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INTRODUCTION

The Diagnostic and Statistical Manual of Mental Disorders-
5th edition (DSM-5) includes suicidal ideation and attempts as 
cross-cutting symptom measures that are recommended in 
identifying and diagnosing patients with mental health prob-
lems.1 Additionally, diagnoses for suicidal behavior disorder 
(SBD) and non-suicidal self-injury (NSSI) are presented as 
recommended topics for future studies to encourage interest 
among both clinicians and systematic researchers. This reflects 
the fact that self-injury related problems have become inten-
sified on a global scale.

The suicide rate of Korea in 2018 was 24.7 per 100,000 peo-

Print ISSN 1738-3684 / On-line ISSN 1976-3026
OPEN ACCESS

ple, ranking it first among the Organization for Economic Co-
operation and Development (OECD) countries. Initially, this 
rate was declining as of 2010, but is now showing an increase.2 
According to the children and adolescents mental health sur-
vey conducted by the Ministry of Health and Welfare on mid-
dle and high school students across four areas, 17% reported 
suicidal ideations, 3.7% reported behaviors with suicidal inten-
tions, and 5.8% reported committing self-injurious behaviors 
without suicidal intentions.3 Furthermore, according to the 
national Adolescent Mental-Health and Problem-Behavior 
Screening survey, conducted by the Ministry of Education on 
middle and high school students in 2018, 7.9% of middle school 
and 6.4% of high school students reported engaging in self-
injurious behaviors without suicidal intentions.4 Finally, in a 
study conducted on psychiatric outpatients diagnosed with 
depressive symptoms, 42% reported engaging in suicide at-
tempts, with 54% reporting history of NSSI.5

These issues can be divided into suicides with intention and 
self-injurious behaviors without suicidal intentions. Addition-
ally, suicidal ideation, plans, and attempts are all suicide-relat-
ed concepts, whereas suicidal gestures and NSSI thoughts are 
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related to self-injurious behaviors without suicidal intentions.6 
Additionally, the presence of suicidal plans indicates an in-
creased risk of future suicide attempts.7 Furthermore, NSSI is 
associated with suicide,8 and has been discussed as a strong 
longitudinal predictor of future suicidal attempts.9 About 70% 
of adolescents reporting NSSI also engaged in suicide attempts, 
with clear suicidal intentions.10,11 Regardless of suicidal inten-
tions and their severity, self-injurious behaviors are an impor-
tant predictive factor that can lead to one committing suicide.12,13 
Therefore, with regards to the research and clinical approach 
in this area, it is important for each self-injurious thoughts and 
behaviors (SITB) concept to be evaluated individually, based 
on clear operational definitions, in addition to the identifying 
of their relevance and influence on one another.

A factor hindering research on suicide-related behaviors is 
the lack of appropriate assessment tools. Although basic out-
lines of operational definitions for each SITB exist, most tools 
do not employ consistent definitions and sometimes measure 
only restricted ranges, causing limitations in the interpretations 
and comparisons of research conclusions based on them.14 In 
other words, it is difficult to thoroughly identify the relation-
ship between behaviors using such tools due to their measure-
ment restrictions. In addition, individual tools used in previ-
ous studies vary, causing limitations in comparing them.

Prior to the development of the SITBI, a tool that compre-
hensively measures suicide-related behaviors was developed. 
The Suicide Attempt Self-Injury Interview (SASII) is a struc-
tured 31-item measurement tool.15 The SASII distinguishes 
the experiences of the interviewee as either parasuicide, seri-
ous or non-serious suicide attempts, or NSSI. However, the 
SASII does not include suicidal ideation, plans, and self-inju-
rious thoughts; while it allows for a simple assessment using 
only a few items, it produces limited relevant information. In 
addition, the Columbia-Suicide Severity Rating Scale (C-SSPS) 
is a clinical measure of suicide risk.16 It has the advantage of 
being able to divide suicidal behavior into severity of suicidal 
thoughts, strength of suicidal thoughts, suicidal behaviors, and 
lethality of suicidal behavior. In addition, it can be used to pro-
vide comprehensive measures. However, it does not include 
suicidal gestures and self-injurious ideation and behaviors as 
well as provide information as comprehensive as the SITBI. 
As such, there are various scales measuring each concept of 
SITBs, of which some are comprehensively measured. How-
ever, there are no tools to measure self-injury-related behaviors 
in an omnibus format that provide a rich background infor-
mation like the SITBI-K.

Nock et al.14 developed and validated a structured interview 
that measures SITBs in an omnibus format. Venta and Sharp17 
extended its concurrent validity on adolescent inpatients, with 
Spanish and German versions then being published as well.18,19 

The SITBI is a structured interview tool conducted by a clini-
cian, which includes a long-form version of 169 items, and a 
short-form version of 72 items. Interviews consist of five mod-
ules: suicidal ideation, plans, gestures, attempts, and NSSI. Each 
module begins with a screening question that checks for life-
time presence and, if none has occurred, subsequent items are 
skipped in order to move onto the next module. If no SITB are 
present, the interview ends after six screening questions (NSSI 
is divided into thoughts and behaviors) across the five modules. 
If a lifetime presence is reported, subsequent items specifically 
question frequency (frequency during lifetime, past year, past 
month, and past week), age of onset, most recent occurrence 
of SITB and specific methods utilized, severity of the behavior, 
precipitants and functions, level of physical pain during sui-
cide attempts, proportion of alcohol and drug use, periods of 
thought before engaging in the behavior, numbers and level 
of influences from peers, and future likelihood of SITB.

The number of papers citing Nock et al.’s14 SITBI develop-
ment study comes to 518 (ProQuest search on June 1st, 2020), 
with researches using the SITBI on multiple samples of vary-
ing backgrounds recently accumulating.20,21 There are currently 
no assessment tools that comprehensively assess SITBs based 
on specific and clear conceptual definitions, in Korea. The de-
velopment of such tools will help to apply realistic clinical char-
acteristics into SITB research, allowing for the development of 
a multidimensional approach.14 Along with introducing vari-
ous self-injury related assessment tool, the need to develop a 
measure suited to the Korean context has become clear. Addi-
tionally, the need to secure the reliability and validity of com-
mon tools that are widely used at home and abroad has been 
raised by researchers.22 As such, this study aimed to develop a 
Korean version of the SITBI and to assess its reliability, valid-
ity and applicability in clinical diagnoses.

METHODS

Participants
From March to July 2019, research participation advertise-

ments were made available both online and offline in three 
universities located in Seoul, Korea. Informed written consent 
forms were obtained from each of the volunteers. The selection 
criteria included adults aged 18 years or older and who had, 
reported one or more SITB. The exclusion criteria based on 
research ethics, included “those reporting self-injuries requir-
ing medical treatment within the last month” and “those who 
had received inpatient treatment due to specific mental disor-
ders within the last month.” Those unable to make reliable self-
reports, such as people with formal thought disorder, intellec-
tual disability, and organic mental disorder were also excluded. 
Other exclusion criteria included those who were not fluent 



SJ Lee et al. 

   www.psychiatryinvestigation.org  159

in Korean, and those who had their last SITB experience more 
than 10 years prior to this study.

Measures

The Korean Version of Self-Injurious Thoughts and 
Behaviors (SITBI-K)14

The long-form version of this tool, consisting of 169 items 
was used, which took around 5–30 minutes. First, the six screen-
ing questions asking on the lifetime presence of each SITB were 
answered as either yes or no (e.g., “Have you ever had thoughts 
of killing yourself?”). Then, the subsequent 97 items asking 
on the severity of each SITB experience or the degree of influ-
ence of preceding and related factors were presented as a five 
point Likert scale (e.g., “On a scale of 0 to 4, when you engaged 
in NSSI, how much did you do it as a way to get rid of bad feel-
ings?”). The other 66 items asking for the presence, specific 
methods and reasons for the SITBs etc., were presented as 
open-ended questions (e.g., “Why do you think you engage 
in NSSI behaviors?”).

The Scale for Suicidal Ideation (SSI23)
The SSI contains 19 items that are rated using a 3-point Lik-

ert scale ranging from 0–2. It is used to measure the existence 
of suicidal ideation, attitudes about suicide, and severity of sui-
cidal plan, as well as to confirm the convergent validity of sui-
cidal ideation and attempts in the SITBI-K. The self-report ver-
sion of this measure, as converted by Shin et al.,24 was used. Its 
internal consistency (α) in this study was 0.85.

Suicidal Intent Scale (SIS25)
The SIS consists of 15 items that are rated using a 3-point 

Likert scale ranging from 0–2. It is used to assess the severity 
of suicidal intentions of suicide attempters as well as to check 
the convergent validity of suicidal plans and attempts in the 
SITBI-K, which are based on suicidal intentions. In addition, 
it determines discriminant validity using suicidal gestures and 
self-injury. We used the translated self-report version26 of the 
SIS in this study. 

Beck Depression Scale-II-Item 9 ‘Suicidal Thoughts or 
Wishes’ (BDI-II27)

The BDI-II is comprised of a 4-point Likert scale. A study 
on psychiatric outpatients reported that scoring two or more 
points on this scale indicates that the probability of them at-
tempting suicide is 6.9 times higher than average.28

Survival and Coping Beliefs of the Reason for Living 
(RFL29)

The RFL was developed to assess potential reasons for not 

committing suicide. We used the translated version of this 
tool30 in our study. As Linehan et al.29 suggested utilizing the 
scores by factor rather than the total RFL score, the “survival 
and coping beliefs” subscale was used. We used participants’ 
total score in the subscale to check for discriminant validity of 
suicidal ideation and attempts. The internal consistency (α) of 
the subscale in the current research was 0.95.

The Functional Assessment of Self-Mutilation (FASM31)
To measure the methods and frequency of self-injurious 

behaviors, a version of this scale, as translated by Kwon and 
Kwon,32 was used. A total score from 12 items in Group A, ask-
ing after participants’ self-injurious methods and frequency, 
was calculated.

Procedure
This study’s procedure was approved by the University In-

stitutional Review Board and complied with the Declaration 
of Helsinki (IRB No: 1041078-201801-HRSB-019-01K). The 
scale translation procedure adhered to the International Test 
Commission guidelines.33 All interviews were conducted in 
accordance with the guidelines provided by Nock et al.,14 where-
in three people, including two licensed clinical psychologists 
and one PhD in clinical psychology, conducted the interviews 
after prior training and practical sessions. Participants com-
pleted the self-report questionnaires for about 15 minutes af-
ter the interview and returned home after receiving a remuner-
ation. There were no occurrences of emergency situations or 
complaints about inconveniences during the research process.

Data analysis
Of the 120 people interviewed, data from five participants 

were excluded: one participant with psychosis was excluded 
due to unreliability in reporting, while the other four (aged 
32 years or older) were excluded because their data hindered 
the homogeneity of the group due to their relatively older ages. 
Upon conducting frequency analysis, seven anomalous values 
that dramatically broadened the frequency of the SITB were 
excluded as well, resulting in a finalized total of 108 partici-
pants. For reference, 97 local residents and 111 inpatients were 
included as participants to develop and establish the reliabili-
ty and validity of the original scale14 and the German version 
of SITBI,19 respectively. Meanwhile, 106 inpatients were includ-
ed in the study extending its concurrent validity.17 

The SITBI is not a psychometric tool that measures a single 
concept using multiple items of single format, but an interview 
tool that uses various formats of items to measure a wide range 
of constructs. Therefore, factor analysis and internal consis-
tency reliability coefficients are not calculated together, and 
such methods do not always hold a theoretical or technical 
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meaning.14 Instead, we carefully conducted a descriptive sta-
tistics analysis (mean, standard deviation, ratio, and range) us-
ing the reported responses in the current sample, and compared 
it with the prior study14,17,19 to confirm the appropriateness of 
the construct. Furthermore, construct validity was confirmed 
by checking whether frequency of SITBs, which is a key item 
of the SITBI, converged or discriminated with the conceptu-
ally similar and validity-confirmed original scale.

IBM SPSS Statistics version 23 (IBM Corp., Armonk, NY, 
USA) was used for the statistical analysis. Descriptive analy-
ses were conducted on participants’ demographic and SITB 
data. Convergent and discriminant validities between the fre-
quency of SITB in the SITBI-K and the validated self-report 
scale scores were checked. Interrater reliability, test-retest re-
liability, and concordance of diagnoses were calculated to en-
sure this measure’s applicability for diagnostic uses.

RESULTS

SITBI-K descriptive statistics
In total, 91 out of 108 interviewees were female (84.26%), 

with the sample’s mean age being 22.10 years (±SD 3.33; rang-
ing from 18 to 31 years). Descriptive statistics of the SITBI-K 
are shown in Table 1. Lifetime presence of SITBs showed that 
10 participants (98.1%) reported suicidal ideation, 74 (68.5%) 
reported suicidal plans, 18 (16.7%) reported suicidal gestures, 
47 (43.5%) reported suicide attempts, and 68 (63.0%) reported 
NSSI. Further examination of the suicide attempts and NSSI 
revealed that three participants (2.8%) attempted suicide and 
11 (10.2%) experienced NSSI within the last week. Lifetime 
frequency of the SITBs was 3.2 (±SD 2.99) times higher than 
average for suicide attempts, 93.93 (±SD 198.30) times high-
er for NSSI; within the last week, these frequencies were 0.04 
(±SD 0.21) times for suicide attempts, and 0.24 (±SD 0.60) 
times higher for NSSI.

Interrater reliability
Five cases were randomly selected from the recording files 

for the raters to listen to in order for them to assess and com-
pare. Likert scale items of the lifetime presence, frequency, se-
verity, reinforcement, and precipitant factors of the SITB were 
obtained. The presence of each module was analyzed using 
Cohen’s Kappa (κ), with the frequency being analyzed using 
a binary correlation coefficient. Results close to 0 indicate a 
disagreement between the raters, with those close to 1 indi-
cating an agreement.34 The lifetime presence, and frequency, 
as well as the frequency during the past year, past month, and 
past week for the five modules, all showed perfect consistency 
(all ks=1, rs=1). These results are identical to those of Nock 
et al.’s14 study, possibly due to the obtaining of the presence of 

SITB and quantifiable responses using structured questions.

Test-retest reliability
In total, 20 participants from the first interview were select-

ed for the short-form interview (72 items), which was con-
ducted after an interval of about two months. During the first 
interview, all participants were informed regarding the reas-
sessment required for the reliability study; most voluntarily 
agreed to participate and were sent a reminder message re-
garding such, wherein they were asked for their available date 
and time for a phone interview. Participants with an easily ad-
justable interview schedule were prioritized for selection. Sub-
sequent interviews reported presence of SITB, frequency, and 
other related variables during the period from when the first 
interview was conducted to the second one. The presence of 
each module was analyzed using κ, with lifetime frequency and 
frequency during the last year being analyzed using a one-way 
random effects Intraclass Correlation Coefficient (ICC).35

The results for the consistency of the presence of SITB showed 
that suicidal ideation and plans possessed a perfect consisten-
cy of κ=1, with suicide attempts and self-injurious behaviors 
showing moderate consistencies of κ=0.48 and κ=0.42, respec-
tively. Conversely, suicidal gesture showed a relatively low con-
sistency of κ=0.33. The results for consistency of the lifetime 
frequency of SITB indicated a perfect consistency (ICC=0.91, 
p<0.000) for suicidal plans and intermediate consistencies 
(ICC=0.72, p<0.010 and ICC=0.48, p<0.018, respectively) for 
suicide attempts and NSSI. The consistency results for suicidal 
ideation were not significant, but did indicate a trend (ICC= 
0.67, p<0.054); with those for suicidal gestures not being sig-
nificant at all (ICC=0.30, p<0.250). Similar patterns of results 
were found for the consistency of these frequencies in the 
past year.

Construct validity
Analyses were conducted based on the frequencies during 

the “past year” and “past month,” wherein retrospective re-
porting bias is expected to be relatively small, yet sufficient 
responses can still be obtained. The correlation coefficient re-
sults of the frequency of each SITBI-K module and the con-
struct validity scales are presented in Table 2.

Frequencies of suicidal ideations, plans, gestures, and at-
tempts showed moderate or larger correlations, with the total 
scores for the SSI suicidal ideation and BDI-II Item 9 suicidal 
thought severity indicating convergence (r=0.338–0.680, p< 
0.01; r=0.304–0.561, p<0.05). Furthermore, the correlation be-
tween frequency for each module of the SITBI-K and the sui-
cidal intent section of the SIS total scores were examined. While 
suicidal plans and attempts showed low to moderate correla-
tions with the SIS (r=0.405–0.479, p<0.01; r=0.328–0.336, p< 
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Table 1. Descriptive statistics for the SITBI-K (N=108)

Suicidal ideation Suicidal plan Suicidal gesture Suicidal attempt NSSI
N (%) N (%) N (%) N (%) N (%)

Presence
Lifetime
Past year 
Past month
Past week

106 (98.1)
86 (79.6)
54 (50.0)
37 (43.2)

74 (68.5)
36 (33.3)
15 (13.9)

6 (5.6)

18 (16.7)
7 (6.4)
5 (4.6)
2 (1.9)

47 (43.5)
24 (22.2)

6 (5.5)
3 (2.8)

68 (63.0)
47 (63.6)
22 (20.4)
11 (10.2)

M±SD M±SD M±SD M±SD M±SD
Frequency

Lifetime
Past year 
Past month
Past week

417.59±730.10
67.75±127.79

4.93±9.57
1.42±3.37

22.26±72.30
6.75±20.47
0.77±2.88
0.15±0.68

9.53±14.20
1.18±1.63
0.35±0.61
0.12±0.33

3.20±2.99
0.84±1.21
0.09±0.29
0.04±0.21

93.93±198.30
11.81±22.32

1.43±3.49
0.24±0.60

Age of onset 14.77±4.44 16.78±4.85 16.88±3.53 17.26±4.59 16.48±3.45
Severity (1–4) 

Worst point
Average

3.68±0.57
2.34±0.77

3.62±0.59
2.53±0.93

-
-

-
-

-
-

Reinforcement (1–4) 
Automatic negative
Automatic positive
Social negative
Social positive

2.45±1.33
1.04±1.32
1.00±1.23
3.10±1.00

2.20±1.45
0.81±1.09
0.88±1.19
3.28±0.88

1.71±1.31
0.76±1.30
3.00±1.37
2.12±1.32

2.19±1.47
0.96±1.41
1.00±1.18
3.13±1.17

3.06±1.01
1.44±1.51
1.00±1.23
2.22±1.45

Precipitant (1–4) 
Family
Friends
Relationship
Peers
Work/school
Mental state

2.49±1.41
1.46±1.34
1.68±1.37
1.40±1.42
2.08±1.36
3.38±0.80

2.42±1.46
1.11±1.36
1.66±1.44
1.34±1.45
1.85±1.55
3.49±0.67

2.82±1.56
0.94±1.35
1.41±1.46
1.06±1.39
1.35±1.27
2.65±1.54

2.66±1.36
1.21±1.40
1.62±1.45
1.21±1.40
1.68±1.66
3.70±0.51

2.37±1.36
1.19±1.32
1.29±1.34
1.00±1.28
1.84±1.46
3.26±0.92

Characteristics 
Physical pain (1–4)
Alcohol/drug use (%)
Peers with behavior before 1st time (No.)
Peers with behavior after 1st time (No.)
Peer influence before 1st time (1–4)
Peer influence after 1st time (1–4)

-
20.75±32.02

1.03±2.00
2.92±6.45
0.50±1.07
0.54±0.97

-
20.55±34.38

0.83±2.09
1.22±3.44
0.53±1.10
0.39±0.79

-
13.00±27.98

0.50±1.10
0.53±0.87
0.47±1.18
0.41±1.00

1.87±1.44
21.70±37.32

0.91±1.87
0.78±1.83
0.66±1.19
0.26±0.71

-
11.62±24.01

1.03±3.50
1.97±4.35
0.65±1.22
0.53±1.00

Period of thought before engage in (%)
0 sec
1–60 s 
2–15 min
16–60 min
Less 1 day
1–2 days
More 2 days
Wide range 

0.0
1.9
0.0

11.1
29.6
12.0
28.7
14.8

0.0
1.9
2.8

12.0
12.0

9.3
24.1

6.6

2.8
4.6
3.7
2.8
1.9
0.0
0.0
0.0

1.9
0.9
1.9
6.5
7.4
6.5

15.7
2.8

11.1
13.9
17.6

9.3
4.6
2.8
0.9
2.8

Future likelihood of this behavior (1-4) 2.66±1.15 2.01±1.36 1.29±1.40 1.91±1.32 1.9±1.43
SITBI-K: Korean version of the Self-injurious Thoughts and Behaviors Interview
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0.05), with suicidal attempts indicating convergence, correla-
tions between suicidal gestures and NSSI were not significant 
and were thus discriminated (r=-0.009–-0.354, ns). These re-
sults are in line with the definition of suicidal gestures, which 
are actions that are intended to make others believe in one’s 
own suicide attempt “without the intention of dying” as well 
as the definition of NSSI, which are specified as self-injuries 
“without suicidal intentions.” Total scores of the RFL’s Survival 
and Coping Beliefs for Reason of Living section showed an in-
verse correlation with the suicidal ideation, plans, and attempts 
sections of the SITBI-K (r=0.321–0.469, p<0.01). Additionally, 
NSSI frequency within the SITBI-K showed convergence as 
it is moderately correlated with FASM’s Group A items (r= 
-0.380, p<0.01; r=-0.259, p<0.05), and was discriminated as 
it did not show significant correlation with suicidal ideation, 
plans, or attempts (r=-0.049–0.434, ns). Thus, the construct 
validity of the SITBI-K has been established.

Diagnostic applicability
For the randomly selected group of 52 participants, a clini-

cal psychologist, with 14 years of career experience, diagnosed 
both NSSI and SBD based on the DSM-5 criteria. The SITBI-
K items conducted by another interviewer were structured for 
diagnostic use, and were also checked for their diagnostic con-

sistency. The diagnostic structure form of the SITBI-K is pre-
sented in Supplementary Table 1 (in the online-only Data Sup-
plement), which is a partially edited version of that used in the 
German study.19 Note that the NSSI diagnostic criteria E (“dis-
tress or interference in important areas of functioning”) and 
F (“differentiation between other mental disorders or medical 
conditions”), as well as the SBD diagnostic criterion D (“differ-
entiation between states of delirium or confusion”) were not 
identifiable through using the SITBI-K, and were thus exclud-
ed for calculating consistency.

The results indicate that the SBD diagnosis showed a per-
fect consistency (κ=1.0), with NSSI showing an excellent con-
sistency (κ=0.94). For the NSSI diagnosis, 2 of the 52 cases 
showed inconsistencies for diagnostic criteria B (“functions 
of self-injury”). This resulted from the experts’ strict applica-
tion of criterion B, rather than using the subjective responses 
of the interviewees.

DISCUSSION

SITB includes suicidal ideation, plans, gestures, attempts, 
and NSSI. In clinical research and interventions, discrimina-
tive yet comprehensive assessments based on clear definitions 
of each of these variables are needed for effective diagnoses 

Table 2. Spearman correlation between continuous SITBI-K variables and concurrent validity measures 

Suicidal Ideation
(SSI total)

Suicidal Intention
(SIS total)

Suicidal Ideation 
Intensity

(BDI-II item 9)

Self-Injury
(FASM item A total)

RFL
survival & coping 

beliefs total
M±SD M±SD M±SD M±SD M±SD

SITBI-K 17.75±6.62 15.71±4.21 1.18±0.84 18.75±12.04 55.91±17.93
Suicidal ideation

Past year 0.436† 0.142 0.338† 0.121 -0.321†

Past month 0.509† 0.304* 0.502† 0.073 -0.442†

Suicidal plan
Past year 0.481† 0.336* 0.372† -0.049 -0.382†

Past month 0.561† 0.405† 0.539† -0.058 -0.462†

Suicidal gesture
Past year 0.680† 0.132 0.616† 0.674* -0.465
Past month 0.561* -0.354 0.671† 0.434 -0.542*

Suicidal attempt
Past year 0.521† 0.479† 0.516† 0.147 -0.469†

Past month 0.451† 0.328* 0.497† 0.212 -0.445†

NSSI
Past year 0.331† -0.009 0.363† 0.380† -0.324†

Past month 0.281* -0.077 0.395† 0.259* -0.299*
*p<0.05, †p<0.01. SITBI-K: Korean version of the Self-injurious Thoughts and Behaviors Interview, SSI: The Scale for Suicide Ideation, SIS: 
Suicidal Intent Scale, BDI-II: Beck Depression Inventory-II, FASM: The Functional Assessment of Self-Mutilation, RFL: Survival and Coping 
Beliefs of the Reason for Living
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and treatment. Only then can research reflect the actual, real 
life occurrences of these phenomena, which will then help re-
searchers and clinicians to understand the relationships and 
influences between each of these variables. Furthermore, this 
will allow clinicians to consider multiple aspects of a patient’s 
self-injurious behaviors in the development of effective inter-
ventions. This study translated a structured interview tool (SIT-
BI), that uniformly assesses SITBs into Korean. Additionally, 
its reliability, validity, and clinical utility as a diagnostic assess-
ment measure were examined.

The descriptive results of the SITBI-K analysis were similar 
to those of Nock et al.’s14 original study, as well as those of the 
German study by Fischer et al.19 However, the frequencies of 
suicidal ideation and NSSI were largely different in this study. 
The frequency of NSSI in this study was similar to that of Fisch-
er et al.’s19 German sample, but was only up to one-seventh of 
the results as reported in Nock et al.’s14 United States (U.S.) sam-
ple. Furthermore, the frequency of suicidal ideation was five 
times higher than that of the U.S. sample. Overall, the results 
of the current study found suicidal ideation’s frequency to be 
relatively high, with that of NSSI being relatively low. This may 
partially reflect the characteristics of the university sample, com-
pared to the U.S. study that involved adolescents. However, it 
is also necessary to examine whether these results reflect East-
ern cultural characteristics, wherein ideological-based activi-
ties are dominant compared to those involving acting out. The 
average ages of onset for the SITB were 14.77 years for suicid-
al ideation, and 16–17 years (M 16.48–17.26) for suicidal plans, 
gestures, attempts, and NSSI, which is a result comparable to 
those of a previous study.6

As for the reported functions of the SITB, (suicidal ideation, 
plans, attempts, and NSSI), there were relatively high numbers 
of responses stating they were used “as a way to get rid of bad 
feelings” (negative personal reinforcement) and “in order to 
get out of doing something or to get away from others” (neg-
ative social reinforcement). This is distinctive from the reasons 
given for suicidal gestures, wherein their most reported func-
tion was “in order to communicate with someone else or to get 
attention” (positive social reinforcement), a result consistent 
with its definition and the findings of previous studies.14,19 All 
SITBs reported two distinctly high levels of “the state of my 
mental health at the time” and “family problems,” which were 
followed by “work/school problems” as their key precipitants. 
This is different from the U.S. and German studies which re-
vealed “peer problems” to be the most common reason. This 
difference is considered to have been influenced by the fact 
that the interviewees had left adolescence, wherein peer pres-
sure is magnified, as well as Korea’s high university entrance 
examination stress. 

The average number of participants that had exchanged in-

fluences on SITBs was less than one. Additionally, most report-
ed sharing either their peer’s or their own experiences only af-
ter the occurrence and denied any direct influences on each 
other. This value is two to three times smaller than the U.S. and 
German samples. Conversely, there were numerous situations 
wherein the SITB of family members were reported on during 
the interviews. Family members displaying SITB may result 
in psychological trauma, as well as producing a learning effect, 
and can thus have more significant influences than those of 
one’s peers. As there are no separate items to assess this mat-
ter, supplementation of the SITBI-K in considering the charac-
teristics of Korean samples may be required in future.

As for the periods of thought before engaging in SITB, those 
lasting less than one day, and those lasting two or more days, 
showed the highest levels for suicidal ideation, with periods last-
ing two or more days occurring for suicidal plans and attempts, 
which is relatively long. Conversely, the periods of thought oc-
curring before suicidal gestures generally lasted from one sec-
ond to less than one day, with those occurring before NSSI last-
ing from zero to one second, which is relatively short. This 
reflects the characteristics of suicidal gestures and NSSI, where-
in a relatively short period of thought is required when com-
pared to other related behaviors, as well as acting out due to 
situational factors. The future likelihood of SITB showed mean 
scores of 1.29–2.66 (±SD 1.15–1.43), but the number of those 
who reported four points for suicidal ideation, plans, attempts, 
and NSSI were 30 (27.8%), 14 (13%), 7 (6.5%), and 14 (13%), 
respectively.

Relatively stable interrater and test-retest reliabilities were 
confirmed for the SITBI-K. However, whether the test-retest 
reliability measures are appropriate for retrospective report-
ing still needs to be considered. Consistency for suicidal ges-
tures was particularly low, a similar result to that of the previ-
ous study by Nock et al.14 Participants who reported suicidal 
gestures in the first interview did not respond in the follow-up 
interviews, thus, lowering the consistency. Therefore, there is 
a need to increase the sample size and reconfirm the finding. 
Moreover, this may be due to suicidal gestures—especially con-
sidering its conceptual characteristics—having a low number 
of responses, as well as its vulnerability to interference from 
subjective judgments relative to other behaviors. Additional-
ly, convergent and discriminant validities of the five modules 
of the SITBI-K were obtained by comparing it against other 
existing and validated measurement tools.

The largest advantage of the SITBI-K is that it allows for the 
identification of the five types of SITB in an omnibus measure 
in a relatively short amount of time. Until now, this kind of 
tool was inexistent in Korea, which caused difficulties in or-
ganically studying various behaviors related to self-injury. It 
is the only tool that discriminates NSSI, suicide attempts, and 
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suicidal gestures. Next, its clinical utility in diagnosing NSSI 
and SBD, as based on the DSM-5 criteria, was demonstrated. 
However, its diagnostic accuracy may be raised further if cli-
nicians can identify the presence of any NSSI reinforcement 
paradigms, problems functioning in important areas of daily 
life due to NSSI, as well as being able to establish differential 
diagnoses with other mental disorders. Finally, as the SITBI-
K has an advantage, in that it obtains an overall view of self-in-
jurious behaviors in clinical situations within a short amount 
of time, it may be useful in identifying if suicidality, including 
suicidal plans and attempts, is also present in interviewees who 
report only the single problems of either self-injury or suicidal 
ideation. In addition, the SITBI-K may be useful in determin-
ing whether one self-injury-related behavior coexists or bidi-
rectionally affects another self-injury-related behavior. 

The sample in this study was comprised of students from 
universities in Seoul, representing a relatively highly educated 
example of all potential SITB samples. Therefore, generaliza-
tion of the results of the current study may possess some limi-
tations. It may be necessary to extend the validity through com-
parisons with samples of varying ages and backgrounds, such 
as adolescents (considering the average age of onset of SITBs) 
or inpatients. However, considering the frequency of suicide 
attempts and NSSI, and the future likelihood of self-injurious 
behaviors, a significant proportion of the current sample be-
longs in the subclinical group. Furthermore, a study examin-
ing patients who have reported self-injurious behaviors, who 
were admitted to the emergency rooms of 20 Korean univer-
sity hospitals in the past five years, showed that people from 
the ages of 20–29 years constituted the largest proportion. In 
addition, considering that the prevalence rate of 16-year old 
adolescents with SITB is similar to that of adults aged 20–29 
years,36 a sample comprised of participants aged 18 years or 
older, specifically those in their early 20s, may be an appropri-
ate choice for studies focusing on people with a Korean back-
ground. Moreover, additional research can be conducted by 
jointly using self-injury-related structured interview tools such 
as the SASII15 and SITBI-K to secure the concurrent validity. It 
would also be ideal to supplement the criterion validity through 
longitudinally monitoring suicide attempts and occurrence 
of NSSI, among others, during the process of extending this 
tool’s validity. Finally, the SITBI-K contains open-ended ques-
tions that ask specific methods or reasons for SITBs, which 
were not included in the validation process through quantita-
tive analysis. As such, subsequent studies may examine rea-
sons and methods of suicidal attempts or self-injuries as well 
as situational or environmental factors that contribute to SIT-
BIs through qualitative analysis.
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Supplementary Table 1. Operationalization of the diagnoses NSSI and SBD proposed in the DSM-5 by using the SITBI-K 

DSM-5 Non-Suicidal Self-Injury SITBI-K
A. �In the last year, the individual has, on 5 or more days, engaged in intentional  

self-inflicted damage to the surface of his or her body of a sort likely to induce  
bleeding, bruising, or pain (e.g., cutting, burning, stabbing, hitting, excessive  
rubbing), with the expectation that the injury will lead to only minor or moderate  
physical harm (i.e., there is no suicidal intent)

143) Have you ever actually engaged in NSSI? 
147) How many times in the past year?

B. �The individual engages in the self-injurious behavior with one or more of the  
following expectations:
1. To obtain relief from a negative feeling or cognitive state
2. To resolve an interpersonal difficulty
3. To induce a positive feeling state

152) Why do you think you engage in NSSI? 
153) �On a scale of 0 to 4, when you have engaged in NSSI, how much did you do it as a way to get rid  

of bad feelings?
154) �How much did you engage in NSSI in order to feel something, because you were feeling numb or  

empty?
155) How much did you engage in NSSI to communicate with someone else or to get attention?
156) How much did you engage in NSSI to get out of doing something or to get away from others?

C. The intentional self-injury is associated with at least one of the following:
1. �Interpersonal difficulties or negative feelings or thoughts, such as depression,  

anxiety, tension, anger, generalized distress, or self-criticism, occurring in the  
period immediately prior to the self-injurious act

2. �Prior to engaging in the act, a period of preoccupation with the intended  
behavior that is difficult to control

3. Thinking about self-injury that occurs frequently, even when it is not acted upon

157) On a scale of 0 to 4, to what extent did problems with your family lead to your engaging in NSSI?
158) How much did problems with your friends lead to your engaging in NSSI?
159) How much did problems with your relationships lead to your engaging in NSSI?
160) How much did problems with your peers lead to your engaging in NSSI?
161) How much did problems with work or school lead to your engaging in NSSI?	
162) How much did your mental state at the time lead to your engaging in NSSI?
119) During how many separate times in your life have you thought about engaging in NSSI?
123) On the scale of 0 to 4, at the worst point, how intense were your thoughts about engaging in NSSI?
124) On average, how intense were these thoughts?
137) When you have had these thoughts, how long have they usually lasted?

D. �The behavior is not socially sanctioned (e.g., body piercing, tattooing, part of  
religious or cultural ritual) and is not restricted to picking a scab or nail biting

150) �Now I’m going to go through a list of things that people have done to harm themselves. Please let  
me know which of these you’ve done:

1) cut or carved skin 2) hit yourself on purpose 3) pulled your hair out 4) gave yourself a tattoo 5)  
  �picked at a wound 6) burned your skin (i.e., with a cigarette, match or other hot object) 7) inserted 
objects under your nails or skin 8) bit yourself (e.g., your mouth or lip) 9) picked areas of your body 
to the point of drawing blood 10) scraped your skin 11) “erased” your skin to the point of drawing 
blood 12) other (specify):_____ 88) not applicable 99) unknown

E. �The behavior or its consequences cause clinically significant distress or  
interference in interpersonal, academic, or other important areas of functioning

(Further screening)

F. �The behavior does not occur exclusively during psychotic episodes, delirium,  
substance intoxication withdrawal. In individual with a neurodevelopmental  
disorder, the behavior is not part of a pattern of repetitive stereotypies. The behavior  
is not better explained by another medical disorder or medical condition (e.g.,  
Psychotic dx., autism spectrum dx., intellectual disability, Lesch-Nyhan syn.  
stereotypic movement dx. with self-injury, trichotillomania, excoriation dx.)

(Pre-screening)

DSM-5 Suicidal Behavior Disorder SITBI-K
A. With in the last 24 months, the individual has made a suicide attempt
Specify if_ Current: not more than 12 months since the last attempt. In early remission:  
  12–24 months since the last attempt

84) Have you ever made an actual attempt to kill yourself in which you had at least some intent to die?	
86) When was the most recent attempt?
89) How many have you made in the past year?

B. �The act does not meet criteria for non-suicidal self-injury that is, it does not involve  
self-injury directed to the surface of the body undertaken to induce relief from a  
negative feeling/ cognitive state or to achieve a positive mood state

(Differentiated form NSSI)

C. The diagnosis is not applied to suicidal ideation or to preparatory acts (Differentiated form Suicidal ideation, Plan, & Gesture)
D. The act was not initiated during a state of delirium or confusion (Pre-screening)
E. The act not undertaken solely for a political or religious objective 93) What were the circumstances that contributed most to your most recent attempt?

98) Why do you think you make suicide attempts?
DSM-5: the Diagnostic and Statistical Manual of Mental Disorders-5th edition, SITBI-K: the Korean version of the Self-Injurious Thoughts and Behaviors Interview, NSSI: Non-Suicidal Self-
Injury, SBD: Suicidal Behavior Disorder


