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Objective: In div iduals wh o mutilate
themselves are at greater risk for suicidal
behavior. Clinically, however, there is a
perception that the suicide attempts of
self-mutilators are motivated by the desire for attention rather than by a genuine
wish to die. The purpose of this study was
to determine differences between suicide
attempters with and without a history of
self-mutilation.
Method: The authors examined demographic characteristics, psychopathology,
objective and perceived lethality of suicide attempts, and perceptions of their
suicidal behavior in 30 suicide attempters
with cluster B personality disorders who
had a history of self-mutilation and a
matched group of 23 suicide attempters
with cluster B personality disorders who
had no history of self-mutilation.
Results: The two groups did not differ in
the objective lethality of their attempts,
but their perceptions of the attempts differed. Self-mutilators perceived their sui-

cide attempts as less lethal, with a greater
likelihood of rescue and with less certainty of death. In addition, suicide attempters with a history of self-mutilation
had significantly higher levels of depression, hopelessness, aggression, anxiety,
impulsivity, and suicide ideation. They exhibited more behaviors consistent with
borderline personality disorder and were
more likely to have a history of childhood
abuse. Self-mutilators had more persistent suicide ideation, and their pattern
for suicide was similar to their pattern for
self-mutilation, which was characterized
by chronic urges to injure themselves.
Conclusions: Suicide attempters with
cluster B personality disorders who have
a history of self-mutilation tend to be
more depressed, anxious, and impulsive,
and they also tend to underestimate the
lethality of their suicide attempts. Therefore, clinicians may be unintentionally
misled in assessing the suicide risk of selfmutilators as less serious than it is.
(Am J Psychiatry 2001; 158:427–432)

S

elf-mutilation is deliberate self-harm without the intent to die. The most usual forms are cutting and burning
(1, 2). Individuals with borderline personality disorder
who have a history of self-mutilation are at much greater
risk of death by suicide. Self-mutilation occurs most often
in the context of borderline personality disorder (3), which
carries a lifetime suicide rate of 5%–10% (4–6). Approximately 55%–85% of self-mutilators have made at least one
suicide attempt (7–12). Despite these substantial morbidity and mortality rates, the purpose of suicidal behavior in
these individuals has been described as not “genuinely”
suicidal or life-threatening (13) but primarily attentionseeking and manipulative. However, it is questionable to
view this behavior as nonserious because up to 10% of this
population commits suicide. One possibility is that suicidality in the context of borderline personality disorder and
self-mutilation simply presents a different clinical picture
but results in its seriousness being underestimated by
some mental health professionals.
Self-mutilation is characterized typically by a sense of
rising tension before the act and preoccupation with
strong and persistent urges to hurt oneself (14). At some
point, the urge becomes overwhelming, the individual is
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no longer able or willing to resist, and he or she then engages in self-mutilation. The self-mutilator reports a range
of motivations, including self-punishment, tension reduction, improvement in mood, and distraction from intolerable affects (1, 2). Following the act, the individual usually
reports feeling better and relieved (1, 2, 12, 15).
Suicidal feelings are not usually characterized in this
manner. Feelings of hopelessness, despair, and depression
predominate (16). It is possible, however, that there is a
subtype of suicidal behavior that has death as its intent
but is experienced emotionally and cognitively as a pattern similar to that of episodes of self-mutilation. This notion extends and modifies our conceptualization (8) and
that of Linehan (17), who postulated that all deliberate
self-harm ought to be considered on a continuum of lethality, regardless of the intention to die. In our conceptualization, suicidal behavior is considered distinct from
self-mutilation in its intent but may share common experiential qualities. If our concept is valid, it might be more
effective to treat suicidal behavior in self-mutilating patients in the same way that self-mutilatory behavior is addressed. This would likely lead to a different approach
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TABLE 1. Demographic Characteristics of Suicide Attempters With Cluster B Personality Disorders Who Did or Did Not Have
a History of Self-Mutilation
Characteristic

Age (years)

Female gender
Ethnicity
White
Hispanic
African American
Asian
Marital status
Single
Married
Separated
Divorced
Any children
Education
Some high school
High school graduate
Some college
College graduate
Graduate school graduate
Religion
Catholic
Protestant
Jewish
None
Other
Currently employed
Family history of suicidal behavior

Self-Mutilation (N=30)
Mean
SD

t

<1

Analysis
df
51

p
n.s.

29.3

8.6

30.8

11.8

N

%

N

%

χ2

df

p

2.32
<1

1
1

n.s.
n.s.

1.76

3

n.s.

<1
4.31

1
4

n.s.
n.s.

6.40

4

n.s.

<1
1.10

1
1

n.s.
n.s.

26

86.7

16

69.6

26
2
1
1

86.7
6.7
3.3
3.3

21

91.3

2

8.7

22
2
2
4
6

73.3
6.7
6.7
13.3
20.0

15
2
4
2
4

65.2
8.7
17.4
8.7
17.4

1
4
14
8
3

3.3
13.3
46.7
26.7
10.0

3
5
8
3
4

13.0
21.7
34.8
13.0
17.4

8
2
7
6
6
11
5

26.7
6.7
23.3
20.0
20.0
36.7
16.7

9
5
1
3
4
7
6

39.1
21.7
4.3
13.0
17.4
30.4
26.1

from that taken when suicidal behavior is a manifestation
of depression, where treating the mood disorder reduces
the risk of suicidal behavior.
The current study compares the suicidal behavior of suicide attempters with a cluster B personality disorder who
had a history of self-mutilation with the suicidal behavior
of suicide attempters with a cluster B personality disorder
who had no history of self-mutilation. The purposes of this
study were 1) to compare suicide attempters with cluster B
personality disorders who did or did not have a history of
self-mutilation to determine whether self-mutilating suicide attempters differ clinically from attempters who do
not mutilate themselves and 2) to determine whether the
characteristics of the suicide attempts of self-mutilators
differ from the attempts of those who do not mutilate
themselves. To the best of our knowledge, this is the first
study to compare self-mutilating suicide attempters with a
diagnostically matched group of suicide attempters with
no history of self-mutilation. The results of this study may
aid the clinician in evaluating suicidal potential in a group
of patients who are difficult to assess and treat.

Method
Subjects
Fifty-three psychiatric patients who had a history of at least
one suicide attempt and a DSM-III-R diagnosis of a cluster B (i.e.,
borderline, antisocial, narcissistic, or histrionic) personality dis-
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No Self-Mutilation (N=23)
Mean
SD

order participated in this study. Exclusion criteria included current substance abuse or dependence, history of head trauma resulting in coma, and mental retardation or other substantial
cognitive impairment that interfered with the patient’s ability to
be interviewed and to complete rating scales. The study was approved by the institutional review board of our facility, and all
subjects gave written informed consent.
The 53 patients had a mean age of 29.9 years (SD=10, range=
18–65); most were female (N=42, 79%), Caucasian (N=47, 89%),
single (N=37, 70%), without children (N=43, 81%), and unemployed (N=35, 66%). Forty (75%) of the patients had attended college; of these, 11 completed college and seven completed graduate school. Fifty (94%) of the subjects were diagnosed with
borderline personality disorder, three subjects (6%) had other
types of cluster B personality disorders (one each was antisocial,
histrionic, or narcissistic), and 35 (66%) had comorbid major
depression.
All patients had a history of at least one suicide attempt; the
mean lifetime number was 3.0 attempts (SD=2.4). The study
group was divided into two subgroups according to the presence
or absence of a history of nonsuicidal self-mutilation, i.e., any
purposeful self-harm, committed without intent to die and resulting in tissue damage, most frequently cutting and burning.
Self-mutilation was assessed by interview and rated on the
Schedule for Interviewing Borderlines (18). Subjects with a history of self-mutilation and at least one suicide attempt made up
the self-mutilation group (N=30), and those with at least one suicide attempt but without self-mutilation made up the group
without self-mutilation (N=23).

Diagnostic and Behavioral Assessment
Suicidality was rated on several clinician-administered scales
and by taking an extensive suicide history. The Suicide Intent
Am J Psychiatry 158:3, March 2001
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TABLE 2. Scores on Psychopathological Measures of Suicide Attempters With Cluster B Personality Disorders Who Did or
Did Not Have a History of Self-Mutilation
Score
Self-Mutilation (N=30)
Scale
Brown-Goodwin Lifetime Aggression Scale
Hamilton Depression Scale
Beck Hopelessness Scale
Brief Psychiatric Rating Scale
Buss-Durkee Hostility Inventory
Clinical Global Impression

Mean
22.5
24.4
12.0
40.1
45.0
4.4

SD
5.2
7.2
4.0
8.4
10.7
0.8

Scale (19) is a 20-item scale that examines aspects of the subject’s
most recent suicide attempt bearing on the seriousness of the intent to die. The Scale for Suicide Ideation (20) is a 19-item scale
that assesses thoughts, feelings, and plans regarding suicide. Patients were assigned DSM-III-R diagnoses following interviews,
with a trained clinician, that included the Schedule for Affective
Disorders and Schizophrenia (21), the Schedule for Interviewing
Borderlines (18), and a clinical interview to add the required information for converting Research Diagnostic Criteria diagnoses
into DSM-III-R diagnoses.
Aggression was assessed by using a 10-item semistructured interview modified from the Brown-Goodwin Lifetime Aggression
Scale (22); this interview evaluated the history of aggressive behavior in childhood, adolescence, and adulthood. An additional
measure of aggression was the Buss-Durkee Hostility Inventory
(23), which includes subscales of assault, irritability, resentment,
indirect hostility, negativism, suspiciousness, verbal hostility, and
guilt.
Depressive symptoms were measured with the Hamilton Depression Rating Scale (24) and the Beck Hopelessness Scale (25).
The Brief Psychiatric Rating Scale (BPRS) (26) was also administered to assess current psychotic symptoms. Information on
physical and sexual childhood abuse was obtained by using a
semistructured clinical interview.

Data Analysis
Two-tailed Student’s t tests for continuous variables and chisquare analysis for categorical variables were used to compare
the groups of patients with and without a history of self-mutilation on demographic, behavioral, and psychopathology measures. Results are reported as means and standard deviations unless otherwise indicated.

Results
Demographic Comparisons
The groups of subjects with and without a history of
self-mutilation did not differ by age, gender, ethnicity,
marital status, religious affiliation, education level, or employment rate (Table 1). The rate of current major depression did not differ between the groups (data not shown).
Seventeen percent of the self-mutilation group and 26% of
the group without self-mutilation had a family history of
either suicide attempts or completed suicide in first-degree relatives (Table 1).
The number of psychiatric hospitalizations in each
group was not significantly different (mean=3.1, SD=3.8,
for self-mutilators; mean=3.0, SD=3.0, for those with no
self-mutilation) (t<1, df=49, n.s.). There were no significant differences in the proportion of subjects with a hisAm J Psychiatry 158:3, March 2001

No Self-Mutilation (N=23)
Mean
18.8
19.1
9.0
35.2
42.4
4.3

SD
5.2
9.4
5.5
8.8
10.5
1.0

Analysis
t
2.47
2.25
2.19
1.90
<1
<1

df
47
48
46
42
46
34

p
<0.02
<0.03
<0.04
<0.07
n.s.
n.s.

tory of receiving psychotherapy (27 [90%] of self-mutilators compared with 17 [74%] of those with no selfmutilation) (χ2=2.47, df=1, n.s.).

Aggression and Abuse History
The self-mutilation group tended to be more aggressive,
with significantly higher scores on the Brown-Goodwin
Lifetime Aggression Scale (Table 2). With respect to hostility, the self-mutilation group did not have significantly
higher Buss-Durkee Hostility Inventory scores (Table 2).
The only Buss-Durkee Hostility Inventory subscale score
reaching significance was the irritability subscale (mean=
8.2, SD=1.8, for those with self-mutilation compared with
mean=6.6, SD=2.9, for those without self-mutilation) (t=
2.42, df=47, p<0.02).
The self-mutilation group reported significantly greater
frequency of physical punishment during childhood (t=
2.19, df=27, p<0.04) but did not report more frequent sexual abuse. Ratings of severity of physical abuse were not
significantly different between groups (mean=1.8, SD=1.2,
for those with self-mutilation compared with mean=1.1,
SD=1.3, for those without self-mutilation) (t=1.73, df=31,
p<0.10).

Psychopathology
Psychopathology comparisons are presented in Table 2.
The self-injurious patients were more depressed according to their scores on the Hamilton depression scale. Two
subscales differentiated the groups: the self-mutilation
group scored higher on the anxiety and somatic subscale
and the cognition disturbance subscale (data not shown).
However, the frequency of a current major depressive episode was similar in the groups: 70% (N=21) of those with
and 61% (N=14) of those without a history of self-mutilation (data not shown). Thus, both groups had high rates of
major depression, but the depression of the subjects with
a history of self-mutilation was more severe. Furthermore,
these subjects also scored significantly higher on the Beck
Hopelessness Scale (Table 2).
The groups did not differ on Clinical Global Impression
scores, and the self-mutilation group had nonsignificantly
higher BPRS scores (Table 2). However, consistent with the
Hamilton depression scale findings, the self-mutilation
group obtained higher scores on the BPRS subscale of anxiety and depression (data not shown).
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TABLE 3. Borderline Personality Disorder Characteristics of Suicide Attempters With Cluster B Personality Disorders Who
Did or Did Not Have a History of Self-Mutilation
Score
Self-Mutilation (N=30)
Item From Schedule for Interviewing Borderlines
Frequency of impulsive sexual activity
Psychic anxiety
Somatic anxiety
Affective instability
Feelings of emptiness and boredom
Sensitivity to personal rejection

Mean
1.9
2.6
2.3
3.1
3.2
3.6

TABLE 4. Method of Most Recent Suicide Attempt for Suicide Attempters With Cluster B Personality Disorders Who
Did or Did Not Have a History of Self-Mutilation
Self-Mutilation
(N=30)
Method
Drug overdose
Cutting wrist/throat
Hanging
Weapon
Jumping
Drowning

N
23
5
1
1
0
0

%
76.7
16.7
3.3
3.3
0.0
0.0

No Self-Mutilation
(N=23)
N
17
2
1
0
2
1

%
73.9
8.7
4.3
0.0
8.7
4.3

The self-mutilation group scored significantly higher on
several items from the Schedule for Interviewing Borderlines (18): frequency of impulsive sexual activity, psychic
anxiety, somatic anxiety, affective instability, feelings of
emptiness and boredom, and sensitivity to personal rejection (Table 3). Thus, although almost all of the patients in
both groups had borderline personality disorder, the selfmutilation group demonstrated more severe borderline
pathology.

Characterization of Suicidal Behavior
and Ideation
Important differences emerged between the groups in
suicidality (Table 4). Despite the fact that all of the patients
in one group had cut and/or burned themselves in nonsuicidal behavior (data not shown), the majority of the patients in both groups (77% and 74%) used pills when they
attempted suicide. The second most frequent method was
cutting; the self-mutilation group used this method almost twice as frequently (17% compared with 9%). Group
membership did not predict whether the most recent attempt was violent or nonviolent or whether it was impulsive or planned (data not shown).
The groups did not differ in number of lifetime suicide
attempts (Table 5), time since last attempt (data not
shown), and total Scale for Suicide Ideation and Suicide
Intent Scale scores (Table 5). Both groups had an average
of three lifetime attempts, and the lethality of their attempts was relatively serious (e.g., brief periods of unconsciousness, moderate overdoses) (Table 5).
Although the groups did not differ in the actual lethality
of their attempts, the self-mutilation group misperceived
the severity of their attempts. When compared with the
patients without self-mutilation, the self-injurious pa-
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SD
1.0
1.1
0.8
1.0
1.0
0.6

No Self-Mutilation (N=23)
Mean
1.3
2.0
1.8
2.4
2.4
2.7

SD
0.6
0.8
0.6
1.1
1.0
0.9

Analysis
t
2.46
2.74
2.62
2.18
2.78
4.30

df
49
46
46
47
48
46

p
<0.02
<0.01
<0.05
<0.05
0.01
<0.001

tients believed that their equally lethal attempts would be
less likely to result in death (Table 5). The self-injurious
patients also believed more strongly that they would be
rescued, that death would be less likely if they received
medical attention, and that death was a sleep-like state or
a reunion with their ancestors (Table 5).
Although Scale for Suicide Ideation and Suicide Intent
Scale scores did not differ between the groups, the selfmutilating patients experienced longer periods of suicidal
ideation and more frequent ideation than those with no
self-mutilation and tended to be more sure of their courage or competence to carry out an attempt.

Discussion
We found that the number of suicide attempts did not
differ between patients with and without a history of selfmutilation, nor did the severity of suicidal ideation and
the lethality of attempts. If self-mutilating suicide attempters made more frequent trivial attempts that were
manipulative and attention-seeking, we would have expected to find that their attempts were less lethal. This was
not the case.
Furthermore, our results suggest that this group is particularly disturbed and may be at greater risk for suicide
for several reasons: 1) They experience more feelings of
depression and hopelessness. 2) They are more aggressive
and display more of the borderline personality disorder
characteristics related to affective instability. 3) They underestimate the lethality of their suicidal behavior, believe
that they will be rescued after an attempt, and view death
with less finality. 4) They are troubled by suicidal thoughts
for longer and more frequent periods of time.
Although the patients who mutilated themselves were
more prone to experience feelings of depression, vegetative signs associated with mood disturbance were not
different between the groups. These findings extend the
work of Mann et al. (27) in the development of a model to
predict suicidal behavior. Mann et al. found that the subjective experiences of depression and hopelessness differentiated attempters from nonattempters. Our study identifies a subgroup of attempters who are more prone to
hopelessness and subjective depression and, therefore,
may be at greater risk for ultimately committing suicide.
Am J Psychiatry 158:3, March 2001
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TABLE 5. Suicidal Behavior in Suicide Attempters With Cluster B Personality Disorders Who Did or Did Not Have a History
of Self-Mutilation
Self-Mutilation (N=30)
Behavior
Number of lifetime suicide attempts
Lethality of suicide attempta
Scale for Suicide Ideation score
Suicide Intent Scale score
Duration of suicide ideation/wishb
Frequency of suicide ideation/wishc
Conception of lethalityd
Conception of medical rescuabilitye
Visualization of deathf

Mean
3.1
4.4
14.1
15.3
1.3
1.4
1.0
0.8
1.0

SD
2.4
0.8
11.2
3.8
0.7
0.8
0.7
0.5
0.9

No Self-Mutilation (N=23)
Mean
2.9
4.4
13.2
16.2
0.4
0.6
1.5
1.2
1.5

SD
2.4
1.2
10.0
6.7
0.7
0.7
0.7
0.8
0.7

Analysis
t
<1
<1
<1
<1
4.34
3.51
2.36
2.37
1.94

df
51
36
49
44
41
41
45
45
39

p
n.s.
n.s.
n.s.
n.s.
<0.0005
<0.001
<0.03
<0.04
<0.07

a

1=no danger (e.g., no effects), 2=minimal danger, 3=mild danger, 4=moderate danger (e.g., brief unconsciousness), 5=severe danger, 6=
extreme danger (e.g., prolonged coma).
b 0=brief, fleeting periods, 1=longer periods, 2=continuous (chronic) or almost continuous.
c 0=rare, occasional, 1=intermittent, 2=persistent or continuous.
d 0=did less than thought would be lethal, 1=was not sure if lethal, 2=equaled or exceeded what thought would be lethal.
e 0=thought death unlikely if received medical attention, 1=uncertain death would be averted by medical attention, 2=certain of death even
if received medical attention.
f 0=life after death, reunion with ancestors, 1=never-ending sleep, darkness, end of things, 2=no conceptions of, or thoughts about, death.

Self-mutilating suicide attempters have a history of
childhood abuse, show more aggressive behavior, and
have more evidence of borderline characteristics relating
to affective instability and difficulties with interpersonal
relationships. These factors increase the risk of suicide
and suicide attempts (4, 14, 27). In the stress-diathesis
model of suicidal behavior (27), aggression/impulsivity
was the factor that most strongly distinguished between
attempters and nonattempters. Again, as with depression
and hopelessness, our findings identify a subgroup of suicide attempters who exhibit these behaviors more often
than other attempters. Self-mutilating suicide attempters
also displayed greater affective instability coupled with a
sense of emptiness, sensitivity to personal rejection, and
impulsive sexual activity. These findings suggest that selfmutilators may tend to rely on external sources for the regulation of internal states not just by engaging in self-injury
but also in their relationships (5, 11, 16, 28). If the termination of a relationship is also the loss of a means of affect
regulation, it is more understandable why this loss can
lead to suicidal behavior.
It is interesting to note that the lethality of the suicide attempts in the self-mutilating group was as serious as that
of their non-self-mutilating counterparts. Both groups
had moderately severe attempts. This casts doubt on the
clinical notion that the suicide attempts of self-mutilators
represent attempts to seek attention and do not have to be
treated with the same seriousness as the attempts of other
patients. Furthermore, self-mutilators tend to underestimate the lethality of their attempts and do not seem to
take the idea of death as seriously (e.g., they tend to view it
as an opportunity for reunion or as a sleep-like state).
Therefore, they might unwittingly minimize the seriousness of their suicidality to clinicians who, in turn, make
judgments on the basis of the patients’ misreports.
Another possible consequence of self-mutilators’ underestimates of the lethality of their suicide attempts is
Am J Psychiatry 158:3, March 2001

that they may be more likely to die by mistake. In other
words, self-mutilators believing that they are making a
nonlethal attempt may die because they tend to misperceive lethality.
With respect to suicide ideation, the self-mutilators experienced more frequent and more persistent ideation
than members of the group without self-mutilation. Thus,
although the intensity of the ideation did not differ between the groups as measured by the Scale for Suicide Ideation, the self-mutilators seemed to live more of their lives
plagued by suicidal thoughts. In this way, suicidality in this
group may be similar to self-mutilation urges. Patients
with a history of self-mutilation spend a substantial
amount of time fighting off the urge to injure themselves
(12). It may be that for this population, suicide attempts
have a pattern similar to self-mutilation episodes in which
there is an increasing urge and preoccupation leading to a
temporary sense of relief following the behavior. This may
help explain why these patients are no longer upset when
they are hospitalized following a suicide attempt.
It is important to note that the differences we found
could not be attributed to the presence or absence of a diagnosis of personality disorder. All patients in our study
had a cluster B personality disorder, and all but three had
borderline personality disorder. This reinforces the notion
that there is something specific to self-mutilators that alters their experience of suicidal feelings and thoughts.
In conclusion, our findings indicate that clinicians
should be careful not to discount the suicide attempts of
patients with a history of self-mutilation despite the fact
that the attempts resemble extreme self-injury. The tendency for clinicians to respond with aversion to self-mutilators may contribute to the misperception of risk in this
population. Further, clinicians should be aware that the
patients themselves may misinterpret the lethality of their
attempts and may be unaware of the likelihood of death.
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