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Adolescent Update “ D i s s e c t i n g t h e S e l f - C u t t i n g P h e n o m e n o n ”
This issue highlights an area that
has been requested many times by
the readership. Cutting and carving
by adolescents is on the rise and
perplexes providers as to how to
handle the results. Many have
wanted to know whether this
equates to a suicidal attempt.
Kevin Baszis MD, a second year
pediatric resident at St. Louis
Children’s Hospital provides some
insight into this problem, along
with Katie Plax, MD, Division Head
of Adolescent Medicine at St. Louis
Children’s Hospital.
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Self-cutting is just one of the many practices under the umbrella term of self-harm, or self-mutilation. Selfmutilation is defined as “the deliberate, direct destruction or alteration of body tissue without conscious suicidal
intent” (Favazza). Self-cutting is the most common form of self-harm.This update will focus on self-cutting, an
underestimated and poorly understood phenomenon that appears to be quite prevalent in our adolescent
population.
Who are the individuals who self-cut?
One study reports that 7-14 percent of adolescents will self-harm at one point in their lives (Hawton). However,
the exact percentage is unknown, due to limits of self-disclosure of a behavior that often carries stigma.
Although not as prevalent, males who self-cut are perhaps more concerning; females are more likely to attempt
suicide, whereas males are more likely to successfully complete suicide.

What are the risk factors?
The major risk factors for self-cutting include the following: a history of sexual or physical abuse, substance
use or abuse, having friends or family members who have engaged in self-cutting, depression, low self esteem,
arguments with significant others or family members, anxiety, and impulsivity. Unfortunately the issues that are
at the center of most adolescents’ lives predispose them to self-cutting. Cutting may be a way to provide
temporary relief for depression, anxiety or other painful emotions, likely due to the release of endorphins with
self-cutting. Concerns about sexual orientation were found to have a positive correlation with self-harm, and
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were recently highlighted at the
Self-cutting is not always an entity unto itself; it may be the underlying symptom of a larger disorder, such as
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What are the motives for self-cutting?
Please continue to give feedback Adolescents most commonly self-cut to reduce tension or to punish themselves for perceived wrongs. Other
and request new topics of interest motives are to seek help, escape from life stressors, to show desperation, to cause guilt in family members,
to either Patti Van Tuinen or Dr. or in some cases, to commit suicide, which leads into the next topic.
When to worry about self-cutting as a precursor to suicide?
Lynch.
This is perhaps the most important aspect of evaluating an adolescent who self-cuts. As noted above, suicide
is only one of the motives; Hawton states the risk of suicide after deliberate self-harm to lie between 0.24-4.3
percent. Suicide risk factors include being an older teenage male, multiple episodes of previous self-harm,
substance abuse, and previous psychiatric admissions. Regarding the attempt itself, red flags should be raised
when the self-harm was done in isolation, premeditated, or planned to avoid discovery by family or friends. As
noted earlier, these red flags contrast with the episode that is done impulsively to gain attention by alerting
family or friends. Self-cutting is done to provide relief from painful emotions, while suicide is often linked with
the absence of emotion. The severity of self-injury is not associated with increased suicidal risk.
What to look for?
The obvious warning signs are cuts or scars seen on the wrists or forearms, but other sites of self-cutting are
less conspicuous and include legs, feet and abdomen. Some individuals may burn, bite or scratch instead.
Wearing long pants and shirts, especially in warm weather, may be another red flag. Blood stains on clothing
are another sign to easily screen for.
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care providers can intervene early and answer this cry from their adolescent patients.

What is the treatment?
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