
to present detailed information about BPD or treatment 
guidelines for BPD or SUDs.

How Common Is BPD?1

Estimates of BPD prevalence in the U.S. population 
range from 1.6 percent to 5.9 percent. BPD affects 
approximately 10 percent of all psychiatric outpatients  
and up to 20 percent of all inpatients.

What Is Borderline Personality 
Disorder?
BPD is one among several personality disorders (e.g., 
narcissistic personality disorder, paranoid personality 
disorder, antisocial personality disorder). According to the 
Diagnostic and Statistical Manual of Mental Disorders,
Fifth Edition (DSM-5),1 personality disorders are generally 
characterized by: 

■ Entrenched patterns of behavior that deviate 
significantly from the usual expectations of behavior 
of the individual’s culture.

■ Behavior patterns that are pervasive, inflexible, and 
resistant to change.

■ Emergence of the disorder’s features no later than 
early adulthood (unlike depression, for example, 
which can begin at any age).

■ Lack of awareness that behavior patterns and 
personality characteristics are problematic or that 
they differ from those of other individuals.

■ Distress and impairment in one or more areas of a 
person’s life (often only after other people get upset 
about his or her behavior).

■ Behavior patterns that are not better accounted for by the 
effects of substance abuse, medication, or some other 
mental disorder or medical condition (e.g., head injury).

BPD is a complex and serious mental illness. Individuals 
with BPD are often misunderstood and misdiagnosed. A 
history of childhood trauma (e.g., physical or sexual abuse, 
neglect, early parental loss) is more common for individuals 
with BPD.1,2 In fact, many individuals with BPD may have 
developed BPD symptoms as a way to cope with childhood 
trauma. However, it is important to note that not all 
individuals with BPD have a history of childhood trauma. It 
is also important to note that some of the symptoms of BPD 
overlap with those of several other DSM-5 diagnoses, such 
as bipolar disorder and posttraumatic stress disorder (PTSD). 
Therefore, a diagnosis of BPD should be made only by a 
licensed and experienced mental health professional (whose 
scope of practice includes diagnosing mental disorders) and 
then only after a thorough assessment over time.

Individuals with BPD often require considerable attention 
from their therapists and are generally considered to be 
challenging clients to treat.3,4,5 However, BPD may not be the 
chronic disorder it was once thought to be. Individuals with 
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BPD often respond to appropriate treatment and may have 
a good long-term prognosis,1,5 experiencing a remission of 
symptoms with a relatively low occurrence of relapse.6,7

The DSM-5 indicates that BPD is diagnosed more 
often in women than in men (75 percent and 25 percent, 
respectively).1 Other research, however, has suggested 
that there may be no gender difference in prevalence in 
the general population,5,6 but that BPD is associated with a 
significantly higher level of mental and physical disability 
for women than it is for men.6 In addition, the types of co-
occurring conditions tend to be different for women than for 
men. In women, the most common co-occurring disorders 
are major depression, anxiety disorders, eating disorders, and 
PTSD. Men with BPD are more likely to have co-occurring 
SUDs and antisocial personality disorder, and they are more 
likely to experience episodes of intense or explosive anger.8,9

What Are the Symptoms of BPD?
The DSM-5 classifies mental disorders and includes specific 
diagnostic criteria for all currently recognized mental 
disorders. It is a tool for diagnosis and treatment, but it 
is also a tool for communication, providing a common 
language for clinicians and researchers to discuss symptoms 
and disorders. According to the DSM-5, the symptoms of 
BPD include:1

■ Intense fear of abandonment and efforts to avoid 
abandonment (real or imagined).

■ Turbulent, erratic, and intense relationships that 
often involve vacillating perceptions of others (from 
extremely positive to extremely negative).

■ Lack of a sense of self or an unstable sense of self.

■ Impulsive acts that can be hurtful to oneself (e.g., 
excessive spending, reckless driving, risky sex).

■ Repeated suicidal behavior or gestures or 
self‑mutilating behavior. (See the section below on 
suicide and nonsuicidal self-injury.)

■ Chronic feelings of emptiness.

■ Episodes of intense (and sometimes inappropriate) 
anger or difficulty controlling anger (e.g., repeated 
physical fights, inappropriate displays of anger).

■ Temporary feelings of paranoia (often stress-related) 
or severe dissociative symptoms (e.g., feeling 
detached from oneself, trancelike).

Anyone with some of these symptoms may need to be 
referred to a licensed mental health professional for a 
complete assessment. Exhibit 1 presents some examples 
of how a person with BPD might behave.

Suicide and nonsuicidal self-injury
BPD is unique in that it is the only mental disorder diagnosis 
that includes suicide attempts or self-harming behaviors 
among its diagnostic criteria.3 The risk of suicide is high 
among individuals with BPD, with as many as 79 percent 
reporting a history of suicide attempts10 and 8 percent to 
10 percent dying by suicide—a rate that may be 50 times 
greater than the rate among the general population.11

More than 75 percent of individuals with BPD engage in 
deliberate self-harming behaviors known as nonsuicidal 
self-injury (NSSI) (e.g., cutting or burning themselves).12

Unlike suicide attempts, NSSI does not usually involve a 
desire or intent to die. Sometimes the person with BPD does 
not consider these behaviors harmful.4 One study involving 
290 patients with BPD found that 90 percent of patients 
reported a history of NSSI, and over 70 percent reported the 
use of multiple methods of NSSI.10 Reasons for NSSI vary 
from person to person and, for some individuals, there may 
be more than one reason. The behaviors may be:4,13,14

■ A way to express anger or pain.

■ A way to relieve pain (i.e., shifting from psychic 
pain to physical pain).

■ A way to “feel” something.

■ A way to “feel real.”

■ An attempt to regulate emotions.

■ A form of self-punishment.

■ An effort to get attention or care from others.

NSSI may include: 4,13,14

■ Cutting.

■ Burning.

■ Skin picking or excoriation.
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■ Head banging.

■ Hitting.

■ Hair pulling.

Exhibit 1. Examples of Symptomatic Behavior (BPD) 
■ Patterns of intense and unstable relationships

John comes in to see his case manager, George, and announces that he plans to marry a woman he met at a speed-dating 
event the night before. George has heard this same story from John at least once a month for the past 4 months.

■ Emotions that seem to change quickly from one extreme to another
Suzie has been working with a vocational rehabilitation counselor, Tony, for 2 weeks to prepare for job retraining. One day, 
just after Tony gets everything set up for Suzie to begin her training, Suzie storms out of the office screaming at him, “You’re 
just trying to get rid of me! You don’t understand me at all! I hate you!” Later, when Tony calls to suggest that maybe Suzie 
would prefer to work with another counselor, Suzie begins to cry and says, “Please don’t drop me, Tony! I need you!”

■ Evidence of self-harm or self-mutilation

José is a probation officer. During his weekly appointment with his client, Annie, José notices a pattern of recent cuts across 
her left forearm. José asks her about them, and Annie becomes defensive and says, “Okay, I cut myself sometimes, so what? 
It’s none of your business. I’m not hurting anybody!”

■ Pattern of suicidal thoughts, gestures,* or attempts

Maria is a nurse. As she looks over the health history of her new patient, Sally, she notices that Sally has been hospitalized 
three times in the past 4 years after suicide attempts, and that she has seen six different therapists. Sally tells her, “Yeah, I 
get suicidal sometimes. I just can’t seem to find the right therapist who can help me.”

■ Intense displays of emotion that often seem inappropriate or out of proportion to the situation

Regina is a social worker at a domestic violence shelter. She notices one of her clients, Elena, sitting in the living room 
with a sketchpad in her lap. Regina asks if she can see what Elena is drawing. Elena turns the sketchpad around to reveal 
a beautiful, detailed drawing of the shelter house. Regina admires it and says how beautiful it is, then says, “That’s funny, 
I thought that the house number was on the right side of the door.” Elena, who had been smiling, takes the sketchpad from 
Regina, looks at the drawing, then rips it from the pad and begins tearing it up, saying, “You’re right, it’s all wrong! I’ll 
have to start all over again!”

*Regarding the word gestures: It is dangerous to dismiss or label any suicidal behavior as a gesture. Anyone who exhibits 
suicidal thoughts or behaviors of any kind needs to be assessed by a licensed mental health professional.

What Are the Symptoms of SUDs?
SUDs involve patterns of recurrent substance use that 
result in significant problems, which fall into the following 
categories:1

■ Impaired control—taking more of the substance than 
intended, trying unsuccessfully to cut down on use, 
spending an increasing amount of time obtaining and 
using the substance, craving or having a strong desire 
for substance use

■ Social impairment—failing to fulfill obligations at 
work, school, or home; continuing substance use in 
spite of the problems it causes; giving up or reducing 
other activities because of substance use

■ Risky use—using the substance(s) in situations in which 
it may be physically dangerous to do so (e.g., driving) or 
in spite of physical or psychological problems that may 
have been caused or may be made worse by substance 
use (e.g., liver problems, depression)

■ Pharmacological criteria—displaying symptoms 
of tolerance (need for increased amounts of the 
substance to achieve the desired effect) or withdrawal
(a constellation of physical symptoms that occurs 
when the use of the substance has ceased)


