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CASE REPORT THE PATIENT

14-year-old girl

 SIGNS & SYMPTOMS 

– History of bullying

– Lack of social support

– �Multiple linear scars 

on breasts

THE CASE 
A 14-year-old girl with no significant medical history presented to the office accompanied by her 
mother for a routine well-adolescent visit. She attended school online due to a history of severe 
bullying and, when interviewed alone, admitted to a lack of a social life as a result. On questioning, 
she denied tobacco, alcohol, or illicit drug use. Her gender identity was female. Her sexual orientation 
was toward both males and females, but she was not sexually active. She denied exposure to 
physical or emotional violence at home and said she did not feel depressed or think about suicide. 

Physical examination revealed multiple erythematous linear scars surrounding the areola of 
both breasts. When questioned about these lesions, she admitted to cutting herself on the breasts 
during the past several months but again denied suicidal intent. She believed that her behavior was 
a normal coping mechanism. 

The physical exam was otherwise normal. Lab results, including thyroid-stimulating hormone 
and complete blood count, were within normal limits.

THE DIAGNOSIS 
The physical exam findings and the patient’s self report pointed to a diagnosis of nonsui-
cidal self-injurious (NSSI) behavior involving cutting. 

DISCUSSION
The NSSI behavior displayed by this patient is a common biopsychosocial disorder ob-
served in adolescents. Self-injury is defined as the deliberate injuring of body tissues with-
out suicidal intent.1 Self-injurious behavior typically begins when patients are 13 to 16 years 
of age, and cutting is the most common form. Most acts occur on the arms, legs, wrists, and 
stomach.2 Studies have shown that the prevalence of this behavior is on the rise among ado-
lescents, from about 7% in 2014 to between 14% and 24% in 2015.3 

z Risk for suicide. Although a feature of NSSI is the lack of suicidal intent, this type of 
high-risk behavior is associated with past, present, and future suicide attempts. It is impor-
tant for physicians to identify NSSI in an adolescent, as it is linked to a 7-fold increased risk 
for a suicide attempt.3

z Screening for NSSI. Less than one-fifth of adolescents who injure themselves come to 
the attention of health care providers.4 We propose that primary care physicians add NSSI to 
the list of risky behaviors—including drug abuse, sexual activity, and depression—for which 
they screen during well-child visits. 

z Identifying risk factors. The case patient experienced bullying and reported a non-
heterosexual orientation, both of which have been demonstrated as strong risk factors for 
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Some patients 
may self-harm 
to generate 
feeling when 
emotionally 
empty or to 
avert suicidal 
intent.

NSSI.5 Female gender has also been identi-
fied as a risk factor for NSSI.3 

In adolescent psychiatric samples, prev-
alence rates of NSSI were found to be as high 
as 60% for 1 incident of NSSI and around  
50% for repetitive NSSI.6 NSSI coincides with 
other psychiatric comorbidities, including 
eating disorders, mood disorders (depres-
sion), anxiety disorders, posttraumatic stress 
disorder, and borderline personality disor-
der.3 In a study of 93 subjects, each of whom 
was a self-reported abuse survivor with a his-
tory of self-injury, 96% were in therapy for 
diagnoses that included posttraumatic stress 
disorder (73%), dissociative disorder (40%), 
borderline personality disorder (37%), and 
multiple personality disorder (29%).7 

The experience of adverse childhood 
events also increases risk for NSSI. This in-
cludes parental neglect, abuse, or depriva-
tion.6 Insecure paternal attachment and 
parental neglect are significant predictors for 
women, while childhood separation is a pri-
mary predictor for men.8 Indirect childhood 
maltreatment, such as witnessing domestic 
violence or increased parental critique, is 
also associated with NSSI.8 NSSI is also more 
prevalent among young people who identify 
with a subculture such as gothic or emo.6

Why they do it 
and how to help
In multiple studies aimed at identifying rea-
sons for self-injury, converging evidence 
suggests that nearly all patients act with the 
intent of alleviating negative affect.9 Patients 
self-harm to regulate distress, anxiety, and 
frustration that they perceive to be intoler-
able.9 They may self-harm to generate feeling 
when emotionally empty or to avert suicidal 
intent.9 For others, self-harm is a way to com-
municate their distress. 

z How to proceed. After a physician 
identifies NSSI, the patient should be as-
sessed for suicidality and medical severity 
of the injury.3 Factors associated with higher 
likelihood of suicidality in patients with NSSI 
include multiple self-injurious methods and 
locations, early age of onset, longer history of 
NSSI, recent worsening of the injuries, simul-
taneous substance use, and the perception 

that the patient is addicted to self-injury.10 
It is also important to ask the patient 

whether she or he has told anyone about the 
behavior. Participation in NSSI communities 
may reinforce it.3 

Treatment found to be effective for NSSI 
involves dialectical behavioral therapy, cog-
nitive behavioral therapy, and mentalization-
based therapy.11 

z Our patient was admitted to the hospi-
tal several weeks after her well visit because 
she expressed suicidal ideation. After being 
discharged, she was referred to outpatient 
Psychiatry with a treatment plan that includ-
ed cognitive behavioral therapy.  

THE TAKEAWAY
While our patient may have concealed her 
self-injurious experience because of stigma 
and concern about others’ reactions, there 
were several risk factors for NSSI in her his-
tory that prompted further investigation with 
a skin exam. 

If a patient presents with 1 or more risk 
factors, an initial assessment for possible 
NSSI should be performed with detailed his-
tory-taking and a skin exam. Once NSSI is 
identified, the initial response and tone of 
questioning toward the patient need to con-
vey a sense of genuine curiosity about the pa-
tient’s experience. From there, the physician 
can avail the patient to the proper treatment 
modalities. 

NSSI patients can be resistant to sharing 
and participating in support groups. Howev-
er, a referred counselor can follow up with a 
stepwise approach to slowly gain the trust of 
the individual, find the root cause, and get the 
patient to a point where she or he is ready to 
start the necessary treatment. 	             JFP
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The management of type 2 diabetes (T2D) has changed 
substantially over the last several decades. Standard practices 
have moved away from the glucocentric approach of T2D 
management into an era in which the interplay among T2D, 
obesity, atherosclerotic cardiovascular disease, heart failure, and 
chronic kidney disease is increasingly recognized.

This supplement to The Journal of Family Practice brings together 
key updates in the field of T2D to help physicians care for 
patients who have not only T2D, but other interrelated diseases.

This supplement can be found at www.mdedge.com/T2D2021.
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