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Differentiating between suicidality and
self-harm
Self-harm is distinct from suicide. A person who truly attempts
suicide seeks to end all feelings, whereas a person who self-harms
seeks to feel better.
 Self-harm is not suicidal behaviour but a sign of struggling with
overwhelming feelings.
 Suicide ideation - thoughts or verbalisation of suicidal intent ‘I wish I
was dead”.
 Suicidal threat – expressing a planned suicidal action or plan for
action “I will run in front of a car” A child putting a knife under their
pillow.

 Both suicidality and self-harm are very evocative leaving loved ones
feeling terrified, helpless, angry and frustrated.

Suicide
Common suicide risk factors include:
 Mental illness, alcoholism or drug abuse (90% have a mental illnessparticularly depression, distorted thinking interferes with finding a solution)
 Previous suicide attempts, family history of suicide, or history of trauma or
abuse
 Terminal illness or chronic pain, a recent loss or stressful life event
 Social isolation and loneliness
Other risk factors for teenage suicide include:
 Childhood abuse
 Recent traumatic event
 Lack of a support network
 Availability of a gun
 Hostile social or school environment
 Exposure to other teen suicides

Additional warning signs that a teen may be considering suicide:
 Change in eating and sleeping habits

 Withdrawal from friends, family, and regular activities
 Violent or rebellious behaviour, running away
 Drug and alcohol use
 Unusual neglect of personal appearance
 Persistent boredom, difficulty concentrating, or a decline in the
quality of schoolwork
 Frequent complaints about physical symptoms, often related to
emotions, such as stomach aches, headaches, fatigue, etc.
 Rejecting praise or rewards
Source: American Academy of Child & Adolescent Psychiatry

Identifying adolescent depression
DSM CRITERIA

ADOLESCENT PRESENTATION

Depressed mood most of the day

Irritable cranky mood

Decreased interest/enjoyment in
once-favourite activities

Boredom, loss of interest in sports,
video games; giving up favourite
activities

Significant weight loss/gain

Failure to gain weight as normally
expected; overeating & weight
gain

Insomnia or hypersomnia

Changes in sleep patterns; delays
in going to or falling asleep;
refusal to wake for school; early
morning awakening

DSM CRITERIA

ADOLESCENT PRESENTATION

Psychomotor agitation/retardation

Difficulty sitting still, pacing, very
slowed down

Fatigue or loss of energy

Persistently tired, feels lazy

Low self-esteem; feelings of guilt

Self-critical; blaming oneself for things
beyond one’s control; “no one likes
me, everyone hates me”; feels stupid

Decreased ability to concentrate;
indecisive

Decline in performance in school due
to decreased motivation and ability
to concentrate; frequent absences

Recurrent suicidal ideation or
behaviour

Frequent thinking and talking about
death; writing about death; giving
away favourite belongings

Screening for suicide risk
1. Suicidal Ideation

2. Suicidal Planning (Means)
3. Access to Means
4. Protective Factors
5. Past Experiences
6. Future Expectations
Low – Some suicidal thoughts. No suicide plan. Says they won’t attempt suicide.
Moderate – Suicidal thoughts. Vague plan that isn’t very lethal. Says they won’t
attempt suicide.
High – Suicidal thoughts. Specific plan that is highly lethal. Says they won’t
attempt suicide.
Severe – Suicidal thoughts. Specific plan that is highly lethal. Says they will
attempt suicide.

Management
 Immediate
 Acknowledge the adolescent’s distress
 Convey your understandable concern and the need for intervention
 Consult a professional to ascertain the level of risk; hospitalise if
necessary
 Short Term
 Manage the co-morbidity; this may require consultation with a
psychiatrist and medication
 Individual psychotherapy
 Dialectical Behaviour Therapy (DBT)
 Longer Term
 Family-based interventions
 Continued DBT and mindfulness training

● Involvement of the family to regularly monitor the patient until safety has further
stabilized
●Restricting access to all lethal means of suicide, particularly firearms and
medications
●Identifying and avoiding triggers for relapse of suicidal ideation and warning signs

●Educating patients and caregivers about the disinhibiting effects of alcohol and
other drugs
●Specifying coping strategies and healthy activities to manage or distract oneself
from suicidal thoughts. Sufficient sleep and monitored screen time.
●Instructing family members to go to casualty if patients decompensate, and to call
an ambulance or the police if patients refuse

Moderate/superficial self harm
 Is found throughout the world and across social classes
 It is vital to explore if any underlying psychiatric condition is
present. This needs to be treated first.
 Common pathology:
Disrupted attachment
Bipolar Mood Disorder
Conduct Disorder
Personality Pathology
 Abandoned, abused and neglected children

 Motivation for self-harm needs to be identified first before
formulating a treatment plan

Psychological reasons for self-harm
Many young people report that they self-harm for:
 Relief of tensions.
 When they are emotionally stressed and confused.
 Three broad categories of reasons are: communication, control
punishment and affect regulation.
 Communication:

 Self-harm expresses feelings that cannot be spoken. It is viewed as
manipulation by some. Manipulation is usually an indirect way to get
a need met. If person learns that direct requests will be listened to
and addressed having to use indirect methods will decrease.
 Try to understand what self-harm is trying to communicate and a
constructive way of dealing with it
 Not being able to find words to describe the emotions one is feeling is
commonly found in self-mutilators. (Alexathymia)

 Control/Punishment:
 Bargaining
 Trauma re-enactment
 Magical thinking (if I hurt myself then the bad thing I fear will be prevented)
 Protecting other people from their aggression
 Punishing others
 Self control – overlaps with affect regulation
 Affect Regulation
 Most motivations have elements of affect regulation in them
 Trying to bring the body back to equilibrium during turbulent or unsettling
feelings
 Includes: reconnecting with the body after dissociative episodes
 Calming of body and emotions in times of high emotional and physical
arousal
 Validating inner pain with outer expression
 Avoiding suicide because of unbearable feelings

 Experienced as an integrative choice from a limited field of options
 Difficulties in affect regulation linked with loss, separation and
flawed attachment

Hyper stress

Dissociation

Urge Urge Urge Urge Urge Urge Urge Urge Urge
Urge Urge Urge Urge Urge Urge Urge
Feeling: numb, lost,
Feeling: overwhelmed,
alone, disconnected
unable to cope,
unreal
exposed, sensitive
Self Injury
Triggers

Feeling relieved, in
control, calm

Feeling real, alive, functioning,
able to act

Vicious Cycle of cutting

Need to escape
painful feelings

Empty hollowness
Wish to die

cutting

Emotional disconnection
relief

Affect regulation/managing
overwhelming feelings
 The ability of an individual to manage their emotional
state in order to adaptively meet the demands of their
environment.
 Some people have a broad range of emotional
regulation strategies and are able to flexibly adapt to a
range of stressful situations.
 Those with a more limited range may fall back upon
stereotyped strategies that are unsuccessful in meeting
their needs, or have severe unintended consequences.
 The ability to successfully regulate emotion is often
understood in light of attachment theory

Signs of Chronic Hyper-arousal:
Fear & Anger , Impulsive behaviours
Reactive racing thoughts
EMOTIONALLY OVERWHELMED : HIGH ANXIETY

SYMPATHETIC NERVOUS
SYSTEM
FIGHT AND FLIGHT

Window of Tolerance: Emotional Regulation
EMOTIONALLY EXHAUSTED : BURNOUT
Signs of Chronic Hypo-arousal:
Emptiness, Shame & Sadness
Restricting behaviours , depleted
Disconnected slow thoughts, numb

PARASYMPATHETIC
NERVOUS SYSTEM
REST & DIGEST
Ogden, Milton and Pain, 2006

Signs of Chronic Hyperarousal

 Feeling emotionally overwhelmed, panicked, impulsive,
hypervigilant, defensive, unsafe, reactive, angry, racing thoughts
 PTSD, panic attacks, anxiety, cutting, alcohol, stimulants, bulimia,
sleep problems
 Fight and flight
Optimal Arousal Zone
 Feelings and reactions are tolerable; we can THINK and FEEL
simultaneously; our reactions adapt to fit the situation

Signs of Chronic Hypoarousal
 Numb, dead, passive, no feelings, no energy, can’t think,
disconnected, shut down, “not there”, ashamed, can’t say “no”
 Grief, depression, anxiety, cutting, alcohol, opiods, anorexia
 Rest & digest

Adolescent brain development
• Adolescence is a period of rapid physical, neurological, emotional and social
growth and development
• The brain matures from the back to the front. There is a period of mismatch
between the development of the limbic system, the Dopamine reward system
and the prefrontal cortex.
• The mismatch years are a growing period of huge growth in the limbic system
which drives emotions and the prefrontal cortex (controls impulses) that only
matures in the twenties.
• Enhanced Dopamine release. Dopamine-reward system - seeking more thrilling
experiences and a feeling of boredom when they are not stimulated.

• Increased impulsivity- need to PAUSE. All accelerator no brakes. The “GO” of
the Dopamine system needs regulatory fibres to help child/adolescence not
just act

Flipping your lid. The upstairs and the
downstairs brain
Decision making
Planning
Self understanding
Emotional control
Morality

Emotional
reactivity
Attachment
Anger
Blinking
Fear

Borderline personality disorder
 Affect dysregulation

 Attachment difficulties
 Invalidating environment
 Genetic vulnerability

 Temperament

Goals of Emotion Regulation Skills Training
Develop the ability to ‘label’ emotions accurately: “naming is taming”
 Observe how you feel in different situations.
 Find ways to give words to your emotional experiences (i.e. describe emotions).
 Notice whether one ‘safe’ emotion ‘masks’ a more painful emotion. (E.g. anger is
often used to mask other feelings like hurt and pain.)
Express and communicate emotions effectively
 Find ways for emotions to work for you rather than against you.
 Communicate emotions using ‘I-messages’ instead of ‘you-statements’ that blame
emotions on other people.
o

I-message: “I felt hurt when you didn’t call me on Tuesday at the arranged
time. In future could you let me know when you are caught up in a meeting?”
VERSUS

o

You-statement: “You stupid inconsiderate cow. You let me down again and hurt
me so much that you made me cut myself.”

 Become aware of your non-verbal and verbal communications of emotions –
are they communicating the same message?
 Let other people know how you would like them to respond to you when you
are feeling different emotions.

Realise that emotions have very important jobs
(No emotion deserves to be bottled up)

Ride the wave of your emotions
Experience your emotion as a
wave coming and going
Don’t try to get rid of your
emotions
Don’t push them away
Try not to block emotion
Try not to suppress emotion
Don’t try to keep the emotion
around
Don’t hold onto it
Don’t amplify it

