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Screeners in use at the Department of Veterans Affairs (VA) do not query high-risk and self-harm behaviors
that are thought to be more common among veterans, especially male veterans, and may use stigmatizing
language to query self-harm behaviors, resulting in underreporting. As such, many veteran’s high-risk and
self-harm behaviors may go undetected. The present study outlines the development and initial validation of
the Direct and Indirect Self-Harm Inventory (DISH), a measure designed to detect high-risk and self-harm
behaviors thought to be more common among veterans and to avoid the use of stigmatizing language. We also
examined whether, and to what degree, novel behaviors assessed on the DISH longitudinally predict future
suicide-related outcomes. Seventy-eight veterans enrolled in VA care and presenting with varying degrees of
suicide risk completed the DISH as part of a larger study. Participants also completed the Self-Injurious
Thoughts and Behaviors Interview (SITBI; Nock, Holmberg, Photos, & Michel, 2007), a well-validated
assessment of self-harm behaviors. The DISH demonstrated good convergent validity with overlapping items
on the SITBI (percent agreement ranged from 66.7% to 88.9%). Participants were more likely to report
high-risk and indirect self-harm behaviors, but not direct self-harm behaviors, on the DISH than on the SITBI.
None of the behaviors assessed on the DISH or the SITBI predicted future suicide-related outcomes. Though
additional research is needed to further validate the DISH (e.g., test–retest reliability), the present study
suggests that the DISH may be an improvement over existing measures for detecting high-risk and indirect
self-harm behaviors in veterans.
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Veterans account for approximately 20% of all deaths by suicide
(Department of Veterans Affairs and Department of Defense,
2013), and, on average, an estimated 20 veterans take their own
lives each day (U.S. Department of Veterans Affairs, 2016). This

high suicide rate prompted President Barack Obama, the Departments of Defense and Veterans Affairs (VA), and the Department
of Health and Human Services to call for greater attention to
suicide prevention research (Exec. Order No. 13625, 2012; U.S.
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Army, 2010; U.S. Department of Health and Human Services,
2012). The accurate, efficient assessment of self-harm behaviors is
a key component of suicide prevention, as a history of these behaviors
is emerging as one of the strongest predictors of future risk for suicide
(Cooper et al., 2005; Hawton, Zahl, & Weatherall, 2003; Whitlock et
al., 2013). Of additional concern is the relatively high prevalence of
self-harm behaviors among veterans enrolled in VA care (Kimbrel et
al., 2014, 2015). When considered along with evidence that self-harm
is associated with suicidal behavior both broadly (Hamza, Stewart, &
Willoughby, 2012) and, specifically, in veteran samples (Kimbrel,
DeBeer, Meyer, Gulliver, & Morissette, 2016), there is strong evidence that the accurate assessment of self-harm behaviors at the VA
is essential to reducing suicide risk among veterans enrolled in VA
care.
Current suicide risk screenings at the VA are problematic. In
addition to variation in methodology across sites, with many sites
using nonvalidated screening tools (though there have been regional efforts to move toward using validated measures of suicide
risk, e.g., the Columbia Suicide Severity Rating Scale; Posner, et
al., 2011), current suicide risk screenings in the VA do not assess
for high-risk or self-harm behaviors that may be more common
among men (e.g., driving recklessly, punching walls; Green &
Jakupcak, 2016; Nock, 2008). This is particularly problematic, as
the overwhelming majority of VA health care users are men
(Defense Manpower and Data Center, 2010).
To better understand why clinicians do not adequately screen for
these behaviors, one must understand that high-risk and self-harm
behaviors exist on a continuum, with many terms that sound
similar being used interchangeably to describe different phenomena (see Figure 1). Direct self-harm is defined as behavior that
results in immediate tissue damage and for which the intent of the
behavior is clear: a desire to cause injury to oneself (Farberow,
1980; St Germain & Hooley, 2012). Direct self-harm that occurs
without suicidal intent is termed nonsuicidal self-injury (NSSI;
Nock, 2010). In contrast, indirect self-harm refers to behavior in
which damage resulting from the behavior is less immediately
severe or is more likely to accumulate over time (Pattison &
Kahan, 1983). Additionally, the intention of the behavior is either
not to cause tissue damage or may be unclear (Walsh, 2012).
Finally, high-risk behaviors are those that put one at increased risk
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of tissue damage, but for which tissue damage is not part of the act.
The intent of high-risk behaviors is often unclear.
It has been suggested that high-risk and indirect self-harm
behaviors are often seen as more normative among men than are
direct self-harm and suicidal behaviors, and, as such, are often
overlooked despite commonly resulting in self-inflicted damage
(Green & Jakupcak, 2016). Additionally, men are more likely to
engage in high-risk behaviors than women (Byrnes, Miller, &
Schafer, 1999), and are more likely to engaged in indirect selfharm behaviors than direct self-harm behaviors (Hooley & St
Germain, 2014). Within direct self-harm, overall, women are more
likely than are men to engage in direct self-harm behaviors without
intent to die (Bresin & Scholenberger, 2015). Additionally, women
are more likely to engage in more prototypical or common selfharm behaviors without intent to die, including cutting, biting,
scratching, hair pulling, and attempts to keep wounds from healing
(Bresin & Scholenberger, 2015). In contrast, men may be more
likely to, with the intent to hurt themselves, burn, self-hit, bang
one’s head against objects, and punch walls or other objects
(Byrnes et al., 1999; Claes, Vandereycken, & Vertommen, 2007;
Sornberger, Heath, Toste, & McLouth, 2012; Whitlock et al.,
2011). They may also be more likely to engage in generally risky
behaviors (e.g., driving dangerously; Byrnes et al., 1999).
Perhaps stemming from the perceived normativeness of these
high-risk and self-harm behaviors, to our knowledge there are no
existing measures that assess these behaviors. Further compounding the difficulty in assessing for these behaviors, existing screeners used in the VA may include only a single item about self-harm
or self-injury, and the language used in these screening tools may
be stigmatizing to men, with self-injury often being viewed as a
gendered and prototypically feminine behavior, ultimately leading
to underreporting (Berger, Addis, Reilly, Syzdek, & Green, 2012;
Green & Jakupcak, 2016).
Implementing existing validated measures of self-harm in the
VA may not be an appropriate solution. First, many of these
measures assess only direct self-harm. As Green and Jakupcak
(2016) suggested, and as research supports (St Germain &
Hooley, 2012), men may be more likely to engage in indirect
self-harm and high-risk behaviors. As such, existing measures
may be missing important information about some men’s high-

Tissue Damage
Does not necessarily
occur, but
miscalculation could
lead to serious injury
or death

Intent
Often occurs without
specific intent to
become hurt or to die

Indirect Self-Harm
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•
•

Direct Self-Harm

Immediate

Clear desire to hurt
oneself

•
•
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High-Risk Behaviors

Figure 1.
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unsafe sex

Classification of high-risk and self-harm behaviors.
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risk and self-harm behaviors. Second, existing measures have
been developed and validated with samples that are primarily
civilian and female (Gratz, 2001; Klonsky & Glenn, 2009;
Nock, Holmberg, Photos, & Michel, 2007). Many of these
measures may inadvertently include stigmatizing language
(e.g., asking participants whether they “self-injure” as an initial
screening question before asking about specific behaviors, or
asking first about methods of self-harm that are viewed as
prototypically feminine, such as cutting; Green & Jakupcak,
2016). In light of the growing body of research suggesting that
men are less likely to report psychological problems as a
function of stigmatizing or gendered language (Berger et al.,
2012; Hunt, Auriemma, & Cashaw, 2003), it may be the case
that existing self-harm assessment tools result in men underreporting the self-harm behaviors they engage in. Finally, it is
unclear whether existing interviews assessing self-harm (e.g.,
the Self-Injurious Thoughts and Behaviors Interview [SITBI];
Nock et al., 2007) are more likely to illicit underreporting. It
may be the case that, in combination with the potentially
stigmatizing language used in these assessments, men are additionally less likely to report self-harming behaviors in the
presence of an interviewer rather than privately when filling out
a self-report questionnaire.
The absence of indirect self-harm and high-risk behavior
items on existing measures, coupled with the presence of potentially stigmatizing language suggests the need to develop a
new assessment tool. This measure should query both direct and
indirect self-harm behaviors as well as high-risk behaviors, and
should be developed with an awareness of potential stigmatizing language that could result in men underreporting these
behaviors.
Although the presence of indirect self-harm and high-risk
behaviors in and of themselves is clinically relevant, little is
known about the psychological correlates of these behaviors, or
whether they may be indicative of future self-harm (either
direct or indirect) or suicidal behaviors. Existing research indicates that direct self-harm is one of the strongest known risk
factors for future suicide attempts (Whitlock et al., 2013; Zahl
& Hawton, 2004). Although it is generally understood that
those who engage in direct self-harm often also engage in
indirect self-harm and high-risk behaviors (Hooley & St Germain, 2014; St Germain & Hooley, 2012), it is unclear whether
and to what degree indirect self-harm and high-risk behaviors
are associated with future suicide attempts.
In this article, we report on our efforts to develop and
validate the Direct and Indirect Self-Harm (DISH) instrument,
a 20-item, behaviorally based assessment of direct and indirect
self-harm and high-risk behaviors that does not use stigmatizing
language (e.g., “cutting,” “self-injury”) associated with underreporting (Green & Jakupcak, 2016; Berger et al., 2012). Using
a veteran sample, we examined the convergent validity of our
instrument. We also tested the extent to which participants were
more likely to report self-harm and high-risk behaviors on the
DISH when administered as a questionnaire or as an interview.
We also compared reports of NSSI on the DISH with those on
the SITBI (Nock et al., 2007), a well-validated interview for
self-injurious behaviors, to investigate convergent validity. Finally, we assess whether, and to what degree, the additional
high-risk and self-harm behaviors assessed on the DISH (and

not on other measures of self-harm) longitudinally predicted
future suicide-related behaviors (e.g., hospitalizations, selfharm, suicide attempts) relative to the SITBI.

Method
Participants
Participants were 78 veterans (Mage ⫽ 45.58, SD ⫽ 13.32;
21.8% female; 76.9% Caucasian, 19.2% Black, 2.6% Other,
1.3% Hispanic) with varying degrees of risk behaviors (from
recent suicide attempts to absence of suicide ideation or behavior). Participants were recruited from psychiatric inpatient units
(61.5% of the final sample) and outpatient (38.5% of the final
sample) settings in the same VA health care system in a large
city in the Northeastern United States. Patients recruited from
inpatient units were approached by a research assistant and
asked whether they wanted to participate in a study about
veterans’ experiences with depression and posttraumatic stress
disorder (PTSD). Participants were recruited from outpatient
settings by use of a flyer that used similar language, asking
participants to participate in a study about their experiences
with depression and PTSD. Participants who were actively
psychotic, displayed cognitive impairments, or who were recently violent toward hospital staff were ruled out. All participants provided informed consent. The study protocol was
reviewed and approved by the health care system’s local institutional review boards, the Military Suicide Research Consortium, and the Human Research Protection Office of the U.S.
Army Medical Research and Materiel Command.

Measures
Demographic information. All participants completed a demographics questionnaire asking about age, race, marital status,
current living situation, education, and employment.
Direct and Indirect Self-Harm Inventory (DISH). The
DISH is a 20-item measure assessing high-risk (e.g., driving recklessly and at high speeds), indirect self-harm (e.g., punched walls
or other objects), and direct self-harm (e.g., cutting) behaviors, in
that order, during the past year. Each category of behaviors appears on a separate page to reduce potential priming effects of a
later-appearing behavior (e.g., direct self-harm) affecting responses regarding an earlier-appearing behavior (e.g., high-risk
behaviors). This order of item presentation is important and contrasts with that of many other measures of self-harm. Many other
well-validated measures (e.g., the SITBI: Nock et al., 2007; the
Non-Suicidal Self-Injury Assessment Tool: Whitlock, ExnerCortens, & Purington, 2014) begin with a simple screener question
(i.e., “In the past have you hurt yourself on purpose? Have you
engaged in self-harm?”), and then assess common direct self-harm
behaviors, before providing an “other” option for participants to
report self-harm behaviors not already queried. This structure may
result in underreporting of many of the high-risk and indirect
self-harm behaviors that are more common among men. As many
of these behaviors are consistent with masculine norms (Green &
Jakupcak, 2016), men may be less likely to consider them as
self-harm and, as such, to endorse the initial screening item.
Second, as examples of direct self-harm that are more common
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among women (and, as such, likely thought of as more prototypically feminine) are presented prior to participants being able to
report their behaviors using the “other” option, these behaviors
may cause priming or stigmatizing effects, in which men are less
likely to report their own high-risk or indirect self-harm behaviors.
Prior research suggests that men may underreport symptoms of
disorders that are not consistent with masculine gender norms
and/or are seen as prototypically feminine (e.g., depression) based
on the way in which these disorders are discussed and labeled
(Berger et al., 2012).
Participants are asked whether they have engaged in any of
the behaviors listed on a given page in the past year. Participants are also asked to report on the reasons for engaging in
these behaviors, contextual factors at the time of self-harm, and
suicidal intent at the time of the behavior. As such, the DISH
can be used to assess NSSI, examining those direct self-harm
behaviors that occurred in the absence of suicidal intent. All
items were derived using a review of existing research on
high-risk and self-harm behaviors and the first and second
authors’ clinical experiences as psychologists practicing in the
VA. Items were then reviewed by three experts who are nationally recognized for both their research and clinical work regarding the assessment and treatment of self-harm and suicidal
behaviors. Items were eliminated, revised, or added based upon
feedback from expert reviewers.
Self-Injurious Thoughts and Behaviors Interview (SITBI).
The SITBI (Nock et al., 2007) is a structured clinical interview that
assesses the presence, frequency, and other characteristics of selfinjurious thoughts and behaviors including direct self-harm behaviors. When assessing self-harm, participants are first asked, “Have
you ever actually purposely hurt yourself without wanting to die?”
If participants endorse self-harm, they are then asked about their
age when they self-harmed before being a read the prompt, “Now
I’m going to go through a list of things that people sometimes
purposely do to harm themselves without wanting to die. Please let
me know which of these you’ve done . . .” and read a list of seven
direct self-harm behaviors. Participants are then asked if they have
engaged in any other direct self-harm behaviors and, if so, what
those behaviors are. The SITBI is a well-validated measure, demonstrating strong interrater reliability (average  ⫽ .99) and test–
retest reliability over a 6-month period (average  ⫽ .70). Construct validity was demonstrated via strong correspondence
between the SITBI and other measures of NSSI (average  ⫽ .87;
Nock et al., 2007).

Procedure
The DISH was added to an existing study protocol investigating
whether, and to what degree, factors related to cognition and
learning could predict longitudinal suicide-related outcomes.
Study participants were consented and as part of the initial study
session. They then completed the SITBI, which was administered
by the same research assistant for all participants, followed by
several behavioral tasks, and then a battery of self-report questionnaires, including the DISH. The initial study session took an
average of 4 hr to complete and participants were compensated
$15/hr for their time. Participants were also followed for approximately 1 year after their initial appointment via medical record to
determine whether they had been hospitalized for any psychiatric
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problems, including suicide ideation or attempt, or had engaged in
any self-harm behaviors.

Analyses
All analyses, aside from calculations of comparative error (CE),
were conducted using SPSS Version 23.0. CE was calculated using
the following equation:
CE ⫽ 1.96x兹(r1(100 ⫺ r1) ⫼ s1) ⫹ (r2(100 ⫺ r2) ⫼ s2)
In this equation, r1 is the percentage response for the first group,
r2 is percentage response for the second group, s1 is the sample
size of the first group, and s2 is the sample size of the second
group. The same equation was used to determine whether participants were more likely to report NSSI behaviors on the DISH or
the SITBI. Significance was calculated using a readily available
online calculator (EasyCalculation.com).
To test convergent validity, we calculated percent agreement on
NSSI items of the SITBI, and direct-self harm items on the DISH.
Only data from those participants who reported no intent to die as
a result of their direct self-harm on the DISH were included in
analyses of convergent validity, as the SITBI only assesses NSSI.
We were prepared to calculate percent agreement between any
high-risk or indirect self-harm behaviors that were reported when
participants were queried about “other” self-harm behaviors on the
SITBI. However, only one such report was made. As such, only
convergent validity for NSSI items on the SITBI and direct selfharm items with no intent to die on the DISH were assessed. CE
was calculated to determine whether men or women in the study
were more likely to engage in high-risk, indirect, and direct selfharm behaviors on the DISH, whether participants were more
likely to report high-risk and self-harm behaviors on the DISH
when administered as either a self-report measure or an interview,
and whether participants were more likely to report high-risk,
indirect, and direct self-harm behaviors on the DISH or the SITBI.
We conducted binary logistic regressions to determine whether
responses on the DISH or the SITBI were related to future psychiatric admissions, self-harm behaviors, and suicide attempts as
reported in the participants’ VA medical record. Forty-two participants had completed the study less than a full year prior to data
analysis, and, as such, their follow-up windows were shorter. To
account for this difference in windows among participants, we
controlled for time between initial study appointment and final
chart review (in days) when conducting binary logistic regressions.
To compare novel behaviors assessed on the DISH with NSSI
assessed on the SITBI, only novel behaviors assessed on the DISH
(high-risk and indirect self-harm behaviors) were entered into the
model along with NSSI behaviors as assessed by the SITBI. Given
our sample size, we were not able to enter each individual behavior
as a separate predictor. Rather, we created dichotomous predictors
for each high-risk behavior as assessed by the DISH, indirect
self-harm behaviors as assessed by the DISH, and NSSI as assessed by the SITBI, and entered these into the model simultaneously.

Results
A total of 65 (83.3%) participants—53 (89.6%) men and 12
(70.6%) women—reported engaging in some high-risk or self-
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Table 1
Engagement in Self-Damaging Behaviors on the DISH Among Men and Women
Self-damaging behavior

Men
n ⫽ 61 (%)

Women
n ⫽ 17 (%)

All participants
N ⫽ 78 (%)

High-risk
Reckless driving
Unsafe sex
Sports without safety equipment
Gone places you knew were dangerous
Tested strength in a way that put self at risk
Indirect self-harm
Punch walls/objects
Provoke physical fight
Hurt self as part of stunt/dare
Overexercised to the point of injury
Direct self-harm
Cut/carve skin
Burned self
Insert sharp objects into skin/nails
Picking
Self-hitting
Head banging
Scrape/scratch skin
Prevent wounds from healing

49 (80.3)
33 (54.1)
27 (44.3)
19 (31.1)
37 (60.7)
17 (27.9)
29 (47.5)
21 (34.4)
15 (24.6)
4 (6.6)
6 (9.8)
12 (19.7)
3 (4.9)
3 (4.9)
3 (4.9)
3 (4.9)
4 (6.6)
6 (9.8)
2 (3.3)
1 (1.6)

11 (64.7)
10 (58.8)
5 (29.4)
2 (11.8)
9 (52.9)
1 (5.9)
4 (23.5)
4 (23.5)
3 (17.6)
1 (5.9)
1 (5.9)
6 (35.3)
2 (11.8)
1 (5.9)
1 (5.9)
4 (23.5)
3 (17.6)
3 (17.6)
2 (11.8)
0 (0)

60 (76.9)
43 (55.1)
32 (41.0)
21 (26.9)
46 (59.0)
18 (23.1)
33 (42.3)
25 (32.1)
18 (23.1)
5 (6.4)
7 (9.0)
18 (23.1)
5 (6.4)
3 (3.8)
4 (5.1)
7 (9.0)
7 (9.0)
9 (11.5)
4 (5.1)
1 (1.3)

Note. DISH ⫽ Direct and Indirect Self-Harm Inventory. Numbers for “High-risk,” “Indirect self-harm,” and
“Direct self-harm” refer to participants that engaged in any behavior in that category.

harm behavior on the DISH (60 [79.6%] high-risk, 33 [42.3%]
indirect self-harm, 18 [23.1%] direct self-harm). Information for
engagement in behavior by gender can be seen in Table 1. Men
were significantly more likely than women to have engaged in any
indirect self-harm behavior (CE ⫽ 23.73, p ⬍ .05). However, men
and women were equally likely to have engaged in high-risk
behaviors and/or direct self-harm.
Endorsement on overlapping DISH and SITBI items ranged
from 66.7% (cutting) to 88.9% (burning). Only one participant
reported an indirect self-harm behavior (“punching walls”) on the
SITBI in response to the interviewer’s prompt, “Have you ever
actually purposely hurt yourself without wanting to die?” and, if
answered affirmatively, having been read a list of self-injurious
behaviors before being asked if there are others the participant has
engaged in. Significantly more (12 [15.4%]) participants reported
punching walls on the DISH (CE ⫽ 8.31, p ⬍ .05). A total of 21
(26.9%) participants reported high-risk and self-harm behaviors,
with no intent to die, that were not reported on the SITBI (CE ⫽
10.09, p ⬍ .05). These differences were also significant when CE
was calculated for men and women separately. Tests of CE revealed that participants were no more likely to report NSSI behaviors assessed on the DISH than on the SITBI both for the
overall sample (CE ⫽ 11.90, ns) as well as for men (CE ⫽ 13.42,
ns). Women, however, were more likely to report NSSI on the
DISH than on the SITBI (CE ⫽ 24.79, p ⬍ .05).
A total of 27 (34.6%) participants had at least one psychiatric
admission during the follow-up window (1 year). Additionally,
six (7.7%) engaged in self-harm behaviors and five (6.4%) had
at least one suicide attempt during this time. We ran a total of
three binary logistic regressions, one for each of these primary
outcomes (psychiatric admission since initial appointment, selfharm behavior since initial appointment, and suicide attempt
since initial appointment). After controlling for time since

initial appointment (for participants whose initial appointment
occurred less than one year prior to data analysis), none of the
high-risk or indirect self-harm behaviors on the DISH, or any of
the NSSI behaviors on the SITBI, predicted any of the outcomes
examined. This was also true when running these same analyses
with only men. Given the uneven distribution of scores on our
dependent variables included in the binary logistic regressions,
we examined whether our analyses were appropriately powered
using the formula described by Peduzzi, Concato, Kemper,
Holford, and Feinstein (1996). According to these guidelines,
even with our most evenly distributed dependent variable (psychiatric hospitalizations: 35.6% were admitted and 64.4% were
not), we would have needed an additional 35 participants for
analyses to be appropriately powered.

Discussion
The primary purpose of this study was to develop and provide
initial validation for a measure of high-risk and self-harm behaviors that may be more common among male veterans and that may
go unassessed or underassessed by existing measures. The DISH
demonstrated good convergent validity with the SITBI in its assessment of NSSI. Participants were more likely to report high-risk
and self-harm behaviors on the DISH than they were on the SITBI.
Over 25% of the sample reported high-risk and self-harm behaviors on the DISH that would not have been captured on the SITBI.
Although men were as likely to report NSSI on the DISH and
SITBI, women were significantly more likely to report NSSI on
the DISH. Though somewhat surprising, as the DISH was not
necessarily designed to affect reporting of NSSI in women, it is
consistent with other findings that the DISH may be a more
sensitive instrument than the SITBI. This is of particular impor-
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tance given that the DISH was designed to detect high-risk and
self-harm behaviors, potentially as a screener, among veterans.
It is important to note that the SITBI (as well as many other
measures of self-harm) was not specifically designed to detect
high-risk and self-harm behaviors and, as such, comparisons between detection on the DISH and SITBI may not seem appropriate.
This, however, furthers the argument for the need of a measure like
the DISH. Results suggest that the use of existing assessments of
self-harm in a veteran sample will likely leave high-risk and
indirect self-harm behaviors, many of which are troubling and
likely warrant clinical attention, undetected.
That neither high-risk and self-harm behaviors on the DISH, nor
NSSI on the SITBI, predicted future hospitalizations, self-harm, or
suicide attempts was somewhat surprising given evidence that a
history of NSSI is a risk factor for future self-harm and suicide
attempts (Whitlock et al., 2013; Zahl & Hawton, 2004). It may be
the case that the current study’s follow-up window (one year) and
sample size was too small to detect whether, and to what degree,
responses on the DISH and SITBI were associated with the study’s
primary outcomes. Indeed, results suggest that the study’s sample
size, even for the most evenly distributed outcome, was likely
insufficient. Future research examining the DISH would benefit
from the use of larger samples, particularly when assessing the
degree to which behaviors endorsed on the DISH can predict
future suicide-related outcomes.
Additionally, when considering findings pertaining to NSSI as a
predictor of future self-harm behaviors, it is important to note
demographics of the study’s sample. Participants were, on average,
45 years of age or older. Given that many of those who self-harm
stop doing so after Age 29 (Moran et al., 2012), it may have been
the case that although participants reported a lifetime history of
NSSI on the SITBI, they stopped engaging in self-harm some time
ago, as is consistent with the general course of this behavior.
Although the ability to validate and test the DISH in a sample of
veterans with highly varied levels of suicide risk is, in many ways,
ideal, the fact that the DISH was added to an existing protocol
resulted in several limitations. First, timelines between the DISH
and the SITBI were not consistent, with the former asking participants to report on the past year, whereas the latter assessed
lifetime NSSI. This, however, further highlights the potential sensitivity of the DISH in detecting high-risk and self-harm behaviors,
with participants reporting more such behaviors during the smaller
window of time (1 year) on the DISH than on the larger window
(lifetime) on the SITBI. Second, given the design of the study to
which the DISH was added, we were not able to assess test–retest
reliability. Additional research is needed to assess the test–retest
reliability of the DISH. It is also important to consider whether and
to what degree the differences in the administration of the DISH
and SITBI may have affected results, with the former being a
self-report measure and the latter being an interview. It is possible
that participants were less comfortable reporting self-harm and
high-risk behaviors to an interviewer. As such, future research
should compare the sensitivity of the DISH with that of other
well-established self-report measures of self-harm (e.g., the Deliberate Self-Harm Inventory; Gratz, 2001).
Findings from the present study suggest that the DISH shows
promise as a measure for detecting high-risk and self-harm behaviors among veterans that may go undetected by current self-harm
assessment tools. Though additional research is needed to fully
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validate the measure, the DISH shows promise and may be able to
identify veterans in need of help that may have otherwise been
overlooked.
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