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Summary
Aim. The undertaken research aimed at determining the frequency of deliberate selfinjurious behaviour (D-SIB) among the students of secondary schools and also the analysis
of the frequency of repeated Non-Suicidal Self-Injury (NSSI) occurrences in accordance with
DSM-5 criteria in reference to the age and sex in the studied population.
Method: The data was collected via survey method according to the questionnaire prepared in compliance with the criteria of DSM-5 and Self-Harm Inventory. The study included
randomly selected students: 1193 boys and 1027 girls in Bialystok aged 13-19 (mean age ±
SD:16.8 ± 1.65). Statistical analysis of the data was carried out using the application Statistica
10.0 PL, StatSoft.
Results: These results indicate that D-SIB and NSSI affect both sexes. In the studied group
8.3 % of students engage in deliberate self-injurious behaviour. The percentage of NSSI was
4.8% (6.3% in the group of boys, 3.2 % among girls; p(Chi2)=0.01). Self-cutting was most
common among 15-year-old pupils ((D-SIB:14.75%; NNSI:8.1%). The majority of respondents (82% of girls and 74% of boys) revealed that as a result of self-injury behaviour they
experience relief.
Conclusions: Conducting further research in the area of NSSI seems to be crucial due to
chronicity and prevalence as well as the fact that numerous repeated self-injuries bringing
relief or causing positive state of mind might indicate a mechanism similar to an addiction
syndrome in adolescence.
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Introduction
The phenomenon of self-harm has attracted the interest of researchers and clinicians for many years, but its nature has not yet been determined and remains unclear
until today.
For a long time self-destructive behaviour has remained mainly in the area of interest within suicidology. Not until the year of 1938 was self-harm (self- mutilation)
isolated from the wide spectrum of suicidal behaviour [1]. They were defined as intentional suicide or partially intentional suicide, preventing the completion of suicide
[1-4], other authors has also referred to the behaviour as an antisuicide [5-7].
For the last two decades most researchers have agreed upon that there is a fundamental difference in intention between the act of self-harm and suicidal attempts [7-11].
While suicide is intented to end human life, the goal of self-harm is to regulate highly
negative emotions, relieve pain or communicate mental suffering [12-19] The lack
of consensus over the definition of self-harm has for a long period of time complicated studies, most of which focused on clinical populations. Self-harm was found
in approximately 20-60% of adolescent patients receiving psychiatric treatments [16,
20-22] . Self-harm as an expression of extreme impulsivity was included in the symptomatology of borderline personality disorder (BPD ) in both the DSM- IV TR [23]
and ICD -10 [24] classification systems. Although there is a correlation between BPD
and D-SIB [25-27] further studies have shown that self-harm is not pathognomonic for
BPD. There is a frequent occurrence of self-mutilation in various affective, anxiety,
behavioural, and eating disorders [28-31]. Increased risk of developing self-injury
occurs in autism spectrum disorders, schizophrenia [32, 33], psychoactive substance
abuse and in post-traumatic stress disorder [34 -36]. Most of the researches around
the subject have so far not confirmed a link between a specific psychiatric diagnosis
and the associated behaviour of self-harm. On the other hand there have been several
reports drawing attention to the fact that in self-injuring patients it is not possible to
set a psychiatric diagnosis according to current diagnostic criteria [5, 7, 17, 27, 37-39].
Extended population studies have also raised the issue of self-harm increase within
the non-clinical population, with its debut during the early stages of adolescence.
The tendency to D-SIB in adolescents within the general population is between 3 to
23% [22, 37, 38, 40-46]. Regulating emotions by engaging in repeated self-mutilation
despite harmful consequences leads researchers to the hypothesis that this is another
disorder starting in adolescence period [14, 17–19, 22, 38–39]. The concept of intentional self-harm without suicidal intentions – Non-Suicidal Self- Injury (NSSI) was
included as a separate psychiatric diagnosis in the DSM-5 classification system, yet still
subject for “Terms and Conditions for further research”, in which six groups (Group
A,B,C,D,E,F) of criteria were proposed [47].
The essence of the disorder proposed in group A is a commitment for five or more
days during the last year with intentional damage to the surface of the body, which
causes bleeding, bruising or pain (cutting, burning, stabbing, hitting, excessive friction)
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with the assumption that the damage leads only to minor or moderate injury (without
suicidal intent ).
Group B determines the presence of at least one of the expected effects of selfinjurious behaviour :1) releasing negative emotions and experiencing “relief “, 2)
acting as the solution of interpersonal problems, 3) causing a positive state of mind.
Group C is associated with at least one of the following conditions: 1) interpersonal
difficulties or negative feelings/thoughts such as depressed mood, anxiety, tension,
anger, distress, negative self-esteem, which appear before the act of self-mutilation, 2)
preoccupation with the intention of self-harm, which is difficult to control. 3) Frequent
thinking about self-injuring, even if it is not done .
Group D is the intentional self-harming as a behaviour that is not socially sanctioned (such as body piercing, tattoo, part of religious or cultural rituals) and does not
include scratching at scabs or biting nails. The disorder or its clinical consequences
cause clinically significant distress or disruption in interpersonal and educational
achievements or other important areas of functioning (Group E).
Group F – excluding criteria include psychotic episodes, delirium, intoxication
or withdrawal syndrome, trichotillomania, skin picking, stereotypical self-injurious
behaviour in autism spectrum disorders, intellectual disability and the Lesh-Nyhan
disease.
Because of more and more teenagers are getting involved in NSSI extracting
a separate disease entity becomes very important . Self-harm is not just a way to relieve
mental pain, it is a special kind of experiment to induce a “nice feeling”, reminiscent
of the process of addiction. NSSI model was developed to expand the population
studies and careful empirical assessment of the problem, which may be important
in the development of adequate therapeutic and preventive strategies [47].
In Poland despite the fact that more and more teenagers engage themselves
in auto-aggressive behaviour, few researches concerning the scale of this phenomenon
have been done [21, 48]. NSSI has not been mentioned in clinical diagnosis before.
Furthermore, the precise scale of repeated incidents of self-harm with no suicidal
intentions is not known.
The undertaken research aimed at determining the frequency of deliberate selfinjurious behaviour (D-SIB) among the students of secondary schools and also
the analysis of the frequency of repeated NSSI occurrence in accordance with DSM-5
criteria in reference to the age and sex in the studied population.
Samples and methods
The research was conducted in 2013 in randomly chosen secondary schools: three
middle schools, three high schools and two complexes of vocational schools. This
research was preceded by informational meetings with principals, teachers and parents at these schools. The meetings were to explain the assumptions of the research
program and to give detailed guidelines of how to conduct the surveys. The princi-
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pals, teachers, parents and students agreed to take part in these surveys. The surveys
were anonymous.
The characteristics of the examined group
Among 2506 students aged 13-19, the results have been obtained for 2220 (88.6%)
participants. The examined group included 1193 boys (mean age ± SD:16.7 ± 1.63)
and 1027 girls (mean age ± SD:16.8 ± 1.65). The mean age (± SD) of the respondents
was 16.7±1.64 and did not differ much between the sexes of the participants. Table 1
shows the demographic characteristics of the examined group.
Table 1. The demographic analysis of the participants
Age (years)
School

Middle N=589
Vocational N=438
High N=1193

Sex

13

14

15

16

17

18

19

Total

N

N

N

N

N

N

N

N

female

27

97

93

22

25

0

0

264

male

29

119

114

36

24

3

0

325

female

0

0

0

12

9

11

13

45

male

0

0

0

105

111

88

89

393

female

0

0

0

192

174

188

173

727

male

0

0

0

130

105

120

111

466

total

56

216

207

497

448

410

386

2220

Method
The data was collected via survey method according to the questionnaire prepared
by the authors in compliance with the DSM-5 criteria [47] applicable as from May 2013,
supplemented with self-harm inventory [35] (Annex 1). NSSI was defined in compliance with suggested DSM-5criteria, according to which the engagement in self-injury
took place more than 5 days a year and resulted in a feeling of relief.
Statistical analysis
The results of the research were analysed using the program STATISTICA 10.0
PL, StatSoft. The normality of the distribution was verified with the Lilliefors test
based on Kolmogorov-Smirnov test and also with the Shapiro-Wilk test. The normality
of the distribution of the analysed variables has not been ascertained. The Chi-square
test (Chi2) was used to evaluate the differences between compared groups for the not
connected qualitative attributes given in proportions. The significance level p<0.05 has
been accepted to show that there are statistically significant differences or dependencies.
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Results
In the studied group 8.3 % of students engage in deliberate self-injurious behaviour.
Figure 1 shows the trend of self-harm in the studied group.
16,00%
14,00%
12,00%
10,00%
8,00%
6,00%
4,00%
2,00%
0,00%
13 years

14 years

15 years

16 years

17 years

18 years

19 years

6,25%

11,10%

14,75%

10,20%

8,30%

8,10%

8,48%

D-SIB

Figure 1. The D-SIB trend in studied group

Statistically significant differences between the frequency of D-SIB occurrence
among girls (6.7%) and boys (9.7% ), p=0.016 have been shown (Table 2). Among
the types of schools the highest percentage of D-SIB (13.1%), similar in the group
of boys (13.8%) and girls (13.9%), has been ascertained among the students of middle schools. However, the significant differences among both sexes have appeared
in the group of high school students (boys – 9.3%, girls – 5.4%; p=0.019) .
Table 2. The frequency of self-injury in the studied group
Total

Male

Female

N= 2220

N=1193

N=1027

p(Chi2)

n

%

n

%

n

%

D-SIB

184

8.3

115

9.6*

69

6.7*

0.02

NSSI

106

4.8

75

6.3*

31

3.0*

0.01

D-SIB – Direct Self-Injurious Behaviour, NSSI-Non-Suicidal Self-Injury more than 5 days a year,
* – statistically significant difference between sexes p<0.05
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The direct auto-aggression has been more often observed in female students in vocational schools (Table 3). Repeated self-injury was ascertained among students of all
types of schools. In the studied group the percentage of people engaging in self-harming
behaviour (more than 5 days a year) complying with the NSSI criteria according to
DSM-5 was 4.8% (6.3% in the group of boys, 3.0% among girls; p=0.01) (Table 2).
Table 3. The involvement in self-mutilation according to sex and type of school
Middle school N=589

p(Chi2)

total

male

female

D-SIB

13.1%

13.8%

13.9%

NSSI

6.5%

7.5%

3.3%

Vocational school N=438
D-SIB

8.6%

NSSI

5.7%

8.2%

13.8%

4.8%

9.3%

High school N=1193
D-SIB

6.8%

9.3%*

5.4%*

0.019

NSSI

3.6%

5.7%*

2.1%*

0.006

D-SIB – Direct Self Injurious Behaviour, NSSI-Non-Suicidal Self-Injury more than 5 days a year,
* – statistically significant difference between sexes p<0.05

The detailed analysis of the age and sex has revealed differences in the NSSI profiles
in the group of boys and girls. Significant differences of gender occurred in the age
groups of 18 and 19-year-olds (Table 4). The most common reason of girls engaging
in NSSI was loneliness (48%) and problems at school (40%). Boys, however, engaged
in NSSI without a reason (73%).
Table 4. The occurrence of NSSI in the study group according to age and gender
Age (years)

13

14

15

16

17

18

19

NSSI

1.80%

5.50%

8.10%

4.70%

5.20%

5.40%

5.60%

male

3.60%

6.40%

9.60%

5.50%

5.70%

7.60%*

7.50%*

female

1.00%

4.10%

5.50%

3.70%

4.50%

3.10%*

4.30%*

NSSI-Non-Suicidal Self-Injury, * – statically significant difference between sexes p (Chi2)< 0.05

The differences were statistically significant (figure 2). The majority of respondents
(82% of girls and 74% of boys) revealed that as a result of self-injurious behaviour
they experience relief. Twice as many female students said that they feel ashamed of
NSSI and need help (Figure 3).
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Figure 2. The reasons for involvement in NSSI in the studied population
male

female
73%**

without any reason

32%**
26%*

feeling lonely

48%*
25%

feeling sad

36%
30%

lack of acceptances

22%
28%

school problems

40%
23%

domestic issues

31%

NSSI-Non-Suicidal Self-Injury more than 5 days a year, *-statistically significant difference
between sexes * p (Chi2)=0.007; ** p(Chi2)<0.001
Figure 3. The attitude of persons involved in NSSI towards self-harm
female

need help

tell ashamed

teel someone about it

brings relief

male
38,50%*
18,70%*
42%**
19,50%**
55,70%
44,90%
82%
74%

NSSI-Non-Suicidal Self-Injury more than 5 days a year, statistically significant difference
between sexes: * p(Chi2)=0.009; ** p (Chi2)=0.003
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Discussion
The conducted research as well as the results from various centres in the world indicate that deliberated self-injury is a common behaviour among adolescents. Multicentre
research conducted in 11 European countries as a part of the Saving and Empowering
Young Lives in Europe project (SEYLE) has revelead that the frequency of D-SIB
among school pupils aged 14-15 ranged from 17.1 % to 38.6% in particular countries,
while the repeated D-SIB has been found in 7.8% of the examined group [49]. 14.4%
of pupils of secondary schools in Łódź proved to perform deliberate and intentional
self-cutting. Although the percentage of D-SIB in the studied population was 8.3%,
self-cutting was most common among 15-years-old pupils (respectively D-SIB 14.75%
and NSSI 8.1%). Diverse frequency of D-SIB (3%-38%) amongst teenagers in the
world [22, 37, 38, 40-46, 49] may be caused by specific sociocultural aspects, the age
of studied population and the type of school, which is confirmed by our research.
Our results as well as the literature of the subject [11, 12, 22, 49] indicate that
D-SIB and NSSI concern both sexes. Although in middle schools the percentage
of boys and girls engaging in self-injury was similar, amongst older youth the type
of school determined the difference between sexes – in vocational schools more
girls engaged in self-injury, whilst in high schools more boys engaged in self-injury.
Loneliness was the most common cause of NSSI amongst girls. Boys, on the other
hand, engaged in self-cutting without a reason. Most respondents with NSSI experienced the relief. Self-injury beginning in the early adolescence may be continued
as NSSI as a form of emotional regulation [4, 12-15, 17, 19].
Conclusions
Determining the criteria in DSM-5 for repeated NSSI not only may result in more
precise estimation of the scale of the phenomenon, but also help to resolve whether it is
a new kind of disorder starting in adolescence. Conducting clinical research in the area
of NSSI seems to be crucial due to chronicity and prevalence as well as the fact that
numerous repeated self-injuries that bring relief or cause positive state of mind may
indicate a mechanism similar to an addiction syndrome. On the other hand, a set
of unfavourable factors without suicidal intention or somatic complications of NSSI
may pose a serious lethal risk.

References
1. Menninger KA. Man against himself. New York: Harcourt Brace and Company; 1938.
2. Daldin HJ. A contribution to the understanding of self-mutilating behavior in adolescence. J.
Child Psychother. 1988; 14: 61–66.
3. Favazza AR. Why patients mutilate themselves. Hosp. Community Psychiatry 1989; 40: 137–245.

The prevalence of Non-Suicidal Self-Injury (NSSI) among high school students

773

4. Nixon MK, Cloutier PF, Aggarwal S. Affect regulation and addictive aspects of repetitive selfinjury in hospitalized adolescents. J. Am. Acad. Child Adolesc. Psychiatry 2002; 41: 1333–1341.
5. Himber J. Blood rituals: Self-cutting in female psychiatric inpatients. Psychotherapy 1994;
31: 620–631.
6. Firestone RW, Seiden, RH. Suicide and the continuum of self-destructive behavior. J. Am. College Health 1990; 38: 207–213.
7. Csorba J, Dinya E, Plener P, Nagy E, Pali E. Clinical diagnoses, characteristics of risk behavior,
differences between suicidal and non-suicidal subgroups of Hungarian adolescent outpatients
practicing self-injury. Eur. Child Adolesc. Psychiatry 2009; 18: 309–320.
8. Brausch AM, Gutierrez PM. Differences in non-suicidal self-injury and suicide attempts in adolescents. J. Youth Adolesc. 2010; 39(3): 233–242.
9. Suyemoto KL. The functions of self-mutilation. Clin. Psychol. Rev. 1998; 18(5): 531–554.
10. Kehrberg C. Self-mutilating behavior. J. Child Adolesc. Psychiatr. Nurs. 1997; 10(3): 35–40.
11. Klonsky ED, Glenn CR. Resisting urges to self-injure. Behav. Cogn. Psychother. 2008; 36(2):
211–220.
12. Klonsky ED. The functions of deliberate self-injury: A review of the evidence. Clin. Psychol.
Rev. 2007; 27(2): 226–239.
13. Favazza AR. Self-injurious behavior in college students. Pediatrics 2006; 117(6): 2283–2284.
14. Evans E, Hawton K, Rodham K. In what ways are adolescents who engage in self-harm or
experience thoughts of self-harm different in terms of help-seeking, communication and coping
strategies? J. Adolesc. 2005; 28: 573–587.
15. Peterson J, Freedenthal S, Sheldon C, Andersen R. Nonsuicidal self injury in adolescents.
Psychiatry 2008; 5(11): 20–26.
16. Nock MK, Prinstein MJ. Contextual features and behavioral functions of self-mutilation among
adolescents. J. Abnorm. Psychol. 2005; 114(1): 140–146.
17. Nock M. Why do people hurt themselves? New insights into the nature and functions of selfinjury. Curr. Dir. Psychol. Sci. 2009; 18: 78–83.
18. Laye-Gindhu A, Schonert-Reichl KA. Nonsuicidal self-harm among community adolescents:
understanding the “whats” and “whys” of self-harm. J. Youth Adolesc. 2005; 34(5): 447–457.
19. Lloyd-Richardson EE, Perrine N, Dierker L, Kelley ML. Characteristics and functions of nonsuicidal self-injury in a community sample of adolescents. Psychol. Med. 2007; 37(8): 1183–1192.
20. Briere J, Gil E. Self-mutilation in clinical and general population samples: prevalence, correlates, and functions. Am. J. Orthopsychiatry 1998; 68: 609–620.
21. Warzocha D, Gmitrowicz A, Pawełczyk T. Związek samouszkodzeń wśród młodzieży hospitalizowanej psychiatrycznie z rodzajem zaburzeń psychicznych i wybranymi czynnikami środowiskowymi. Psychiatr. Pol. 2008; 42(5): 659–669.
22. Barrocas AL, Hankin BL, Young JF, Abela JR. Rates of nonsuicidal self-injury in youth: age,
sex, and behavioral methods in a community sample. Pediatrics 2012; 130(1): 39–45.
23. Diagnostic and statistical manual of mental disorders. Fourth Edition, Text Revision (DSMIV-TR). Washington DC: American Psychiatric Association; 2000.
24. The ICD–10 classification of mental and behavioral disorders: clinical descriptions and diagnostic guidelines. Geneva: World Health Organization; 1992.
25. Haw C, Hawton K, Houston K, Townsend E. Psychiatric and personality disorders in deliberate
self-harm patients. Br. J. Psychiatry 2001; 178: 48–54.

774

Kądziela-Olech et al.

26. Paris J. Understanding self-mutilation in borderline personality disorder. Harv. Rev. Psychiatry
2005; 13(3): 179–185.
27. Ferrara M, Terrinoni A, Williams R. Non-suicidal self-injury (NSSI) in adolescent inpatients:
assessing personality features and attitude toward death. Child Adolesc. Psychiatry Ment.
Health 2012; 6: 12.
28. Jacobson CM, Muehlenkamp JJ, Miller AL, Turner JB. Psychiatric impairment among adolescents engaging in different types of deliberate self-harm. J. Clin. Child Adolesc. Psychol.
2008; 37(2): 363–375.
29. Ferreira de Castro E, Cunha M, Pimenta F, Costa I. Parasuicide and mental disorders. Acta
Psychiatr. Scand. 1998; 97: 25–31.
30. Suominen K, Henriksson M, Suokas J, Isometsä E, Ostamo A, Lönnqvist J. Mental disorders
and comorbidity in attempted suicide. Acta Psychiatr. Scand. 1996; 94: 234–240.
31. Paul T, Shroeter K, Dahme B, Nutzinger DO. Self-injurious behavior in women with eating
disorders. Am. J. Psychiatry 2002; 159: 408–411.
32. Dominick KC, Davis NO, Lainhart J, Tager-Flusberg H, Folstein S. Atypical behaviors in children with autism and children with a history of language impairment. Res. Dev. Disabil. 2007;
28(2): 145–162.
33. Zlotnick C, Mattia JI, Zimmerman M. Clinical correlates of self-mutilation in a sample of general psychiatric patients. J. Nerv. Ment. Dis. 1999; 187: 296–301.
34. Glassman LH, Weierich MR, Hooley JM, Deliberto TL, Nock MK. Child maltreatment, nonsuicidal self-injury, and the mediation role of self-criticism. Behav. Res. Ther. 2008; 45(10):
2483–2490.
35. Sansone RA, Sansone LA. Measuring Self-Harm Behavior with the Self-Harm Inventory.
Psychiatry 2010; 7(4): 16–20.
36. Rossow I, Hawton K, Ystgaard M. Cannabis use and deliberate self-harm in adolescence:
a comparative analysis of associations in England and Norway. Arch. Suicide Res. 2009;
13(4): 340–348.
37. Brunner R, Parzer P, Haffner J, Steen R, Roos J, Klett M. et al. Prevalence and psychological correlates of occasional and repetitive deliberate self-harm in adolescents. Arch. Pediatr.
Adolesc. Med. 2007; 161: 641–649.
38. Gollust SE, Eisenberg D, Golberstein E. Prevalence and correlates of self-injury among university students. J. Am. Coll. Health 2008; 56(5): 491–498.
39. Glenn CR, Klonsky ED. Nonsuicidal self-injury disorder: an empirical investigation in adolescent psychiatric patients. J. Clin. Child Adolesc. Psychol. 2013; 42(4): 496–507.
40. Jacobson CM, Gould M. The epidemiology and phenomenology of non-suicidal self-injurious
behavior among adolescents: A critical review of the literature. Arch. Suicide Res. 2007; 11(2):
129–147.
41. O’Connor RC, Rasmussen S, Miles J, Hawton K. Self-harm in adolescents: self-report survey
in schools in Scotland. Br. J. Psychiatry 2009; 194: 68–72.
42. You J, Leung F, Fu K, Lai CM. The prevalence of nonsuicidal self-injury and different subgroups
of self-injurers in Chinese adolescents. Arch. Suicide Res. 2011; 15(1): 75–86.
43. Kuentzel JG, Arble E, Boutros N, Chugani D, Barnett D. Nonsuicidal self-injury in an ethnically
diverse college sample. Am. J. Orthopsychiatry 2012; 82(3): 291–297.

The prevalence of Non-Suicidal Self-Injury (NSSI) among high school students

775

44. Whitlock J, Muehlenkamp J, Purington A, Eckenrode J, Barreira P, Baral Abrams G. et al.
Nonsuicidal self-injury in a college population: general trends and sex differences. J. Am. Coll.
Health 2011; 59(8): 691–698.
45. Plener PL, Fischer CJ, In-Albon T, Rollett B, Nixon MK, Groschwitz RC. et al. Adolescent
non-suicidal self-injury (NSSI) in German-speaking countries: comparing prevalence rates
from three community samples. Soc. Psychiatry Psychiatr. Epidemiol. 2013; 48(9): 1439–1445.
46. Laukkanen E, Rissanen ML, Honkalampi K, Kylmä J, Tolmunen T, Hintikka J. The prevalence
of self-cutting and other self-harm among 13- to 18-year-old Finnish adolescents. Soc. Psychiatry Psychiatr. Epidemiol. 2009; 44: 23–28.
47. Diagnostics and statistical manual of mental disorders. Fifth Edition (DSM–5). Washington,
DC, London, England: American Psychiatric Association; 2013.
48. Gmitrowicz A, Kostulski A, Kropiwnicki P, Zalewska-Janowska A. Cutaneous deliberate selfharm in Polish school teenagers – an inter-disciplinary challenge. Acta Derm. Venereol. 2014;
94(4): 448–453.
49. Brunner R, Kaess M, Parzer P, Fischer G, Carli V, Hoven CW. et al. Life-time prevalence
and psychosocial correlates of adolescent direct self-injurious behavior: a comparative study
of findings in 11 European countries. J. Child Psychol. Psychiatry 2014; 55(4): 337–348.

776

Kądziela-Olech et al.

Annex 1
Questionnaire
This questionnaire is addressed to students of secondary schools. The questionnaire
is anonymous. Please encircle the answer of choice:
Gender:
 female
 male
age:		
		

 12years  13years  14years  15years
 16years  17years  18years  19years

Currently studying at:  middle school  vocational school  high school
1. Choose between the following statements that most accurately describes your
own personality in general (you may choose more than one answer in this
question):
 low self-esteem  sociability  calm
 constant feeling of guilt  perfectionism  restlessness
 vehemence  strife  dissatisfaction with himself
 patience  dissatisfaction with their body  loneliness
 shyness  anxiety  courage  tension
2. Most accurately describes your contact with your peers:
 very good  good  acceptable  bad (sense of exclusion)
3. Most accurately describes your contact with your parents/caretaker:
 very good  good  surpassable  bad
4. With whom do you talk about your problems and emotions with?
 parents  friends  educator/teacher  no one
5. How often do you miss out on school?  only when I am sick at home
 occasionally  once per week  more than once per week
 once a month  more than once a month
6. In which way do you spend most of your free time after school (you may choose
more than one answer)?
 by myself at home  using the computer  watching TV
 reading  listening to music  with friends
 exercising sports  dancing  playing instruments
 with family members
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7. Have you in the last year self-mutilated yourself (by cutting, hitting, rubbing,
scorching his body)?
 YES  > 5 times per week  > 5 times/ per month
 > 5 times per year  Less than >5 times per year
 NO
8. How would you best describe the main reason for your self-mutilation?
 no reason  when I feel lonely  when I feel sad
 when I get stressed by school related things
 when I don’t get along well with my parents/ domestic issues
 when I don’t feel accepted by my peers
9. Does your self-mutilation cause you the sense of relief?
 YES  NO
10. Do you consider yourself commonly feeling angry or tense  YES

 NO

11. Do you consider yourself having difficulties expressing your emotions and/or
letting others know what is on your mind?
 YES  NO
12. Do you feel that you are carrying anger or aggression within yourself?
 YES  NO
13. Have you ever, in the act of feeling angry, destroyed, torn or broken anything?
 YES  NO
14. Do you often blame yourself/ feel angry with yourself?  YES

 NO

15. Do you consider yourself being accepted/liked by your own peers?
 YES  NO
16. Do you ever use any alcoholic substances?
 YES  every day  >2 times per week  >2 times per month
 < 2 times per month  NO
17. Do you smoke cigarettes?  YES

 NO

18. Do you exercise any contact sport or other sports with an increased risk of injury?  YES  NO
19. Do you feel that others may lay trust in you?  YES

 NO
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20. Do you feel accepted by your parents/ Do you consider your parents are proud
of you?
 YES  NO
21. If you have self-mutilated or caused yourself pain in other ways – did you tell
anyone about it?
 YES  NO
22. Do you feel shame over your self-mutilation or other cases of feeling
pain?  YES  NO
23. Do you feel that you need help by someone drawing attention to your problems?  YES  NO
Thank you for your participation

