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Parental Expressed Emotion and
Adolescent Self-Injury

MICHELLE M. WEDIG, B.S., AND MATTHEW K. NOCK, PH.D.

ABSTRACT

Objective: This study examined the relationship between parental expressed emotion (EE) and adolescent self-injurious

thoughts and behaviors (SITB), as well as potential mediators and moderators of this relationship. Method: Thirty-six

adolescents ages 12 to 17 years recruited from the community (2004Y2005) provided data. Parents of the adolescents

completed the Five-Minute Speech Sample, a performance-based measure of EE, and adolescents completed interviews

and rating scales assessing SITB, mental disorders, and related constructs.Results: Analyses revealed that high parental

EE was associated with each type of SITB assessed: suicide ideation, suicide plans, suicide attempts, and nonsuicidal

self-injury. Analyses also revealed that one specific component of EE (i.e., parental criticism) was strongly associated with

SITB, whereas the other (i.e., emotional overinvolvement) was not and that the relationship between EE and SITB was not

explained by the presence of mental disorders. Finally, a moderation model was supported in which the relationship

between parental criticism and SITB was especially strong among adolescents with a self-critical cognitive style.

Conclusions: This study indicates that parental criticism is significantly associated with SITB and suggests one specific

pathway through which the family may influence adolescent SITB. Future research is needed to replicate these findings

and examine the direction of these relationships. J. Am. Acad. Child Adolesc. Psychiatry, 2007;46(9):1171Y1178.

Key Words: expressed emotion, Five-Minute Speech Sample, self-injury, suicide, self-harm, suicidal ideation.

Self-injurious thoughts and behaviors (SITB) are a
significant public health problem around the world.
Although recent epidemiological studies reveal that
approximately 13.5% of adults report lifetime suicide
ideation and between 2.7% and 4.6% report a lifetime
suicide attempt (Kessler et al., 1999; Nock and Kessler,
2006), this is a similarly staggering problem in youths.
The Youth Risk Behavior Survey suggests that rates of
SITB may be especially high among adolescents, with
19% of high school students reporting lifetime suicide

ideation and 8.8% reporting having made a suicide
attempt (Grunbaum et al., 2002). Similarly, nonsuici-
dal self-injury (NSSI), which refers to the direct
deliberate destruction of body tissue in the absence of
suicidal intent, also is prevalent among adolescents,
with rates of 13.9% to 21.4% among high school and
college students (Ross and Heath, 2002; Whitlock et al.,
2006; Zoroglu et al., 2003). Given the grave potential
consequences of such behaviors and the reluctance with
which many individuals often seek treatment, it is
imperative to investigate what may contribute to the
emergence of these behaviors, with an eye toward treat-
ment and prevention.

As the social unit with which a child has perhaps the
most contact, the family often has been the focus of
research and clinical efforts as an important influence
on the occurrence and prevention of child and
adolescent behavior problems. In the past, some have
suggested that parents can Bcause^ behavior problems
in their children through poor or neglectful parenting,
Bdouble-bind messages,^ or Bschizophrenogenic^
mothering. More modern theories, however, more
appropriately recognize the dynamic impact parents
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and children and other integral family members have
on one another. It is likely that there are transactional or
reciprocal relationships between the child`s behavior
and that of their family members.

Extensive prior research has proposed that family
factors such as poor family communication, loss of
caregiver to separation or death, and psychopathology
in first-degree relatives are risk factors for adolescent
suicide and related outcomes (see Gould et al., 2003
and Wagner, 1997 for reviews). In addition, adoles-
cents often report their self-injurious behaviors to be
precipitated by conflicts related to family interactions
and relationships (Lowenstein, 2005). In fact, one study
found poor parental relationships to be more power-
fully associated with suicidal ideation than peer
relationships in a nationally representative sample of
boys and girls ages 12 to 13 years (Fotti et al., 2006).

One pathway by which family functioning may play
a role in childhood and adolescent psychopathology is
through the occurrence of high expressed emotion (EE)
in the family. EE refers to the extent to which family
members express critical/hostile and emotionally over-
involved attitudes and remarks toward a specific person
(Hooley, 1985, 2007) and has been shown to be a
predictor of patient relapse in those suffering from a
range of mental disorders including schizophrenia
(Butzlaff and Hooley, 1998; Ivanovic et al., 1994;
Linszen et al., 1997; Lopez et al., 2004; Marom et al.,
2005; Parker and Hadzi-Pavlovic, 1990), depression
(Hooley and Teasdale, 1989; Hooley et al., 1986),
recent-onset mania (Miklowitz et al., 1988), and
alcoholism (O’Farrell et al., 1998).

Although most research on EE has been conducted
with adults, EE also has been found to be related to
child and adolescent depression (Asarnow et al., 1993,
2001; McCleary and Sanford, 2002), externalizing
problems (McCarty and Weisz, 2002; Peris and Baker,
2000), and behavioral inhibition (Hirshfeld et al.,
1997). Because the family has such a large influence on
children and adolescents and they are typically living at
home with the family at the time they first exhibit such
thoughts and behaviors, EE may be expected to be a
particularly potent predictor of psychological and
behavioral problems among adolescents (Asarnow
et al., 1993).

Traditionally, EE has been assessed via the Camber-
well Family Interview (Vaughn and Leff, 1976). More
recently, however, studies have employed the Five-

Minute Speech Sample (FMSS; Magaña et al., 1986) as
a more efficient method of obtaining the same infor-
mation. This newer measure requires family members
to speak for 5 minutes, without interruption, about
their relationship with and attitude toward the target
person. The underlying notion is that what the family
member says and how he or she speaks about the target
person will reveal the amount of EE typically present in
the household. The manifold benefits of the FMSS
include its brief duration, the ease of data collection,
and the relatively minimal training requirements for the
interviewer (Hooley and Parker, 2006). In addition,
studies have demonstrated a high level of correspon-
dence between the FMSS measure and the longer
Camberwell Family Interview (Calam and Peters,
2006; Leeb et al., 1991; Magaña et al., 1986) as well
its valid use in youths (Asarnow et al., 1993, 2001;
Brennan et al., 2002; Hirshfeld et al., 1997; McCarty
and Weisz, 2002; McCleary and Sanford, 2002; Nelson
et al., 2003; Peris and Baker, 2000).

Surprisingly, despite longstanding suggestions in the
literature that family factors may influence the occur-
rence of SITB, no studies have examined the relation-
ship between EE and SITB among youths. The purpose
of the present study was to address this gap by
examining the association between EE, as assessed by
the FMSS, and SITB in adolescents. If parental EE is in
fact associated with SITB, then it also would be
instructive both scientifically and clinically to under-
stand potential mediators and moderators of this
relationship. One construct of particular interest is
adolescent self-criticism. It is possible that self-criticism
mediates the relationship between parental EE and
adolescent SITB. For instance, in cases in which parents
are high on EE, and especially if high on criticism in
particular, adolescents may be more likely to develop a
self-critical cognitive style that may then increase the
likelihood of engaging in SITB as a possible form of
self-punishment. Recent work suggests that self-
reported level of self-criticism is related to the presence
of SITB in general (Dunkley and Grilo, 2007;
Glassman et al., 2007; Grilo et al., 1999), and to self-
injury motivated by self-punishment in particular
(Glassman et al., 2007), providing preliminary support
for such a model. Alternatively, adolescent self-criticism
may moderate the relationship between EE and SITB.
For instance, it may be that of those youths living in
high EE environments, only those with a high internal
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sense of self-criticism will evidence SITB, whereas those
with a less self-critical style will be less affected by
criticism. In this study we tested both of these models in
examining the relationship between parental EE and
adolescent SITB.

METHOD

Participants

This study was conducted as part of a larger laboratory-based,
case-control study of SITB. Adolescents and young adults ages 12 to
19 years old were recruited from the community and local
outpatient mental health clinics from 2004 to 2005 using
advertisements requesting participants for a laboratory-based
study of SITB that asked for both self-injurers and nonYself-
injurers (to serve as a comparison group). After a brief telephone
screen, participants were invited to the laboratory, received a
description of the study aims and procedures, and provided written
informed consent to participate in the research, with parental
consent required for those younger than 18 years. All of the
procedures were approved by the Harvard University Human
Subjects Committee, and all of the participants received $100 for
their participation. In the present study, given our interest in
parental EE toward adolescents living in the home, we included only
those subjects in the present analyses who were 12 to 17 years old
(N = 39). Three adolescents were excluded from the analyses (two
whose parent provided consent but were unable to attend the
laboratory session, and one whose FMSS data were lost due to a
technical problem during taping), leaving a final sample of 36
adolescent-parent dyads. This sample size (N = 36) provides
adequate statistical power to detect most large effects (power 0.96)
and most medium effects (power 0.58) in analyses examining the
bivariate relationships that are the main focus of this study using
two-tailed tests with ! set at .05. Demographic and diagnostic
characteristics of participants are reported in Table 1.

Measures

Expanded Emotion. Parental EE was assessed using FMSS
(Magaña et al., 1986). This task was administered to the parent
who accompanied the adolescent to the laboratory. Only the
examiner and the parent were present in the room and the session
was audiotaped for later coding. Each parent was given the standard
FMSS instructions: BI`d like to hear your thoughts and feelings
about (child`s name), in your own words and without my
interrupting with any questions or comments. When I ask you to
begin I`d like you to speak for 5 minutes, telling me what kind of
person (child`s name) is and how the two of you get along together.
After you begin to speak, I prefer not to answer any questions until
after the 5 minutes are over. Do you have any questions before we
begin?^ If the parent stopped speaking before the 5 minutes had
elapsed, then he or she was prompted once with BPlease tell me
anything about (child`s name) for a few more minutes.^

Consistent with standard scoring procedures, Bcriticism^ was
scored as being low, borderline, or high, on the basis of the valence
of parents` initial statement, the tenor of the parentYchild
relationship as revealed during the FMSS, and the number of
critical comments made during the speech sample. Emotional
overinvolvement (EOI) also was rated as low, borderline, or high,

on the basis of showing any self-sacrificing or overprotective
behavior, showing any displays of emotion during the interview
(i.e., crying, being unable to speak), relating excessive detail about
the past, producing one or more statements of attitude (e.g.,

TABLE 1
Participant Characteristics

Variable Mean (SD) No. % of Sample

Adolescent age, y 15.26 (1.48) 36
Adolescent sex

Male 9 25
Female 27 75

Adolescent ethnicity
European American 27 75
Biracial 5 13.9
African American 2 5.6
Hispanic 1 2.8
Asian American 1 2.8

Diagnoses represented in
adolescent sample
Any mood disorder 8 22.2
Any anxiety disorder 10 27.8
Any eating disorder 3 8.3
Any substance use disorder 2 5.6
Any disruptive behavior
disorder

6 16.7

No. of diagnoses per
adolescent

1.11 (1.56)

Relationship of parent/guardian
Biological mother 28 77.8
Biological father 4 11.1
Other biological relative 2 5.6
Adoptive/foster mother 2 5.6

Parent age, y 45.31 (7.79) 35
Parent highest level of education

<12th grade 2 5.6
High school graduate 4 11.1
<4 y of college 8 22.2
College graduate 8 22.2
Completed graduate degree 14 39.9

Approximate household income
$0Y20,000 5 13.9
$21,000Y$40,000 6 16.7
$41,000Y$60,000 4 11.1
$61,000Y$80,000 5 13.9
$81,000Y$100,000 6 16.7
>$100,000 9 25
Not reported 1 2.8

Note: Any mood disorder = major depression, bipolar disorder;
Any anxiety disorder = panic disorder, separation anxiety disorder,
phobias, generalized anxiety disorder, obsessive-compulsive dis-
order; Any eating disorder = bulimia nervosa, anorexia nervosa; Any
substance use disorder = alcohol use/abuse, drug use/abuse; Any
disruptive behavior disorder = oppositional defiant disorder,
conduct disorder, attention-deficit/hyperactivity disorder.
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expressing love or the willingness to do anything for the child), or
showing excessive praise. Overall rating of EE was assigned based on
a combination of the ratings of criticism and EOI (see Magaña
Amato, 1990 for more detailed coding instructions).

All of the tapes were coded by two raters who received extensive
training in coding FMSS data and were trained to reliability by a
FMSS expert. Coders were blind to the participants` self-injury
history and history of mental disorders, and examination of coded
scores from a random sample of 25% of the tapes revealed excellent
interrater reliability (criticism: . = 1.00; EOI: . = 1.00; overall EE:
. = 1.00).

Mental Disorders. We assessed the presence and number of
mental disorders among the adolescents using the Schedule for
Affective Disorders and Schizophrenia for School Age Children-
Present and Lifetime Version (K-SADS-PL; Kaufman et al., 1997).
The K-SADS-PL is a semistructured diagnostic interview designed
to assess current and past episodes of 33 different mental disorders
according to the DSM-IV (American Psychiatric Association, 2000).
The K-SADS-PL was administered by the second author and four
research assistants who received training in the administration and
scoring of the K-SADS (i.e., viewing K-SADS-PL training tapes,
individual instruction in administration, mock interviewing) as well
as ongoing supervision (i.e., via direct observation and review of
videotaped interviews) from the second author. Independent rating
of the K-SADS-PL was completed for a random sample of 25% of
the interviews and demonstrated good interrater reliability (average
. = .83 across all of the diagnoses). Both the parent and the
adolescent were interviewed by the same individual, and their
combined report was used for diagnoses. The rate of different
diagnoses in the present sample is presented in Table 1. We used a
count of the number of disorders present as a measure of the
presence and comorbidity of mental disorders.

Self-Injurious Thoughts and Behaviours. SITB were assessed using
the Self-Injurious Thought and Behaviors Interview (Nock et al., in
press; also available at http://www.wjh.harvard.edu/~nock/nocklab/
publications.html), a structured clinical interview that assesses the
presence, frequency, severity, age at onset, and other characteristics
of a broad range of self-injurious thoughts and behaviors including
NSSI, suicide ideation, suicide plans, and suicide attempts. Because
prior work has shown different forms of SITB differ in their pre-
valence, correlates, and responses to treatment (Kessler et al., 1999;
Linehan et al., 1991; Nock and Kazdin, 2002; Nock and Kessler,
2006), in the present study, items were used that inquired about the
frequency of four different self-injurious constructs in the past 12
months: NSSI (BHow many separate times in the past year have you
done something to purposely hurt yourself without intending to
die?^), suicide ideation (BHow many separate times in the past year
have you had thoughts of killing yourself?^), suicide plan (BHow
many separate times in the past year have you made a plan to kill
yourself?^), and suicide attempt (BHow many separate times in the
past year have you made an actual attempt to kill yourself in which
you had at least some intent to die?^). The Self-Injurious Thought
and Behaviors Interview has strong interrater reliability (average . =
.99), test-retest reliability over a 6-month period (average . = .70)
and construct validity as demonstrated by strong relationships with
other measures of suicidal ideation (average . = .54) and suicide
attempts (. = .65; Nock et al., in press).

Adolescent Self-Criticism. Adolescent self-criticism was measured
using an item from the Self-Rating Scale (SRS; Hooley et al., 2002).
The SRS is an eight-item scale consisting of items assessing self-
criticism and level of self-esteem. Participants are asked to rate each
item of a 7-point Likert scale, where 1 = strongly disagree and 7 =

strongly agree. Because the items in this scale measure both self-
criticism and self-esteem more generally, we used only the item that
most closely assesses adolescent self-criticism: BIf others criticize me,
they must be right.^

Design and Procedures

All of the data were collected during one visit to a behavioral
laboratory at Harvard University. Adolescents were administered
the K-SADS and Self-Injurious Thought and Behaviors Interview
and subsequently completed the SRS. Parents completed the FMSS
followed by the K-SADS, both of which were administered by the
same interviewer who assessed the adolescent.

Data Analysis

Relationships among the two components of EE (criticism and
EOI) and overall EE were assessed with Pearson`s correlations, as
were the relationships between EE and the four different SITB
outcomes that we assessed. A series of hierarchical regressions was
used to examine whether the relationships observed between EE and
SITB may be better accounted for by the presence and comorbidity
of mental disorders. In these analyses the number of disorders
present was entered in step 1 and the relevant FMSS outcome
variable was entered in step 2, with each of the four forms of SITB
serving as the dependent variables. Analysis of the mediation
and moderation models was conducted following the regression-
based procedures outlined previously (Baron and Kenny, 1986;
Holmbeck, 1997, 2002). For these analyses we calculated stan-
dardized scores for each self-injurious outcome and averaged the
standardized scores to create one latent variable representing the
frequency of self-injurious thoughts and behaviors to minimize the
number of tests required (thus reducing the likelihood of a type I
error) as well as for ease of presentation and reporting. Values 1 SD
above and below the mean self-criticism score were used to solve for
the regression equations for the purposes of graphical depiction.

RESULTS

Preliminary Analyses

Descriptive statistics for the rate of SITB in our
sample are reported in Table 2. Overall, 25% of parents
were rated as high on EE and 75% as low on EE. For
criticism, 16.7% of parents were rated as high, 11.1%
as borderline, and 72.2% as low, whereas for EOI,
8.3% of parents were rated as high, 44.4% as
borderline, and 47.2% as low. This distribution of
high and low EE, criticism, and EOI is similar to others
found using the FMSS in both community and clinical
samples (Asarnow et al., 2001; Hirshfeld et al., 1997;
McCleary and Sanford, 2002; Peris and Baker, 2000).
Overall EE had a large and statistically significant
correlation with criticism (r = 0.76; p < .001) but a
small-to-medium and nonsignificant correlation with
EOI (r = 0.25; p = .14). EOI and criticism had a small
and nonsignificant correlation (r = j0.10; p = .55).
These relationships are consistent with previous work
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showing similar relationships between these variables
(Bolton et al., 2003; Hirshfeld et al., 1997; Tarrier
et al., 1999).

Association Between Parental EE and SITB

Our first goal was to examine the relationship
between EE and the frequency of several specific types
of SITB during the past year. Analyses revealed that EE
was positively associated with the engagement during
the past year of each type of SITB assessed (Table 3).
Analyses also revealed that high levels of parental
criticism, but not EOI, were associated with all self-
injurious outcomes during the past year (Table 3).

It is possible that underlying mental disorders
account at least in part for the significant relationship
found between parental EE and SITB. We examined
this possibility in two ways. First, we examined whether
scores on EE, criticism, and EOI differed based on the
presence versus absence of each DSM-IV disorder
assessed by the K-SADS using a series of x2 tests, which
revealed no significant differences (all p values >.08;
detailed results available upon request). Second, we
conducted a series of hierarchical regression analyses
examining whether EE and criticism continued to be
associated with SITB after accounting for the presence
and comorbidity of mental disorders. Results revealed
that after statistically controlling for number of
disorders present, EE continued to predict suicide
ideation ($F1,33 = 4.97; p = .03), suicide plans ($F1,33 =
6.49; p = .02), suicide attempts ($F1,33 = 10.03; p =
.003), and NSSI ($F1,33 = 4.13; p = .05). Similarly, the
level of criticism continued to predict suicide ideation
($F1,33 = 6.47; p = .02), suicide plans ($F1,43 = 8.02;

p = .008), suicide attempts ($F1,33 = 14.37; p < .001),
and NSSI ($F1,43 = 4.99; p = .03) above and beyond the
influence of mental disorders.

Mediation Analyses

Next, we tested whether adolescent self-criticism
mediates the relationship between parental EE and
adolescent SITB. Consistent with such a model,
adolescents` feeling as though others must be right to
criticize them on the SRS was significantly associated
with the averaged latent variable of the general
frequency of SITB (F1,34 = 11.81; p = .02). When
this procedure was followed separately for each form of
SITB assessed, adolescent self-criticism significantly
predicted suicide ideation, suicide plans, and NSSI, but
not suicide attempts (results available upon request).
However, the mediation model was not supported
because parental criticism was not significantly related
to adolescent self-criticism (F1,34 = 1.65, p = .21).
Nevertheless, a standard multiple regression analysis
demonstrated that parental criticism and adolescent
self-criticism significantly predicted engagement in
SITB (F2,33 = 14.11; p < .001) and that parental
criticism (" = .46; p = .001) and adolescent self-
criticism (" = .41; p = .004) both contributed
significantly and uniquely to the statistical prediction
of SITB.

Moderation Analyses

Given the significant relationship between both
adolescent self-criticism and parental criticism with
SITB and the nonsupport of the mediation model,
we tested whether adolescent self-criticism moderated
the relationship between parental criticism and SITB.
A hierarchical regression analysis revealed that the

TABLE 3
Correlations Between SITB and Parental EE as Assessed

by the FMSS

EE Criticalness EOI

Suicide ideation 0.34* 0.41*
j0.22

Suicide plans 0.38* 0.45**
j0.20

Suicide attempts 0.47** 0.56**
j0.13

NSSI 0.32* 0.37*
j0.16

Note: SITB = self-injurious thoughts and behaviors; EE =
expressed emotion; FMSS = Five-Minute Speech Sample; EOI =
emotional overinvolvement; NSSI = nonsuicidal self-injury.

* p < .05; **p < .01.

TABLE 2
Descriptive Statistics of Rate of SITB

% Sample
Reporting

SITB Mean (SD)

Range of Behaviors

Minimum Maximum

Suicide
ideation

41.3 41.91 (156.41) 0 1,000

Suicide
plans

21.7 5.93 (30.19) 0 200

Suicide
attempts

17.4 0.63 (2.09) 0 10

NSSI 39.1 151.93 (884.74) 0 6,000

Note: SITB = self-injurious thoughts and behaviors; NSSI =
nonsuicidal self-injury.
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interaction term created by the multiplication of the
centered variables of adolescent self-criticism and
parental criticism was significantly related to the general
self-injurious outcome variable, after accounting for the
two main effects ($F1,32 = 21.20; p < .001). As
presented in Figure 1, adolescent self-criticism was not
related to SITB at low levels of parental criticism (" =
j.01; p = .86). However, adolescent self-criticism was
associated with SITB in the context of borderline (" =
.26; p < 0.001) and high levels of parental criticism (" =
.52; p < 0.001). When this procedure was followed
separately for each form of SITB assessed, the pattern of
results was similar (results available upon request).

DISCUSSION

This study examined whether high levels of parental
EE, including criticism and EOI, toward their
adolescent are associated with the presence and
frequency of SITB. We found that parental EE is
significantly related to multiple forms of adolescent
SITB, including suicide ideation, plans, and attempts,
as well as NSSI. More specific analyses revealed that
high parental criticism is associated with increases in
these thoughts and behaviors, whereas high EOI is not.
Although not all past studies have examined criticism
and EOI independently, our findings extend prior
research showing that criticism, but not EOI, is related

to mental disorders (i.e., Asarnow et al., 2001;
Hirshfeld et al., 1997; Marom et al., 2005; McCarty
and Weisz, 2002; Peris and Baker, 2000). Some have
suggested that the different effects observed for these
two distinct components of EE are due to critical
relatives being more likely to hold people with a mental
disorder responsible for their difficulties and behaviors
and to them consistently attributing more control to
people for their symptoms and problems than relatives
who are low in criticism (see Barrowclough and
Hooley, 2003). This may be especially relevant in the
case of adolescents, whom parents may view as
rebellious and acting intentionally, and in relationship
to the behavioral manifestation of SITB versus the more
mental presentation of some other psychiatric symp-
toms (e.g., psychoses, anxiety disorders). It also is
notable that the association between criticism and
overall EE and engaging in SITB was not accounted for
by the presence or comorbidity of mental disorders in
the present study. These data provide evidence of a
direct and specific relationship between EE and SITB.

Our findings revealed that adolescent self-criticism
does not mediate the relationship between parental
criticism and SITB, but that both adolescent self-
criticism and parental criticism are associated with
engagement in SITB. Although the mediation model
was not supported, we found that the level of adolescent
criticism moderates the relationship between parental

Fig. 1 Graphical depiction of interaction. Values 1 SD above and below the mean for adolescent self-criticism (SC) were used to solve for each regression
equation for the purposes of display. SITB = self-injurious thoughts and behaviors.
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criticism and SITB, such that high levels of parental
criticism in concert with high self-criticism results in
increased SITB. High self-criticism does not seem to play
a role when parental criticism is low; however, adolescent
self-criticism is related to SITB when parental criticism is
borderline or high. These results support a model of
reciprocal influence between adolescent and parent/
family and emphasize the importance of adolescent
factors in the model addressing the influence of EE on
adolescent psychological development and behavior.
Although high parental criticism may play a role in
increasing SITB (although our cross-sectional findings
cannot support such directionality), our findings suggest
that such behavior from parents has a significantly
stronger relationship with SITB when the adolescent at
whom the criticism is directed agrees that when others
criticize him or her they must be right. Importantly, when
adolescents were not critical of themselves, parental
criticism did not have as large an impact.

Limitations

Although these results are informative, a number of
limitations of this study should be noted. First, several
variables tested in this study were based on the
adolescents` response to only one question. This limits
the reliability of our measurement of some constructs and
may limit the interpretive value and validity of the
response, but may also be the most direct way to obtain
the factual data we were seeking (i.e., BHow many times
in the past year have you engaged in X behavior?^). We
attempted to protect against the probability of a type I
error by creating an average of the standardized scores for
the frequency of the four different forms of SITB and
conducted the mediation and moderation analyses using
this composite variable. The results parallel those for each
frequency of behavior individually, suggesting that the
results are not the artifact of a particular response to one
question. Our use of only a single item to measure self-
reported self-criticism requires that results using this
variable be interpreted with caution. Also notable is that
the item used (BIf others criticize me, they must be right^)
requires that adolescents respond regarding both self-
criticism and the perception of criticism from others. As a
result, this study cannot speak to whether adolescent self-
criticism without the perception of criticism from others
influences SITB in the face of high levels of EE. Second,
the sample was relatively small and was required to present
for a laboratory-based study with a parent. It will be

important to replicate these findings in a larger and more
representative sample and with adult self-injurers. Despite
these limitations, the findings of this study advance both
scientific and clinical understanding in this area.

Clinical Implications

Working with parents to lessen EE in the home has
proven effective in reducing patient relapse across a
number of different disorders (Fristad et al., 1998;
Goldstein and Miklowitz, 1995; Holder and Anderson,
1990; Honig et al., 1997; Kim and Miklowitz, 2004;
Pharoah et al., 2003) and may ultimately be useful for
youths at risk of self-injury as well. The interaction with
adolescent self-criticism shown in this study also suggests
the potential benefit of working with youths to decrease
their use of a self-critical cognitive style. Low self-
criticism may serve as one protective factor for an
adolescent in a highly critical family environment. The
direction of these effects remains to be demonstrated,
and future work should examine whether treatments that
aim to lower criticism in the family and/or adolescent
decrease such criticism and ultimately whether they also
decrease the likelihood of SITB.

Disclosure: The authors have no financial relationships to disclose.
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