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ABSTRACT

Functions and Correlates of Deliberate Self-Harm Among
Adjudicated Male Adolescents

by
Jenna Rachael Silverman
Christopher A. Kearney, Ph. D., Examination Committee Chair
Professor of Psychology
University of Nevada, Las Vegas

Deliberate self-harm (DSH) is self-inflicted physical injuryhvaiut suicidal intent.
Recent studies indicated that more adolescent males engage in DSirethansty
identified. Research demonstrated that DSH is common in forensic settingglalyd hi
correlated with several mental health disorders. This study included 103 ajddicee
adolescents assessed for DSH and mental health concerns. Twenty-tvipgodstizith
DSH history and 21 controls were interviewed about coping skills, ment#h heal
problems, and DSH functions. Results indicated that 66%, especially Africanc&meri
and Hispanic participants, reported DSH history. Participants with DSHyhrsfoorted
more aggression, emotional lability, alienation/boredom, and internalizing disdmate
had poorer social adaptation. The DSH group reported greater use of healthy and
unhealthy coping skills. DSH was used to regulate affect, self-punish, andenana

dissociation.
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CHAPTER 1

INTRODUCTION

Deliberate self-harm (DSH), which involves inflicting intentional phgistamage to
one’s self without suicidal intentions, is a manifestation of psychological pdin a
distress so severe that individuals who engage in DSH believe their emotionaltpain i
great for words to express or relieve (Alderman, 1997; Allen, 1995; Arnold & Magill,
1996; Briere & Gil, 1998; Conterio & Lader, 1998; Derouin & Bravender, 2004,
Favazza, 1998; Feldman, 1988; Gratz, 2001; Herpertz, 1995; MacAniff-Zila & Kaselic
2001; Schwartz, Cohen, Hoffman, & Meeks, 1989; Solomon & Farrand, 1996). Although
DSH provides temporary relief from psychological pain, overall and lastingteffe
include feelings of guilt, shame, and secrecy.

Deliberate self-harm produces several negative consequences. Whereotier
discover that an individual engages in DSH, they tend to react with shock, denial,
sadness, guilt, anger, and frustration (Alderman, 1997). Instead of providing support for
the individual who self-harms, many people may withdraw from this person,
exacerbating feelings of loneliness and abandonment (Alderman, 1997; Conterio &
Lader, 1998).The chronic nature of DSH is especially problematic becauseuadbvi
may engage in DSH intermittently over the course of their lifetigA&terman, 1997).
Severe DSH can also cause disfiguring scars that individuals mayelgtet ¢Alderman,
1997; Conterio & Lader, 1998; Poustle & Neville, 2004). Deep cuts and other severe
injuries may require medical treatment, which can be costly for both thedual and

the medical system (Conterio & Lader, 1998; Nelson & Grunebaum, 1971). Individuals



who engage in DSH often require repeated psychiatric hospitalizations iadditi
significant medical care (Favazza & Conterio, 1988; Ivanoff, Linehan, & Brown, 2001,
Linehan, Armstrong, Suarez, Allmon, & Heard, 1991). Deliberate self-harm is not
considered a suicide attempt, but can be life-threatening if the injury isve@ sand left
untreated (Alderman, 1997; Arnold & Magill, 1996; Connors, 1996a; Conterio & Lader,
1998; Crowe & Bunclark, 2000; Dulit, Fyer, Leon, Brodsky & Frances, 1994; MacAniff-
Zila & Kiselica, 2001; Simeon & Hollander, 2001; Solomon & Farrand, 1996).

Most studies on DSH focused on females as DSH appeared more frequent and severe
in this population. Recent studies, however, indicated that DSH is more common among
males than previously reported (Croyle & Waltz, 2007; Gratz, Conrad, & Roemer, 2002;
Heath, Toste, Nedecheva, & Charlebois, 2008; Hilt, Nock, Lloyd-Richardson, &
Prinstein, 2008; Muehlenkamp & Gutierrez, 2004). Researchers found that males in
correctional and inpatient facilities, in particular, have higher prevalextes of DSH
than in the general population (Belknap & Holsinger, 2006; Matsumoto, Yamaguchi,
Asami, Okada, Yoshikawa, & Hirayasu, 2005; Shea, 1993). More research on males,
especially in correctional facilities, might help mental health profedsitmbetter
understand DSH in this population.

One reason why DSH may have been neglected in delinquent male populations
relates to the association between DSH and other mental health disordemasthe
common mental health disorders associated with DSH include mood disorders, anxiety
disorders, eating disorders, and substance abuse (Alderman, 1997; Conterio & Lader,
1998; Crowe & Bunclark, 2000; Dulit et al., 1994; Favazza, 1992; Garrison, Addy,

McKeown, Cuffe, Jackson, & Waller, 1993; Klonsky, Oltmanns, & Turkheimer, 2003;



Klonsky & Olino, 2008; MacAniff-Zila & Kiselica, 2001; Osuch, Noll, & Putnam,1999;
Poustle & Neville, 2004; Suyemoto, 1998; White Kress, 2003). DSH is often associated
with internalizing mental health disorders and much of the research on delinquesit male
has been on externalizing disorders. Mental health professionals working withueli
males may forget to assess for DSH because past focus has been onantgernali
disorders and their associated problems (Alderman, 1997; Conterio & Lader, 1998).

Deliberate self-harm appears to serve different functions in all gagmdaThe most
frequently cited functions of DSH are relief from tension or anxidg¢afmanagement,
self-punishment, relief from dissociation, management of interpersonal psyblem
avoiding suicidal impulses, and managing sexual urges or fantasies (Alderman, 1997;
Arnold & Magill, 1996; Baiker & Arnold, 1997; Briere & Gil, 1998; Conterio & Lader,
1998; Crowe & Bunclark, 2000; Derouin & Bravender, 2004; Favazza, 1989; 1992;
1998; Gratz, 2003; Hawton, 1989; Himber, 1994; MacAniff-Zila & Kiselica, 2001,
Shearer, 1994; Simeon, Stanley, Frances, Mann, Winchel, & Stanley, 1992). One
prevalent theory combining several of these functions is that DSH is anthyheling
skill used to avoid uncomfortable emotional experiences (Chapman, Gratz, & Brown,
2006).

Researchers proposed that individuals who self-harm have difficulty regullagir
emotions when aroused and act impulsively to avoid feelings of distress (@Gle
1998; Chapman, Gratz, & Brown, 2006; Claes et al., 2007; Evans, Hawton, & Rodham,
2005; Gratz et al., 2002; Gratz & Roemer, 2004; Haines & Williams, 1997; Haines,
Williams, & Brian, 1995; Heath et al., 2008; Laye-Gindhu & Schonert-Reichl, 2005;

Nock & Mendes, 2008; Walsh & Rosen, 1988). This theory is especially relevant to male



delinquents as poor coping skills and impulsivity may be linked to decisions and
behaviors that led to their adjudication (Haines & Williams, 1997).

The purpose of the current study was to explore DSH and associated métital hea
concerns among adjudicated male adolescents. Better understanding of thecirequale
types of DSH as well as commonly associated mental health concerns malrhebns
to identify and assess DSH in this population. Investigation of the coping skitiale$
who engaged in DSH and functions of DSH may thus aid in treatment of DSH for an
adjudicated population. The current study also contributes to the growingchesea
similarities and differences in DSH between males and females andnsitoaad non-

forensic settings.



CHAPTER 2

LITERATURE REVIEW
Definitions and Descriptors of Deliberate Self-Harm
Definitions of Deliberate Self-Harm

Deliberate self-harm (DSH) and its related terms have many d&isisee Table 1).
Originally, DSH was defined by damage self-inflicted on the body (Conn & Li@8;19
Phillips & Muzaffer, 1961). Psychologists later identified DSH not only by dema
rendered to the body but also by an individual’s intentions when committing the
damaging actions (Arnold & Magill, 1996; Favazza, 1998; Feldman, 1988; Herpertz,
1995; Pattison & Kahan, 1983; Simeon & Hollander, 2001). In particular, injuries
inflicted with suicidal intentions were excluded from definitions of DSH in theddni
States. However, in other countries, such as England, DSH includes both suicidal and
nonsuicidal behaviors (Welch, 2001). Other definitions not only excluded suicidal
intentions but also excluded cognitive impairment (Suyemoto, 1998). More recently
definitions of DSH were expanded to include functions of DSH as well as the extent of
physical damage incurred (Conterio & Lader, 1998; Huband & Tantam, 1999). One such
function is expression of emotional pain and self-punishment. Other researchezd defi
DSH by the extent of physical damage caused by the act of DSH (Gratz, 2001)

Overall, definitions of DSH suggest that its main components are intentiofial, sel
inflicted, physical harm without suicidal intention but with the goal to causegksnd
possibly express or relieve emotional pain. Thus, DSH appears to servepasgeskill,

albeit an unhealthy and dangerous one. For example, individuals who self-harm dften fee



isolated from their friends and family due to the shame and secrecy of D&¢tr(xan,

1997; Conterio & Lader, 1998). Additionally, if an individual engages in severe DSH and
does not seek medical treatment, he or she may die as a result of the injurieagAJder
1997; Conterio & Lader, 1998).

An important aspect of this definition is a lack of suicidal intention becausalment
health and medical professionals often mistake DSH for suicide attempt. Many
researchers agree that DSH is a separate phenomenon from suicide attemopds8(A
Magill, 1996; Cavanaugh, 2002; Connors, 1996a; Conterio & Lader, 1998; Crowe &
Bunclark, 2000; Dulit et al., 1994; Graff & Mallin, 1967; Kwawer, 1980; MacAniff-Zila
& Kiselica, 2001; Simeon & Hollander, 2001; Solomon & Farrand, 1996; Walsh &
Rosen, 1988; Welch, 2001; Yip, 2005). DSH differs from suicide attempts in a number of
ways. First, the motivations for DSH and suicide attempts are completeedit
Individuals who attempt suicide usually are hopeless that their life walawe and want
to end their life (White Kress, 2003). The goal of DSH, conversely, is to copetnass
and to communicate pain to others. Individuals who engage in DSH report that they have
hope, but do not know any other way to cope with their emotional pain (Connors, 19964a;
Conterio & Lader, 1998; Crowe & Bunclark, 2000; Graff & Mallin, 1967; MacAnit&Z
& Kiselica, 2001; Solomon & Farrand, 1996; Walsh & Rosen, 1988; White Kress, 2003;
Yip, 2005). Second, suicide attempts usually elicit sympathy, whereas D8sittelead
to hostility and disgust (MacAniff-Zila, & Kiselica, 2001). Another goal su&ide
attempt is cessation of consciousness, whereas the goal of DSH igoaltefrat
consciousness (White Kress, 2003). Finally, DSH is low in lethality, unlike suioyle

attempts (MacAniff-Zila, & Kiselica, 2001; White Kress, 2003).



Descriptors of Deliberate Self-Harm

DSH includes a variety of self-harming behaviors. Cutting, which is probdablyest
known type of DSH, is indeed the most common self-harming behavior (Briere & Gil,
1998; Favazza & Conterio, 1989; Favazza, DeRosear, & Conterio, 1989; Osuch et al.,
1999; Ross & Heath, 2002). Cutting also appears to be associated with previous
experience of traumatic events and higher levels of dissociation than otheobgkatch
as burning (Matsumoto et al., 2005). Other DSH behaviors include abrading, biting,
burning, hair pulling, hitting or bruising, inserting objects under the skin or into the body
interfering with wound healing, nail biting to the point of bleeding, pouring acid or
rubbing a toxic agent on the skin, scratching, and slapping (Alderman, 1997; Briere &
Gil, 1998; Connors, 1996a; Conterio & Lader, 1998; de Young, 1982; Favazza, 1999;
MacAniff-Zila & Kiselica, 2001; Osuch et al., 1999; Poustle & Neville, 2004; Ross &
Heath, 2002; Walsh & Rosen, 1988). More severe DSH behaviors include attempts at
cutting off body parts (e.g., eye, penis, fingers) and breaking bones integtionall
(Alderman, 1997; Conterio & Lader, 1998; Favazza, 1999; Osuch et al., 1999; Walsh &
Rosen, 1988).

Various estimates exist of the frequency of DSH behaviors. Favazza andd&onte
(1989) examined a sample of 240 participants who engaged in DSH, 75% of which
reportedly engaged in multiple methods of DSH. The most commonly reported DSH
behavior was skin-cutting (72%). Other commonly reported types of DSH inclkited s
burning (35%), self-hitting (30%), interfering with wound healing (22%), se\ane s
scratching (22%), hair pulling (10%) and bone breaking (8%). The sample ubed in t

study, however, was nonrandom and may not accurately represent all individuals who



engage in DSH. Participants in this study were a nonrandom sample of viewers of a
popular talk show, who wrote letters to the authors. The researchers suneslgteth

writers about frequency of DSH behaviors, but did not strive for a random, representative
sample of individuals who engaged in DSH.

Some researchers consider other types of behaviors to be DSH. These behaviors
include reckless behavior such as unprotected sex, unsafe driving, substance abuse,
attempted overdose without explicit suicidal intent, and tattooing, piercing, or othe
culturally sanctioned alterations of the body (Connors, 1996a; Sansome, Wiederman, &
Sansome, 1998). These behaviors, however, are generally not considered DSH for many
reasons. Individuals who abuse substances, engage in reckless behavior, oiralter the
body in a culturally sanctioned way usually do not do so with the conscious intent to hurt
themselves, which is part of many definitions of DSH (Conn & Lion, 1983; Conterio &
Lader, 1998; Gratz, 2001; Herpertz, 1995; Huband, & Tantam, 1999; Pattison & Kahan,
1983). Additionally, the effects of substance abuse or reckless behavior are not
immediately apparent, as opposed to DSH where the individual can see damage to his or
her body. Finally, attempted overdose without explicit suicidal intent mayhssave
attempt at suicide, which is specifically excluded by many resea’atefinitions of
DSH (Arnold & Magill, 1996; Connors, 1996a; Conterio & Lader, 1998; Crowe &
Bunclark, 2000; Dulit et al., 1994; Graff & Mallin, 1967; Kwawer, 1980; MacAniff-Zila
& Kiselica, 2001; Simeon & Hollander, 2001; Solomon & Farrand, 1996; Walsh &

Rosen, 1988).



Other Terms for Deliberate Self-Harm

Other popular terms for DSH include:

e self-mutilation (Aldridge, 1988; Connors, 1996a; Crabtree, 1967; Darche,
1990; Derouin & Bravender, 2004; Favazza, 1989; Feldman, 1988;
Gardner & Gardner, 1975; Kafka, 1969; MacAniff-Zila & Kiselica, 2001,
Menninger, 1935; Podvall, 1969; Raine, 1982; Ross & McKay, 1979;
Roy, 1978)

e self-harm (Derouin & Bravender, 2004; Miller, 1996)

e self-injury (Arnold & Magill, 1996; Baiker & Arnold, 1997; Connors,
1996a; Conterio & Lader, 1998; Crowe & Bunclark, 2000; de Young,
1982; Favaro & Santonastaso, 1998; Herpertz, 1995; Huband & Tantam,
1999; Simeon & Hollander, 2001; Tantam & Whittaker, 1992)

e self-inflicted violence (Alderman, 1997; Connors, 1996a)

Terms less commonly used for deliberate self-harm behavior include autcaggres
partial suicide, and antisuicide (Derouin & Bravender, 2004; Simeon & Hollander, 2001).
These terms imply a relationship, which does not necessarily exist, betviberatke
self-harm and either suicide or aggression.

Some other terms, such as self-destructive behavior and self-abuse, inchetatdel
self-harm but also encompass a larger spectrum of impulsive behaviors (Connors, 1996a;
MacAniff-Zila & Kiselica, 2001). These other behaviors consist of substdnsea
unsafe sexual activity, or other risk-taking behaviors such as recklesgydAthough

these behaviors can occur with deliberate self-harm and may lead to physicallten



repeated over time, these behaviors are not generally considered deliberatarséor
the aforementioned reasons.

Other terms, such as delicate self-cutting and wrist-cutting syndronyejesdribe
one patrticular type of deliberate self-harm and do not include other typesloasalf
such as burning or self-hitting (Derouin & Bravender, 2004; Doctors, 1981; Hawton,
1989; Himber, 1994; MacAniff-Zila & Kiselica, 2001; Novotny, 1972; Pao, 1969;
Rosenthal, Rinzler, Walsh, & Klausner, 1972; Simeon & Hollander, 2001). Deliberate
self-harm is also included under the term parasuicidal behavior (Connors, 1996anLine
et al., 1991; Tantam & Whittaker, 1992; Welsh, 2005). Parasuicide, however, includes
any self-injurious behavior with or without suicidal intent (Linehan et al., 1991;A\Vels
2005). Parasuicidal behavior seems to occur mostly in people with borderline pgrsonali
disorder, whereas others who engage in deliberate self-harm withoutkuntadt may
or may not meet criteria for borderline personality disorder (Conteriadet, 1998;
Linehan et al., 1991).

Classification

Within DSH, behaviors may be subcategorized based on motivation for DSH and
comorbid diagnoses. Menninger (1935) first subcategorized DSH behavior into religious
psychotic, and neurotic types. Religious DSH includes behaviors motivated ibyapir
reasons or to prove devotion to God. Self-flagellation is in this category. PsyDISdi
consists of behaviors in response to hallucinations or delusions. Severely dantaiging D
such as eye enucleation, occurs most often in this category. Neurotic DSH includes
behavior related to guilt or self-punishment. Menninger attributed neurotict® §tit

over masturbation, homosexuality, or other sexual feelings. Although thigicézm

10



system provided a good launching point for research on various types of DSH, the only
Menninger category of DSH commonly used today is psychotic DSH, which refers to
individuals with schizophrenia.

Favazza (1999) divided DSH behavior into three main categories. The figgtryate
called major self-mutilation, consists of severe self-harming behavisadlyisccurring
with psychosis, such as breaking bones or removal of body parts. This categadesoinc
with Menniger’s classification of psychotic DSH. The second categorgosypical self-
mutilation, includes DSH by individuals with mental retardation or organic branage.
These behaviors, such as head-banging or self-hitting, may be a formsiisal&tion
for the individual or a means of communication (White Kress, 2003). The last category,
minor self-mutilation, includes more common DSH behaviors such as skin cutting or
burning. Favazza (1999) further classifies minor self-mutilation into twysebt
Compulsive behavior is any DSH that is repetitive and ritualistic, such as
trichotillomania. Impulsive or episodic behavior is DSH that occurs occasionally
Examples of this type of DSH include skin cutting and burning, interference with wound
healing, breaking of bones, self-punching, and needle sticking. This form of DSH
provides rapid relief from distressing thoughts and emotions. Impulsive DSldcoay
only a few times or may recur many times.

The focus of this paper will be DSH of the episodic category. Psychotic or major
DSH will be excluded because these behaviors appear to solely occur from hadinsina
or delusions and may be best treated with antipsychotic medication. This papet will

address stereotypical DSH as this type appears in individuals with meatdatien or

11



other organic brain damage. Individuals with these mental health issues are not

appropriate for the treatment methods used in this study.

Characteristics of Deliberate Self-Harm
Prevalence of Deliberate Self-Harm
DSH is not a discrete diagnosis in the Diagnostic and Statistical Mah(aisiM-
IV), so prevalence estimates are not readily available. Prevalenoatestiof DSH are
often inexact because studies tend to be either overly inclusive by grouping DSH under
suicide attempts, or overly exclusive by assessing only for a spgpdiof DSH,
usually wrist-cutting (Walsh & Rosen, 1988; Welsh, 2001). Additionally, DSH is often
subsumed under the diagnosis of borderline personality disorder (Greenspan & Samuel,
1989).

Many different prevalence estimates exist, depending on the population dssetsse
how DSH is defined. Estimates in the general population range from 1-4% (Kldnsky e
al., 2003; White Kress, 2003). Among the general population, Suyemoto (1998) reported
that prevalence estimates of DSH range from 0.8-1.8% in the United Stalesnah
(1997) estimated that 1.8 million adolescents and adults engage in DSH in the United
States every year. Conterio and Lader (1998) estimated that 1.4% of the population
engaged in some form of DSH at least once in their lifetime. Another study on the
occurrence of DSH among college students revealed that 2.8% of college students
reported at least one incident of DSH in their lives (Gratz et al., 2002). Brdr&il
(1998) found the prevalence of single episode DSH in the general population to be 4%

and the prevalence of repeated DSH to be 0.3%.
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Among inpatient populations, the prevalence rate of DSH is higher. Darche (1990)
estimated the prevalence of DSH to be 4.3% among psychiatric inpatients.Rkéss
(2003) reported the prevalence of DSH in psychiatric patients to be 4-21%. Zlotnick and
colleagues (1996) estimated that DSH occurs in 7-10% of inpatient populations. Brier
and Gil (1998) estimated that 21% of inpatients may engage in DSH at least ortzat and t
8% reported DSH on a regular basis.

Prevalence rates of DSH are even higher among adolescents. One shaly on t
occurrence of DSH among 6,020 15-and 16-year-olds in England indicated that 6.9%
reported at least one act of DSH (Hawton, Rodham, Evans, & Weatherall, 2002). Another
study of 440 students in grades 7-11 showed that 13.9% reported at least one incident of
DSH (Ross & Heath, 2002). Findings suggest that adolescents and young adults report
higher prevalence rates of DSH than adults (Arnold & Magill, 1996; Conterio &] ade
1998; Raine, 1982; Suyemoto, 1998).

DSH also appears to be more common in certain populations, especially prison
populations and other groups in confinement (Alderman, 1997; Matsumoto et al., 2005;
Osuch et al., 1999). DSH rates in incarcerated populations range from 6.5-25% for adult
male prisoners (Shea, 1993) to 14.7-46% among male juvenile delinquents (Belknap &
Holsinger, 2006; Matsumoto et al., 2005) and 54% among female delinquents (Belknap
& Holsinger, 2006). Prevalence rates vary widely depending on how DSH isddafide
if researchers assessed for DSH during incarceration only versusdifastory (Walsh

& Rosen, 1988; Welsh, 2001).
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Gender and Ethnic Differences in Prevalence of Deliberate Self-Harm

A frequent finding on prevalence rates of DSH is that more females thas mal
engage in DSH (Arnold & Magill, 1996; Conn & Lion, 1983; Conterio & Lader, 1998;
Doctors, 1981, Favazza, 1999; Favazza et al., 1989; Feldman, 1988; Graff & Mallin,
1967; Hawton et al., 2002; Huband & Tantam, 1999; Jacobson, Muehlenkamp, Miller, &
Turner, 2008; Laye-Gindhu & Schonert-Reichl, 2005; Nock & Prinstein, 2004; Phillips &
Muzaffer, 1961; Raine, 1982; Rosenthal et al., 1972; Suyemoto, 1998). The ratio of
females to males who report at least one incident of DSH ranges from 311(Eafche,
1990; Simpson, 1975). Hawton and colleagues (2002) reported that 11.2% of females
reported an incident of DSH compared to 3.2% of males. Ross and Heath (2002) found,
of 13.9% of youths who reportedly engaged in at least one act of DSH, that 64% were
female. Laye-Gindhu and Schonert-Reichl (2005) found DSH prevalence among a
community sample of adolescent females was 16.9% compared with 8.5% of males.

Other studies, however, contradict these findings. Conterio and Lader (1998) argue
that prevalence rates of DSH among males and females may not refletbactirrence
among males for many reasons. First, females may be more likely toessgtaketnt for
DSH and are thus more likely to report incidents of DSH to receive treatmeletiffdn,
1997; Conterio & Lader, 1998). Second, males may be more likely to deny emotional
problems, including DSH (Conterio & Lader, 1998). Third, males may only self-harm
when they abuse substances, so DSH becomes subsumed under the general mental health
issue of substance abuse (Conterio & Lader, 1998). Conterio and Lader (1998) also
indicated that DSH is more common in males when males are incarcerated and do not

have access to substances or other ways to express their emotional pain.
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Some findings from research on DSH support these arguments. For example, DSH
among college students has been found to be unrelated to gender (Croyle & Waltz, 2007;
Gratz et al., 2002; Heath et al., 2008). Other studies showed no significant gender
difference in DSH prevalence among high school or middle school students @filt et
2008; Muehlenkamp & Gutierrez, 2004). In community samples of men and women,
rates of DSH were similar among men and women (Briere & Gil, 1998; Klonsky,
Oltmanns, & Turkheimer, 2003).

One explanation for these recent findings is that researchers are oseng m
community samples instead of inpatient samples. With community sampleschess
have broadened their definition of DSH to include subclinical levels of DSH resuiting i
capturing more DSH among males (Croyle & Waltz, 2007). Another reason $er the
recent findings is that fewer studies include overdose, primarily found indenza a
type of self-harm (Heath et al., 2008). Overdoses have been excluded primailgedec
these actions are commonly associated with suicidal intent and do not neceasaely
immediate physical harm. Both of these aspects violate the generallyefieitah of
DSH. Finally, recent studies encompassed self-harming behavior that meorare m
likely to do, such as burning or punching a wall or other hard object (Claes et al., 2007,
Taylor, 2003). Previous research focused on cutting, which appears more frequently
among female (Klonsky & Muehlenkamp, 2007).

Researchers questioned if factors influencing DSH in males difiier thhose
affecting females (Gratz & Chapman, 2007). For example, while childhoodl sdsusz
seems to predict to DSH among women, it was not associated with increased risk f

DSH among undergraduate college men (Gratz & Chapman, 2007). Instead, poor
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emotional regulation (i.e., the ability to identify and accept negative ematnzhs
manages these emotions in effective ways) and history of childhood physial abus
appear to be better predictors of DSH among males (Gratz & Chapman, 2007). Laye
Ginhu and Schonert-Reichl (2005) surveyed male and female high school students for
motivations for and functions of DSH. Males were more likely to report using getf-ha
for communication while females were more likely to use self-harm tgaalsh and

out of depression and loneliness.

Another study, however, contradicted these findings. In this study of adolescent
psychiatric patients, there were few differences between males arldsemanhy they
engaged in DSH (Kumar, Pepe, & Steer, 2004). The only moderately significant
difference was that among females, DSH was moderately correlatedffeict
regulation. This relationship was not found among males (Kumar et al., 2004). These
conflicting findings illustrate the need for more research on correlatefiactions of
DSH among males.

With respect to ethnicity, DSH is more prevalent among European Americans tha
other ethnic groups (Conterio & Lader, 1998; Favazza & Conterio, 1989; Ross & Heath,
2002). However, no other ethnic differences were noted in previous research.
Additionally, previous research has not addressed why DSH is more common among
European Americans than among other ethnic groups.

Course of Deliberate Self-Harm

DSH usually first occurs during adolescence (Conterio & Lader, 1998; Crowe &

Bunclark, 2000; Favazza, 1992; 1999; Pao, 1969; Pattison & Kahan, 1983; Rosenthal et

al., 1972; Simeon et al., 1992; Tantam & Whittaker, 1992; van der Kolk et al., 1991;
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White Kress, 2003). Conterio and Lader (1998) proposed that DSH begins during
adolescence because of multiple significant life changes that occur thusing
developmental period. Adolescents experience significant changes in thditigesja
tend to separate from their parents, mature physically, and develop sexugkfeel
their own identities. Adolescents may engage in DSH once or only a few timesand the
never self-harm again (Hawton, 1989; White Kress, 2003). In more chronic cases, DSH
begins in adolescence, escalates when individuals are in their twenties, r@as ek or
disappears when individuals reach their thirties (Alderman, 1997).
Prognosis

Due to the chronic nature of DSH and its resistance to treatment, the prognosis f
DSH is relatively poor (Alderman, 1997; Conterio & Lader, 1998). Individuals who
engage in DSH usually are very secretive about their self-harming behadibesitant
to seek treatment. Therefore, an individual may delay therapy for DSHdi®. yAlso,
the high association between DSH and borderline personality disorder, anothedr ment
health issue with poor prognosis, may contribute to the difficulty in treating DSH.

However, early intervention can greatly improve prognosis (Conteriod&i, 4998).

Disorders Comorbid with Deliberate Self-Harm
DSH commonly occurs with mental health disorders and other mental health issues
Although DSH is not classified as a DSM-1V disorder, it is listed as a sympf other
disorders such as borderline personality disorder. However, an individual mag é@mgag
DSH and not meet criteria for these disorders. Also, DSH can occur in the prekence

other psychological disorders and may be related to the underlying pathologyeof thes
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disorders. Following is a description of psychological disorders or other Irheatth
problems that commonly occur in individuals who engage in DSH.

DSH may be present in individuals with schizophrenia (Favazza, 1989; 1992; 1998;
1999; Himber, 1994; Menninger, 1935; Nelson & Grunebaum, 1971; Phillips &
Muzaffer, 1961; van Moffaert, 1989; White Kress, 2003). Severe DSH, such as
amputation of a limb or eye enucleation, is most common among psychotic individuals.
However, psychotic individuals who engage in DSH comprise a very small percentage of
individuals who engage in DSH (van Moffaert, 1990). Instead, DSH appears
predominantly among individuals with other types of psychological disorders.

DSH also frequently occurs in individuals with mental retardation or othergpesva
developmental disorders (Conterio & Lader, 1998; Favazza, 1992). Among psychiatric
patients with mental retardation, approximately 21% of these individuals emgsg@aé
form of DSH (White Kress, 2003). The most common forms of DSH in this population
are head-banging, self-hitting, lip and hand chewing, self-biting, and haimepull
(Favazza, 1998; 1999; White Kress, 2003). Treatment of DSH in this population
coincides with treatments for mental retardation. These treatments ibebdeioral
therapy such as counterconditioning, desensitization, and time out, or
psychopharmalogical therapy such as tranquilizers, mood stabilizers, avsele
serotonin reuptake inhibitors (Favazza, 1998; 1999). Treatment for DSH among
individuals with mental retardation is specific to this population and does not seem to be
effective in individuals without mental retardation.

One of the most common psychological disorders diagnosed among individuals who

self-harm is borderline personality disorder (BPD) (Bennum & Phil, 1983;eB&iBil,

18



1998; Chapman, Specht, & Cellucci, 2005; Cavanaugh, 2002; Connors, 1996a; Conterio
& Lader, 1998; Favazza, 1998; Feldman, 1988; Greenspan & Samuel, 1989; Osuch et al.,
1999; Suyemoto, 1998; van der Kolk, Perry, & Herman, 1991; White Kress, 2003).
About 75% of individuals with BPD engage in DSH (Bauserman, 1998). DSH occurs
more frequently in individuals with BPD than in those with major depressive disorder or
schizophrenia (Burgess, 1990). In one study that compared the number of BPD features
in psychiatric patients who either engaged in DSH or did not, total scores on a neéasure
BPD were significantly higher among those who engaged in DSH than among those who
did not (Schaffer, Carroll, & Abramowitz, 1982). Among female psychiatric patrdtiis
BPD, 47.6% of those reported a lifetime history of DSH (Chapman et al., 2007). Thus,
DSH and BPD appear together frequently.

One hypothesis as to why DSH and BPD commonly occur together is that both
psychological issues share similar risk factors. For example, BrodskireCand Dulit
(1995) examined the relationships among DSH, dissociation, and childhood abuse in
females diagnosed with BPD. Participants were divided into no reported D SidjLieifit
DSH, and frequent DSH groups. Participants who frequently engaged in DSHaeporte
significantly greater levels of dissociation than participants who negaged in DSH.
Therefore, high levels of dissociation may be associated with both BPDSihd D

Part of the reason for the large co-occurrence between BPD and DStsalftha
harm is one criterion for diagnosing BPD (DSM-1V, 1994). In fact, when an individual
reports that he or she engages in DSH, many mental health professionalsumag thsit
DSH is part of a much larger spectrum of BPD behaviors and diagnose that individual

with BPD without considering other possible diagnoses (Osuch et al., 1999). However,
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not everyone who deliberately self-harms meets the entire the ciiteB&D, so many
individuals who engage in DSH may be misdiagnosed (Crowe & Bunclark, 2000;
Klonsky et al., 2003).

Although DSH is not a criterion for other personality disorders, it can occur in
individuals with dependent, paranoid, narcissistic, or histrionic personality disorders
(Conterio & Lader, 1998; Favazza, 1998; Klonsky et al., 2003; Osuch et al., 1999; van
Moffaert, 1990; White Kress, 2003). Precipitating emotions to DSH among individuals
with personality disorders include depression, anxiety, guilt, feelings of thiness,
feelings of uncleanliness, sexual arousal, or sadomasochistic fe@urgegs, 1990). No
study has yet examined treatment of DSH specifically among individuthlshese other
personality disorders.

Affective disorders, such as major depressive or bipolar disorder, ar@alswma to
individuals who engage in DSH (Conterio & Lader, 1998; Dulit et al., 1994; Garrison et
al., 1993; Klonsky et al., 2003; Klonsky & Olino, 2008; Pao, 1969; Pattison & Kahan,
1983; Raine, 1982; Rosenthal et al., 1972; Simpson, 1975; Suyemoto, 1998; White Kress,
2003). For example, Darche (1990) found that affective disorders were more common
among inpatient adolescents who engaged in DSH than those who did not. Although
DSH is more frequently associated with BPD than with major depressivealisor
affective disorders do commonly appear in individuals who self-harm (Burgess, 1990)
Klonsky and Olino (2008) found that frequency and severity of DSH increases with
greater levels of depression, anxiety, and BPD.

Even though DSH is not a form of attempted suicide, suicidality may occur in

individuals who engage in DSH (Arnold & Magill, 1996; Briere & Gil, 1998; Conterio &
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Lader, 1998; Dulit et al., 1994; Muehlenkamp & Gutierrez, 2007; Pao, 1969; Pattison &
Kahan, 1983; Roy, 1978; Simpson & Porter, 1981; van der Kolk et al., 1991; White
Kress, 2003). Suicidality and DSH, though separate mental health issues, mayrco-oc
individuals who are depressed (Conterio & Lader, 1998; Garrison et al., 1993).dResera
suggested that individuals who frequently engaged in DSH were more likely to be
diagnosed with depression and to report chronic suicidality than individuals who rarely
engaged in DSH (Dulit et al., 1994; Muehlenkamp & Gutierrez, 2007). Despite a possible
relationship between DSH and suicidality through depression, DSH should not &e treat
as suicidality (Conterio & Lader, 1998).

Anxiety disorders are also common among individuals who self-harm (Conterio &
Lader, 1998; Dulit et al., 1994; Garrison et al., 1993; Klonsky et al., 2003; Klonsky &
Olino, 2008; Osuch et al., 1999; Suyemoto, 1998; White Kress, 2003). For example, one
study that compared various diagnoses of inpatient adolescents indicated i#tsit anx
disorders were more common in patients who engaged in DSH than in those who did not
(Darche, 1990). However, even individuals who self-harm and who do not meet criteria
for an anxiety disorder report high levels of anxiety (Ross & Heath, 2003).dodlsi
who engage in DSH with high levels of anxiety are more likely to be youngsr, thley
are more likely to self-harm to influence interpersonal relationships and ctienge
emotional state (Klonsky & Olino, 2008).

Among anxiety disorders, DSH is highly comorbid with posttraumatic stressldr
(PTSD) (Alderman, 1997; Conn & Lion, 1983; Conterio & Lader, 1998; Favazza, 1998;
Osuch et al., 1999). Childhood sexual abuse, one type of trauma that can lead to PTSD, is

the most frequent risk factor for DSH (Arnold & Magill, 1996; Baiker & Arnold, 1997,
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Briere & Gil, 1998; Connors, 1996a; Conterio & Lader, 1998; Crowe & Bunclark, 2000
Derouin & Bravender, 2004; Favazza, 1992; 1999; Gratz et al., 2002; Hawton, 1989;
lvanoff et al., 2001; Leinbenluft, Gardner, & Cowdry, 1987; Shearer, 1994; Simpson &
Porter, 1981; van der Kolk et al., 1991; Walsh & Rosen, 1988; Zlotnick et al., 1996).
Severe childhood sexual trauma appears to be frequently linked with two other mental
health issues comorbid with DSH: dissociative identity disorder and sexualmpsoble

(i.e., promiscuity, sexual inhibition) (Briere & Gil, 1998; Conterio & Lader, 1998;
Favazza, 1998; Hawton, 1989; Raine, 1982; Simpson, 1977; White Kress, 2003). Thus,
childhood sexual trauma might be a common factor between DSH and other trauma-
related disorders.

Eating disorders are another type of disorder comorbid with DSH (Alderman, 1997;
Conn & Lion, 1983; Conterio & Lader, 1998; Dulit et al., 1994; Favazza, 1992; 1998;
Hawton, 1989; Herpertz, 1995; MacAniff-Zila & Kiselica, 2001; Osuch et al., 1999; Pao,
1969; Raine, 1982; Rosenthal et al., 1972; Simpson, 1975; White Kress, 2003). One
study with a sample of participants who engaged in DSH indicated that 50% of
participants currently had or previously had an eating disorder (Favazza et al., 1989).
Among psychiatric inpatients, individuals who engage in DSH frequently are more likely
to be diagnosed with an eating disorder than are those who rarely or never engage in DSH
(Darche, 1990; Dulit et al., 1994).

DSH occurs with similar frequency in individuals with either bulimia neressa
anorexia nervosa. Favaro and Santonastaso (1998; 1999) reported that bulimia is one of
the more frequent comorbid diagnoses among individuals who self-harm, with 75% of

participants with bulimia reporting that they engaged in some form of DSldrd-and
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Santonastaso (2000) also reported that 62% of patients with anorexia engaged in DSH.
Additionally, DSH is more common in individuals with binging/purging type anorexia
than individuals with restricting type anorexia (Favaro & Santonastaso, 208d)abd
eating disorders both appear to serve as a coping mechanism for straesi¢&

Lader, 1998; Favaro & Santonastaso, 2000). Underlying commonalities for the two
behaviors include poor body image, need for control, and impulsiveness (Conterio &
Lader, 1998; Favaro & Santonastaso, 2000).

Another disorder that frequently appears in individuals who self-harm is substance
abuse (Alderman, 1997; Crowe & Bunclark, 2000; Favazza, 1992; Graff & Mallin, 1967,
Hawton, 1989; MacAniff-Zila & Kiselica, 2001; Novotny, 1972; Osuch et al., 1999;
Poustle & Neville, 2004; Raine, 1982; Shearer, 1994; Simpson & Porter, 1981; Simpson,
1975; White Kress, 2003). Similar to eating disorders, substance abuse mayebetoela
high levels of impulsivity (Shearer, 1994). DSH and substance abuse also shareeaddic
gualities, though substance abuse is more physically addictive (Alderman, 18&¢&; Cr

& Bunclark, 2000).

Risk Factors and Correlates of Deliberate Self-Harm
Many researchers have explored what events, personality chataxtear biological
predispositions place individuals at risk for engaging in DSH (Arnold & Magill, 1996;
Baiker & Arnold, 1997; Briere & Gil, 1998; Conterio & Lader, 1998; Derouin &
Bravender, 2004; Dulit et al., 1994, Favazza, 1999; Gratz et al., 2002; Hawton, 1989;
Leinbenluft et al., 1987; Simpson, 1975; Simpson & Porter, 1981; van der Kolk et al.,

1991; Walsh & Rosen, 1988; Zlotnick et al., 1996). These findings, which are detailed
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below, indicate that risk factors include many different life events suchldb@iil
abuse, family disruptions, and adult trauma. Additionally, individual charactessitts
as impulsivity, low self-esteem, poor interpersonal relationship skills, agygmeand
poor body-image may serve as risk factors for DSH.
Familial Characteristics of Adolescents who Engage in Deliberate Self-Harm

Studies on risk factors suggest that family characteristics maylbedatto the
development of DSH (Conterio & Lader, 1998; Derouin & Bravender, 2004; Leinbenluft
et al., 1987; Walsh & Rosen, 1988). In particular, any family situation in which children
are forced to take on adult responsibilities prematurely and inappropriaglplace the
children at risk for later DSH. For example, if parents have significant payet€ficits,
possibly due to mental illness or substance abuse problems, children are foeredao c
themselves and other siblings at an early age (Connors, 1996a; Conterio & Lader, 1998)
Additionally, similar situations arise if the parent(s) are not presenthiidisclife due to
divorce or imprisonment, or if parents are physically unable to care fordabetnhuse of
their own illness or physical disability (Conterio & Lader, 1998). Thesdrekmil
experience very stressful situations and lack the opportunities to learrytwglihg
skills for relieving stress. Instead, they may rely on unhealthy copirg skdh as DSH.

Another familial risk factor for the development of DSH is a lack of healthy
communication and emotional warmth in the home (Arnold & Magill, 1996; Baiker &
Arnold, 1997; Derouin & Bravender, 2004; Hawton, 1989; Poustle & Neville, 2004).
Pawlicki and Gaumer (1993) proposed that DSH develops in individuals who grew up
without empathic, intimate relationships with their caregivers. Individvais these

families may not successfully communicate their feelings or feel geguinderstood by
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their caregivers. This lack of empathic relationships leads to anxiety, whicthera
lead to dissociation and impede communication skills. Thus, these individuals use DSH
to try to communicate their emotions to others.

Other familial characteristics can also help lead to DSH. Thesectdrasacs include
the presence of traumatic losses, such as the death of a parent or sibling, and domest
violence in the family (Arnold & Magill, 1996; Baiker & Arnold, 1997; Connors, 19964a;
Conterio & Lader, 1998; Derouin & Bravender, 2004; Leinbenluft et al., 1987; Walsh &
Rosen, 1988). Also, children who grew up in families where parents enforced rigid,
dogmatic religious beliefs or held the child to very high standards may be at rikk for
development of DSH (Arnold & Magill, 1996; Connors, 1996a; Conterio & Lader, 1998).
In summary, families in which children do not learn healthy communication or coping
skills may predispose children to utilizing DSH as an unhealthy coping skillitalife.

Environmental Risk Factors

One of the most frequently reported environmental risk factors of DSH is childhood
abuse, in particular sexual abuse. For example, among a sample of fethale ofic
parental incest, de Young (1982) found that 57.7% engaged in DSH during adolescence.
Zweig-Frank, Paris, and Guzder (1994) examined the relationship between childhood
sexual abuse, physical abuse, and dissociation among females with persasualigrdi
who either did or did not engage in DSH and found that the frequency of childhood
sexual abuse was significantly greater among females who engageH.in DS

Other factors may also increase the likelihood of DSH, such as seveséyugl
abuse, combined sexual and physical abuse, physical abuse alone, and emotional abuse.

More intrusive, prolonged, and violent childhood sexual abuse has been found to be more
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likely to lead to DSH (Romans, Martin, Anderson, Herbison, Mullen, & Phil, 1995).
Favazza and Conterio (1989) found, among individuals who engaged in DSH, that 29%
reported both physical and sexual abuse, 17% reported only sexual abuse, and 16%
reported only physical abuse. Other findings suggest that physical &mseray be a
risk factor for DSH, but the relationship between physical abuse and DSH doesmot s
strong (Arnold & Magill, 1996; Baiker & Arnold, 1997; Connors, 1996a; Derouin &
Bravender, 2004; Favazza, 1992; Gratz et al., 2002; Gratz, 2003; Hawton, 1989;
Leinbenluft et al., 1987; MacAniff-Zila & Kiselica, 2001; Miller, 1996; Simpson &
Porter, 1981; van der Kolk et al., 1991; Walsh & Rosen, 1988). In addition, emotional
abuse and both physical and emotional neglect may be risk factors for DSH (&rnold
Magill, 1996; Baiker & Arnold, 1997; Connors, 1996a; Gratz et al., 2002; van der Kolk et
al., 1991). However, emotional neglect appears to be a greater risk factqhtysical
neglect and a greater contributor to DSH among women than men (Gratz, 2003).

Childhood sexual abuse may be more of a risk factor for females than malzs. Gr
and colleagues (2002) examined risk factors for DSH among college students. They
found that 38% of students reported a history of DSH, and that risk factors differed
among men and women. Among women, the most significant risk factors were childhood
sexual abuse, insecure paternal attachment, maternal emotional negleeteanal
emotional neglect. Sexual abuse was not a significant risk factor amongnstead, the
most significant risk factor among men was childhood separation from parents.

In summary, research findings indicate that childhood maltreatment, irupartic
childhood sexual abuse, is a strong risk factor for DSH. This may be so becaisly se

abused children undergo distressing feelings of shame, guilt, and seilfidoatid may
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lack healthy coping skills for managing these emotions (Baiker & Arnold, T9&Terio

& Lader, 1998). Children in abusive families may have grown up in homes where it was
unsafe to express negative emotions (Conterio & Lader, 1998; Yip, 2005). Instead, they
developed unhealthy coping skills such as DSH to relieve anxiety and emotional pain
(Baiker & Arnold, 1997; Conterio & Lader, 1998; Walsh & Rosen, 1988). Although
researchers have proposed how childhood abuse leads to DSH, the exact pathway needs
greater clarification (Baiker & Arnold, 1997; Conterio & Lader, 1998; Walsh & Rosen,
1988; Yip, 2005).

Environmental events other than abuse are also associated with DSH. DSH has been
linked with family disruption during childhood, such as the absence of a parent from a
child’s life due to divorce or separation (Simpson, 1975; 1977). Even when both
biological parents are present, if a child fails to form secure attachrogrdasental
figures, then he or she may be at greater risk for DSH (Gratz et al., 2@02, Z03;

Simpson & Porter, 1981). Insecure parental attachment combined with childhood abuse
appears to increase the risk for development of DSH (Gratz, 2003). Difficulties i
socializing, such as rejection by peers or being bullied, can also contribute to the
likelihood of DSH (Arnold & Magill, 1996; Walsh & Rosen, 1988). Finally, chronic
childhood physical iliness is related to DSH as well (Arnold & Magill, 1996; Connors,
1996a; Walsh & Rosen, 1988). In addition to negatively affecting the development of
interpersonal relationships, chronic physical illness during childhood can lead to
depression and dissociation, which are mental health problems that have also been found
to be risk factors for DSH (Derouin & Bravender, 2004; Graff & Mallin, 1967; 23t

al., 2002). In summary, DSH has been associated with multiple types of t@axeatts
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during childhood.

Although childhood trauma seems most closely linked to DSH during adolescence or
adulthood, environmental events occurring during adulthood can also lead to DSH. The
most frequently reported adulthood risk factor is sexual trauma such as rapeatlyse
abusive experiences (Arnold & Magill, 1996; Baiker & Arnold, 1997). Other adulthood
risk factors include fear and shame about sexuality, which may extend from sexual
trauma, and domestic violence (Arnold & Magill, 1996; Baiker & Arnold, 1997). DSH is
commonly associated with the death of child or partner as well as infe/ititplf &

Magill, 1996). Less frequent adulthood risk factors include relationship diféesudind
general problems such as racial harassment and oppression (Arnold & Magill, 1996)
Individual Correlates with Deliberate Self-Harm

Specific individual characteristics are correlated with DSH, but thetaireof the
relationship between these characteristics and DSH is unknown. Theseeristics:t
may contribute to the increased likelihood of DSH, or DSH and its accompanying
pathology may accentuate the characteristics. Several studiesertataindividuals
who engage in DSH also display high occurrence of other impulsive behaviorssuch a
disordered eating behavior or substance use (Conterio & Lader, 1998; Connors, 1996a;
Dulit et al., 1994; Favazza, 1989; Pattison & Kahan, 1983; Schwartz et al., 1989; Simeon
& Hollander, 2001; Walsh & Rosen, 1988; Zlotnick et al., 1996; Zweig-Frank et al.,
1994). One study of psychiatric patients with personality disorders revealgatieats
who engaged in DSH reported significantly higher levels of impulsiviiyalmility,
autoaggressiveness, and anger than patients who did not engage in DSH. The findings

suggested that patients who engaged in DSH also engaged in multiple types of impulsive
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behavior such as substance abuse, binging, and promiscuity (Herpertz, SagazZaF
1997). This study indicates that DSH may be associated with impulse conioili$.

DSH has also been associated with poor emotional regulation (Briere & Gil, 1998;
Claes et al., 2007; Gratz et al., 2002; Gratz & Roemer, 2004; Haines, Williams,r& Bria
1995; Heath, Toste, Nedecheva, & Charlebois, 2008). Emotional regulation can be
defined as awareness and understanding of emotions as well as the abitity to ac
healthy ways when experiencing negative emotions (Gratz & Roemer, 20@4g T
findings were replicated with several different populations including coiegkents,
psychiatric adult inpatients, nonclinical adults, and male prisoners (Claks2&07;

Gratz & Roemer, 2004; Gratz & Chapman, 2007; Haines et al., 1995; Heath et al., 2008).
Among male and female college students, Heath and colleagues (2008) found that colle
students who reported DSH also acknowledged significantly more difficulties in
emotional regulation compared with control group. In a study on environmental and
individual correlates of DSH among male college students, emotional dysiagwas

the best predictor of DSH frequency and only individual correlate to distinge@sivwimo
self-harm from those that do not (Gratz & Chapman, 2007). Claes and Vandereycken
(2006) reported that in a psychiatric inpatient sample, individuals who self-dharme
reported less control of internalized and externalized anger than did their codsterpa

Chapman, Gratz, and Brown (2006) proposed that emotional dysregulation relates to
DSH through experiential avoidance. When individuals with poor emotional regulation
experience a situation which elicits a strong emotional response, theyatrgito
thoughts, feelings, somatic sensations, or other emotional experiences that are

uncomfortable. Deliberate self-harm provides relief from direct exper@nce
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uncomfortable emotions by avoiding emotional arousal or decreasing intensity o
emotional arousal. The relationship between DSH and uncomfortable emotional
experiences is maintained by negative reinforcement in that individuals avadibstc
of emotions by engaging in DSH.

Another individual factor associated with DSH is poor coping skills (Chapman et al
2006; Evans, Hawton, & Rodham, 2005; Haines & Williams, 1997; Laye-Gindhu &
Schonert-Reichl, 2005; Lion & Conn, 1982; Nock & Berry Mendes, 2008; Ross &
McKay, 1979; Walsh & Rosen, 1988). Research supports a relationship between poor
coping skills and engagement in DSH. Evans and colleagues (2005) found that compared
to their counterparts, adolescents who self-harmed were less likely ta asglgfevhen
they needed it and had fewer people to talk with about thoughts about hurting themselves.
When faced with problems, adolescents who engaged in DSH were more likely to use
ineffective coping skills such as stay in their room, have an alcoholic drink, orgygt an
than use healthy coping skills such as talk to another person about their problents or try
“sort things out” (Evan et al., 2005). Among adolescents who self-harmed, femeates
more likely to ask for help for their problems and more likely to receive helpaafter
episode of DSH. Thus, males who self-harm may use fewer healthy copinghsialls
their female counterparts.

One theory about the relationship between poor coping skills and DSH is that
individuals who self-harm have ineffective problem-solving abilities and resort to
unhealthy coping skills, such as DSH, to solve their problems (Nock & Berryddend
2008; Klonsky & Muehlenkamp, 2005; Salkovskis, Atha, & Storer, 1990). Nock and

Mendes (2008) tested the relationship between problem-solving and DSH by ngeasurin
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differences in social problem-solving abilities among adolescents whioasel and a
control group. The researchers provided participants with various social problem
scenarios then rated how well participants assessed these situations aategdener
solutions for situations. Raters judged the quality of each solution and solution chosen by
each participant. Participants rated their self-efficacy on how wegivloeld implement
a healthy solution to each scenario. The findings indicated that while adotestent
self-harmed did not differ from the control group in how well they assessed social
problem scenarios or how many solutions they produced, the DSH group chose more
negative solutions and rated themselves as less effective in implementingeadapti
solutions. The results suggest that problem-solving deficits among adolescentdfwho se
harm are not with assessment of social problems or generation of solutions, but in
choosing the most appropriate behavior and confidence in implementing the behavior.

Chapman and colleagues (2006) use the experiential avoidance model of DSH in
describing how DSH serves as an unhealthy coping skill to avoid uncomfortable
emotional experiences. In this model, individuals engage in DSH to avoid or escape fr
negative emotions (Chapman et al., 2006). Individuals may utilize avoidance behaviors
such as DSH because they failed to develop more skillful responses (i.e., bepitigy
skills) to stressful situations or because emotional arousal caused bynspedss them
from implementing healthier coping skills (Chapman et al., 2006).

Some researchers question if individuals who engage in DSH have significantly
poorer coping skills. Haines and Williams (1997) compared coping skills of male
prisoners who self-harm with those who do not and a non-prisoner control group. They

found that although prisoners who self-harmed reported fewer positive, cognitive coping
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skills and greater problem avoidance, there were no significant differeneeshdhe
two prisoner groups on most types of coping skills. These coping skills included
availability of social support, use of social support, spiritual/philosophical coping
resources, and use of social withdrawal. The authors concluded that compared to
controls, individuals who engage in DSH did not show severe deficits in coping skills or
problem-solving ability. These results, however, suggest that although the number of
coping skills may be similar among those who do and do not self-harm, the quality and
effectiveness of coping skills may be worse among individuals that setf-har

The aforementioned individual correlates of high impulsivity, emotion dysremgulat
and poor coping skills may also contribute to another prominent characteristic among
individuals who self-harm, poor interpersonal skills (Claes et al., 2007; Conterio &
Lader, 1998; Graff & Mallin, 1967; Klonsky et al., 2003). This pattern may be more
common among female that self-harm, but more research on males who self-harm needs
to be conducted to support these findings (Claes et al., 2007). Individuals who engage in
DSH tend to gravitate toward unhealthy relationships that are chazadtes poor
interpersonal boundaries, distrust, secrecy, and manipulation (Miller, 1996).o&ddit]
these individuals have a powerful need for love and acceptance (Conterio & Lader, 1998;
Hawton, 1989). Often, individuals who engage in DSH lack the ability or will to care for
themselves and overly rely on others to care for them (Conterio & Lader, 1998). Thus,
they may use outlandish means, such as DSH, to ensure that they feel loved and to keep
another person from ending a relationship (Conterio & Lader, 1998; Hawton, 1989).
Despite the use of DSH to maintain a relationship, individuals who engage in DSH are

also prone to excessive secrecy and inability to self-soothe when feeliny@megat
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emotions, both of which can produce conflicts in relationships (Miller, 1996).

Conterio and Lader (1998) suggested that a biological fragility leads to prefispos
to DSH and may be linked with these other characteristics. Specificallyiduals who
engage in DSH may have a high predilection to emotional hypersensitivity, mdsating t
they feel emotions more intensely than others. Hypersensitivity could coattibpbor
relationship skills in that a hypersensitive person may perceive minorct@sfl
termination of the relationship. Additionally, hypersensitivity may irtiewath other
characteristics, such as poor impulse control, to increase the likelihood ajpiaeeak of
DSH. This causal theory of a biological fragility for DSH is still undeuticy and
requires more thorough investigation.

Other individual characteristics associated with DSH are also linked tbgisgical
disorders. For example, individuals who engage in DSH report high levels of rigid all
nothing thinking and fear of change, common in anxiety and mood disorders (Conterio &
Lader, 1998; Graff & Mallin, 1967). An active dislike of one’s body, low self-esteem,
and alexithymia (i.e., the feeling that one has no words for one’s mood) are common
characteristics of individuals who engage in DSH and also occur in individuals with
depression or eating disorders (Cavanaugh, 2002; Conterio & Lader, 1998; Hawton,
1989; Miller, 1996; Zlotnick et al., 1996). Studies on individuals who self-harm reveal
high levels of aggression, a behavior frequently seen in impulse control dis@rdirs (
et al., 1994, Graff & Mallin, 1967). These findings suggest that DSH may be a form of
self-directed aggression, but more research is necessary to determeiatibieship

between DSH and aggression directed at other people.
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Models and Functions of Deliberate Self-Harm

Although many theoretical models of DSH exist, one problem is that researcher
disagree on the names and components of each model. Thus, several models overlap and
differ only slightly. The models described below are categorized byaeheoretical
background from which the model was derived. However, model overlap across
theoretical orientations is common.

Psychodynamic Models

Initial models of DSH were developed from classic psychodynamic theorglbasv
related theories such as object relations and self-psychology (Menrii8gé). One
prominent traditional psychodynamic model is the drive or antisuicidal model, which
suggests that DSH is a reaction to depression due to unconscious conflicts be¢éween lif
and death drives, which results in DSH as a form of partial suicide (Alderman, 1997;
Favazza, 1989; Leinbenluft et al., 1987; Novotny, 1972; Pawlicki & Gaumer, 1993;
Suyemoto, 1998). According to psychodynamic theory, all people have competing
desires to live (life drive) along with self-destructive impulses (deatk)dThe death
drive explains why people knowingly engage in behaviors that are harmful to thém, suc
as substance abuse. The life and death drive are in constant conflict. Iftthdroea
prevails, a person engages in destructive behavior that may result in death.

Proponents of the drive model propose that individuals who engage in DSH struggle
with the conflict between these two drives and experience depression (Alderman, 1997;
Favazza, 1989; Leinbenluft et al., 1987; Novotny, 1972; Pawlicki & Gaumer, 1993;
Suyemoto, 1998). To cope with depression, these individuals utilize DSH as a

compromise between life and death. They hold the illusion that they control thef fea
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death by engaging in a dangerous behavior such as DSH.

A variation on this model is that DSH provides sexual gratification while
simultaneously punishing oneself for having a sex drive (Suyemoto, 1998). DSH serves
as an attempt to turn passive drive, which is unconscious, into active drive, which is
conscious, by taking control of penetration. Although this model is common among
psychodynamic psychologists, little research supports it (Suyemoto, 1998).

Another psychodynamic model is the severity of psychopathology model. Aagordin
to this model, DSH occurs only in highly disturbed and possibly psychotic individuals
(Darche, 1990). These individuals tend to have personality disorders with
sadomasochistic tendencies (Crabtree, 1967; Roy, 1978). They have high levels of
hostility, introversion, and neuroticism that lead to self-directed anger,esting as
depression, and then to DSH (Alderman, 1997; Crabtree, 1967; Roy, 1978).

Other psychodynamic models are based on object relations theory. Doctors (1981)
suggested that individuals who later engage in DSH experienced empathasfay
their mothers during childhood. When these individuals were children, they tried to
express their feelings but their parents disconfirmed these feelings ifaeviduals
internalized the idea that their feelings were not valid and, instead, usetbDSH
communicate their feelings. Additionally, because they did not feel validgtidio
parents, these individuals believe that no one else will validate their featidgbus
become distrustful of other people.

The affect regulation model is another object relations model of DSH in which
individuals who engage in DSH experience either actual abandonment or perceived

abandonment by their parents during childhood (Suyemoto, 1998). Based on object
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relations theory, healthy individuals form attachments to their caregivergdofancy

and childhood. Caregivers that provide empathy and respond to the developmental needs

of individuals are considered good or love objects (Doctors, 1981). Attachment to good

objects helps individuals form good self-esteem and a stable sense of selluiadivi

who experience physical abandonment or emotional abandonment, in which parents lack

empathy and do not validate the wants and needs of their children, do not form healthy

attachments. Later in life, these individuals lack the ability to achiexabbe stense of

self, to believe that their emotions will be validated, or to self-soothe whiemgfepset.
According to the affect regulation model, individuals who engage in DSH experienc

abandonment and fail to form attachment to good objects (Doctors, 1981; Suyemoto,

1998). Thus, they never develop a strong sense of self or the ability to self-soothe. As

adolescents or adults, these negative experiences lead to feelings oftisiilasiger

related to actual or perceived abandonment by others. They do not direct theit anger a

the abandoning object (i.e., parent) because they have low self-esteem and ousignsci

believe they deserved to be abandoned. Instead, they direct their angdtlyinid@H

fulfills a need for punishment and protects others from the individuals’ anger and rage

These individuals tend to have poor affect regulation and high rejection sensitivity due

early abandonment (Herpertz, 1995). DSH creates a sense of control ovensrpti

externalizing intolerable and overwhelming emotions (Herpertz, 1995; Suyehd8).
Similar to the affect regulation model, the boundaries model of DSH is also based on

object relations theory and the pathological effects of perceived abandonrastuaig

age (Suyemoto, 1998). Object relations theorists hypothesize that healthguativi

learn to differentiate their own identity from those of their parents during adoles.
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Individuals who failed to form healthy attachments during infancy and childhood may be
unable to separate their own identity from their parents during this devel@pentd.
According to this model, individuals who engage in DSH did not develop secure
attachments and were unable to adequately separate. Inability to sé&manadthers also
means that these individuals do not form stable boundaries between themselves and
others. Without boundaries, perceived abandonment creates unbearable feelings of
isolation. Because these individuals never learned to form an identity sdparate

others, they are intolerant of loneliness and isolation. Without other people, these
individuals are unable to define themselves. DSH serves to remind these individual

the physical boundaries between themselves and others: the skin. Thus, when these
individuals feel isolated or abandoned, they use DSH to establish boundaries and form a
separate sense of self.

Another popular psychodynamic model, based on the self-psychology theory of
maintaining self or identity, is the dissociation model. According to this model,
individuals dissociate before engaging in DSH (Alderman, 1997; Arnold & Magill, 1996;
Baiker & Arnold, 1997; Briere & Gil, 1998; Conn & Lion, 1983; Connors, 1996a;
Conterio & Lader, 1998; Derouin & Bravender, 2004; Favazza, 1989; 1992; 1998; Gratz,
2003; Pao, 1969; Shearer, 1994; Simeon et al., 1992). Blood from DSH demonstrates that
the individual is alive and “real,” which then terminates the state of depersaiitadi
(Rosenthal et al., 1972). This model is supported by findings that dissociation and DSH
are commonly associated with PTSD, suggesting that DSH may be a copimgy skill

PTSD-related dissociation (Zlotnick et al., 1996). Dissociation can algl afier the act

37



of DSH. In these situations, individuals use DSH to fulfill a desire to dissamidb
escape from uncomfortable emotions (Raine, 1982).

The dissociation model has received support in the literature. Rosenthal and
colleagues (1972) interviewed male and female patients with a historyiofdughavior
and found that patients often cut themselves while in a depersonalized staipapest
reported that the sight of blood usually brought on intense reactions. After cutting,
participants were no longer in a depersonalized state and felt great relief

Childhood Maltreatment Models

Several models of DSH were developed based on the high correlation between
childhood maltreatment and DSH (Alderman, 1997; Arnold & Magill, 1996; Baiker &
Arnold, 1997; Connors, 1996a; Suyemoto, 1998). The two major models are the
environmental model and the maltreatment model. Both models suggest a relationship
between childhood maltreatment and DSH but differ in how abuse leads to DSH.

In the environmental model, which is based on social learning theory, abusechchildre
take on adult responsibilities at an early age and never develop healthy ¢afsng s
(Baiker & Arnold, 1997; Suyemoto, 1998). In abusive or neglectful families, ehildr
experience overwhelming feelings of abandonment, rage, and frustratied telatbuse.
These children are unable to internalize sufficient love and caring to utiaiéyhe
coping skills later in life. Thus, they never learn adaptive ways to cetfs.
Additionally, children from abusive families feel powerless and ineffecihey have
difficulties learning how to distinguish between, and express different typdsioéss
and discomfort. Due to their inability to identify and label different emotions, ehildr

from abusive families may move from arousal to action without mediating steps of
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feeling awareness, identification, expression, and self-soothing. &mpéx, survivors of
childhood maltreatment may feel shame related to a trigger from their &tsisad of
labeling the emotion, identifying the source of their shame, and using words tesexpre
their feelings, these individuals seek immediate relief from their discoand use DSH
as release from their negative emotions.

According to the maltreatment model, children who are physically or sexalmlbed
by parents never learn that parents can be both good and bad at the same timé& (Baiker
Arnold, 1997). Instead, they view their parents as either all bad when abusive or all good
when not abusive. Additionally, these children see themselves as either all gdidabdr
(i.e., all-or-nothing thinking). Affection and attention are associated witheabas
abused children internalize the association between attention and caring with
maltreatment. Feelings of self-loathing may lead to “shame-basadadskills,” that
include DSH to cope with traumatic experiences.

Additionally, proponents of the maltreatment model believe that individuals who
were abused as children use DSH to reenact previous abuse or replicadgs feadn
abusive situations (Alderman, 1997; Arnold & Magill, 1996; Baiker & Arnold, 1997,
Connors, 1996a). As childhood abuse is one of the strongest risk factors for engaging in
DSH, DSH may be an attempt to recreate an abusive situation. Individuals vege émg
DSH associate pain with caring, so DSH may become a way to experieace taself-
nurture (Alderman, 1997; Baiker & Arnold, 1997; Arnold & Magill, 1996; Connors,
1996a).

Related to the maltreatment model, researchers suggest that childreremgho

sexually abused use DSH to punish themselves for having sexual feelings oroconfusi
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about these feelings (Baiker & Arnold, 1997; Connors, 1996a; Favazza, 1998; MacAniff-
Zila, & Kiselica, 2001; Nelson & Grunebaum, 1971; Pawlicki & Gaumer, 1993; Simeon
et al., 1992; Simpson & Porter, 1981). DSH may also serve to make one’s body
unattractive to divert future sexual encounters or to punish one’s self for beaudgizt
(Arnold & Magill, 1996; Conterio & Lader, 1998). Walsh and Rosen (1988) proposed
that sexually abused children have a distorted body image. They view thes asdie
disgusting, dirty, or ugly, especially in cases of sexual abuse. As ada¢escadults,
they may blame their bodies for causing the abuse and wish to punish themselves via
DSH. Thus, childhood abuse affects various factors linked with DSH, such as poor
development of coping skills or self-soothing, shame about sexual feelings, and poor
body image.
Control Model

According to the control model, DSH is used to express control over one’s body
(Alderman, 1997; Arnold & Magill, 1996; Baiker & Arnold, 1997; Briere & Gil, 1998;
Conterio & Lader, 1998; Favazza, 1989; 1998; Gratz, 2003; Schwartz et al., 1989;
Shearer, 1994; Simeon et al., 1992). In this model, individuals who engage in DSH may
feel that their lives are out of control and that the only aspect of their livesdahey
control is their bodies. They express control through DSH and making the choilfe to se
harm.

Proponents of the control model suggest that individual need for control stems from
childhood maltreatment (Miller, 1996). Maltreated children, especially thheengre
sexually abused, often lack physical control over their bodies and cannot protect

themselves from abuse. This perception of lack of control remains with thesduaths
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throughout their lives. They use DSH to demonstrate that they can choose to hurt
themselves rather than allow other people, such as their abusers, to hurt them. DSH
functions as an expression of control over physical and emotional pain related to
childhood maltreatment.

Behavioral Models

Several models of DSH are based on behavioral theories. The operant conditioning
model is one behavioral model that has received substantial attention and empirical
support (Alderman, 1997; Darche, 1990; Derouin & Bravender, 2004; Favazza, 1989;
1992; 1999; Himber, 1994; Nock & Prinstein, 2004; Simeon et al., 1992). According to
this model, DSH produces euphoric feelings that provide relief from tension if@dder
1997; Derouin & Bravender, 2004; Favazza, 1989; 1992; 1999; Himber, 1994; Simeon et
al., 1992). Physical injury, such as DSH, triggers a release of endorphins. Thes
endorphins create a pleasant sensation that is similar to a “high” from csu@dhien
individuals engage in DSH, they experience these pleasant sensations aackdieehy
to self-harm in the future to reproduce those feelings (Alderman, 1997).

This model has often been applied to depressed individuals who engage in DSH to
escape feelings of sadness or hopelessness (Darche, 1990; Favazza, 1998). DSH provide
temporary feelings of euphoria, similar to alcohol or other substance use. Individiial
depression are likely to repeatedly engage in DSH to reexperience treese ke
feelings.

Nock and Prinstein (2004) investigated various ways that DSH is reinforced among
inpatient adolescents. The researchers assessed the functions of ®R&idthed to

reduce tension or other negative affective states (automatic-negativeaemént), to
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create a desirable physiological state including euphoric feelings (atitepositive
reinforcement), to escape from interpersonal task demands or to avoid punishment
(social-negative reinforcement), or to gain attention from others (socaiveo
reinforcement). Adolescents reported that the most common reasons for gngdsH
were related to either automatic-negative or automatic-positivreement.
Additionally, participants who reported that DSH served as automatic-negative
reinforcement also reported high levels of suicide attempts and hopelessrassisw
automatic positive reinforcement was associated with PTSD and depesap®ms.
These findings support both the operant conditioning and the anxiety-reduction models.

Other models, such as observational learning, are not as clearly developedeand ha
not been thoroughly investigated. In the observational learning model, individuals le
to engage in DSH by observing other people doing so and by being rewarded for their
behavior (Alderman, 1997). The model was based on findings from inpatient psgchiatr
units or prisons that one incident of DSH often sparks many more incidents. One
limitation of this model is that many people who engage in DSH have never observed
other people engage in DSH.

Anxiety Reduction/Affect Regulation Model

According to the anxiety reduction model (also called the affect regulabdeljm
individuals engage in DSH to cope with stressful or painful emotions, especiakyyanx
or to modulate affect (Alderman, 1997; Baiker & Arnold, 1997; Conterio & Lader, 1998;
Crowe & Bunclark, 2000; de Young, 1982; Derouin & Bravender, 2004; Doctors, 1981,
Favazza, 1989; 1992; 1998; Gratz, 2003; Hawton, 1989; Himber, 1994; Laye-Ginhu &

Schonert-Reichl, 2005; MacAniff-Zila & Kiselica, 2001; Nelson & Grunebaum, 1971;
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Pattison & Kahan, 1983; Roy, 1978; Schwartz et al., 1989; Shearer, 1994; Simeon et al.,
1992; Yip, 2005). According to this model, individuals engage in DSH because they are
unable to internally regulate their own anxiety, distress, or anger (Baiken@d,

1997). Either an internal or external event leads to uncomfortable feelifgasuc
loneliness, resentment, sexual desire, or anxiety, which produce tension (Grunebaum &
Klerman, 1967). These individuals lack healthy coping skills for releasingteasd

feel unable to verbalize their feelings (Alderman, 1997; Grunebaum & Klerman, 1967)
The individual commits DSH to relieve tension and to provide a sense of calmness, but
DSH also produces negative feelings of guilt, shame, and disgust with oneThself

model differs from the psychodynamic affect regulation model in that individuals do not
need to be abandoned or perceive that they were abandoned to engage in DSH
(Suyemato, 1998). In this version of affect regulation, DSH serves a reegatomatic-
reinforcement function, similar to behavioral models (Nock & Prinstein, 2004).

A variation on this model is that feelings of anxiety or tensions lead to digsncia
before the individual engages in DSH (Alderman, 1997; Baiker & Arnold, 1997; Briere
& Gil, 1998; Grunebaum & Klerman, 1967; lvanoff et al., 2001; MacAniff-Zila &

Kiselica, 2001; Ross & Heath, 2003; Podvall, 1969; Simeon & Hollander, 2001,

Simpson, 1975; Suyemoto, 1998; van Moffaert, 1990; Yip, 2005). The anxiety and
tension from either internal or external stimuli become so unbearable thaba pesorts

to depersonalization (Simpson, 1975). DSH is an attempt to avoid uncomfortable feelings
and to break dissociation through the physical sensations from DSH (Baiker & Arnold,

1997; Grunebaum & Klerman, 1967; Simpson, 1975).
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The source of the tension or anxiety varies in the anxiety reduction model. The most
commonly reported precipitating factors are perceived loss of meaningfohgesr an
impasse in a personal relationship (Hawton, 1989; Simpson, 1977). Other experiences
that can lead to anxiety include alienation from or discomfort with one’s body, social
isolation and disconnectedness, intense physiological arousal, or the perceptoe’'that
interpersonal boundaries have been violated (Connors, 1996a; Simpson, 1975). In some
cases, DSH has a ritualistic quality and may be used to reduce anxiety fresaiobds
thoughts (Allen, 1995; Connors, 1996; Hawton, 1989). DSH may serve as a compulsive
act to stop racing thoughts or to relieve anxiety from obsessive thoughts, @a@3). In
these instances, the cause of anxiety is obsessive thinking.

Previous research indicates that individuals who engage in DSH commonly report
that anxiety or tension relief was the strongest motivation for their beh@aodrier &
Gardner, 1975; Herpertz, 1995; Klonsky & Olino, 2008; Laye-Ginhu & Schonert-Reichl,
2005). A study by Klonsky and Olino (2008) explored how method, severity, and
frequency of DSH relate to clinical correlates and functions of DSH. Younts adub
self-harmed mildly and infrequently reported lower levels of clinical sgmptogy and
were more likely to self-harm out of curiosity. Individuals who self-harmed more
frequently and severely reported more anxiety and using DSH for social irdlaadc
affect regulation. The later group also reported higher levels of anxigtyegmession.
Herpertz (1995) studied patients with or without borderline personality disorder who
engaged in DSH and found that the most common motive for DSH was to end intolerable
tension or anxiety from overwhelming feelings of frustration, rejectioloréa

separation, anger, or desperation. Gardner and Gardner (1975) investigated motivations
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for DSH among a group of nonpsychotic female inpatients and found that the most
frequently reported motivations for DSH were tension relief, self-punishmeattian-
seeking, and sexual frustration. Bennum and Phil (1983) compared the affective states of
patients who were either depressed or who engaged in DSH. They found that both groups
reported similar levels of depression, but patients who engaged in DSH deporte
significantly higher levels of anxiety. Of the patients who engaged in DSH, 45%4ed
tension or anxiety as a precipitating factor for DSH. These patients al$odier self-
ratings on measures of guilt, self-punishment, self-dislike, and poor body image. The
researchers suggested that anxiety has a critical role in DSH. Tiefspfrahxiety
appears to a common function of DSH.
Hostility Model

Individuals who engage in DSH have high levels of anger and hostility (Hegtert
al., 1997; Ross & Heath, 2003). They are unable to express their anger and hostility to
other people (Ross & Heath, 2003). Instead, they use DSH to direct their anger onto a
more acceptable source, which is themselves (Herpertz et al., 1997; Ros$1&2063).
Research supports this hostility model. Simeon and colleagues (1992) examined
participants with personality disorders who engaged in DSH and found that DSH
significantly correlated with chronic anger, somatic anxiety, and impiylsRoss and
Heath (2003) compared the hostility model of DSH with the anxiety reduction model
among high school students. Although adolescents who engaged in DSH reported higher
levels of anxiety compared to the control group, significantly more of these indsvzidua
reported feelings of hostility than feelings of anxiety. Boys, in both the &®Hontrol

groups, reported higher levels of hostility compared to girls. However, the tnajori
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participants reported that they used DSH to relieve both anxiety and hoshbge T
findings support the hostility model, but also suggest that anxiety plays a role in DSH
Communication Model

According to the communication/expression model of DSH, individuals who engage
in DSH have poorly developed communication skills, so they use DSH to communicate
painful emotions (e.g., anger, hurt, depression, anxiety, or hostility) to othersnjatier
1997; Arnold & Magill, 1996; Baiker & Arnold, 1997; Briere & Gil, 1998; Conn & Lion,
1983; Connors, 1996a ; Conterio & Lader, 1998; Doctors, 1981; Favazza, 1989; 1998;
Feldman, 1988; Hawton, 1989; Himber, 1994, Ivanoff et al., 2001; Schwartz et al., 1989;
Shearer, 1994). Similar to the hostility and anxiety reduction models, DSH isoused
manage unpleasant emotions in the communication model. In the communication model,
however, DSH does not relieve these emotions but rather provides physicalondiot
negative emotions. Individuals who engage in DSH may believe that words are not
enough to communicate their emotional pain and that they must harm themselves to
demonstrate the severity of their emotional pain.

DSH may also be a method of managing interactions with others (Allen, 1995;
Doctors, 1981; Favazza, 1989; Gratz, 2003; Ivanoff et al., 2001; Nelson & Grunebaum,
1971; Simeon et al., 1992). DSH may serve to keep others from becoming too
emotionally close or to avoid perceived abandonment. For example, DSH may be used to
communicate emotional pain as a part of a “rescue fantasy” (Conteridek, L E098).

This fantasy is the belief that, if the individual self-harms, others wilthseenjuries and
understand the depth of the individual's emotional pain. Others will then provide help

and emotional support for the individual. Thus, individuals who engage in DSH may
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believe that DSH is the only way to communicate their pain and to maintain
relationships.
Punishment Model

Proponents of the punishment model of DSH believe that the function of DSH is
punishment, either for oneself or others (Alderman, 1997; Arnold & Magill, 1996; Baiker
& Arnold, 1997; Briere & Gil, 1998; Conn & Lion, 1983; Conterio & Lader, 1998;
Crowe & Bunclark, 2000; de Young, 1982; Hawton, 1989; Himber, 1994; Nelson &
Grunebaum, 1971; Shearer, 1994; Simeon et al., 1992; Simpson & Porter, 1981).
According to this model, individuals who engage in DSH feel guilty and believe they
deserve to be punished. They may use DSH to punish themselves for experiencing
positive feelings such as pleasure or negative feelings such as s&bresx§, 1996a).
DSH may also be an attempt to punish other people for perceived slights or abandonment
(Nelson & Grunebaum, 1971).

Attention-seeking Model

Based on the attention-seeking model, DSH is an attempt to gain attention or to
obtain pity from people (Favazza, 1989; 1998; Feldman, 1988; Nelson & Grunebaum,
1971). According to this model, individuals who engage in DSH believe that only
extreme negative behavior such as DSH will attract attention from peopemobel
resembles aspects of the communication and punishment models in that DSH may be
used to manipulate others.

However, some researchers disagree with the attention-seeking mogeig@gh,
2002; Conterio & Lader, 1998). Gratz (2003) argued that DSH does not appear to be a

form of manipulation as it is often performed in secret and not revealed to other. people
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Additionally, the view that DSH is attention-seeking behavior can be harmful in that
other people may dismiss or ignore DSH (Alderman, 1997). When people ignore DSH,
individuals may feel that other people do not care about them or do not validate their
emotional pain. Thus, a limitation of the attention-seeking model is that the erhotiona
pain component of DSH is not addressed.

Experiential Avoidance Model

According to the experiential avoidance model, individuals who self-harm ude DS
as a strategy to reduce or avoid uncomfortable emotional arousal (Chapman et al., 2006).
Individuals are more likely to have a strong desire to avoid emotional response if the
experience high emotional intensity, difficulty regulating their emotions wiarsed,
poor tolerance for distress, and a deficit of healthy emotion regulation skilise 2dt
self-harm negatively reinforces by providing relief or an escape frgattine emotions.

This model incorporates aspects from many other models including affattren,
punishment, and hostility models. The experiential avoidance model, however, allows for
DSH to serve several different functions at the same time. For examphel\adual

could self-harm to avoid being angry at another person and to punish his or her self for
feeling anger.

The authors proposed three theories on how DSH provides relief. First, DSH may
produce endogenous opioids, which create a pleasurable feeling when individuals self-
harm. Second, DSH may provide an intense physical distraction from negative emotions
which is a less painful alternative. Third, DSH serves as self-punishment foesvpd
wrongdoing by the individual and relieves guilt associated with this wrongdoihgt Al

these theories received support, to some extent, from previous research.
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Summary of Models of Deliberate Self-Harm

The DSH models provide explanations for various ways that DSH develops and
functions. Common aspects across several models include implications that DSH
develops during early life experiences and that DSH relieves or expoessesfortable
emotions, especially anxiety. Based on each of these models, DSH serves only one
function. However, research indicates that, for each individual, DSH may seevalse
functions. Favazza and Conterio (1989) surveyed a nonrandom sample of 240 individuals
who engaged in DSH about their childhood experiences, personal attributes, and
functions of DSH. The majority of participants reported multiple reasonsivelyy t
engaged in DSH. The most frequently reported reasons were to control racirtgthoug
(72%), to feel relaxed (65%), to feel less depressed (58%), to feel real Stfaiy; &nd
to feel less lonely (47%). Among personal attributes, participants freqeemibysed
many statements that apply to several different models. For examplepsh&equently
endorsed statements about personal attributes were the desire to stop emational pa
(82%), an all or nothing attitude (78%), a belief that they are a burden to otheds (75%
and an inability to find words to express feelings (73%). Findings from this stady a
others suggest that various personal beliefs contribute to DSH and that DSH serves
multiple functions. Further investigation of models of DSH is necessary to develop a

comprehensive theory that encompasses all characteristics of DSH.

Assessments of Deliberate Self-Harm

Few standardized assessments for DSH exist (Welsh, 2001). Instead, many

researchers and clinicians assess for DSH using self-report cteoklisstructured
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interviews developed specifically for their study or clinical pracidddrman, 1997;
Conterio & Lader, 1998). Content of the assessments vary, but researchers have
identified major areas that are important to assess in cases of DSH i@Cé&rtader,
1998; Simeon & Favazza, 2001; White Kress, 2003).

Researchers suggest that clinicians should assess key areathettinerview or
written self-report format in cases of suspected or confirmed DSH (Contéraal&r,
1998; Simeon & Favazza, 2001; White Kress, 2003). Psychologists should take inventory
of an individual’'s DSH history and lifetime and current frequencies of DSH, agéiaf
onset, course of DSH, longest period free of DSH, and any changes in DSH over time
The assessment should also include family history of DSH and childhood experiences
that are frequently associated with DSH, such as maltreatment. &imshould assess
for possible suicidal ideation and any relationship between DSH and suicatadidi®
rule out DSH as a suicide attempt. The assessment should also include motivations for
DSH, emotional states surrounding DSH, and triggers to the behavior as welhgive€og
functioning and comorbidity of other mental health issues such as substance abuse. For
treatment of DSH, clinicians need to assess the positive and negative consequences of
DSH, including medical complications from DSH, previous treatment for DSHamtf
to stop the behavior, and success of these treatments.

One measure used to assess DSH is the Self-Injury Motivation Scale) (@5£h
et al., 1999). The SIMS is a 35-item self-report measure that assesses elag
individuals engage in DSH. This measure does not assess for types and frequency of
DSH, but rather frequency of various motivations during previous DSH. Items on the

SIMS were selected from previous studies on DSH and clinical contact with patiemt
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engaged in DSH.

The SIMS was examined on 76 psychiatric inpatients who reported that theydngage
in DSH. The researchers also administered the Dissociative Expesrigogle (DES),
Beck Depression Inventory (BDI), Davidson Trauma Scale, Millon Cliniaatitkial
Inventory-11 (MCMI-II), and a semistructured interview on frequency drisgliry,
amnesia, analgesia, impulsivity, and feelings of relief from self-inpumgeasure
convergent, divergent, and construct validity.

The SIMS displayed good psychometric properties. The SIMS has good internal
consistency, with a Cronbach’s alpha of .96. Test-retest reliability \wased as .70.

The SIMS significantly correlated with DES, BDI, and DTS scores, which ica@saevith
findings that DSH is comorbid with dissociation, depression, and traumatic expsrienc
Participants who scored high on the SIMS, as defined by a score of 95 or higher, were
more likely to report having engaged in multiple methods of self-harm, receivitigahe
attention for their DSH, and feeling relieved by DSH. This group also hadatlynic
significant scores on the MCMI-II subscales of Avoidant, Passive-Aggee&elf-
Defeating, and Borderline. As expected, participants who frequently engag&tHin D
reported many features of borderline personality disorder, which is faghigrbid with
DSH.

Factor analysis of the SIMS yielded six factors: affect modulatioo)atem,
punitive duality, influencing others, magical control, and self-stimulation. Affec
modulation included items related to relief of uncomfortable feelings such i@$yamrx
dissociation. The desolation factor included items concerning feelingaelirless and

emptiness. ltems that loaded highly on the punitive duality factor weredréteself-
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punishment. Influencing others included items on communication of emotions and
management of interpersonal relationships. Items that loaded highly on titalmag
control factor included use of DSH in conjunction with obsessive thoughts. The self-
stimulation factor included items related to managing sexual feelindganmg a drug-
like “high” from DSH.

The SIMS has been revised (SIMS-II) and used to assess for gendenddtem
why males and females engage in DSH (Kumar et al., 2004). Kumar and colleagues
(2004) used the SIMS-II to assess motivation for DSH among adolescents. Although the
findings revealed no significant gender differences in motivations for DSH, theditud
provide further psychometric information on the SIMS-Il. Cronbach’s alpha veastos
measure the internal consistency of the overall measure and the six suli$ealbstal
score had a Cronbach’s alpha of .91. Scores on the Affect Modulator8(),
Influencing Otherso = .78), Punitive Dualityd = .73), and Desolatiom.(= .70)
subscales had good to moderate internal consistency. Scores on the Sg#tsting =
.65) and Magical Controb(= .51) subscales were inconsistent. No other studies have
utilized the SIMS-II.

Although the SIMS provides an assessment of the motivations behind DSH, this
instrument is not effective for assessing the frequency, onset, and varitosi sneaft
DSH. Another empirically validated assessment for DSH, the Delibesétéi&m
Inventory (DSHI), assesses for self-reported frequency, severityjayrand types of
DSH (Gratz, 2001). The DSHI consists of 17 items based on the definition of self-harm
as deliberate, direct destruction or alteration of body tissue without cosstiwidal

intent, but resulting in injury severe enough for tissue damage to occur.
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Preliminary data on the DSHI have been reported. Psychometric gspeste
tested with a sample of 150 male and female undergraduates. Construct vakdity wa
measured by comparing the DSHI to four questions on DSH from the Mental Health
History Form, one item on DSH from the Diagnostic Interview for Bordes]iRevised
(DIB-R), and one item on DSH from the Suicide Behaviors Questionnaire (SBQ).
Convergent validity was assessed by comparing the DSHI with the Borderline
Personality Organization Scale (BPO) because borderline personatityefe are
frequently associated with DSH.

Gratz (2001) reported that internal consistency of the scores on the DSHiadas g
(Cronbach’sy = .82). The test-retest reliability over a 2-4 week periodiwa®2. The
DSHI was significantly and moderately correlated with the items fraMental Health
History Form ¢ = .49), the item from the DIB-R & .43), and the item from the SB@ (
=.35). The DSHI was more highly correlated with measures of DSH and therBPO (
.48) than measures of suicide attempts, which demonstrates good discriminant and
convergent validity. Although these findings are promising, this study nedds t
replicated with other populations to better validate the DSHI.

Another measure of DSH is the Self-Harm Inventory (SHI), which is sesasent
of self-harm and impulsive behavior among individuals with BPD (Sansone et al., 1998).
The SHI consists of 22 items that assess for types of impulsive behaviornwéeens
derived from the clinical experience of the authors as well as literatuself-destructive
behavior among individuals with BPD. Areas assessed include DSH, substance abuse,

and reckless behaviors.
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Initial psychometric properties of the SHI were gathered with 238 women from a
nonclinical population. Construct validity was measured by comparing the 8Hthsi
Borderline Personality scale of the Personality Diagnostic QuestierReavised (PDQ-
R). These two measures were moderately correlatedy7). The SHI was also validated
with a sample of 32 nonpsychotic males and females hospitalized at a psy&udityc
Again, construct validity was assessed using the Borderline Personaléyo$ the PDQ-
R as well as a semistructured interview based on the criteria for BPQHeoDSM-1V.
Scores on the PDQ-R and the SHI were highly correlatedq{1). A score of 5 (of 21)
was used as the cutoff for potential BPD. The SHI had a high accuracy ratefor t
positives, but also identified many false positives. Although the SHI does &ssBSH,
the measure also assesses for several other types of impulsive behaviontandesl to
identify self-harm associated with BPD.

Although few measures assess for DSH specifically, other measutekeiitems
related to DSH, such as measures of BPD and trauma. For example, the Revise
Interview for Borderlines-Revised (DIB-R) contains an item assg$er DSH
(Zanarini, Gunderson, Frankenburg, & Chauncey, 1989): “Have you deliberately hurt
yourself without trying to kill yourself anytime in the last two §gd The Zanarini
Rating Scale for Borderline Personality Disorder (ZAN-BPD) inctualsection about
self-destructive efforts that assesses for intensity and freque$tb{Zanarini, 2003):
“During the past week, have you deliberately hurt yourself without meanintj to ki
yourself (e.qg., cut yourself, burned yourself, punched yourself, put your handhthroug
windows, punched walls, banged your head)?” If the interviewee responds “Yes,” the

interviewer inquires about the frequency and severity of DSH episodes in thveepés
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The Borderline Syndrome Index (BSI) contains three items assesssgjffbarm

(Conte, Plutchik, Karasu, & Jerrett, 1980). The Trauma Symptom Inventory (TSI), a
measure of PTSD symptoms, includes an item on DSH in the Tension Reduction
Behaviors subscale (Briere, Elliott, Harris, & Cotman, 1995). All of thessunes of

BPD and PTSD include between one and three DSH items, but none provide detailed

information about the frequency, severity, and types of DSH.

Treatments for Deliberate Self-Harm
General Treatment Recommendations
Most of the treatment recommendations for DSH extend from clinical work rathe
than empirical research. Although clinicians have several suggestiddSkbtreatment,
few controlled studies exist on the efficacy of these treatments. Thesemeadations
may be helpful but should not be considered empirically-validated interventions.
The most difficult task for therapists treating individuals for DSH isroifhitiating
the first discussion about DSH because many clients do not initially disclosehtheor
(Arnold & Magill, 1996; Baiker & Arnold, 1997). Merely discussing DSH can improve a
client’s quality of life by reducing shame and isolation (Connors, 1996b). Arnold and
Magill (1996) suggested that therapists should be aware of indications of DSH, such as
wearing long sleeves in warm weather, and should have literature on DSHblavidda
client chooses to disclose. If therapists suspect that a client is selfipatinerapists
should use gentle inquiry to obtain information on DSH. However, if the injury is severe,
therapists need to refer the client for imnmediate medical attention lpetareeding with

therapy. When a client reports DSH, therapists should acknowledge that BSH is
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difficult topic to discuss and create an accepting environment in which thecdietalk
about DSH. Conterio and Lader (1998) recommended that therapists should convey to the
client that DSH is not an indication that the client is “crazy,” but that DSH is lihjrea
Therapists should discuss with the client possible functions of DSH and help him or her
explore what function DSH serves (Arnold & Magill, 1996). Additionally, therapists
should respect a client by not attempting to extinguish DSH before the clieatlis
(Arnold & Magill, 1996).

A frequent recommendation for treatment of DSH is that therapists shouldtamdier
the function of DSH (Baiker & Arnold, 1997; Himber, 1994; Tantam & Whittaker,
1992). As various DSH models indicate, DSH can serve many different purposes, such as
to release anxiety, communicate pain, or express control over one’s body. Tediest t
DSH, therapists need to understand the function of DSH to identify more healthyova
address the problem. Moreover, understanding the function of DSH can help build the
therapeutic alliance.

The therapeutic alliance appears important for treatment of DSH (Baikmold,
1997; Himber, 1994; Storey, Hurry, Jowitt, Owens, & House, 2005; Tantam &
Whittaker, 1992). Connors (1996b) suggested that therapists should strive to create
balance of power between themselves and the client because many individuals who
engage in DSH feel disempowered. One way to accomplish this task is tdralolient
to set the pace of therapy and not to push clients to progress through therapy too quickly.
Derouin and Bravender (2004) recommended that active and genuine listening can
strengthen the therapeutic relationship because individuals who engage in D&¢Imay

that their feelings are not validated. Conterio and Lader (1998) reporteththagh no
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one orientation has shown advantages over any other in treatment of DSH, the client-
therapist relationship has a much stronger influence on the likelihood of a positive
outcome.

After DSH is identified and a therapeutic alliance has been built, thersggiating
clients who engage in DSH need to establish boundaries in therapy and outside of
sessions (Conterio & Lader, 1998; Tantam & Whittaker, 1992). Conterio and Lader
(1998), who created the only inpatient treatment program specifically for DSHHeddvi
that clients who engage in DSH often have poor interpersonal boundaries and tend to
violate others’ boundaries. Before agreeing to treat a client who engages in DSH
therapists should be aware that these clients may require a long-term mwamimit
Additionally, therapists should discuss family participation with a client bafarapy
begins. Therapists need to decide how available they want to be for th@s oligside
of therapy and communicate these limitations to the client. Additionally, teesag@ed
to help prepare a client for times when the therapist is unavailable and how tpesthera
will respond when the client calls with an urge to self-harm. If the clientciethe
therapist between sessions, therapists should praise the client for caliegs the
client’s internal state, and then suggest alternative coping strategies. tiyperof
treatment for DSH, clients can utilize telephone contact between sessiesslte
misunderstanding or to practice coping skills as long as clients have ndyaremged
in DSH (lvanoff et al., 2001). However, if clients do engage in DSH, they cannot have
supportive telephone contact for 24 hours after DSH.

Conterio and Lader (1998) suggested that therapists utilize a contract to define

boundaries. This contract, which should be a collaborative effort between a client and
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therapist, identifies therapeutic goals that are reasonable for a alettieve. The

contract can stipulate number of sessions per week and require that a cineht atte
sessions regularly. The contract can be used to set other limits as vigding¢hat the

client will refrain from engaging in DSH during sessions, that the cliéhtisclose new

acts of DSH, and that the client will seek medical attention if wounds are skéviees

client does engage in DSH severe enough to demand medical attention, a theraglist shoul
decide to hospitalize the client if the DSH episode prevents therapy progress or
jeopardizes the client’s health. The contract is regularly reevaluateatiarsted

depending on the client’s progress.

In summary, general recommendations for treatment of DSH includedtagit
disclosure of DSH (if the client has not previously disclosed this information), helping
client understand the function of DSH, building a strong therapeutic alliance, ing set
boundaries for therapy with the client. These recommendations are usefiddeca
clinicians often choose not to treat this population which they find DSH too disggessi
believe that DSH is resistant to treatment (Alderman, 1997; Arnold & Magill, 1996;
Baiker & Arnold, 1997; Conterio & Lader, 1998; Osuch et al., 1999; White Kress, 2003).
The perception that DSH is difficult to treat may stem from use of techniques¢hant
useful or that harm clients. These techniques are detailed in the followtranse

Treatments of Deliberate Self-Harm Subsumed under
Borderline Personality Disorder

Because DSH is a criterion for BPD, treatment for BPD often includasrent of

DSH. In particular, dialectical behavior therapy (DBT), a cognitighavioral treatment

for BPD first developed specifically for the treatment of DSH, is used tbD®H as a
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symptom of BPD (Ivanoff et al., 2001). Later, DBT was modified for BPD becaube of
comorbidity of the two psychological problems. DSH is often utilized by indilsdu#h
BPD to regulate frequent episodes of strong, easily triggered, negatitieresno
(Bauserman, 1998; Linehan, 1993).

DBT is a year-long treatment in either a group or individual setting usimguly
behavioral and cognitive techniques with an emphasis on both change and acceptance
(Bauserman, 1998; Ivanoff et al., 2001). In DBT, therapists reflect a clibotights and
feelings and use problem-solving techniques to generate healthier copism@ skdhan,
1993). Therapists employ reciprocal communication of genuineness, warm engagement
and responsiveness with irreverent communication in a direct, confrontational, and
matter-of-fact style (Ivanoff et al., 2001). Therapists can thus convey leyrgoad
understanding while simultaneously confronting unhealthy behaviors.

The treatment includes four skill areas: (1) mindfulness, which is maintaining
awareness of one’s actions while in action, controlling one’s attention, and beirg a
of one’s true self; (2) interpersonal effectiveness, which is the ability todhaadflict in
ways that benefit both the individual and the individual’s relationships with others; (3)
emotional regulation, which is the ability to label and manage emotions, ieaeas
decrease physiological arousal associated with emotions, experiencensmothout
escalating to a more extreme state or blunting one’s emotions, and deciaasa/éen
emotion-driven behaviors; and (4) distress tolerance, which is the ability tut &ctke
oneself and the current environment in a nonjudgmental way (Bauserman, 1998; Ivanoff

et al., 2001).
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During mindfulness skills training, clients learn how to balance their ematibims
rational thoughts and be aware of their own thoughts and feelings at the timeethey ar
experiencing them (Linehan, 1993). Interpersonal effectiveness skills ineardéng
how to be treated with respect in relationships, using direct means to ask otfearsrior
and requests, refusing unwanted or unreasonable requests from others, resolving
interpersonal conflicts, and giving an opinion or viewpoint in ways that othersaal|
seriously. The goals of emotional regulation include identifying and tapemotions,
identifying obstacles to changing emotions, decreasing impulsive behavioessingr
positive events, and being aware of current emotional states. Distreasdelskills
include methods of self-soothing, including participation in enjoyable activiieks a
relaxation exercises. All of these skills are taught within the fnareof the dialectical
strategy of balancing acceptance of who the patients are while movingl toiwearge
(Ivanoff et al., 2001).

DBT consists of four stages (lvanoff et al., 2001). In the pretreatnagd, stlients
are oriented to and make a commitment to DBT. In stage 1, therapistsifarget |
threatening behaviors, such as DSH, suicidal behavior, and homicidal behavior, and build
a therapeutic alliance. Weekly diary cards are used to track problemdrelsancidal
behavior or DSH is addressed in the session immediately following any irgcittent
stage 2, therapists address any symptoms of PTSD or invalidating experearteas
feelings of rejection or abandonment. Finally, in stage 3, therapists tafgeispelct and
achievement of individual goals.

Treatment outcome studies indicate that DBT decreases the occurrerigid of D

among individuals with BPD (Bauserman, 1998; Linehan et al., 1991; 1993). Individuals
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with BPD and DSH who receive DBT were less likely to exhibit severe DSH, dropout
from treatment, and be hospitalized for psychiatric problems (Bauserman, 1888&Gr
Gunderson, 2006). Linehan and colleagues (1991) found that patients with BPD who
underwent DBT reported significant decreases in DSH. In a follow-up stu@®BT,
female patients with BPD reported significant decreases in DSH at @2amanths
(Linehan et al., 1993). Although these findings are promising, previous studies have only
examined how effective DBT is in decreasing DSH among individuals with BPD.
Researchers should apply DBT to treat DSH among individuals without BPD.
Inpatient Treatments

Many treatment studies on DSH focus on inpatient settings because individuals who
reveal DSH are often mistakenly hospitalized for a suicide attempt (@o&teader,
1998). Other studies on DSH occur in correctional facilities because D&4 is a
common in these settings (Ross & McKay, 1979). Although much of the research on
DSH is based on inpatient studies, inpatient treatment will be describedtskgfaom
outpatient treatment as these treatments are specific to inpatiengsset

The Self Abuse Finally Ends (S.A.F.E.) program is one of the only inpatient
programs that specializes in treatment of DSH (Conterio & Lader, 1998)piidgram
requires that patients voluntarily admit themselves when they are not in Thisge
stipulations are intended to ensure that patients decide to seek help on their own and not
while they are extremely upset. Upon admission, patients must sign a fizgd Ha
contract, but if they do engage in DSH, they discuss the incident with staff and decide
whether to continue the program or be discharged. Patients are allowed to kaye at

time as long as they discuss their discharge with staff.

61



The goals of the S.A.F.E. program are to promote verbal expression of feellpgs, he
patients develop tolerance for negative feelings, and challenge the idegetlyat e
emotion requires a physical release (i.e., anger can be experienced witfsicalph
harm) (Conterio & Lader, 1998). Based on these goals, patients are encourggedk to s
in the first person and to not distance themselves from their emotional experience
addition, patients are discouraged from focusing on the physical aspects ofudBldss
showing their scars and sharing their DSH stories with other patients.

The staff at the S.A.F.E. program challenge common cognitive misconceptions.
These misconceptions include the beliefs that DSH does not hurt anyone, that quitting
DSH will cause too much emotional pain, that DSH is the best way for others to ®ee one
pain or to know that others care, and that negative attention from DSH is better than no
attention. The S.A.F.E. program also includes treatments in both inpatient and outpatient
programs. These treatments will be described in the section on outpatientriteatme

Other findings from inpatient treatment studies suggest similar ideasxample,

Crowe and Bunclark (2000) advised that inpatient treatment should include weekly
coping skills groups aimed at increasing patients’ distress tolerancenpraving
assertiveness skills. Individuals who utilize DSH tend to have a low threshold for
distressful feelings such as anxiety and anger. They often become ups¢hashe
perceive that others are not hearing or responding to their wants and needsré&heref
addressing these difficulties in an inpatient setting can change patteniskofg and
interactive skills (Crowe & Bunclark, 2000).

Another suggestion for inpatient treatment is to provide patients with positive

emotional experiences by establishing new interpersonal relationshipgef@um &
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Klerman, 1967). Individuals who engage in DSH often have negative childhood
experiences, such as maltreatment, that leads them to establish unh&sltnsheps.
They are unaware of how to establish appropriate boundaries and maintain healthy
relationships. Thus, one goal for the staff is to model appropriate boundaries and
relationships with patients. This task involves outlining limitations for patiemkg i&
therapy so that patients know what is expected them. Also, staff should be aware tha
patients may try to manipulate them and thus need to communicate with each other to
prevent patients from positioning one staff member against another.

One study examined the function of DSH in a correctional facility foafem
adolescents (Ross & McKay, 1979). Ross and McKay (1979) found that DSH was a
function of the interaction between social adaptation (i.e., being accepted by @ms)s pe
and expression of psychopathological symptoms such as uncontrollable feelings of ange
and helplessness. In particular, DSH often occurred to manage interpersaiitaisielps
within the institution. For example, DSH was used to show affection toward apetrer
demonstrate anger at a peer or staff, or get attention from peers and staff

The researchers implemented multiple treatment programs that faibed beélly
developing a successful program to eliminate DSH. First, the researate s iehavior
modification program based on a token economy of rewards and punishments. The
program was successful in a pilot study but was ineffective when implemented
throughout the entire institution. Next, the researchers tried a behaviorcabdifi
program based on only positive rewards. This treatment was more successfaHout D
still persisted. The researchers tried a third behavior modification pndfet contained

a peer helper component. The peer helper was another peer who was trained to model
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appropriate behavior for adolescents who engaged in DSH. Again, DSHs#eCbed
was still present in the institution.

Finally, the researchers created a program called co-opting in vleizlapproached
rebellious adolescents who were admired and respected by their peerkeahithes for
help in eliminating DSH. The researchers then covertly trained thesed@ageosocial
ways and therapeutic techniques in which these leaders received some prasigge
control over their environment in exchange for prosocial behavior. The now prosocial
leaders then trained other girls and gave them control over their own therapy, which
worked to create a positive peer environment. This program succeeded in alignatiati
DSH in the institution. The researchers proposed that this last program succeeded
because the adolescents gained control through means other than DSH (thougirghey
not aware that this was the goal of the program). Also, the researchers did not punish
DSH when it occurred, which removed the association between DSH and rebellion.

Although the co-opting program was successful in this correctional fadiéy
researchers recognized that the program may only work well in controlledremneints
and long-term settings. DSH served a very specific function in this comalctaxility
and needed a specific treatment. The general principles of giving cowngraio the
client may be useful in outpatient settings, but this program required that bieets
average to good social and cognitive functioning.

Overall, inpatient treatment can be successfully used to treat DSHhdrage
important aspects of inpatient programs include establishing boundaries withspatient
encouraging healthy expression of emotions, modeling healthy relationships wit

patients, and giving patients control and privileges for prosocial behavior (Conterio &
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Lader, 1998; Crowe & Bunclark, 2000; Grunebaum & Klerman, 1967; Ross & McKay,
1979). Despite these findings, inpatient treatment is not always feasible tthg@ecost of
hospitalization and the length of stay required for successful treaffimerst, outpatient
treatment may be the best option for many individuals who engage in DSH.
Outpatient Treatments

Individuals who engage in DSH often require long-term outpatient treatmenifeve
they successfully complete an inpatient program. Outpatient treatment npravibes
extended support but also allows clients to continue learning new coping skills and
exploring the cause of their DSH. The outpatient treatments described lbelgmaped
into five categories by theoretical orientation or mode of therapy. Ta¢sgories
include psychodynamic interventions, cognitive-behavioral therapy (CBTipansonal
skills training, group therapy, and family therapy.
Psychodynamic Interventions

Several psychodynamic theorists state that DSH develops as a reactiddhtoochi
traumatic events, such as parental abandonment (Doctors, 1981; Suyemoto, 1998).
Therefore, the goals of psychodynamic therapy are to help a clientptoaasatic
material and use words rather than primitive gestures to communicate (Cdr&gdis;
Graff & Mallin, 1967). However, Conterio and Lader (1998) warned that clients may
display more severe DSH during the course of therapy when discussingticauma
memories, so therapists should prepare themselves and clients for this ppssibilit

Rockland (1987) proposed that treatment goals for psychodynamically-oriented
supportive therapy are to help clients learn how to meet their needs, findfless se

destructive ways of addressing painful feelings, and change their envitbttntecrease
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external stress. Additionally, therapists should educate clients about howabdiness,
sensitivity to rejection, and intense rage and guilt lead to DSH. Clierdsméetter
regulate their emotions and master feelings of helplessness (Gratz, 20KlanRoc
1987).

Other psychodynamic interventions focus on building a strong therapeuticallianc
The therapeutic relationship is strengthened through psychoeducation about D¢, set
and respecting appropriate boundaries, and praising clients’ strengths andogre
therapy (Crowe & Bunclark, 2000; Favazza, 1998; 1999). Crabtree (1967) also
recommended that therapists refuse to take responsibility for clietftsfestructive
behavior and, instead, help clients admit their lack of control over DSH. Therapists ¢
also help their clients by communicating how DSH affects the therapikidtrate the
negative effect DSH has on others (Crabtree, 1967). Overall, psychodynamic
interventions include talking about traumatic events, helping clients experienteresn
associated with trauma in a supportive environment, promoting healthy copingaskills f
anxiety stemming from these events, modeling healthy relationships, and bailding
strong therapeutic alliance.

Cognitive-Behavioral Interventions

Several recommendations for DSH are based on CBT for anxiety. One of the most
frequently suggested CBT techniques is increasing awareness of DSHyy&s$pecially
triggers of and reinforcement from DSH through self-monitoring (Baikergol,

1997; Connors, 1996b; Conterio & Lader, 1998; Favazza, 1999; Hawton, 1989; Pawlicki

& Gaumer, 1993; Tantam & Whittaker, 1992; Walsh & Rosen, 1988). Self-monitoring
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can help clients gain control over DSH by identifying precipitating eventsrihger
DSH (Hawton, 1989; Tantam & Whittaker, 1992).

Self-monitoring also serves to identify reinforcers for DSH (Walsh &&Rp%988).

DSH can be reinforcing in several ways. First, DSH can provide interndiveega
reinforcement, such as relief from anxiety. Second, DSH may servéeasatxegative
reinforcement, such as escape from criticism, anger, and rejection. ThHd;ddS
provide external positive reinforcement, such as attention from others.

Conterio and Lader (1998) suggested that clients utilize an impulse control log to
monitor DSH urges, time and date that the urges occur, situations in which urges occur,
what would result if one engaged in DSH, what one wanted to communicate by engaging
in DSH, action taken (i.e., DSH or other action), and outcome of this action. The purpose
of self-monitoring is to help clients identify situations that increasesgngr tension,
recognize how DSH relieves negative emotions or produces positive emotions, and
develop alternative ways to relieve tension (Hawton, 1989; Tantam & Whittaker, 1992).

After clients recognize triggers and reinforcers of DSH, they caeloje alternate
means of handling unpleasant mood changes (Allen, 1995; Briere & Gil, 1998; Conterio
& Lader, 1998; Feldman, 1988). Therapists should help clients differentiate apjgropria
from inappropriate forms of self-soothing (Pawlicki & Gaumer, 1993). Clients should
learn to substitute adaptive tension-releasing behavior for maladaptiveViz@sh(&

Rosen, 1988). By identifying healthy coping skills to relieve negative moods sati@mt
develop a specific plan to interrupt the arousal state that precedes DSKKP&wI
Gaumer, 1993). Several researchers have suggested that clients cetate5allD

alternative activities to do in place of DSH (Connors, 1996b; Conterio & Lader, 1998;
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Crowe & Bunclark, 2000; MacAniff-Zila & Kiselica, 2001). Clients should be abldot
these activities at almost any place or time and keep this list with these abtivities
are not intended to suppress negative feelings but rather allow clients {imued¢ss
their feelings and not act impulsively.

Various alternative activities can be substituted for DSH. For examigletscmay
utilize meditation or relaxation skills such as deep breathing, visualizatipmygnessive
muscle relaxation (Alderman, 1997; Connors, 1996b; Conterio & Lader, 1998; Derouin
& Bravender, 2004; Feldman, 1988; Hawton, 1989). Other pleasurable activities may
include watching a favorite movie, reading a book, taking a walk, taking a bath,
exercising, journaling, calling a friend, or listening to favorite music (Connors, 1996b;
Favazza, 1998; Hawton, 1989; Pawlicki & Gaumer, 1993).

Some alternative behaviors are intended to mimic the action or sensation of DSH,
such as drawing “blood” on paper, “injuring” a stuffed animal, marking one’s skin with a
red marker, cutting one’s wrist with a plastic razor, or placing ice on theG&m(&

Lion, 1983; Connors, 1996b). Conterio and Lader (1998) cautioned against the use of
these alternative activities because, if clients utilize thesategiin place of DSH,

clients learn that they must engage in a violent or painful action to reliexesdist

Instead of using actions to escape from painful emotions, clients must leanxiedy

and distressing feelings will dissipate on their own and that they can develyipea hi
tolerance for anxiety (Baiker & Arnold, 1997).

Some CBT treatments focus primarily on cognitive distortions. For exampd
common distortion is that DSH is an acceptable form of communicating emotiorss and i

necessary to maintain relationships (MacAniff-Zila & Kiselica, 2001; Wé&l&osen,
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1988). Another distortion is that one’s body and self are disgusting. Many individuals
who engage in DSH falsely believe that action is necessary to redueasanl feelings.
Another common distortion among individuals who engage in DSH is that they deserve
punishment.

Therapists should demonstrate the connection between clients’ cognitions and DSH
(Walsh & Rosen, 1988). Therapists can address these misconceptions by exfilaining
instead of maintaining relationships, DSH isolates an individual and provokeg$eafin
resentment, guilt, and anger from others. Also, therapists should help denntshat
emotions are temporary experiences that will dissipate without takimg acti
Additionally, therapists should help clients replace negative thinking witlstieadelf-
statements such as “I deserve to be happy” or “I'm satisfied with my bGdgivge &
Bunclark, 2000).

Other CBT treatments are more behaviorally-based. One recommendedtitaat
systematic desensitization in which clients are gradually exposedataiis that
typically trigger DSH (van Moffaert, 1990; Walsh & Rosen, 1988). This treatment is
suggested for cases where DSH is a specific reaction to anxiety (véaeMoi990).

Overall, CBT strategies for DSH concentrate on identifying DSH treg@ploring
the reinforcing power of DSH, developing alternative coping skills for relgeanxiety
triggered by DSH, and confronting cognitive distortions concerning DSH €B&ik
Arnold, 1997; Connors, 1996b; Conterio & Lader, 1998; Hawton, 1989; Favazza, 1999;
MacAniff-Zila & Kiselica, 2001; Pawlicki & Gaumer, 1993; Tantam & WhittgkE992;
Walsh & Rosen, 1988). These treatments address the anxiety reduction functidt. of DS

Nevertheless, DSH serves other functions, such as expressing emotions andgnanagi
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interpersonal relationships. Treatments for these functions are disaussedallowing
section.
Interpersonal Skills Interventions

Interpersonal skills training for DSH focuses on communication/assedvane
emotional expression. Communication skills and assertiveness trainingafople, are
used to teach clients to ask for positive external reinforcement, such agpattenti
affection, in their relationships instead of utilizing DSH to demand attentico(ide&
Bravender, 2004; Favazza, 1998; Walsh & Rosen, 1988). Improved communication can
also decrease environmental stress related to DSH by increasing ¢&ehigs of
connectedness to their families and social circles (Derouin & Bravender, Z0i@h}ts
who feel more connected to others are more likely to improve mood regulation by
expressing their feelings to others. Improved communication skills can alsfitbe
clients by emphasizing that others are willing to hear clients’ expesefeelings, and
needs as long as clients communicate appropriately (Arnold & Magill, 1996;rBaike
Arnold, 1997; Connors, 1996b; Conterio & Lader, 1998; Crowe & Bunclark, 2000;
Walsh & Rosen, 1988).

Communication skills are related to emotional expression, in which clieatr’ e
identify and verbalize their feelings (Arnold & Magill, 1996; Baiker & Arhal997,
Connors, 1996b; Conterio & Lader, 1998; Crowe & Bunclark, 2000; Hawton, 1989;
MacAniff-Zila & Kiselica, 2001; Pawlicki & Gaumer, 1993; Walsh & Rosen, 1988).
Better communication skills can also delay a client’s experience oéshgtg emotions
and acting on DSH impulses. Conterio and Lader (1998) recommended that therapists

utilize this delay between DSH impulse and action to help clients experfesice t
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feelings. Many individuals who engage in DSH believe they cannot withstand sliggres
emotions. Therapists should educate clients that feelings are not good or bad, just
comfortable or uncomfortable. Once clients recognize that experiencange of
positive and negative emotions is acceptable, therapists can teach clients that
communicating feelings to others relieves negative emotions (Conterioé,[098;
Favazza, 1998).

Research supports the use of interpersonal skills training with clients wigeanga
DSH. Huband and Tantam (1999) surveyed clinicians on which strategies they would
utilize to treat a sample case of DSH. The most recommended strategegegewtilation
of feelings about the past, teaching emotional management, and teachirgd confli
management and assertiveness skills. Interpersonal strategaaa@ng the most
recommended treatments by clinicians in treating DSH.
Group Interventions

Many of the outpatient treatments described here, such as DBT, can be applied i
group format (Derouin & Bravender, 2004; Gratz & Gunderson, 2006; Ivanoff et al.,
2001). Group therapy has advantages over individual therapy in that group format allows
clients to actively practice their interpersonal skills (Crowe & Bankg 2000). In group
therapy, clients can help one other understand how DSH is a method of gaining intimacy
and nurturance and learn to care for themselves in other ways. Through this,proces
clients are empowered by helping others with similar experiencestigddly, group
therapy demonstrates to clients that they are not the only ones who engage @Grax2H
and Gunderson (2006) examined the efficacy of an emotional regulation intervention in a

group format among female adults with BPD who engaged in DSH. The intervenfion wa
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based on DBT, acceptance and commitment therapy (ACT), emotion-focused
psychotherapy, and behavior therapy. ACT involves acceptance of emotions and
commitment to personal values that guide decision-making. The interventiodddcl
psychoeducation on the function of emotions, increasing emotional awarenessinyesent
the benefits of emotional acceptance, behavioral strategies for change arsgimpul
control, and commitment to valued directions (i.e., what the individual most values in his
or her life). The majority of participants in the treatment group reported ingrove
emotional regulation, decreased emotional avoidance, and substantial reductiéh in DS
Emotional regulation strategies were found to be more effective in reductior-ofiias
behavioral strategies for change and impulse control. However, this reductidre rdag
to order effect rather than effectiveness of a treatment because eme@tguiation skills
were presented first without any counterbalancing. Also, the effectvehdsese
interventions in a group versus individual therapy format has not been examined.
Summary of Treatments for Deliberate Self-Harm

Overall, researchers and clinicians focus on the therapeutic relatioashgl as
specific intervention techniques when treating DSH. General treatncemmeendations
for therapists include open discussion about DSH and its functions, building a strong
therapeutic alliance, and establishing boundaries (Arnold & Magill, 1996; Baiker
Arnold, 1997; Connors, 1996b; Conterio & Lader, 1998; Derouin & Bravender, 2004,
Himber, 1994; Tantam & Whittaker, 1992). DBT, primarily used to treat BPD, may be
applied to treatment of DSH alone (Bauserman, 1998; Ivanoff et al., 2001; Linehan,

1993; Linehan et al., 1991; Linehan et al., 1993).
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Inpatient and outpatient treatments focus on similar techniques for DSHefrpati
treatment recommendations include developing distress tolerance, promobialg ver
expression of emotions instead of using physical gestures, challengmveo
misconceptions about DSH, increasing assertiveness skills, setting agpropria
boundaries, and empowering clients (Conterio & Lader, 1998; Crowe & Bunclark, 2000;
Grunebaum & Klerman, 1967; Ross & McKay, 1979). Although outpatient treatments
vary by theoretical orientation and mode of therapy, general recomnmrsiatiude
processing traumatic events, regulating emotions, identifying DSHetagmnd
reinforcers, developing alternate coping skills, targeting cognitiverdens, and
improving communication and assertiveness skills (Alderman, 1997; Allen, 1995; Baiker
& Arnold, 1997; Briere & Gil, 1998; Connors, 1996b; Conterio & Lader, 1998; Derouin
& Bravender, 2004; Favazza, 1999; Feldman, 1988 Graff & Mallin, 1967; Gratz, 2003,
Hawton, 1989; Huband & Tantam, 1999; MacAniff-Zila & Kiselica, 2001; Pawlicki &

Gaumer, 1993; Rockland, 1987; Tantam & Whittaker, 1992; Walsh & Rosen, 1988).

Limitations of Previous Deliberate Self-Harm Research
Based on recent data, males may be more likely to engage in DSH than present
estimates indicate (Croyle & Waltz, 2007; Gratz et al., 2002; Heath et al., 2008). Mor
research may help identify occurrence, types, and frequency of DSH amiasg ma
Another limitation of previous research is that few studies included an adolesoptd sa
(Arnold & Magill, 1996; Conterio & Lader, 1998; Raine, 1982; Suyemoto, 1998). This
limitation is unfortunate because DSH typically originates during ackeee (Conterio

& Lader, 1998; Crowe & Bunclark, 2000; Favazza, 1992; 1999; Pao, 1969; Pattison &

73



Kahan, 1983; Rosenthal et al., 1972; Simeon et al., 1992; Tantam & Whittaker, 1992; van
der Kolk et al., 1991). Studies on DSH during adolescence would contribute to a better
understanding on DSH when it is most likely to occur.

Research on individual correlates of DSH support a relationship between DSH and
impulsivity, emotional dysregulation, poor coping skills, and poor interpersonal skill
(Briere & Gil, 1998; Chapman et al., 2006; Claes et al., 2007; Conterio & Lader, 1998;
Connors, 1996a; Dulit et al., 1994; Evans et al., 2005; Favazza, 1989; Gratz et al., 2002;
Gratz & Roemer, 2004; Haines et al., 1995; Heath et al., 2008; Klonsky et al., 2003;
Laye-Gindhu & Schonert-Reichl, 2005; Nock & Berry Mendes, 2008; Simeon &
Hollander, 2001; Zlotnick et al., 1996; Zweig-Frank et al., 1994). Few studies, however,
investigated these correlates among adolescents, especially malesafibeships
between these correlates and DSH may be important to better understand D3$.in ma

Despite several models of DSH and differing support for each model, few studies
compared these models or examined different functions of DSH (Briere & Gil, 1998;
Gratz, 2000; Klonsky & Olino, 2008; Nock & Prinstein, 2005). Based on limited
research, the most frequently supported models/functions of DSH are aftdatioeg
anxiety reduction, communication/interpersonal boundaries, punishment, sensation-
seeking/reward, and dissociation (Briere & Gil, 1998; Chapman et al., 2006; Gratz, 2000;
Klonsky & Olino, 2008; Nock & Prinstein, 2005). Of these studies, males are not well

represented. Thus, little information exists on the functions of male DSH.
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Purpose and Hypotheses of Current Study

The purposes of the current study were to explore frequency and types of DSH among
adjudicated adolescent males, examine the relationship between DSH and common
mental health concerns and diagnoses in this population, compare coping skills of males
who engaged in DSH to those who did not, and explore which functions of DSH are most
frequently reported among adjudicated male youth. Descriptive statitfresjuency
and types of DSH are presented to address the first purposes. Males wetedexpec
engage in some forms of DSH more often than other types. Specificallysthe fi
hypothesis was that males will report significantly more freqbaming behaviors than
cutting behaviors. This hypothesis was based on previous findings that maledfwho se
harm are more likely to engage in self-burning or punching a wall than cutlems(&t
al., 2007; Klonsky & Muehlenkamp, 2007; Taylor, 2003). The second hypothesis was
that males who engaged in DSH would be more likely to report higher levels of
psychopathology such as aggression, anger, social alienation, emotional lability,
interpersonal problems, and social adaptation problems than youth who did not engage in
DSH. Previous studies indicated that all of these factors were higher amondualsi
that self-harm than control groups (Briere & Gil, 1998; Claes et al., 2007; Goé&teri
Lader, 1998; Graff & Mallin, 1967; Gratz et al., 2002; Gratz & Roemer, 2004; Haines et
al., 1995; Heath et al., 2008; Herpertz et al., 1997; Klonsky et al., 2003; Klonsky &
Olino, 2008; Ross & Heath, 2003).

The third hypothesis was that, compared to a control group, levels of angair, soci
alienation, interpersonal problems, poor social adaptation, and emotional |labditg a

males that self harm will be higher than levels of aggression (Bri€3é,&998; Claes et
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al., 2007; Conterio & Lader, 1998; Graff & Mallin, 1967; Gratz et al., 2002; Gratz &
Roemer, 2004; Haines et al., 1995; Heath et al., 2008; Herpertz et al., 1997; Klonsky et
al., 2003; Klonsky & Olino, 2008; Ross & Heath, 2003). Aggression was predicted to be
lower than the other factors because DSH tends to be more self- than other-{RRrested

& Heath, 2003).

The fourth hypothesis was that males who engaged in DSH are more likelytto mee
criteria for mood disorders and anxiety disorders than males who did not. Previous
research indicated that these disorders are the most frequently diagnaskedigorders
among individuals that self-harm (Conterio & Lader, 1998; Dulit et al., 1994; Garrison et
al., 1993; Klonsky et al., 2003; Klonsky & Olino, 2008; Osuch et al., 1999; Pao, 1969;
Pattison & Kahan, 1983; Raine, 1982; Rosenthal et al., 1972; Simpson, 1975; Suyemoto,
1998; White Kress, 2003). The fifth hypothesis was that males who engaged in DSH
would be less likely to meet criteria for attention deficit/hyperasgtiisorder or
oppositional defiant/conduct disorder (Conterio & Lader, 1998; Dulit et al., 1994;
Garrison et al., 1993; Klonsky et al., 2003; Klonsky & Olino, 2008; Osuch et al., 1999;
Suyemoto, 1998; White Kress, 2003). Research has not shown a relationship between
these disorders and DSH.

The sixth hypothesis was that males who engaged in DSH would report lesatfreque
use of healthy coping skills and greater unhealthy coping skills than madedidvnot
self-harm. Based on several models of DSH, people that self-harm tend to enD&ge i
instead of healthier coping skills (Chapman et al., 2006; Evans et al., 2005; Haines &
Williams, 1997; Laye-Gindhu & Schonert-Reichl, 2005; Lion & Conn, 1982; Nock et al.,

2008; Ross & McKay, 1979; Walsh & Rosen, 1988). The seventh hypothesis was that
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males who engaged in DSH would be more likely to report DSH functions of Anxiety
Reduction/Affect Regulation, Interpersonal Boundaries (i.e., Communicatiah), a
Social/Sensation (i.e., Behavioral) reasons than Punishment, Antisuicide, Sexual, or
Dissociation reasons. These functions of DSH have received the most supportaasprevi
studies (Allen, 1995; Doctors, 1981; Favazza, 1989; Gardner & Gardner, 1975; Gratz,
2003; Herpertz, 1995; Ivanoff et al., 2001; Klonsky & Olino, 2008; Laye-Ginhu &
Schonert-Reichl, 2005; Nelson & Grunebaum, 1971; Simeon et al., 1992; Suyemoto,
1998).

The eighth hypothesis was that, among participants who self-harmwthoseport
more problems with emotional lability would be more likely to engage in DSH for
affective regulation reasons. The ninth hypothesis was that, amorgypaents who self-
harm, those who report more problems with interpersonal relationships would be more
likely to engage in DSH to cope with interpersonal conflicts. The tenth hypotresis
that, among participants who self-harm, those who report elevated fesflialgsnation
and boredom would be more likely to using DSH for social/sensation-seekingseas
Research has shown that individuals who engage in DSH report greater eimotiona
lability, more interpersonal problems, and greater feelings of isold&t#ndontrols and
are likely to use self-harm to cope with these difficulties (Alderman, 199&n AlI995;
Baiker & Arnold, 1997; Conterio & Lader, 1998; Crowe & Bunclark, 2000; de Young,
1982; Derouin & Bravender, 2004, Doctors, 1981; Favazza, 1989; 1992; 1998; Gratz,
2003; Hawton, 1989; Himber, 1994, lvanoff et al., 2001; Laye-Ginhu & Schonert-Reichl,

2005; Leinbenluft et al., 1987; MacAniff-Zila & Kiselica, 2001; Nelson & Grunehaum
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1971; Novotny, 1972; Pattison & Kahan, 1983; Pawlicki & Gaumer, 1993; Roy, 1978;

Schwartz et al., 1989; Shearer, 1994; Simeon et al., 1992; Suyemoto, 1998; Yip, 2005).
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CHAPTER 3

METHODOLOGY
Participants

The sample included 103 adjudicated male youth aged 13-18 Meard®.7,SD=
1.13) housed at the Spring Mountain Youth Camp (SMYC). This facility is a secure,
residential, correctional camp for male youth from Clark County, Nevada who were
adjudicated for serious or repeated delinquent acts. Participants wergai&l{§3a3%,n
=41), African American (29.1% = 30), European-American (18.4%0= 19),
multiracial (7.8%n = 8), Asian American (1.0%, = 1), and Native American (1.0%,
=1). Three participants (2.9%) did not report ethnicity. Length of stay rangedtreen
weeks to two yeardM = 5.17 monthsSD = 10.26). Data from Clark County Department
of Juvenile Justice Services (DJJS) (2008) on household composition of all youttdreferre
to DJJS in 2008 indicated that 37% were living in single mother households, 21% were
living in intact families, 9% were living with one biological parent and one non-
biological parent, 7% were living in single father households, and 26% were livimg wit
siblings or extended family members or in out-of-home placements.

All youth at SMYC were involved in ongoing court proceedings. The primary
investigator did not collect data on participants’ specific offenses bechasecern that
parents or youth would be unwilling to participate if disclosed offenses could pditenti
affect youth’s legal situations. Data available from DJJS (2008) indideteddst
frequent serious charges of youth referred to DJJS were burglary, usentfaled

substance, malicious destruction of property, robbery, possession of a stolen vehicle,
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graffiti, grand larceny, assault with a deadly weapon, home invasion, and possesasion of

dangerous weapon.

Measures
Questionnaire Measures
Deliberate Self-Harm Inventory (DSHI)

The DSHI is a 17-item self-report measure of duration, frequency, and g@ferit
deliberate self-harm (Gratz, 2001). The DSHI assesses cutting, burningtskiimenor
chemicals, carving, scratching, biting, inserting sharp objects under the skirtionally
breaking bones, head banging, hitting, and preventing wounds from healing. The DSHI
was used to assess for frequencies and types of DSH. The DSHI was adapted to include
self-tattooing as well.

The DSHI is the only psychometrically validated instrument that assess¢i®lur
frequency, and types of DSH. Gratz (2001) reported that internal consistettiog for
DSHI was high ¢ = .82). Test-retest reliability over 2-4 weeks was adeq@ate&8,p <
.001). The DSHI has shown good convergent and criterion validity. The DSHI correlated
moderately with other measures of DSH and BPD. The DSHI also has shown good
discriminant validity by differentiating DSH from suicide attemptsa@ 2001).

Adolescent Psychopathology Scale (APS).

The APS is a 346-item self-report measure of current and past psychopathology
symptoms in adolescents (Reynolds, 1998). The APS has subscales for 20 internalizing
and externalizing disorders (Attention Deficit/ Hyperactivity Disordemdlict Disorder,

Oppositional Defiant Disorder, Adjustment Disorder, Substance Abuse Disorder,
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Anorexia Nervosa, Bulimia Nervosa, Sleep Disorder, Somatization Disorahec, Pa
Disorder, Obsessive-Compulsive Disorder, Generalized Anxiety Disoro@sl $hobia,
Separation Anxiety Disorder, Posttraumatic Stress Disorder, MajmeBson,
Dysthymic Disorder, Mania, Depersonalization Disorder, and Schizophrenia), 5
personality disorders (Avoidant Personality Disorder, Obsessive-CompRBksigenality
Disorder, Borderline Personality Disorder, Schizotypal Personality desoand
Paranoid Personality Disorder), 11 psychosocial problems (Self-Concept, Rsyahos
Substance Use Difficulties, Introversion, Alienation-Boredom, Anger, ésgion,
Interpersonal Problems, Emotional Lability, Disorientation, Suicide, an@lSoci
Adaptation), and 4 validity types (Critical Item Endorsement, Lie Response s@oityi
Response, and Infrequency Response). This measure provides scores for symptoms and
severity of symptoms for each disorder/problem subscale. The APS aseesst$i.e.,
over the past month) and past symptoms (i.e., over the past 6 months, over the past year).
Scores on the APS have shown moderate to high internal consistency with a median
Cronbach’sx of .87 in a clinical population (Reynolds, 1998). Scores on the APS
correlated moderately with other scores on measures of psychopathology such as the
Minnesota Multiphasic Personality Inventory-2 (MMPI-2), Reynolds Adolescent
Depression Scale (RADS), Beck Depression Inventory (BDI), and Suicekidd
Questionnaire (SIQ), which suggests good convergent validity (Reynolds, 1998). The
APS also demonstrated good discriminant validity by differentiating mesastit® and
social desirability such as the Marlowe-Crowne Social Desiral3liale (MCSDS-SF)
(Reynolds, 1998). Two-week test-retest reliability was .76-.89 for timécéll and

Personality Disorder scales (Reynolds, 1998).
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The APS was used to assess psychopathology symptoms and their severity to
investigate the relationship between DSH and aggression, anger, Seniziiah,
emotional lability, interpersonal problems, and social adaptation. This instrwagnt
selected because it measures past and present symptoms, which is condistieat wit
DSHI that assesses for current and past DSH.

Interview Measures
Functional Deliberate Self-Harm Assessment (FDSHA).

The FDSHA is an 85-item structured clinical interview that assesspseditive,
negative, or neutral consequences of DSH as well as emotions associated with DSH
(Klonsky, 2006). Consequences and emotions associated with DSH are categtoized i
DSH functional models: Punishment, Antisuicide, Sexual, Anxiety ReductiaufAff
Regulation, Dissociation, Interpersonal Boundaries/ Communication, and
Social/Sensation-seeking (Behavioral). Participants rated each comseaqumel emotion
during DSH as “Never,” “Rarely,” Sometimes,” “Usually,” or “Alway Participants
also rated each consequence as “Positive,” “Negative,” “Neutral,” or i\Roaitd
Negative.”

Reliability and validity statistics were not reported on this measutevas
developed as a part of an exploratory study on functions of self-harm and had a small
sample of participants who engaged in D8I#39). This instrument was selected
because it is the only measure to assess consequences of, and emotions asgbciated w

DSH. This measure was administered only to participants who reported DSH.
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Coping Responses Inventory-Youth Form (CRI-Y).

The CRI-Y is a 58-item measure of 8 types of coping responses in adolescdnts age
12-18 years (Moos, 1993). This instrument can be administered as a self-regoirtemea
or an interview. In this study, the CRI-Y was administered as an interviewCRh&
has 8 subscales: 4 approach or healthy coping responses (i.e., LogicaisARalygive
Reappraisal, Seeking Guidance and Support, and Problem Solving) and 4 avoidance or
unhealthy coping responses (i.e., Cognitive Avoidance, Acceptance or Resignation,
Seeking Alternative Rewards, and Emotional Discharge). The measure B0 items
that assess how a youth appraises a stressor and its likely outcome.

Scores on the CRI-Y have shown moderate internal consistency with Cronibach’s
ranging from .55-72 among male youth (Moos, 1993). Scores on the CRI-Y were
partially correlated with measures of stressor resolution (WeinBetjestment
Inventory), anxiety (Children’s State-Trait Anxiety Inventory), and k&rgproblems
(adapted from Deviant Behavior Scale). Correlations were moderate, whidssgggd
convergent validity (Moos, 1993). Test-retest reliability correlationsarfes after a 12-
to 15-month interval averaged .29 among male youth (Moos, 1993). The CRI-Y was
used to assess coping styles among youth who engage in DSH and those who do not. This
instrument was selected because it measures coping styles in youth wftblpgigal,
emotional, and behavior problems.

Mini International Neuropsychiatric Interview for Children and Adolescents (M.4.N.I.
Kid).
The M.L.N.1.-Kid is a brief structured diagnostic interview to assess DEM-

psychiatric disorders in children and adolescents (Sheehan, Lecrubier, Sheeham, Amor
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Janavs, Welller, et al., 1998). This measure, which is based on the Mini International
Neuropsychiatric Interview (M.I.N.I.) for adults, covers 23 psychiatric deser

including mood, anxiety, eating, and childhood disorders that youth are currently
experiencing. The M.I.N.1.-Kid also assesses for history of Major Bswe Disorder,
Bipolar Disorder | and Il, and Panic Disorder.

The M.L.N.I. was evaluated for interrater reliability, sensitivagd specificity
(Sheehan et al., 1998). Ratings on the M.I.N.I. were compared to ratings from the
Structured Clinical Interview for DSM-I11I-R-Patient Version (SCH) among
psychiatric patients and nonclinical controls. Cohen’s kappa, used to asseatemter
reliability, ranged from .43 (Current drug dependence) to .90 (Anorexia) across 17
disorders with most kappa values above .50. Sensitivity (true positive predictivg abilit
was .70 or higher for all but three disorders (Dysthimia, Obsessive-Compuisorel &,
and Current Drug Dependence). Specificity (true negative predictiveyptilis .85 or
higher across all diagnoses. The M.I.N.I.-Kid was used to assess psychagnoses in
this study. This instrument was selected because it is a brief structnetentthat can

be used to diagnose several mental disorders and can be used with youth.

Procedure
Participants were recruited from the Spring Mountain Youth Camp (SMYC)rla Cla
County Department of Juvenile Justice facility that houses 100 adjudicates aged
12-18 years. Youth stay at SMYC between a few weeks to two years, andutévare
admitted and discharged each week. All youth at SMYC were eligible. Parehigilae

youth were contacted via mail over the course of 3 months and invited to allow their sons
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to participate in the study. The mailing included a letter of recruitmentctywies of the
parental permission forms (one to sign and return and one to keep), and a stamped, self-
addressed envelope to return the signed copy of the parental permission fonts. Pare
who did not return the parental permission form after two weeks were contacted via
telephone to see if they were interested in allowing their son to partianpiue study.

Parents of 114 youth permitted their sons’ participation. Four youth aged 18 years
consented to participate.

Participants were gathered in a quiet room with individual carrels on the SMYC
campus in groups of 10-15 individuals. Each carrel had a divider to ensure that other
individuals could not examine their responses. The researcher read desxtijiting the
study and procedures for the questionnaire session. Participants weredfbanthey
could decline to participate at any time and for any reason. They welasitsated to
raise their hand if they had questions or concerns about the study. Those who declined to
participate in the study were allowed to sit quietly in their carrel uhplaticipants
completed their surveys. Fifteen males declined to participate in the Bteaypgraphic
characteristics on these individuals were not available as they did not complefetze
survey material.

Participants were given packets that included two copies of the asserfofer to
sign and one to keep), a sheet with their name and identification number on it to contact
participants for the second half of the study, the Demographic Information fem, t
Deliberate Self-Harm Inventory (DSHI), and the Adolescent PsychopgihSicale
(APS). The researcher reviewed the assent form (and the consent forryéari8ds).

Youths were instructed to read the form and sign it if they were willing tipate.
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The researcher and a trained research assistant were availabledpguestions.
Participants were allowed 2 hours to answer the questionnaires. Participanisre
fatigued were offered brief breaks during the questionnaire sessions.

For the second phase of the study, participants who reportedly engaged in DSH were
invited to participate in an interview session. Due to the time lapse betiestionnaire
and interview sessions (1-3 weeks), some participants had been transfertealsedre
Frequency of DSH among participants with a history of DSH varied grétiy48.78,
SD=120.30Mdn = 7.25. The primary researcher recruited for participants with higher
frequencies of DSH, equal to or greater than 7 incidents (based on the median).This
exclusion criteria was used to obtain a more homogeneous sample. Of participants
remaining at SMYC and those with a frequency of 7 or more incidents of DSH, 22
participants were chosen to be interviewed. The researcher informeg#résipants
that they would not be penalized for declining to participate in the second phase of the
study. One participant declined to participate in the second phase of the study.

Twenty-one participants who reported no history of DSH were chosen topzetic
in an interview session as the control group. Similar to the DSH, some partitipdnts
been transferred or released between questionnaire and interview sessiongiswaser
were selected from participants who remained. These participantsnferaed that
they would not be penalized for declining to participate in the second phase of the study.
None of these participants declined.

Participants in the two interview groups were not matched by age to increase

potential participants for the control group. More participants reported a histatyeaist
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one incident of DSH(= 68 compared to participants reporting no history of D8H (
35). A one-way analysis of variance revealed no age difference betweeio thetps.

The interview sessions occurred within 3 weeks of the questionnaire session.
Participants met individually in a quiet, private room with the researcitea &rained
research assistant. The researcher read the script to describe thendtpdycedures for
the interview sessions (See Appendix D). The researcher reviewedehefass for the
interview session and answered questions about the study. After signingehefasn,
participants were given a copy of the assent form, or consent form if theyl&gears
old, to keep. The researcher administered the Functional Deliberateaeilf-H
Assessment (FDSHA), Mini International Neuropsychiatric Intenfe Children and
Adolescents (M.I.N.I.-Kid), and Coping Response Inventory-Youth (CRI-Y) to
participants in the experimental group and the M.I.N.1.-Kid and the CRI-Y tiziparits
in the control gorup. The interviews lasted 60-90 minutes and included breaks for
fatigued participants. Participants were given candy and soda@ftefeting the
interview.

Assessment Adherence

A research assistant, trained by the primary researcher, rated thiewdge The
research assistant observed all 43 interview sessions and rated thenefenegl o
assessment protocol. The rating form for assessment integrity is in Apfgendix
Adherence was measured by assessing how closely the primaryhmeséaitowing the
protocol for the CRI-Y, M.I.N.I.-Kid, and separate sections of FDSHA (ifigpent had
a history of DSH). Response choices were 0="Not Applicable,” 1="Not dt Zdf'A

Little,” 3="Somewhat,” 4="A Lot,” and 5="Completely.” The total for eaarmh was
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added up and divided by the total possible points (10 points for participants with no
history of DSH and 40 points for participants with DSH history). Assessment adbere

was 100% for all sessions.

88



CHAPTER 4

RESULTS
Descriptive Statistics
The sample contained 103 participants, of which 66% reported at least one incident of
DSH. Frequency of DSH incidents varied greatlyz 48.78,SD= 120.30. The median
number of incidents was 7.25. Descriptive statistics of DSH by age and igtlnéci
reported below to provide more information on the sample. By age group, 68-8%6)
of 13-14-year olds, 65.6% € 61) of 15-16-year-olds, and 65.4%~ 26) of 17-18-year-
olds reported at least one incident of DSH. A Chi-square test for independence indicated
no significant association between age group and history of DSH. Byigthé(%o (n =
30) of African American participants, 47.4%% 19) of European-American participants,
85.4% (= 41) of Hispanic participants, and 46.2f6=(13) of Asian American, Native
American, or multiracial participants or those who did not report ethnagitgrted at
least one incident of DSH. A Chi-square test for independence was used to dralyze t
relationship between ethnic groups. Asian American, Native American, aticacial
participants were excluded due to small sample size. A significant agsogias found
between ethnic group and history of DSF(2,n = 90) = 10.41p = .01, Cramer's V =
.34. More African American (60.0%) and Hispanic (85.4%) participants reported DSH

history than Caucasian (47.4%) participants.
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Frequencies of Different DSH Types

The most frequently reported types of DSH were “carving words (i.etclkerg or
cutting words into the skin)” (30% of participants), “self-tattooing” (27.2%) tlicgt
wrist, arms, or other areas” (17.5%), “burning with a lighter” (17.5%), and “rubbing
sandpaper or eraser on self’ (17.5%).

The first hypothesis was that males would engage in more burning thiag.ctiis
hypothesis was tested using dependent samples t test between frequenaygodiaditt
frequency of burning behaviors. The category of “cutting” included partitspaho
answered “yes” to DSHI items of cutting, carving words into one’s skin, omgarvi
pictures or designs into one’s skM € 5.87,SD= 32.39). Participants in the “burning”
group endorsed DSHI items of burning self with a cigarette or burning $klavighter
(M =5.25,SD= 27.91). No statistically significant difference was found between the two

frequencies of DSH behavior. The hypothesis was not supported.

Differences in Psychopathology among Males with and
without a History of DSH

The second hypothesis was that males who engage in DSH would be more likely to
report psychopathology than youth who did not engage in DSH. A one-way between-
groups multivariate analysis of variance examined whether level of psybbtgupt
differed among males depending on DSH history. History of DSH was the independent
variable and scores on the APS, including Aggression, Anger, Social Alienation,
Alienation-Boredom, Emotional Lability, Interpersonal Problems, and SAd=btation

subscales were the dependent variables. Preliminary assumptionwestiognducted to
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check for normality, linearity, univariate and multivariate outliers, homogeogi
variance-covariance matrices, and multicollinearity. Scores on thdi@personal

Scale correlated highly with scores on the APS-Anger Scale90), so the APS-
Interpersonal Scale was excluded. No other serious violations of assumptierfeunet.

A statistically significant difference was found between participaititsa history of

DSH and patrticipants without a history of DSH on the combined dependent varkables (
(3, 97) =5.00p <.001). Males with a history of DSH had higher mean scores on all
dependent measures. The dependent variables are further examined below.

The third hypothesis was that males who engage in DSH would report highsr level
of anger, social alienation, interpersonal problems, poor social adaptation, ar@hamoti
lability than levels of aggression, when compared to their counterparts. poihésgis
was tested by examining dependent variables from the previous MANOVA sdyarat
using a Bonferroni adjusted alpha level of .01. The hypothesis was partially sdpporte
Social Adaptation and Alienation-Boredom were statistically signifi¢aft, 100) =
8.46,p = .004 and~ (1, 100) = 13.31p < .001, respectively. Males with a history of
DSH reported poorer social adaptation and greater feelings of alieaatd boredom
than individuals with no history of DSH (See Table 2). Emotional Lability and
Aggression were also statistically significaat1, 100) = 6.74p = .01, and~ (1, 100) =
7.12,p < .01, respectively. Individuals with a history of DSH reported greater enabti
lability and higher levels of aggression than individuals with no history of DSH. No

significant difference was found among the two groups on Anger scores.
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Associations between History of DSH and Types of
Mental Health Disorders

The fourth hypothesis was that males who engage in DSH were more likelgtto me
criteria for mood disorders (i.e., Major Depressive Disorder, Dysthymiapotas
Disorder) and anxiety disorders (i.e., Panic Disorder, Social Phobia, Obsessive
Compulsive Disorder, Posttraumatic Stress Disorder, or Generalized ADxsetyler)
than males who did not. A Chi-square test for independence indicated thacarghjfi
more males with a history of DSH had diagnoses of mood and anxiety disorders)(76.2%
than males with no history of DSH (31.8%J,(1,n = 43) = 8.50p = .004, phi = .45.

The fifth hypothesis was that males who engaged in DSH would be less likelgtto me
criteria for attention deficit/hyperactivity or oppositional defieot/duct disorder (i.e.,
ADHD Combined, ADHD Inattentive, ADHD Hyperactive, Oppositional Defiant
Disorder, Conduct Disorder, Alcohol Use, Alcohol Dependence, Substance Use, or
Substance Dependence). A Chi-square test for independence indicated reasignif
association between history of DSH and externalizing disorders diagnoses. This

hypothesis was thus unsupported.

Differences in Types of Coping Skills Used by Males with and
without a History of DSH
The sixth hypothesis was that males with a history of DSH would reportégs®ht
use of healthy coping skills (CRI-Y subscales of Logical Analysis, Redkeappraisal,
Seeking Guidance and Support, and Problem Solving) and greater unhealthy cong skill

(CRI-Y subscales of Cognitive Avoidance, Acceptance or Resignation, Seeking
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Alternative Rewards, and Emotional Discharge) than males who did not self-itae
first part of the hypothesis was tested using MANOVA with DSH historjes t
independent variable and 4 types of healthy coping skills as dependent gariable
Preliminary assumption testing was conducted to check for normality,itynear
univariate and multivariate outliers, homogeneity of variance-covarianceesaand
multicollinearity. No serious violations of assumptions were noted. A staliigtica
significant difference was found between participants with a history bf &1l
participants without a history of DSH on the combined dependent varibl&s40) =
2.98,p = .03. When the results for the dependent variables were considered separately
using a Bonferroni adjusted alpha level of .013, no differences were stajistical
significant. The only dependent variable to approach significance was ERh&e
Support and Guidancg, (1, 42) = 6.29p = .016. Males with a history of DSH reported
higher use of seeking support and guidane @48.62,SD= 8.55) than individuals with
no history of DSH = 42.86,SD= 6.39).

The second part of the hypothesis was similarly tested using MANOVAD&Hh
history as the independent variable and 4 types of unhealthy coping skil[seas elet
variables. Preliminary assumption testing was conducted to check for ngyhivairity,
univariate and multivariate outliers, homogeneity of variance-covarianceesaand
multicollinearity. No serious violations of assumptions were noted. No stalligtic
significant difference was found between participants with a history bf &1l
participants without a history of DSH on the combined dependent variables, but the
results approached significance atphe.05 level F (3, 40) = 2.52p = .06. If results for

the dependent variables were considered separately using a Bonferroicadlpisa
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level of .013, CRI-Emotional Discharge was statistically signifidarnl,, 42) = 9.80p =
.003. Again, males with a history of DSH reported higher use of emotional discharge (
=54.90,SD= 8.21) than individuals with no history of DSM € 47.32,SD= 7.69).

Males with a history of DSH reported higher frequency of use on all 8 scaledtbi/hea

and unhealthy coping skills (see Table 3).

Examination of Functions of DSH and Associations
with Types of Psychopathology

The seventh hypothesis was that males with a history of DSH would be moyedikel
report the function of DSH as Anxiety Reduction/Affect Regulation, Integme
Boundaries (i.e., Communication), and Social/Sensation (i.e., Behavioral) than
Punishment, Antisuicide, Sexual, or Dissociation. Descriptive statisteted to
reported functions of DSH explored this hypothesis. This hypothesis waslypartial
supported. Participants had highest scores on Anxiety Reduction/Affect Ragulat
Punishment, Dissociation, and Social/Sensation (See Table 4). Particighlus/éa
scores on Interpersonal Boundaries, Antisuicide, and Sexual.

The eighth hypothesis was that, among males with a history of DSH, problédms wi
emotional lability would be associated with use of DSH for affect regulatihis
hypothesis was examined using simple regression to test if scores on tlkemaESAal
Lability subscale predicted Affect Regulation as a function of DSH. Thelbweodel
was not statistically significant.

The ninth hypothesis was that, among males with a history of DSH, problems with

interpersonal relationships would be associated with the interpersonal beandadel
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of DSH. This hypothesis was examined using simple regression to test & endiee
APS-Interpersonal Problems subscale predicted Interpersonal Bouragaaiésnction of
DSH. The overall model was not statistically significant.

The tenth hypothesis was that, among males with a history of DSH, feelings of
alienation and boredom would be associated with the social/sensation-seekielgpf
DSH. This hypothesis was examined using simple regression to test if scanesAdS-
Alienation-Boredom subscale predicted Social-Sensation Seeking as arfuofdiSH.

The overall model was not statistically significant.
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CHAPTER 5

DISCUSSION

This study explored characteristics of DSH and associated mental t@aterns and
coping skills among 103 adjudicated adolescent males. Incidence of DSH ameng mal
delinquents (66%) was found to be much higher than the 14.7-46% range reported in
previous studies (Belknap & Holsinger, 2006; Matsumoto et al., 2005). One explanation
for this difference may be how DSH was measured. The DSHI in the current study
assessed for 17 types of self-harming behavior; previous research measusaif-only
cutting or self-burning. The broader DSH inclusion criteria may have captuned m
types of self-harming behavior that were missed in other studies.

Incidence of DSH was significantly associated with ethnicity. Afridanerican and
Hispanic participants were more likely to report at least one incident of R8H t
European American participants. These results contradict previous findingsStHat
occurs more frequently among European Americans (Conterio & Lader, 1998z&&va
Conterio, 1989; Ross & Heath, 2002). None of these studies, however, included an
incarcerated population. African American and Hispanic individuals tend to be
overrepresented in incarcerated populations and this was the case in this Bangale (
of Justice, 2009; Office of Juvenile Justice and Delinquency Prevention, 2006).

Carving words and self-tattooing were the most frequently reported typesH-of
Participants reportedly carved words or pictures on their skin almost twicechsas
cutting their arms or wrists or burning themselves with a lighter. Previoeasrobs

indicated that males who self-harmed engaged in more burning than cuttingpbehavi
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(Claes et al., 2007; Klonsky & Muehlenkamp, 2007; Taylor, 2003). The current data,
however, did not support this trend; frequencies of cutting and burning behaviors were
not significantly different. A possible explanation for these findings is tratrgy words
and pictures were included in analyses as types of cutting in this study. Thegerseha
were the most frequently reported types of DSH. Previous researchenotieaye
included carving words or pictures as a type of cutting. These resesantéighave
underestimated frequency of cutting among males and endorsed higher ratesngf bur
than cutting behavior (Claes et al., 2007; Klonsky & Muehlenkamp, 2007; Taylor, 2003).
The data supported previous findings that individuals who self-harm report poorer
social adaptation, more feelings of alienation and boredom, and greater eakibiba
than controls (Briere & Gil, 1998; Claes et al., 2007; Conterio & Lader, 1998; Gratz et
al., 2002; Gratz & Roemer, 2004; Haines et al., 1995; Heath et al., 2008; Herpertz et al.,
1997; Klonsky et al., 2003; Klonsky & Olino, 2008; Ross & Heath, 2003). Males with a
history of DSH did not have significantly higher levels of anger but reportedisagrily
more aggression than those without a DSH history, contrary to the hypothesis. These
findings were unexpected because previous research suggested that adahedcsaifs
harm endorsed higher levels of hostility toward themselves and others, but tend to
physically hurt themselves only (Ross & Heath, 2003). Ross and Heath (2003), however,
found that males, regardless of DSH history, were more likely to act on theiityostil
than females.
Participants with a history of DSH were more likely than those without @it
meet criteria for a mood or anxiety disorder. There was no significantetitie,

however, regarding diagnoses of externalizing disorders such as ADHD, conduct/
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oppositional defiant disorders, or substance use/dependence. Adjudicated adolescent
males with a history of DSH may thus experience more internalizing disprdport
greater emotional lability, and are less socially adaptive and more isalatedienated
than their peers. They did not, however, significantly differ from their peers eggect

to anger or externalizing disorder.

Results from this study support the experiential avoidance model (Chapman et al.,
2006). Individuals who engage in DSH use self-harm to avoid uncomfortable emotional
experiences such as depression, anxiety, or loneliness. These individuals apjdezs to ut
DSH instead of behaviors associated with externalizing disorders (i.eindigyth peers
or family, engaging in delinquent or rule-violating behavior, destruction to physica
property, etc.) or healthier coping behavior. Adjudicated adolescent maleshstory
of DSH may thus report higher levels of internalizing disorders and assbeiateal
health concerns than their peers, but not externalizing disorders or emotions@ssociat
with behavioral problems such as anger.

An examination of the relationship between healthy and unhealthy copingaskills
DSH unexpectedly yielded greater use of combined healthy coping skills abthedm
unhealthy coping skills by participants with a history of DSH. Only EmotiorsadHarge,
an unhealthy coping skill, was significantly higher among the DSH group. ipantis
with a history of DSH, however, averaged high levels across all reported copislg ski
These findings partially support previous research that individuals who selfulidze
more unhealthy coping skills and fewer healthy coping skills (Chapman et al., 2006;

Evans et al., 2005; Haines & Williams, 1997; Nock et al., 2008). Evans and colleagues
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(2005) found that adolescents who self-harmed were less likely to ask for help and had
fewer people to talk to about thoughts of hurting themselves.

One study, however, indicated that individuals who self-harm report similar use of
coping skills as controls (Brown, Williams, & Collins, 2007). Brown and colleagues
(2007) explored differences in emotional dispositions and coping strategies among
college students with a history of recent DSH, past DSH, or no DSH and found no
significant differences in use of maladaptive or adaptive coping skills athesg
groups. One possible interpretation of these findings is that adjudicated malas wit
history of DSH use healthy and unhealthy coping skills as much or more freciamtly
their counterparts, but these coping skills are not perceived as sufficiemriaging
problems. Deliberate self-harm may seem to be the most effective wapagena
emotions associated with problems for this group.

Reasons for this perceived ineffectiveness may be extrapolated from &#wptNdgk
and Mendes (2008) on problem-solving abilities of adolescents that self-harm. In this
study, the self-harm group did not differ from controls in number of solutions to social
problems but chose more negative solutions and rated themselves less effective at
implementing solutions. These findings may apply to the current study in thatfthe s
harm group may not implement healthy copings skills effectively despitiasim
frequency of healthy and unhealthy coping skills. Adolescents who self-haym m
attempt the healthy coping skill of seeking guidance and support but might not
specifically ask for help or may not feel understood when explaining tlodaleon.

Further research could examine the relationship between coping skills and DSH

including possible moderators such as self-efficacy.
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Current findings also fit the experiential avoidance model (Chapman et al., 2006).
Individuals may engage in self harm because high emotional arousal causeddiuls
situations hinders them from utilizing healthier coping skills. These individuzysm
cognitively aware of healthy coping skills when their emotional arousal ishlotare
unable to access or implement these strategies when emotionally arousedidiali
who self-harm could have awareness of alternate coping strategies anenisd times
of low stress, but rely on DSH when they feel emotionally overwhelmed.

Investigation of the functions of DSH yielded mixed results. As expected, yanxiet
reduction/affect regulation and social/sensation-seeking were among@shé&equently
and relevant reported functions of DSH. Self-punishment and management of
dissociation, however, were also among the most reported reasons for selfdiarm. S
punishment may be more frequently reported in an adjudicated population because,
compared to the general population, these individuals have disobeyed rules or laws and
may feel more guilt and use DSH more for punishment. Research on dissociation
management as a function of DSH suggests that individuals with PTSD are migrmlike
use DSH to cope with dissociation (Zlotnick et al., 1996). Because PTSD occurs more
frequently in delinquents, dissociation management may be a more pertinent and
common function of DSH in adjudicated adolescent males than the general population
(Steiner, Garcia, & Matthews, 1997).

The experiential avoidance model also accounts for DSH as a function of self-
punishment or managing dissociation (Chapman et al., 2006). Chapman and colleagues
proposed that individuals who use DSH for self-punishment feel that they deserve to be

punished for real or imagined offenses. If they feel that they have not been “punished,” it
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creates high emotional arousal. Self-harm serves to relieve high emotmunsd|dy
“punishing” the individual. Deliberate self-harm can also be used to manage alisgoci
states by distracting one from dissociation, another state of high emotionsdla
Dissociation often occurs when an individual feels overwhelmed by intensity or
complexity of emotion. Deliberate self-harm provides a new sensation tactlistre

from dissociation/high emotional arousal.

Scores on the APS scale of emotional lability did not significantly preakogts
reduction/affect regulation as a function of DSH. Also, scores on the APS scale of
interpersonal problems did not significantly predict interpersonal boundaries asi@func
of DSH, and scores on the APS scale of feelings of alienation and boredom did not
significantly predict social/sensation-seeking as a function of DSHeTesslts were
surprising because adjudicated males with a history of DSH reported highes en the
APS subscales of Emotional Lability and Alienation-Boredom. In addition, gnxiet
reduction/affect regulation and social/sensation-seeking were among@shé&equently
reported functions of DSH. One possible explanation for these findings might be that
participants who use DSH for these specific functions do not have as many problems in
these areas. Participants’ scores on the associated APS subscatausiglketlower
because DSH is being used to manage this problem. Further research isyexessar
explore this explanation.

Limitations of Current Study and Future Research Suggestions

The current study included strong representation of Hispanic and Africancame

adjudicated adolescent males. Information on DSH in other racial/ethnic groups,

however, was less available. Future studies with greater representatifierent
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ethnicities among adjudicated adolescent males would increase the depth of
understanding of DSH among this population.

Adolescents committed to SMYC tend to be repeat offenders or have committed more
severe crimes. The sample may have been skewed toward more pathologiabl ment
health concerns and behavior than the general adjudicated adolescent population. This
limitation could be addressed in future studies by assessing for DSH in adjddicat
adolescent males in other areas of the juvenile justice system such as thad&borpr
or those being held in short-term detention.

Assessment of coping skills use in the current study was based on self-report onl
These findings may not reflect how well adjudicated adolescent maledyauseathese
skills. Further studies would benefit from using multiple assessment soor@eping
skills. One way to supplement self-report of coping skills use would be to obserte yout
in various situations via trained personnel who rate them for effectiveness in
implementing these skills.

Finally, the current study explored functions of DSH with a small sample of
adjudicated adolescent males. Future research could expand on the findings by including
a larger sample of participants with DSH history. A larger sample waliddetermine
if specific functions of DSH, especially those less common in the non-adjudicated
population such as self-punishment and coping with dissociation, continue to be more
frequently reported in an adjudicated adolescent population. Future studies naight als
clarify the relationship between associated mental health concerns (rmobtamal

lability and alienation/boredom) and how effective DSH is in managing toeserns.
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Clinical and Research Implications

Findings from the current study provide direction for assessment and treatment of
adjudicated adolescent males. Mental health professionals should include DSH
assessment when working with this population because findings from the current study
indicate higher incidence of DSH than past research (Arnold & Magill, 1996; @oé&ter
Lader, 1998; Favazza, 1999; Hawton et al., 2002; Huband & Tantam, 1999; Jacobson et
al., 2008; Laye-Gindhu & Schonert-Reichl, 2005; Nock & Prinstein, 2004; Suyemoto,
1998). Clinicians may neglect to assess adolescent males for DSH becausasDSH
primarily been associated with adolescent females. AssessmenHaid28s to include
carving words and self-tattooing. These self-harming behaviors were eqs¢itly
reported in this study, but clinicians may not ask about these behaviors because they do
not fit the traditional concept of DSH (i.e., self-cutting) (Briere & Gil, 1998/dzza &
Conterio, 1989; Favazza et al., 1989; Osuch et al., 1999; Ross & Heath, 2002). Current
findings indicate that DSH is a significant problem among Hispanic and Africa
American adjudicated adolescent males. Clinicians may underestimeateed for DSH
assessment in these populations because previous research suggested that DSH
predominately occurs in Caucasian populations (Klonsky & Muehlenkamp, 2007).

Mental health professionals should be aware that DSH often occurs in individuals
with poor social adaption, feelings of loneliness/alienation, mood lability, and
internalizing disorders. These mental health concerns may signal proédsdmassess
for DSH. Results from this study also suggest that adjudicated adolescentitiale
history of DSH report similar or greater use of healthy and unhealthy copitsgtis&ih

their counterparts. Clinicians should not assume that DSH does not occur in adjudicated
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adolescent males who report healthy coping skills. These findings empiasize
importance of assessing for DSH even among individuals with other ways to cbpe wit
problems.

Current findings on coping are also relevant for treatment because teaching
adolescents other coping skills may not be sufficient. Results imply thlasadnts who
self-harm have knowledge of healthier coping skills and may report using themayut m
not find them effective enough to quit self-harming. Individuals who self-harm mdy nee
to improve self-efficacy in implementing coping skills (Nock & Mendes, 2008).
Techniques such as role-playing and providing feedback on use of healthy coping skills
might be necessary to treat DSH.

Results on frequently reported functions of DSH suggest that treatment shasld foc
on finding healthier ways to manage affect, including feelings of guilt assdaidth
self-punishment and dissociative experiences. One intervention to improve affect
management is emotion regulation training (Bauserman, 1998; Ivanoff et al., 2001;
Linehan, 1993). Emotion regulation training involves an improved understanding of
emotions. This intervention also involves using healthy coping skills to manage emotions
in stressful situations instead of avoiding emotions (Gratz, 2007). Previous findings
support effectiveness of DSH treatment through emotion regulation trainiatz (2007;
Gratz & Gunderson, 2006; Ivanoff et al., 2001; Slee, Spinhoven, Garenfski, & Arensman,
2008).

Results from the current study add to DSH research in several wayshigst
incidence in adjudicated adolescent males, especially ethnic/raciaitragjondicates

that researchers should increase their focus on this population. Researghleasena
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neglected DSH in this population due to a lack of available samples. Another reason for
this gap in the research might be assumptions that DSH in this population does not
significantly differ from the general population. High incidence of DSH sugyests

DSH may be more problematic for this population than other populations.

The current study also demonstrates the need for continued development of DSH
measures. One challenge for researchers is how to define DSH frequenDysHhe
measures how many “times” an individual has done a specific behavior, but how
individuals define an incident of DSH may vary. Individuals may hurt themselveslisevera
times or in a variety of ways during one episode of self-harm. An individual rifay se
harm sporadically, but engage in several self-harming behaviors during eanieoce.
Present DSH measures of frequency may have inflated error based on individual
interpretation over what constitutes a single incident of DSH.

New DSH measures need to assess for the function that DSH serves for ifglividua
The current findings indicate that DSH can serve several different fusickature
research should expand on these findings by exploring why different individdals sel
harm for diverse reasons or why one individual may use DSH for multiple purposes. One
direction for further research is to utilize functional analysis of DSH fhivituals who
report this behavior and tailor treatment based on what function DSH serves. If an
individual uses DSH to manage dissociation, for example, treatment for digsociat
management may be more effective in reducing DSH than treatment of selipent.
Functional analysis of DSH may reduce the chronic nature of DSH. If imtelention
targets the underlying cause of DSH, it will be more effective and reduc&ehledod

that individuals will need repeated treatments.
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Current findings contribute to growing research on the complex relationghipdre
coping skills and DSH. Some studies indicate that individuals who self-harm have fewer
healthy coping skills (Evans et al., 2005; Laye-Gindhu & Schonert-Reichl, 2005; Ross &
McKay, 1979; Walsh & Rosen, 1988), but other studies reveal no significant difference
between DSH groups and controls (Haines & Williams, 1997). Findings from the present
study suggest that the relationship between DSH and coping skills is complioéted a
requires further attention.

Finally, current findings of an association between DSH and internaliziogidis
and reported functions of DSH fit with the experiential avoidance model (Chapman et al.,
2006). One reason this model seems to be the best fit is that it incorporatessetdment
other models strongly supported by previous studies. The main theory of this model is
that emotional arousal leads to DSH. The experiential avoidance model accour@sifor D
being used to reduce anxiety (anxiety reduction/affect regulation model) becausty
is considered a type of uncomfortable emotional arousal. Other types of unathefort
emotional arousal that might trigger DSH are guilt (the basis of thewei$hment
model), anger (similar to the hostility model) and dissociation (the functiddH in the
dissociation management model). The experiential avoidance model also @gegrat
explanation of how DSH is maintained through negative reinforcement by providing
escape from high emotional arousal, similar to behavioral models. Continuedhesearc
this model would help to better clarify aspects of the model that are missthgaswhy

some people have stronger desire to reduce emotional arousal than others.
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Summary of Discussion
This study contributed to the growing body of literature on DSH. The study expande
on recent findings of greater DSH occurrence among men and investigated DSH among
adjudicated adolescents. This study also explored correlates and functions tfadSH
could enhance assessment and treatment of DSH within this population. These findings
added support for the experiential avoidance model. Overall, this study expanded on

research dedicated to better understanding the problem of deliberatarself-ha
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TABLES

Table 1.

Definitions of Deliberate Self-Harm.

Author(s)

Arnold and Magill (1996, pg. 2)

Conn and Lion (1983, pg. 22)

Conterio and Lader (1998, pg.
16)

Favazza (1998, pg. 260)

Feldman (1988, pg. 252)

Gratz (2001, pg. 254)

Herpertz (1995, pg. 57)

Definition

“deliberately inflicting pain and/or injury to
one’s own body but without suicidal intent”

“willful production of bodily wounds”

“the deliberate mutilation of the body or a
body part, not with the intent to commit
suicide but as a way of managing emotions
that seem too painful for words to express”

“the deliberate, direct destruction or
alteration of body tissue without conscious
suicidal intent”

“intentionally damaging a part of [one’s]
own body apparently without a conscious
intent to die”

“deliberate, direct destruction or alteration
of body tissue without conscious suicidal
intent, but resulting in injury severe enough
for tissue damage to occur”

“deliberate destruction of body tissue
without conscious suicidal ideation”
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Huband and Tantam (1999, pg. “[injury] in which there is a lack of clear

473-474) suicidal intent, a tendency to prolong self-
suffering, and an indifference to any final
anatomical change”

Pattison and Kahan (1983. pg. “conscious and willful intent to hurt one’s

867) self without intent to kill one’s self”
Phillips and Muzaffer (1961, “measures carried out by an individual,
pg. 421) upon himself, which tend to cut off, to

remove, to maim, to destroy, to render
imperfect some part of the body”

Simeon and Hollander (2001,  *“all behaviors involving the deliberate

pg. 1) infliction of direct physical harm to one’s
own body without intent to die as a
consequence of the behavior”

Suyemoto (1998, pg. 532) “repetitive and results in minor or moderate
harm [which is] not [caused by] suicidal
intent [nor] caused by a cognitive
impairment”
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Table 2.

Means and Standard Deviations of Adolescent Psychopathology (APS) Subscales
for Males with and without a History of Deliberate Self-Harm (DSH).

APS-Subscale Males with DSH Males without DSH
History History
Social Adaptation 54.84* 49.46
(9.52) (7.50)
Alienation/Boredom 54.78* 47.43
(10.53) (7.76)
Emotional Lability 56.10* 50.11
(10.63) (11.95)
Aggression 63.60* 56.43
(13.73) (11.17)
Anger 57.40 53.26
(11.65) (11.58)

Note.Standard deviations are in parentheses.
* Statistically significantly at the Bonferroni adied alpha level of .01
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Table 3.

Means and Standard Deviations of Coping Response Inventory (CRI) Subscales
for Males with and without a History of Deliberate Self-Harm (DSH).

CRI-Subscale Males with DSH Males without DSH
History History
Healthy Coping
Responses
Logical Analysis 50.38 43.09
(9.83) (10.18)
Positive Reappraisal 51.00 49.73
(10.35) (8.88)
Seeking Guidance 48.62 42.86
and Support (8.55) (6.40)
Problem Solving 52.95 48.73
(9.07) (8.71)
Unhealthy Coping
Responses
Cognitive Avoidance 56.95 53.77
(10.94) (8.78)
Acceptance or 54.67 51.45
Resignation (11.04) (8.87)
Seeking Alternative 56.43 53.50
Rewards (11.54) (9.15)
Emotional Discharge 54.90* 47.32
(8.21) (7.69)

Note.Standard deviations are in parentheses.
* Statistically significantly at the Bonferroni adied alpha level of .013
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Table 4.

Means and Standard Deviations of Functional Deliberate Self-Harm Assessment
(FDSHA) for Males with a History of Deliberate Self-Harm (DSH).

FDSHA Function Males with DSH History
Anxiety Reduction/Affect Regulation 39.55
(14.76)
Punishment 38.00
(17.41)
Dissociation 34.60
(17.06)
Social/Sensation-Seeking 33.30
(15.62)
Interpersonal Boundaries 25.12
(14.38)
Antisuicide 23.21
(27.25)
Sexual 8.33
(9.77)

Note.Standard deviations are in parentheses.
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APPENDIX A
DEMOGRAPHIC INFORMATION FORM
1. How old are you?
2. What is your sex? Male Female (Circle one)
3. What is your race? (Circle one)
African American/Black/African Origin
Asian American/Asian Origin/Pacific Islander
Latino-a/Hispanic
American Indian/Alaskan Native/Pacific Islander
European Origin/White
Bi-racial/Multi-racial

Other:
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APPENDIX B

DELIBERATE SELF-HARM INVENTORY (DSHI)

This questionnaire asks about a number of different things that people sometimes @o to
hurt themselves. Please be sure to read each question carefully and respond honestly
Often, people who do these kinds of things to themselves keep it a secret, for a vatiety of
reasons. However, honest responses to these questions will provide us with greater
understanding and knowledge about these behaviors and the best way to help pedgple.
Please answer yes to a question only if you did the behavior intentionally, or on pufpose,
to hurt yourself. Do not respond yes if you did some accidentally (e.g., you tripgped
banged you head on accident).

1. Have you ever intentionally (i.e., on purpose) cut your wrist, arms, or other)area(s
of your body (without intending to kill yourself)? (Circle one):
Yes No
If yes,

(a) How old were you when you first did this?
(b) How many times have you done this (make a guess if you cannot remember)?

(c) When was the last time you did this?

(d) How many years have you been doing this? (If you are no longer doing this, how
many years did you do this before you stopped?)

(e) Has this behavior ever resulted in hospitalization or injury severe enough te requir
medical treatment?

2. Have you ever intentionally (i.e., on purpose) burned yourself with a cigarette?
(Circle one):
Yes No
If yes,

(a) How old were you when you first did this?
(b) How many times have you done this (make a guess if you cannot renfember)

(c) When was the last time you did this?

(d) How many years have you been doing this? (If you are no longer doing this, how
many years did you do this before you stopped?)

(e) Has this behavior ever resulted in hospitalization or injury severe enough te requir
medical treatment?
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3.  Have you ever intentionally (i.e., on purpose) burned yourself with a lighter or
match? (Circle one):
Yes No
If yes,

(a) How old were you when you first did this?
(b) How many times have you done this (make a guess if you cannot remember)?

(c) When was the last time you did this?

(d) How many years have you been doing this? (If you are no longer doing this, how
many years did you do this before you stopped?)

(e) Has this behavior ever resulted in hospitalization or injury severe enough te requir
medical treatment?

4. Have you ever intentionally (i.e., on purpose) carved words into your skin? (Circle
one):
Yes No
If yes,

(a) How old were you when you first did this?
(b) How many times have you done this (make a guess if you cannot remember)?

(c) When was the last time you did this?

(d) How many years have you been doing this? (If you are no longer doing this, how
many years did you do this before you stopped?)

(e) Has this behavior ever resulted in hospitalization or injury severe enough te requir
medical treatment?

5. Have you ever intentionally (i.e., on purpose) carved pictures, designs, or other
marks into your skin? (Circle one):
Yes No
If yes,

(a) How old were you when you first did this?
(b) How many times have you done this (make a guess if you cannot remember)?

(c) When was the last time you did this?

(d) How many years have you been doing this? (If you are no longer doing this, how
many years did you do this before you stopped?)

(e) Has this behavior ever resulted in hospitalization or injury severe enough te requi
medical treatment?
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6. Have you ever intentionally (i.e., on purpose) severely scratched yourself, to the
extent that scarring or bleeding occurred? (Circle one):
Yes No
If yes,

(a) How old were you when you first did this?
(b) How many times have you done this (make a guess if you cannot remember)?

(c) When was the last time you did this?

(d) How many years have you been doing this? (If you are no longer doing this, how
many years did you do this before you stopped?)

(e) Has this behavior ever resulted in hospitalization or injury severe enough te requir
medical treatment?

7. Have you ever intentionally (i.e., on purpose) bit yourself, to the extent that you
broke your skin? (Circle one):
Yes No
If yes,

(a) How old were you when you first did this?
(b) How many times have you done this (make a guess if you cannot remember)?

(c) When was the last time you did this?

(d) How many years have you been doing this? (If you are no longer doing this, how
many years did you do this before you stopped?)

(e) Has this behavior ever resulted in hospitalization or injury severe enough te requir
medical treatment?

8. Have you ever intentionally (i.e., on purpose) rubbed sandpaper on your body?
(Circle one):
Yes No
If yes,

(a) How old were you when you first did this?
(b) How many times have you done this (make a guess if you cannot remember)?

(c) When was the last time you did this?

(d) How many years have you been doing this? (If you are no longer doing this, how
many years did you do this before you stopped?)

(e) Has this behavior ever resulted in hospitalization or injury severe enough te requir
medical treatment?
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9. Have you ever intentionally (i.e., on purpose) dripped acid onto your skin? (Circle
one):
Yes No
If yes,

(a) How old were you when you first did this?
(b) How many times have you done this (make a guess if you cannot renfember)

(c) When was the last time you did this?

(d) How many years have you been doing this? (If you are no longer doing this, how
many years did you do this before you stopped?)

(e) Has this behavior ever resulted in hospitalization or injury severe enough te requir
medical treatment?

10. Have you ever intentionally (i.e., on purpose) used bleach, comet, or oven cleaner
to scrub your skin? (Circle one):
Yes No
If yes,

(a) How old were you when you first did this?
(b) How many times have you done this (make a guess if you cannot remember)?

(c) When was the last time you did this?

(d) How many years have you been doing this? (If you are no longer doing this, how
many years did you do this before you stopped?)

(e) Has this behavior ever resulted in hospitalization or injury severe enough te requi
medical treatment?

11. Have you ever intentionally (i.e., on purpose) stuck sharp objects such as needles,
pins, staples, etc., into your skin, not including tattoos, ear piercing, needles used
for drug use, or body piercing? (Circle one):

Yes No

If yes,

(a) How old were you when you first did this?
(b) How many times have you done this (make a guess if you cannot remember)?

(c) When was the last time you did this?

(d) How many years have you been doing this? (If you are no longer doing this, how
many years did you do this before you stopped?)

(e) Has this behavior ever resulted in hospitalization or injury severe enough te requi
medical treatment?
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12. Have you ever intentionally (i.e., on purpose) rubbed glass into your skin? (Circle
one):
Yes No
If yes,

(a) How old were you when you first did this?
(b) How many times have you done this (make a guess if you cannot remember)?

(c) When was the last time you did this?

(d) How many years have you been doing this? (If you are no longer doing this, how
many years did you do this before you stopped?)

(e) Has this behavior ever resulted in hospitalization or injury severe enough te requir
medical treatment?

13. Have you ever intentionally (i.e., on purpose) broken your own bones? (Circle one):
Yes No
If yes,

(a) How old were you when you first did this?
(b) How many times have you done this (make a guess if you cannot remember)?

(c) When was the last time you did this?

(d) How many years have you been doing this? (If you are no longer doing this, how
many years did you do this before you stopped?)

(e) Has this behavior ever resulted in hospitalization or injury severe enough te requir
medical treatment?

14. Have you ever intentionally (i.e., on purpose) banged your head against something,
to the extent that you caused a bruise to appear? (Circle one):
Yes No
If yes,

(a) How old were you when you first did this?
(b) How many times have you done this (make a guess if you cannot remember)?

(c) When was the last time you did this?

(d) How many years have you been doing this? (If you are no longer doing this, how
many years did you do this before you stopped?)

(e) Has this behavior ever resulted in hospitalization or injury severe enough te requir
medical treatment?
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15. Have you ever intentionally (i.e., on purpose) punched yourself, to the extent that
you caused a bruise to appear? (Circle one):
Yes No
If yes,

(a) How old were you when you first did this?
(b) How many times have you done this (make a guess if you cannot remember)?

(c) When was the last time you did this?

(d) How many years have you been doing this? (If you are no longer doing this, how
many years did you do this before you stopped?)

(e) Has this behavior ever resulted in hospitalization or injury severe enough te requir
medical treatment?

16. Have you ever intentionally (i.e., on purpose) prevented wounds from healing?
(Circle one):
Yes No
If yes,

(a) How old were you when you first did this?
(b) How many times have you done this (make a guess if you cannot remember)?

(c) When was the last time you did this?

(d) How many years have you been doing this? (If you are no longer doing this, how
many years did you do this before you stopped?)

(e) Has this behavior ever resulted in hospitalization or injury severe enough te requir
medical treatment?

17. Have you ever intentionally (i.e., on purpose) done anything else (i.e., given
yourself a tattoo) to hurt yourself that was not asked about in this questionnaire?
(Circle one):

Yes No
If yes, what did you do to hurt yourself?

If yes,

(a) How old were you when you first did this?
(b) How many times have you done this (make a guess if you cannot remember)?

(c) When was the last time you did this?

(d) How many years have you been doing this? (If you are no longer doing this, how
many years did you do this before you stopped?)

(e) Has this behavior ever resulted in hospitalization or injury severe enough te requir
medical treatment?
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APPENDIX C
FUNCTIONAL DELIBERATE SELF-HARM ASSESSMENT (FDSHA)

Consequences of DSH

1. | experience physical pain. (SP)
a. Never
b. Rarely
c. Sometimes
d. Usually
e. Always
i. Positive
ii. Negative
lii. Neutral
iv. Positive and Negative
2. Marks are left on my skin. (SP)
Never
Rarely
Sometimes
Usually
Always
i. Positive
ii. Negative
lii. Neutral
iv. Positive and Negative
3. I feel better. (AR)
a. Never
b. Rarely
c. Sometimes
d. Usually
e. Always
i. Positive
ii. Negative
lii. Neutral
iv. Positive and Negative
4. | feel more in control of myself. (AR)
a. Never
b. Rarely
c. Sometimes
d. Usually
e. Always
i. Positive
ii. Negative
lii. Neutral
iv. Positive and Negative

"0 T
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5. | calm down. (AR)
a. Never
b. Rarely
c. Sometimes
d. Usually
e. Always
i. Positive
ii. Negative
lii. Neutral
iv. Positive and Negative
6. | experience an adrenaline rush. (SS)
Never
Rarely
Sometimes
Usually
Always
i. Positive
ii. Negative
lii. Neutral
iv. Positive and Negative
7. Anxiety is reduced. (AR)
a. Never
b. Rarely
c. Sometimes
d. Usually
e. Always
i. Positive
ii. Negative
lii. Neutral
iv. Positive and Negative
8. My stress level decreases. (AR)
a. Never
b. Rarely
c. Sometimes
d. Usually
e. Always
i. Positive
ii. Negative
lii. Neutral
iv. Positive and Negative

"0 T
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9. | feel more separate from others. (IB)

a.

b
c
d.
e

Never

. Rarely
. Sometimes

Usually

. Always

i. Positive

ii. Negative

iii. Neutral

iv. Positive and Negative

10.1 become less angry. (AR)

PO T®

Never
Rarely
Sometimes
Usually
Always
i. Positive
ii. Negative
iii. Neutral
iv. Positive and Negative

11.1 feel my emotions less strongly. (AR)

a. Never
b. Rarely
C.
d
e

Sometimes

. Usually
. Always

i. Positive

ii. Negative

iii. Neutral

iv. Positive and Negative

12. Distracts me from memories. (D)

a.
b. Rarely

c. Sometimes
d.

e. Always

Never

Usually

i. Positive

ii. Negative

iii. Neutral

iv. Positive and Negative
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13.1 feel guilty. (AR)
a. Never
b. Rarely
c. Sometimes
d. Usually
e. Always
i. Positive
ii. Negative
iii. Neutral
iv. Positive and Negative
14.1 am reminded of memories from the past. (D)
Never
Rarely
Sometimes
Usually
Always
i. Positive
ii. Negative
iii. Neutral
iv. Positive and Negative
15.1cry. (SP)
a. Never
b. Rarely
c. Sometimes
d
e

cop o

. Usually
. Always
i. Positive
ii. Negative
iii. Neutral
iv. Positive and Negative
16.1 feel bad. (AR)
a. Never
b. Rarely
c. Sometimes
d. Usually
e. Always
i. Positive
ii. Negative
iii. Neutral
iv. Positive and Negative
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17.Close friends become concerned for me. (IP)
a. Never
b. Rarely
c. Sometimes
d. Usually
e. Always
i. Positive
ii. Negative
iii. Neutral
iv. Positive and Negative
18.1 feel my emotions more strongly. (AR)
Never
Rarely
Sometimes
Usually
Always
i. Positive
ii. Negative
iii. Neutral
iv. Positive and Negative
19.1 feel independent/autonomous. (IB)
a. Never
b. Rarely
c. Sometimes
d
e

PO T®

. Usually
. Always
i. Positive
ii. Negative
iii. Neutral
iv. Positive and Negative
20.Family members become more concerned for me. (IP)
a. Never
b. Rarely
c. Sometimes
d. Usually
e. Always
i. Positive
ii. Negative
iii. Neutral
iv. Positive and Negative
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21.1 feel more alive. (SS)
a. Never
b. Rarely
c. Sometimes
d. Usually
e. Always
i. Positive
ii. Negative
iii. Neutral
iv. Positive and Negative
22.People ask me about scars on my body. (IP)
Never
Rarely
Sometimes
Usually
Always
i. Positive
ii. Negative
iii. Neutral
iv. Positive and Negative
23.Keeps others at a distance. (IB)
a. Never
b. Rarely
c. Sometimes
d
e

PO T®

. Usually
. Always
i. Positive
ii. Negative
iii. Neutral
iv. Positive and Negative
24.1 feel like I've lost control of myself. (IB)
a. Never
b. Rarely
c. Sometimes
d. Usually
e. Always
i. Positive
ii. Negative
iii. Neutral
iv. Positive and Negative
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25.1 am distracted from traumatic memories. (D)
a. Never
b. Rarely
c. Sometimes
d. Usually
e. Always
i. Positive
ii. Negative
iii. Neutral
iv. Positive and Negative
26.1 become more angry. (AR)
Never
Rarely
Sometimes
Usually
Always
i. Positive
ii. Negative
iii. Neutral
iv. Positive and Negative
27.Fights with friends/family are avoided. (IP)
a. Never
b. Rarely
c. Sometimes
d
e

PO T®

. Usually
. Always
i. Positive
ii. Negative
iii. Neutral
iv. Positive and Negative
28.1 feel more real. (D)
a. Never
b. Rarely
c. Sometimes
d. Usually
e. Always
i. Positive
ii. Negative
iii. Neutral
iv. Positive and Negative
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29.Romantic partners act differently around me. (IP)
a. Never
b. Rarely
c. Sometimes
d. Usually
e. Always
i. Positive
ii. Negative
iii. Neutral
iv. Positive and Negative
30. Fights with friends/family are caused. (IP)
Never
Rarely
Sometimes
Usually
Always
i. Positive
ii. Negative
iii. Neutral
iv. Positive and Negative
31.It causes suicidal thoughts. (AS)
a. Never
b. Rarely
c. Sometimes
d
e

PO T®

. Usually
. Always
i. Positive
ii. Negative
iii. Neutral
iv. Positive and Negative
32.Makes my body less attractive. (S)
a. Never
b. Rarely
c. Sometimes
d. Usually
e. Always
i. Positive
ii. Negative
iii. Neutral
iv. Positive and Negative
33.Friends behave differently around me. (IP)
a. Never
b. Rarely
c. Sometimes
d. Usually
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e. Always
i. Positive
ii. Negative
iii. Neutral
iv. Positive and Negative
34. My stress level increases. (AR)
Never
Rarely
Sometimes
Usually
Always
i. Positive
ii. Negative
iii. Neutral
iv. Positive and Negative
35.1 feel less attractive. (S)
a. Never
b. Rarely
c. Sometimes
d
e

PO T®

. Usually
. Always
i. Positive
ii. Negative
iii. Neutral
iv. Positive and Negative
36. Anxiety increases. (AR)
a. Never
b. Rarely
c. Sometimes
d. Usually
e. Always
i. Positive
ii. Negative
iii. Neutral
iv. Positive and Negative
37.1 feel less alive. (SS)
Never
Rarely
Sometimes
Usually
Always
i. Positive
ii. Negative
iii. Neutral
iv. Positive and Negative

PO T®
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38.1 feel less safe. (IB)
a. Never
b. Rarely
c. Sometimes
d. Usually
e. Always
i. Positive
ii. Negative
iii. Neutral
iv. Positive and Negative
39.1 feel more like my self. (D)
Never
Rarely
Sometimes
Usually
Always
i. Positive
ii. Negative
iii. Neutral
iv. Positive and Negative
40.1 stop crying. (AR)
a. Never
b. Rarely
c. Sometimes
d
e

PO T®

. Usually
. Always
i. Positive
ii. Negative
iii. Neutral
iv. Positive and Negative
41.1 feel less guilty. (AR)
a. Never
b. Rarely
c. Sometimes
d. Usually
e. Always
i. Positive
ii. Negative
iii. Neutral
iv. Positive and Negative
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42.Brings me closer to others. (IP)

a.

b
c
d.
e

Never

. Rarely
. Sometimes

Usually

. Always

i. Positive

ii. Negative

iii. Neutral

iv. Positive and Negative

43.Flashbacks are stopped. (D)

cop o

Never
Rarely
Sometimes
Usually
Always
i. Positive
ii. Negative
iii. Neutral
iv. Positive and Negative

44. 1t stops suicidal thoughts. (AS)

a.
b.
C.
d.
e.

Never
Rarely
Sometimes
Usually
Always
i. Positive
ii. Negative
iii. Neutral
iv. Positive and Negative

45.1 feel safe. (IB)

a

b.
C.
d.
e.

Never
Rarely
Sometimes
Usually
Always
i. Positive
ii. Negative
iii. Neutral
iv. Positive and Negative

130



46.People take me more seriously. (IP)

a.

b
c
d.
e

Never

. Rarely
. Sometimes

Usually

. Always

i. Positive

ii. Negative

iii. Neutral

iv. Positive and Negative

47.1 require medical attention. (SS)

PO T®

Never
Rarely
Sometimes
Usually
Always
i. Positive
ii. Negative
iii. Neutral
iv. Positive and Negative

48.Sexual arousal increases. (S)

a
b
C.
d
e

. Never
. Rarely

Sometimes

. Usually
. Always

i. Positive

ii. Negative

iii. Neutral

iv. Positive and Negative

Emotions Associated with DSH

1. Angry at Self (SP)

a.
b.
C.
d.
e.

Never
Rarely
Sometimes
Usually
Always

2. Hurt emotionally (AR)

"0 T

Never
Rarely
Sometimes
Usually
Always
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. Sad (AR)

a. Never

b. Rarely

c. Sometimes
d. Usually

e. Always

. Lonely (IP)

a. Never

b. Rarely

c. Sometimes
d. Usually

e. Always

. Overwhelmed (AR)
a. Never

b. Rarely

c. Sometimes
d. Usually

e. Always

. Isolated (IP)

a. Never

b. Rarely

c. Sometimes
d. Usually

e. Always

. Frustrated (AP)
a. Never

b. Rarely

c. Sometimes
d. Usually

e. Always

. Empty inside (IB/D)
a. Never

b. Rarely

c. Sometimes
d. Usually

e. Always

. Anxious (AR)

a. Never

b. Rarely
c. Sometimes
d. Usually
e. Always
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10.Hopeless (AS)

a. Never

b. Rarely

c. Sometimes

d. Usually

e. Always
11.Worthless (AS)

a. Never

b. Rarely

c. Sometimes

d. Usually

e. Always
12. Ashamed (SP)

a. Never

b. Rarely

c. Sometimes

d. Usually

e. Always
13.Angry at others (IP)

a. Never

b. Rarely

c. Sometimes

d. Usually

e. Always
14.0ut of control (IB/D)

a. Never

b. Rarely

c. Sometimes

d. Usually

e. Always
15. Guilty (SP)

a. Never

b. Rarely

c. Sometimes

d. Usually

e. Always
16.Calm (AR)

a. Never

b. Rarely

c. Sometimes

d. Usually

e. Always
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17.Relieved (AR)

a. Never

b. Rarely

c. Sometimes

d. Usually

e. Always
18.Useless (AS)

a. Never

b. Rarely

c. Sometimes

d. Usually

e. Always
19.Relaxed (AR)

a. Never

b. Rarely

c. Sometimes

d. Usually

e. Always
20.Rejected (IP)

a. Never

b. Rarely

c. Sometimes

d. Usually
e. Always
21.Grief

a. Never

b. Rarely

c. Sometimes

d. Usually

e. Always

22.Embarrassed (SP)

a. Never
b. Rarely
c. Sometimes
d. Usually
e. Always
23. Satisfied
a. Never
b. Rarely
c. Sometimes
d. Usually
e. Always
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24.In a trance (D)

a. Never

b. Rarely

c. Sometimes

d. Usually

e. Always
25.Mesmerized (D)

a. Never

b. Rarely

c. Sometimes

d. Usually

e. Always
26.Frightened

a. Never

b. Rarely

c. Sometimes

d. Usually

e. Always
27.Excited (SS)

a. Never

b. Rarely

c. Sometimes

d. Usually

e. Always
28. Stupid (AS)

a. Never

b. Rarely

c. Sometimes

d. Usually

e. Always
29. Afraid

a. Never

b. Rarely

c. Sometimes

d. Usually

e. Always
30. Disgust with body (S)

a. Never

b. Rarely

c. Sometimes

d. Usually

e. Always
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31.Restless
a. Never
b. Rarely
c. Sometimes
d. Usually
e. Always
32.Happy
a. Never
b. Rarely
c. Sometimes
d. Usually
e. Always
33.Unaware of surroundings
a. Never
b. Rarely
c. Sometimes
d. Usually
e. Always
34.Unreal
a. Never
b. Rarely
c. Sometimes
d. Usually
e. Always
35. Hopeful
a. Never
b. Rarely
c. Sometimes
d. Usually
e. Always
36. Indifferent
a. Never
b. Rarely
c. Sometimes
d. Usually
e. Always
37.Euphoric
a. Never
b. Rarely
c. Sometimes
d. Usually
e. Always
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38.Bored
a. Never
b. Rarely
c. Sometimes
d. Usually
e. Always

39. Outside of my body
a. Never
b. Rarely
c. Sometimes
d. Usually
e. Always

40. Aroused sexually
a. Never
b. Rarely
c. Sometimes
d. Usually
e. Always

Reasons for DSH

1. To release emotional pressure that builds up inside of me. (AR)
a. Primary reason
b. Secondary reason
c. Not relevant
2. To get rid of intolerable emotions. (AR)
a. Primary reason
b. Secondary reason
c. Not relevant
3. To control how | am feeling. (AR)
a. Primary reason
b. Secondary reason
c. Not relevant
4. To express anger at myself. (SP)
a. Primary reason
b. Secondary reason
c. Not relevant
5. To produce a pain that | can control.
a. Primary reason
b. Secondary reason
c. Not relevant
6. To cause physical pain which can be enjoyable or comforting.
a. Primary reason
b. Secondary reason
c. Not relevant

137



7. To assert control over myself.
a. Primary reason
b. Secondary reason
c. Not relevant
8. To regain focus.
a. Primary reason
b. Secondary reason
c. Not relevant
9. To punish myself. (SP)
a. Primary reason
b. Secondary reason
c. Not relevant
10.To create a physical mark or sign of what | am feeling.
a. Primary reason
b. Secondary reason
c. Not relevant
11.To cope with loneliness.
a. Primary reason
b. Secondary reason
c. Not relevant
12.To diminish feeling empty.
a. Primary reason
b. Secondary reason
c. Not relevant
13.To feel like myself again.
a. Primary reason
b. Secondary reason
c. Not relevant
14.To keep myself from feeling fragmented or not whole.
a. Primary reason
b. Secondary reason
c. Not relevant
15.To see if | can stand the pain.
a. Primary reason
b. Secondary reason
c. Not relevant
16.To cope with/avoid memories of negative childhood experiences.
a. Primary reason
b. Secondary reason
c. Not relevant
17.To know | am capable of feeling physical pain.
a. Primary reason
b. Secondary reason
c. Not relevant
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18.Out of curiosity about what it will feel like.
a. Primary reason
b. Secondary reason
c. Not relevant
19.To express disgust with my body/attractiveness.
a. Primary reason
b. Secondary reason
c. Not relevant
20.To let others know what | am going through. (IP)
a. Primary reason
b. Secondary reason
c. Not relevant
21.To feel real. (D)
a. Primary reason
b. Secondary reason
c. Not relevant
22.To feel exhilarated.
a. Primary reason
b. Secondary reason
c. Not relevant
23.To express to others how | am feeling. (IP)
a. Primary reason
b. Secondary reason
c. Not relevant
24.To get reactions out of people.
a. Primary reason
b. Secondary reason
c. Not relevant
25.To get those around me to understand what | am going through. (IP)
a. Primary reason
b. Secondary reason
c. Not relevant
26.To avoid the impulse to attempt suicide.
a. Primary reason
b. Secondary reason
c. Not relevant
27.To cope with boredom.
a. Primary reason
b. Secondary reason
c. Not relevant
28.To take care of myself.
a. Primary reason
b. Secondary reason
c. Not relevant
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29.To create physical reminders of important events.
a. Primary reason
b. Secondary reason
c. Not relevant
30.To avoid being isolated.
a. Primary reason
b. Secondary reason
c. Not relevant
31.To bond with friends. (SS)
a. Primary reason
b. Secondary reason
c. Not relevant
32.To show that I am responsible for my well-being. (IB)
a. Primary reason
b. Secondary reason
c. Not relevant
33.To fit in with my peer-group. (SS)
a. Primary reason
b. Secondary reason
c. Not relevant
34.To control how others treat me. (SS/IP)
a. Primary reason
b. Secondary reason
c. Not relevant
35.To provide a physical release that feels much like sexual release. (S)
a. Primary reason
b. Secondary reason
c. Not relevant
36.To create a symbolic boundary between myself and others. (IB)
a. Primary reason
b. Secondary reason
c. Not relevant
37.To distract myself from uncomfortable sexual impulses/fantasies. (S)
a. Primary reason
b. Secondary reason
c. Not relevant
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APPENDIX D
SCRIPTS FOR QUESTIONNAIRE AND INTERVIEW SESSIONS
Script For Questionnaire Session

Hi, my name is Jenna Silverman and this is , my research assistant. | am a
graduate student in psychology at UNLV and we are here to invite you to [gddiri@ research
project | am doing. If you are under 18 years of age, your parent has parenthdyp ajreed to
let you patrticipate in this project, but you can choose not to do it if you do notavant

This project has two parts. The first part, which is why you are here todajyasanswering
some questionnaires about what you think and feel and your behaviors relatezhtiquggal
health such as anger, sadness, self-esteem, and anxiety. Example quehiimsHiave you
ever intentionally (i.e., on purpose) cut your wrist, arms, or other area@yobgdy (without
intending to kill yourself)?” and “Have you felt sad every day for two weeksaoe in the last
year?” If you choose to answer these questionnaires, please reasttpadi of the packet we
handed out to you and sign it. If you have any questions, raise your hand and my asgistant o
will come answer the question. If you do not want to answer the questionnaireanyeither
hand us back the packet when we come around and leave or sit quietly while othefipisbipl
the questionnaires. If you would like to complete the questionnaire, bull wadbker do it in
private, raise your hand and we can arrange for another time for you to fileagii¢stionnaire.
You will not get in trouble for not doing this research project.

If you decide to answer the questionnaires, you can quit at any time and yoot \#! in
trouble. Also, if while you are answering the questions, you get tired or gmpfapset, raise
your hand and my assistant or | will come around and let you take a short boeitktioe
research project. You do not have to answer all of the questions if you do nod want

Your name will not be connected with your answers to the questionnaires. Ygaevilnumber
in the upper right hand corner on every page except for the first paiges jour ID number and
will be used will all of your answers. After you fill out the top pagetrigffiand my assistant or |
will come to collect it.

There is a second part of this study which you may be invited to do. To do thisyead, your
name on the second page, which also has your ID number. After you write your namgp an it, r
off and hand it to my assistant. These pages will be kept separately froamngoars to the
packets. After we finish the second part of the interview, this pagbevilhredded. Your name
will not appear anywhere else on your answers.

Your answers to these questions will be kept confidential, which mearenthd, my research
assistant, and Dr. Chris Kearney, my advisor at UNLV, will see theseeas. We will not tell
anyone else, not the staff at SMYC, not your parents, what you put on these quessoiihaire
are only two exceptions for this: if you are planning to kill yourseltaossly hurt someone
else. Then | am required by law to talk to the SMYC mental health counsetgesyou help.

If you decide to do this project, you may help other people like yourselfikiywai for your
time. Any questions?
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Script for Interview Session

Hi again, my name is Jenna Silverman and this is , My resdatahta¥ou
might remember that a short while ago you participated in a reseajebtprbere | asked you to
fill out some questionnaires about your thoughts, feelings, and behaviors. fhieisécond part
of the project. If you are under 18 years of age, your parent has paremehdyg agjreed to let
you patrticipate in this project, but you can choose not to do it if you do not want to.

This part of the project involves me asking you some more questionsyaothoughts,
feelings, and behaviors. You have been invited to do this interview becausejordtiennaires,
you reported that you [did/did not] hurt yourself in the past. An example of tiséanseon self-
harm is “When | hurt myself, | feel better.” An example of questions on youglit®and
feelings is “Are you currently feeling grouchy or annoyed?” Here igrmdormation about the
interview [hand participant assent form]. If you choose to do this interplkease read this sheet
and sign it on the bottom. If you do not want to do the interview, you can leave. You vwgétnot
in trouble for not doing the interview.

If you decide to do the interview, you can quit at any time and you will not be ingraAlbb, if
while you are answering the questions, you get tired or start feeling upses, kaow and we
can take a break. You do not have to answer all of the questions if you do not want to.

Your name will not be connected with your answers in this interview. Your ID nuthiegesame
one that was on your questionnaire, will be on all the forms for the interviggr.\y&fu are done
with the interview or if you decide not to do it, that paper with your name and IDadlhbie
shredded. Your name will not appear anywhere else on your answers.

Your answers to these questions will be kept confidential, which mieainsrtly I, my research
assistant, and Dr. Chris Kearney, my advisor at UNLV, will see theseeas. We will not tell
anyone else, not the staff at SMYC, not your parents, what you say in thigeintefere are
only two exceptions for this: if you are planning to kill yourself or seriouslydameone else.
Then | am required by law to talk to the SMYC mental health counselors towgéeip.

If you decide to do this project, you may help other people like yourselfikiywai for your
time. Any questions?
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APPENDIX E
ASSESSMENT ADHERENCE

1. To what extent did the primary investigator follow the Coping Responsatbry@

0 1 2 3 4 5
N/A Notatall Alittle Somewhat A lot Completely

2. To what extent did the primary investigator follow the FDSHA for conseggesf DSH?

0 1 2 3 4 5
N/A Notatall Alittle Somewhat A lot Completely

3. To what extent did the primary investigator ask participant about ptissible consequences
of DSH?

0 1 2 3 4 5
N/A Notatall Alittle Somewhat A lot Completely

4. To what extent did the primary investigator follow the FDSHA for eomstiassociated with
DSH?

0 1 2 3 4 5
N/A Notatall Alittle Somewhat A lot Completely

5. To what extent did the primary investigator ask participant about ptissible consequences
of DSH?

0 1 2 3 4 5
N/A Notatall Alittle Somewhat A lot Completely

6. To what extent did the primary investigator follow the FDSHA for@oeagor DSH?

0 1 2 3 4 5
N/A Notatall Alittle Somewhat A lot Completely

7. To what extent did the primary investigator ask participant about ptissible reasons for
DSH?

0 1 2 3 4 5
N/A Notatall Alittle Somewhat A lot Completely

8. To what extent did the primary investigator follow the M.i.n.i-Kid?

0 1 2 3 4 5
N/A Notatall Alittle Somewhat A lot Completely
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