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Thesis Summary 

 

 

A methodological review was conducted to critically analyse the strengths and weaknesses of 

distinct research designs employed with a variety of populations to investigate the functions 

of self-injury. Identified designs included: retrospective self-report; retrospective informant 

report; qualitative phenomenological interviews; direct observation; ecological momentary 

assessment; experimental functional analysis; and lab-based self-injury proxy studies. The 

inclusion of multiple functional assessment methods within future studies was strongly 

supported.  

 The empirical and discussion papers focused on the functions of suicidal and 

nonsuicidal self-injury within clinical populations of adults and adolescents. Participants 

completed the Suicide Attempt Self-Injury Inventory (Linehan, Comtois, Brown, Wagner, & 

Heard, 2006) to assess the reasons, antecedents, and consequences associated with different 

methods of self-injury. Multiple methods of self-injury, serving multiple functions, were 

reported by all participants. Within-person analyses found that individuals’ nonsuicidal acts 

were intended to relieve negative emotions and punish themselves, more than their suicidal 

acts, and resulted in greater reductions in feeling numb/dead. Suicidal acts were intended to 

benefit others, preceded by intense feelings of burdensomeness, and resulted in receiving 

help, more than nonsuicidal acts. Within-person comparisons for individual methods of self-

injury found that cutting was intended to relieve negative emotions, occurred following an 

argument, and resulted in the generation of pain and/or normal feelings, more than self-injury 

involving hitting the body.   

 The experience of conducting the research, and the motivation behind it, were 

reflected on. When considering the contribution of the findings to future theory and research, 

two areas were focused on: evidence for conceptualising suicidal and nonsuicidal self-injury 

along a continuum of experiential avoidance behaviours; and evidence regarding the stability 

of self-injury functions across different methods, situations, and time. Specific implications 

were highlighted for clinical interventions aimed at addressing underlying vulnerabilities, and 

the multiple triggers and reinforcing consequences, of these life-threatening behaviours.    
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Abstract 

 

Research studies investigating the functions of self-injury have employed a variety of 

methodologies. A thorough search of the literature identified seven distinct research designs 

used to investigate functions of self-injury across a variety of populations. This review aimed 

to critically analyse each of these research designs in relation to the following methodological 

characteristics: philosophical and theoretical underpinnings; operationalization and 

measurement of self-injury and its functions; potential inclusivity of the method for use with 

diverse populations; potential impact of bias; and ethical issues.  

 Retrospective self- and informant- report designs show good ecological validity, and 

are the least arduous of methods, but are subject to reporting and recall biases. Qualitative 

phenomenological designs provide insight into the experience of self-injury, but do not 

produce generalisable findings about function. Observational and ecological momentary 

assessment methods show good ecological validity, and do not rely on retrospective recall. 

However, they are time-consuming and demanding for participants. Experimental functional 

analysis and lab-based self-injury proxy studies allow for causal inferences about antecedents 

and consequences of self-injury, but show poor ecological validity. Further information about 

the reliability and validity of all designs are required. The implications of these findings for 

the interpretation of research investigating the functions of self-injury are discussed.  
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Self-injury is defined here in line with Brown, Comtois and Linehan (2002) as any intentional 

act resulting in physical harm to the self. This includes self-injurious acts with and without 

suicidal intent. Estimates of lifetime prevalence rates for self-injury often separate suicidal 

and nonsuicidal self-injury. These estimates report that 4-17% of individuals in the general 

population have engaged in nonsuicidal self-injury (Klonsky, 2011; Whitlock, Eckenrode & 

Silverman, 2006; Hawton, Rodham, Evans & Weatherall, 2002), with significantly higher 

rates in individuals with mental health problems (20-60%; Klonsky, 2011; Klonsky & 

Muehlenkamp, 2007) and developmental and intellectual disabilities (15-25%; Petty, Allen & 

Oliver, 2009). Approximately 2.7% of the general population report engaging in self-injury 

with the intent to die (Nock & Kessler, 2006). Self-injury, as well as its immediate threat to 

an individual’s health and life, can have considerable negative impacts on their physical, 

social and psychological functioning and well-being. 

 Over the last three decades, research and understanding into self-injury has grown 

considerably. Theoretical and empirical evidence has led to a consensus that self-injury 

should be conceptualised as a maladaptive coping strategy, which serves particular functions 

for the individual and therefore is repeated (Klonsky, 2007; Nock, 2010). Individuals may or 

may not be consciously aware of the function, or purpose, of the behaviour. Understanding 

the functions of self-injury is crucial for developing effective prevention and treatment 

approaches, as well as guiding policies and procedures for health and social care 

professionals responding to incidents of self-injury.  

 Current treatment methods employ a functional approach to preventing self-injury. 

Applied Behaviour Analysis techniques are widely used in the intellectual disabilities field, 

and interventions such as Dialectical Behaviour Therapy have been shown to be effective for 

individuals displaying self-injury in the context of borderline personality disorder and other 

psychiatric conditions (see Tarrier, Taylor & Gooding, 2008 for systematic review). 

Therapeutic approaches emphasise the importance of identifying intrapersonal and 

interpersonal triggers, promoting alternative adaptive coping strategies (functionally 

equivalent behaviours), and altering internal and external reinforcement contingent on self-

injury occurring. Research with particular populations of self-injuring individuals has 

attempted to identify functions specifically related to the difficulties experienced by 

particular clinical populations. This has led to an emphasis on the social functions of self-

injury for individuals with social and communication difficulties (e.g. Petty et al., 2009), and 

emotion relief functions for individuals with difficulty regulating emotions (e.g. Brown, 

Comtois & Linehan, 2002). 
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 Studies investigating the functions of maladaptive behaviour, including self-injury, 

have employed a range of methods. Herzinger and Campbell (2007) categorise these 

methodologies into indirect assessment, descriptive assessment, and experimental assessment 

methods. Indirect assessments include questionnaires, ratings scales and interviews about 

function. Descriptive assessments involve real-time recording of functions within the 

individual’s natural environment, with no experimental manipulation. Experimental 

assessments involve the simulation of a natural environment, with conditions manipulated in 

order to discern function and infer causality (Herzinger & Campbell, 2007).  

 The actual findings of studies investigating functions of self-injury are not the focus 

of this paper, but have been reviewed elsewhere (Furniss & Biswas, 2012; Klonsky, 2007). 

The aim of this review is to critically consider the different methodologies that have been 

employed to investigate the functions of self-injury, weighing up the strengths and 

weaknesses of each. The results of the review will aid in the critical interpretation of current 

empirical evidence, and the theories and treatment approaches based on this evidence, as well 

as identifying opportunities for future research to address current limitations and gaps in the 

literature.  

 

 

 

 

 

Method 

 

Search Strategy 

A thorough search of the literature was conducted to identify all methodologies used to 

investigate the functions of self-injury prior to December 2012. The Psycinfo database was 

used with the following search terms: ‘self-injury’, ‘self-harm’, ‘self-mutilation’, ‘suicidal 

behaviour’, ‘parasuicide’, ‘function’, ‘purpose’, ‘antecedent’, ‘consequence’, 

‘reinforcement’. The reference and citation lists of review articles and empirical papers were 

also searched for relevant articles. A research design was included if an English-language 

article was identified describing a method for investigating the functions of self-injury.  
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Critical Analysis of Methodological Strengths and Weaknesses 

Methods employed by identified studies for investigating function were categorised as 

indirect assessment, descriptive assessment, or experimental assessment, in line with 

Herzinger and Campbell (2007). Distinct research designs identified within each of these 

categories were critically analysed in relation to: philosophical and theoretical underpinnings; 

operationalization and measurement of self-injury and its functions; potential inclusivity of 

the method for use with diverse populations; potential impact of bias; and ethical issues (see 

Table 1 for description of methodological characteristics).  

 

 

Insert Table 1 here 

 

 

 

 

Results 

Seven distinct research designs investigating the functions of self-injury were identified. 

Indirect assessment methods included: retrospective self-report; retrospective informant 

report; and qualitative phenomenological interviews. Descriptive assessment methods 

included: direct observation and ecological momentary assessment. Experimental assessment 

methods included: experimental functional analysis and lab-based self-injury proxy studies. 

The general structure of each research design is described using an example study. Example 

studies were chosen simply to illustrate the application of the research design. Studies were 

chosen that represented a typical use of the methodology, where measures used included 

reliability and validity estimates. The findings, strengths, and weaknesses of individual 

studies are not within the scope of this paper, and are not discussed. A summary of the 

previously mentioned methodological characteristics of each research design are presented in 

Table 2. The most important strengths and weaknesses of each design are discussed in more 

detail below.  
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Indirect Assessment  

 Retrospective self-report designs 

Within retrospective self-report designs, participants are asked to report the reasons they have 

engaged in self-injury i.e. to name what they believe to be the functions of the behaviour. 

They may also be asked to report the antecedents and consequences of the act, although this 

is less common. There are a number of standardised semi-structured interviews developed for 

use with clinical populations, including: Suicide Attempt & Self-Injury Interview (SASII; 

Linehan, Comtois, Brown, Heard & Wagner, 2006); Functional Assessment of Self-

Mutilation (Lloyd, Kelly & Hope, 1997); Self-Injurious Thoughts and Behaviours Interview, 

(Nock, Holmberg, Photos & Michel 2007); Inventory of Statements about Self-Injury 

(Klonsky & Glenn, 2009). All of these measures have been developed with clinical samples 

of individuals engaging in self-injury and are based on theoretical models that assume 

emotion regulation as the primary function of self-injury.  

 An example of this methodology investigated reasons for self-injury reported by 

women with Borderline Personality Disorder using a previous version of the SASII 

(Parasuicide History Interview; Brown, et al., 2002). This semi-structured interview included 

participant and interviewer ratings, and yes/no questions, about reasons for self-injury. 

Responses to these items were used to infer functions of self-injury. Participant and 

interviewer ratings on the frequency and severity of self-injury showed good test-retest and 

inter-rater reliability. Good convergent validity has been found between self-reports of the 

frequency and severity of self-injury using the SASII and medical records, therapist notes, 

and weekly self-injury diary cards (Linehan et al., 2006).  

 The strengths of a retrospective self-report methodology include the fact that it 

involves reporting on actual self-injury within the individual’s natural environment. 

Standardised measures include an assessment of self-injury topography and intent, and can 

assess for multiple functions of self-injury. The research design is not time-consuming, 

requires limited experimenter training, and does not place high demands on participants. 

Reliability and validity estimates suggest individuals are able to accurately report the 

frequency and severity of self-injury (Linehan et al., 2006).  

 General weaknesses of this methodology include the lack of information regarding 

individuals’ ability to understand and communicate the functions of their self-injury. The 

validity of individuals’ reported reasons for self-injury have not been assessed. Reasons may 

not equate to the actual functions of the behaviour (Brown, et al., 2002). There is significant 

stigma attached to self-injury, and participants may be less likely to report social functions of 
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the behaviour for fear of being perceived as “attention-seeking” or “manipulative” (Nock, 

2010). Retrospective reports of the antecedents and consequences of self-injury may provide 

a better estimation of function than reasons. Comparisons between self-reported reasons, 

antecedents and consequences would provide further information on the accuracy of self-

reported functions. This methodology is limited for use with diverse populations, due to the 

lack of adapted measures for individuals with communication and/or literacy difficulties, and 

translations into other languages.  

 The theoretical background to the measures used in these designs may have led to 

inherent biases within the measures towards emotion regulation functions. For example, 

within the SASII list of reasons for self-injury there are 8 items relating to the relief or 

expression of emotions, but only one item relating to relieving or escaping negative thoughts. 

There is also some ambiguity in the reasons included within the SASII Emotion Relief 

subscale. For example, the reason ‘to obtain relief from a terrible state of mind’ does not 

distinguish between emotional or cognitive state of mind, but it is interpreted by the measure 

as relief of emotions. Also, ‘emotional’ antecedents within the measure could be considered 

to be a combination of emotion and cognition. For example ‘feeling like a burden to others’ is 

likely to be experienced as a combination of emotions and thoughts. The interpretation of 

these items as evidence for emotional relief functions of self-injury may erroneously 

strengthen the perception that emotion regulation is the primary function of self-injury.  

 From an ethical perspective, talking about self-injury has not been found to increase 

the risk of these behaviours in the future (Cukrowicz, Smith & Poindexter, 2010; Zahl & 

Hawton, 2004). However, research protocols must include ethical consideration of procedures 

to balance confidentiality and sharing of information for safety. Clear management 

procedures must be made for instances when participants report current suicidal ideation 

and/or plans during the research interview. These plans must be made explicit and agreed 

with potential participants as part of gaining consent.  

 

 

 Retrospective informant report designs 

Family members and professional carers of individuals who self-injure are asked to report 

what they believe to be the reasons for the self-injury, and to recall antecedent events and 

consequences of the behaviour. This can be in the form of informal open questions about 

reasons for self-injury or formal structured assessments based on informants’ observations 

across a variety of settings. Formal standardised assessments include: The Motivation 
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Assessment Scale (MAS; Durand & Crimmins, 1992); Motivation Analysis Rating Scale 

(Weiseler, Hanzel, Chamberlain & Thompson, 1985); Questions about Behavioural Function 

(Matson & Vollmer, 1995). This method has predominantly been developed with individuals 

with intellectual/developmental disabilities (IDD) and severe communication difficulties, 

who are unable to give self-reports of the functions of self-injury. Theoretical models of self-

injury in individuals with severe-profound IDD suggest that repetitive stereotypic behaviours 

develop into self-injury through internal and external reinforcement of increasingly severe 

and damaging behaviours as a direct result of individual’s limited physical and 

communication abilities (Furniss & Biswas, 2012). These models emphasise the 

communication, escape and self-stimulation functions of self-injury. This may have had an 

impact on the development of informant report measures based on these theoretical models. 

These designs assume that informants are able to accurately report reasons, antecedents, and 

consequences, and that the functions of self-injury are stable over time.  

 In an example of this methodology, Durand and Crimmins (1992) used the MAS to 

assess functions of self-injury for individuals with a learning disability and/or autism.  

Individuals’ teachers were asked to report antecedents and consequences of self-injury, as 

well as their perceptions of the reasons for the behaviour. These reports were used to infer 

functions of self-injury. Teacher’s ratings were found to predict individual’s self-injurious 

behaviour in a number of experimental conditions designed to assess functions of self-injury 

(described in experimental functional analysis section; Herzinger & Campbell, 2007). This 

suggests the method has good construct validity. 

 Strengths of a retrospective informant report design include the fact that functions of 

self-injury are assessed in the individual’s natural environment.  Reasons, antecedents, and 

consequences are reported by an independent observer. Therefore individuals are not required 

to be able to understand and communicate the functions of their behaviour, making the 

method more inclusive of diverse populations.  However, there is still a potential for 

reporting biases in terms of the informants beliefs and attitudes towards the individual and 

their self-injury. The reliability of reporting accurately on the frequency, severity and 

functions of self-injury may be higher with individuals living in 24 hour supported 

environments, where informants can answer questions based on numerous observations of 

self-injurious behaviour across different settings. The reliability of informal reports of 

function, where an informant spends little time with the individual, is questionable. In both 

formal and informal methods of informant assessment there is likely to be a bias for 

underreporting of internal functions (Herzinger & Campbell, 2007). From an ethical 
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perspective, it is important to consider the potential impact of this method on the ongoing 

relationship between the self-injuring individual and the informant (who is usually a 

significant caregiver). Consent from both parties should be sought wherever possible, 

although this may not be possible if individuals do not have the capacity to consent to 

participation.  

 

 

 Qualitative phenomenological interviews 

Qualitative research methods are based on an ontological view of the world as socially 

constructed, with no single observable truth. Within research, the experimenter is seen as an 

active participant, with the participant-interviewer interaction a dynamic process. Qualitative 

methods (e.g. Interpretative Phenomenological Analysis, Grounded Theory) involve 

interviewing a homogenous sample of individuals who self-injure to explore common themes 

in the descriptions of their experience of the behaviour.  

 For example, Rao (2006) interviewed 6 women who reported self-cutting. Open-

ended questions were asked in an attempt to encourage discussion of self-injury 

phenomenology. Interpretative Phenomenological Analysis was conducted to identify 

recurrent themes in participants’ answers about self-injury experiences. 

 Qualitative methods may be less affected by biases in reporting as they do not directly 

question the reasons for self-injury, and therefore may be experienced as less challenging for 

participants. There is the opportunity for reporting of multiple functions relating to actual 

occurrences of self-injury in the individual’s natural environment. This method provides 

insight into the individual experience of self-injury. However, as with all qualitative 

methodologies, there is limited scope for generalisability of findings outside the individual 

experience of the participants involved, due to small homogenous samples. These approaches 

are open to experimenter bias effects due to the active interpretation by the experimenter. 

These risks are accepted by the ethos of qualitative research, which holds that there is no 

objective/observable truth, and reality is subjective (Rao, 2006). Participants are required to 

be able to understand, and communicate the functions of their behaviour, limiting the 

inclusivity of this method for use with diverse populations.  
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Descriptive Assessment  

 Direct observation designs 

These research designs include the use of structured, standardised observational measures 

(e.g. Functional Assessment Observation Form; O’Neill, Horner, Albin, Storey, Sprague & 

Newton, 1997) or informal observational reports conducted by experimenters in the 

individual’s natural environment. Observational methods have predominantly been used to 

investigate the functions of self-injury for individuals with severe intellectual/developmental 

disabilities (IDD). They are based on a theoretical model of self-injury as a communication, 

escape, or self-stimulation strategy, resulting directly from individual’s physical and 

cognitive disabilities. The assumption is made that the functions of a behaviour can be 

reliably and accurately observed, and are stable over time.    

 Petty, Allen & Oliver (2009) observed individuals with intellectual disabilities in their 

normal classroom setting for 4-12 hours. Observational recordings were made of all instances 

of self-injury, and antecedent and consequent events. The functions of self-injury were 

interpreted using statistical analysis of the relative frequency of self-injurious acts related to 

particular antecedents and consequences.  

 Direct observation designs allow independent reporting of the frequency, severity, and 

method of self-injury, and have good ecological validity. Functions of self-injury can be 

assessed without the individual needing to understand or communicate them. This limits the 

effects of social desirability and recall bias, and makes it an inclusive method for use with 

diverse populations. Behavioural interventions based on observational assessments of 

function were found to be as effective in reducing self-injury as those based on experimental 

functional analysis, and more effective than interventions that were not based on a functional 

assessment (Kahng, Iwata, & Lewin, 2002). This suggests good validity in the assessment of 

function using this method.  

 Weaknesses of observational methods include the fact that social functions of self-

injury may be overemphasised using this method, due to the lack of information on internal 

experiences that may not be observable. Observational investigation of function takes a 

significant amount of time and is only suitable for use with high frequency, low severity self-

injury (Petty, et al., 2009). The intent of the behaviour is not assessed by this methodology 

(i.e. intending to cause harm, intending to die). The act of observing self-injury may lead to 

changes in the occurrence and/or function of the behaviour. From an ethical perspective, the 

observation of individuals’ self-injury in their natural environment may have an impact on 

the experimenter, participant, and their wider system. Due to the ethical issues in observing 
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self-injury these designs are often only employed where individuals are in a supportive 

environment with professionals intervening when self-injury occurs.  

 

 

 Ecological Momentary Assessment designs 

Participants are asked to record instances of self-injury thoughts and behaviours on an 

electronic device (Personal Digital Assistant; PDA). Individuals use the device to record 

reasons, antecedents and consequences associated with self-injury as they occur. They 

complete these assessments in their natural environment over an extended period of time.  

Studies that have employed this novel design are based on theoretical models that view 

emotion regulation as the primary function of self-injury. They assume that individuals are 

able to reliably and accurately report the intentions, antecedents and consequences of self-

injury, and that functions are stable over time.  

 In an example application of this design, Nock, Sterba, and Prinstein (2009) recruited 

a clinical sample of individuals reporting current self-injury. Participants completed PDA 

assessments twice daily, and whenever they experienced a self-injurious thought or 

behaviour, over a two week period. They were asked to report the social context, reason for 

the behaviour, and the actual consequences of the behaviour, immediately following self-

injury.  Statistical analyses were used to identify trends within and between participants for 

reasons, antecedents, and consequences of self-injury. Investigations included identifying 

predictive factors in the development of self-injury thoughts into self-injury behaviours. 

 Ecological Momentary Assessment designs provide good ecological validity and do 

not rely on retrospective report. Multiple possible functions for a range of self-injury 

behaviours can be assessed. Also, temporally distant antecedents to self-injury can be 

assessed. However, self-report methods are open to social desirability biases and again, 

individuals may not be aware of the reasons for their behaviour. The validity and reliability of 

self-reports of antecedents and consequences have not been established. For example, studies 

have found a mismatch between subjective self-report of emotional distress and objective 

physiological measures of negative affect and arousal (Franklin, Hessel, Aaron, Arthur, 

Heilbron & Prinstein, 2010), suggesting that self-report of internal states may not be reliable. 

The reliability of individuals’ reports of antecedents and consequences of self-injury could be 

investigated by comparing self-report to physiological measures and/or independent 

observations.  
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 This method is quite burdensome for participants and large sample sizes are required 

to deal with issues of low compliance and drop-out (Nock, et al., 2009). It is possible that the 

act of reporting self-injurious thoughts and behaviours as they occur may influence the 

occurrence and functions of those behaviours (i.e. reactivity).  Careful ethical consideration 

must be given to procedures for data collection, and appropriate, timely responding to reports 

of suicidal ideation/acts.  

 

 

 

Experimental Assessment 

 Experimental functional analysis designs 

This method involves the “simulation of natural environments with direct systematic 

manipulation of the social and physical environment designed to alter the frequency of 

behaviour” (Herzinger & Campbell, 2007). The most widely used method was designed by 

Iwata and colleagues (Iwata, Dorsey, Slifer, Bauman & Richman,1982) for use with 

individuals with severe learning disabilities displaying high frequency challenging 

behaviours, including self-injury. The theoretical model underlying these methods focuses on 

the following four types of function for challenging behaviour: to get attention, to escape 

demands, to gain access to tangibles and to self-stimulate. The assumption is that challenging 

behaviour (including self-injury) serves an identifiable primary function. In order to identify 

this primary function, antecedents and consequences are systematically manipulated within 

experimental conditions. Experimental functional analysis assumes that the functions of self-

injury assessed in a non-naturalistic environment are generalisable across situations and time. 

  Iwata, Pace, Dorsey, Zarcone, Vollmer, and Smith (1994) applied this research design 

with individuals with severe developmental disabilities. The experimental conditions used in 

this study related directly to the theoretical model of self-injury underlying the design: 

 - Attention: attention given contingent on self-injury occurring.  

 - Escape from demand: task demands stopped contingent on self-injury occurring 

 - Self-stimulation: alone, no activities 

 - Unstructured play: this condition was included as a control condition in the presence 

   of the experimenter. 

The form, frequency, and duration of self-injury in each condition were recorded by a trained 

observer. The conditions were repeated in counterbalanced orders. The function of self-injury 

was interpreted by the condition with the highest observed frequency of self-injury. 
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 Strengths of the experimental functional analysis method include the ability to make 

causal inferences about the situational context of self-injury and the consequences that may 

reinforce the behaviour, potentially leading to greater validity in the measurement of 

function. Behavioural interventions based on experimental functional analysis have been 

found to be as effective in reducing self-injury as those based on direct observation, and more 

effective than interventions that were not based on a functional assessment (Kahng, Iwata, & 

Lewin, 2002). Comparisons with observational methods of functional assessment suggest that 

experimental functional analysis has a tendency to identify fewer functions (Herzinger & 

Campbell, 2007). Some have suggested that the identification of a single ‘primary’ function 

of self-injury allows for more explicit planning in terms of effective intervention techniques. 

However, this may be over-simplistic when considering the variety of presentations of 

individuals who engage in self-injury and the finding that many report multiple functions.  

 This method was developed and used with individuals with severe-profound 

intellectual/developmental disabilities. The theoretical assumptions behind the methodology 

are that individual’s social and communication difficulties and limitations in accessing 

opportunities for self-stimulation are the main cause of their self-injury. As a result, the 

standard four conditions do not explicitly investigate an emotion regulation function of self-

injury. An access to tangibles condition has been used by some, where a preferred item is 

given contingent on self-injury occurring. Development of other experimental conditions to 

assess other functions of self-injury would be beneficial.  

 There are serious ethical issues with experimental functional analysis. It involves 

intentionally increasing potentially life-threatening self-injurious behaviours. There is a risk 

that self-injury may be further reinforced and that self-injury may develop new functions 

during the experiment itself (Herzinger & Campbell, 2007). Experimental functional analysis 

studies have only involved individuals with intellectual and developmental disabilities 

demonstrating high frequency self-injury. It has been suggested that the benefits of an in 

depth functional analysis of self-injury in treatment planning outweighs the risks posed 

(Kahng, et al., 2002).  Other limitations of this method include the fact that it is not 

conducted within individuals’ natural environments; and there is no assessment of temporally 

distant antecedents or internal states that may indicate intrapersonal functions. The 

assessment is time consuming and demonstrates poor test-retest reliability and 

generalisability. Experimental functional analysis is not suitable for investigating the 

functions of low frequency and/or high severity self-injury.   
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 Laboratory based self-injury proxy designs 

These studies involve the psychophysiological measurement of affective and/or cognitive 

processes related to self-injury. Due to the ethical issues relating to the induction of self-

injury in a laboratory setting, self-injury proxies are used. These include asking participants 

to imagine engaging in self-injury, or inducing low levels of pain through non-harmful 

exposure to extremes of temperature (e.g. Cold Pressor Test). The theoretical model behind 

this design focuses on the internal functions of self-injury, specifically an emotion regulation 

function. The design assumes similarities in the experience and consequences of self-injury 

and the proxy behaviour, and that functions of self-injury are measurable and stable across 

situations and time.  

 Franklin et al. (2010) recruited individuals with and without a history of self-injury. 

Participants were exposed to a stress inducing condition followed by a self-injury proxy, the 

Cold Pressor Test, which involves participants submerging their hands in extremely cold 

water. Throughout the conditions participants affective state and cognitive processing 

abilities were assessed using psychophysiological measures. The effect of the painful 

stimulus on affective and cognitive processes, for individuals with a history of self-injury 

compared to those without, was used to make inferences about the functions of self-injury.  

 The use of physiological and self-report measures of affective and cognitive processes 

is a significant strength of this methodology, as it allows for comparison between individual’s 

actual and perceived internal experiences. These designs aid the understanding of important 

processes underlying self-injury and the experience of pain, which cannot be reliably 

assessed through observational or self-report methods. However, it is not clear to what extent 

the stress-inducing condition and self-injury proxy can be compared to real-world 

experiences of self-injury. Fundamental differences include the fact that the painful stimulus 

is not self-initiated, and involves a method that is rarely reported by self-injurers. The 

experience of pain (and associated sensations) may be different to those experienced during 

actual self-injury and may be in a different part of the body. Therefore the validity of this 

design in investigating functions of self-injury is unknown (Armey, Crowther & Miller, 

2011). Lab-based proxy methods are limited in the investigation of social functions of self-

injury, and have poor ecological validity due to the unnatural experimental environment. 

These methods are not suitable for use with individuals who do not have the capacity to 

consent to participation. Ethical concerns about this methodology centre on the fact that 

individuals are asked to experience stressful conditions and engage in pain-inducing 

behaviours.  
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Insert Table 2 here 

 

 

Discussion 

Summary of findings 

Retrospective self-report designs provide greater ecological validity and are less time-

consuming than the other methodologies reviewed here. The extent to which individuals can 

accurately report the functions of self-injury is not yet known and is likely to fluctuate within 

and between individuals, and social desirability biases may limit reports of certain functions.  

Retrospective informant report designs provide independent reporting of antecedents and 

consequences of self-injury. However, informants’ responses may be biased by their own 

attitudes and beliefs towards the individual and the functions of their self-injury. Descriptive 

and experimental functional assessments are beneficial because they are not affected by the 

ability of individuals to understand and communicate the functions of self-injury, or by an 

individual’s desire to be positively evaluated by others. However, these methods are time 

demanding and present considerable ethical issues. The observation of self-injurious 

behaviour may impact the researcher and the individual. Experimental methods involve 

deliberately triggering self-injury and are at risk of further reinforcing the behaviour. 

Observational and experimental methods are not suitable for the assessment of low 

frequency, high severity self-injury and do not allow for the assessment of intent.  

 Ecological momentary assessment methods provide real-time indications of 

antecedents and consequences across a range of real-life situations allowing for the 

assessment of function of different kinds of self-injury. The intention of self-injury can also 

be assessed. The introduction of physiological measures alongside self-report of affective 

states would increase the reliability of this method. Laboratory-based studies employing 

objective measurements of psychophysiological processes before during and after a self-

injury proxy provide important information on possible functions. However, there is 

insufficient knowledge about the extent to which lab-based stress induction methods and self-

injury proxies correspond to real-life experiences of self-injury.  Multi-method studies 

employing real-time assessment in naturalistic environments, where self-report, physiological 

and independent observation techniques are utilised would provide important direct 

comparison of these methods. This would allow greater estimates of the reliability and 

validity of these different methods.  
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 Particular methods were found to be associated with different samples of individuals 

engaging in self-injury. For example, designs employing retrospective self-report of reasons, 

antecedents and consequences of self-injury have almost exclusively been conducted with 

samples of individuals receiving support from mental health services, whilst experimental 

functional analysis designs have only been used with individuals with severe-profound 

intellectual and/or developmental disabilities (IDD). This has important implications for the 

findings of research studies with these populations and in the way that formal assessment 

methods have been designed. Measures designed on the assumption of social/communication 

functions of self-injury in individuals with intellectual disabilities do not assess for emotion 

regulation functions of self-injury. Therefore investigations into self-injury in this population 

have not found evidence of an emotion regulation function. This may simply be because it 

has not been assessed, not necessarily because it does not exist. Retrospective self-report 

measures for self-injury have been developed with clinical populations (predominantly with 

individuals displaying features of Borderline Personality Disorder) and therefore may not be 

relevant or suitable for use with other populations.   

 A recent review of the findings of self-injury research with clinical populations of 

individuals without IDD concluded that the primary function of self-injury for these 

individuals is the regulation of negative emotions (Klonsky, 2007). The present 

methodological review has demonstrated that there are biases within the research designs that 

have been used with clinical populations that make an emotion regulation function more 

likely to be identified. This does not mean that emotion regulation is not the primary function 

of self-injury for these individuals. However, if emotion regulation is the most commonly 

investigated function using designs that are biased towards identifying this function, then it is 

highly likely that theoretical assumptions will be strengthened, whether or not this reflects 

reality. Likewise, attention, escape from demands, and self-stimulation are the most 

commonly found functions of self-injury in IDD populations (Furniss & Biswas, 2012). 

These findings support the theoretical perspectives underpinning the research designs 

employed in these studies. However, if these are the only functions assessed within the 

research design (e.g. in the restricted conditions of experimental functional analysis), then 

these are the only functions that can be identified. It is not clear whether the differences 

between commonly reported functions of self-injury in IDD and non-IDD populations 

reflects true differences or is an artefact of the use of different research designs developed 

from contrasting theoretical perspectives. Functional assessment methods must be able to 

identify all possible functions of self-injury, so that behavioural interventions can be targeted 
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at the right antecedents and consequences. Otherwise they are likely to be ineffective in 

reducing self-injury.    

 

Implications and Suggestions for Future Research 

Investigations into the validity and reliability of the measurement of self-injury, and its 

functions, is required. Information about the stability of functions over time, across situations, 

and across methods of self-injury is needed. Relatively little research has investigated the 

functions of self-injury in the general population, where individual’s difficulties may be less 

complex. Due to the low frequency and severity of self-injury in these samples, observational 

and experimental functional analysis methods may not be suitable. However, Ecological 

Momentary Assessment methods show good validity. Comparisons between the results of 

real-time reporting of self-injury antecedents and consequences could be compared to 

retrospective self-report at a later date. Likewise, methods that combine self-report, 

psychophysiological measures, and formal experimental analysis elements would provide 

much more detailed, reliable and valid information about the functions of self-injury.  

 Further investigations of self-injury functions in clinical populations could utilise 

observational and informant report methods, particularly within inpatient settings. There is 

also an opportunity for the validity of functional assessment to be assessed by monitoring the 

effectiveness of behavioural interventions (in inpatient or outpatient settings) aimed at 

addressing the functions identified for each individual. The adaptation of self-report measures 

for individuals with mild-moderate learning disabilities, and the use of psychophysiological 

measures of affective state and cognitive processing would provide greater insight into the 

possible internal functions of self-injury for individuals with intellectual and developmental 

disabilities.  

 In summary, a range of distinct research designs have been used to investigate the 

functions of self-injury across different populations. Indirect, descriptive, and experimental 

assessment methods each have strengths and weaknesses. Studies should carefully consider 

the most suitable research design, and wherever possible this should include a combination of 

multiple assessment methods. 

 

 

 

 

 



 33 

References 

Armey, M. F., Crowther, J. H., & Miller, I. W. (2011). Changes in Ecological Momentary 

Assessment reported affect associated with episodes of nonsuicidal self-injury. 

Behavior Therapy, 42(4), 579-588. 

Brown, M. Z., Comtois, K. A., & Linehan, M. M. (2002). Reasons for suicide attempts and 

nonsuicidal self-injury in women with borderline personality disorder. Journal of 

Abnormal Psychology, 111(1), 198−202. 

Cukrowicz, K., Smith, P. & Poindexter, E. (2010). The effect of participating in suicide 

research: Does participating in a research protocol on suicide and psychiatric 

symptoms increase suicide ideation and attempts? Suicide and Life-Threatening 

Behaviour, 40 (6), 535-554. 

Durand, V. M., & Crimmins, D. B. (1992). The motivation assessment scale (MAS) 

administration guide. Topeka, KS: Monaco and Associates. 

Furniss, F., & Biswas, A. B. (2012). Recent research on aetiology, development and 

phenomenology of self-injurious behaviour in people with intellectual disabilities: A 

systematic review and implications for treatment. Journal of Intellectual Disability 

Research, 56(5), 453-475. 

Franklin, J. C., Hessel, E. T., Aaron, R. V., Arthur, M. S., Heilbron, N., & Prinstein, M. J. 

(2010). The functions of nonsuicidal self-injury: Support for cognitive-affective 

regulation and opponent processes from a novel psychophysiological paradigm. 

Journal of Abnormal Psychology, 119(4), 850-862. 

Hawton, K. Rodham, K., Evans, E., & Weatherall, R. (2002). Deliberate self harm in 

adolescents: self report survey in schools in England. British Medical Journal, 

325(7374), 1207-1211. 

Herzinger, C. V. & Campbell, J. M. (2007). Comparing functional assessment 

methodologies: a quantitative synthesis. Journal of Autism and Developmental 

Disorders, 37(8), 1430-1445. 

Iwata, B. A., Dorsey, M. F., Slifer, K. J., Bauman, K. E., & Richman, G. S. (1982). Toward a 

functional analysis of self-injury. Analysis and Intervention in Developmental 

Disabilities, 2, 3-20 

Iwata, B. A., Pace, G. M., Dorsey, M. F., Zarcone, J. R., Vollmer, T. R., Smith, R. G., et al. 

(1994). The functions of self-injurious behavior: An experimental-epidemiological 

analysis. Journal of Applied Behavior Analysis, 27, 215–240. 



 34 

Kahng, S., Iwata, B. A., & Lewin, A. B. (2002). The impact of functional assessment on the 

treatment of self-injurious behavior. In S. R. Schroeder, M. L. Oster-Granite, 

&Thompson, (Eds.). Self-injurious behavior: Gene-brain behavior relationships (pp. 

119–131). Washington, DC: American Psychological Association. 

Klonsky, E. D. (2007). The functions of deliberate self-injury: A review of the evidence. 

Clinical Psychology Review, 27, 226-239.  

Klonsky, E. D. (2011). Non-suicidal self-injury in United States adults: Prevalence, 

sociodemographics, topography and functions. Psychological Medicine, 41(9), 1981-

1986.  

Klonsky, E. D., & Glenn, C. R. (2009). Assessing the functions of non-suicidal self-injury: 

Psychometric properties of the Inventory of Statements about Self-Injury (ISAS). 

Journal of Psychopathology and Behavioral Assessment, 31, 215-219. 

Klonsky, E. D., Muehlenkamp, J. J. (2007). Self-injury: a research review for the practitioner. 

Journal of Clinical Psychology, 63, 1045–56. 

Linehan, M. M., Comtois, K. A., Brown, M. Z., Heard, H. L., & Wagner, A. (2006). Suicide 

Attempt Self-Injury Interview (SASII): development, reliability, and validity of a 

scale to assess suicide attempts and intentional self injury. Psychological Assessment, 

18, 302–12. 

Lloyd, E., Kelley, M. L., & Hope, T. (1997). Self-mutilation in a community sample of 

adolescents: Descriptive characteristics and provisional prevalence rates. Paper 

presented at the Annual meeting of the Society for Behavioral Medicine, New 

Orleans, LA. 

Matson, J. L., & Vollmer, T. R. (1995). User’s guide: Questions about behavioral function 

(QABF). Baton Rouge, LA: Scientific Publishers Inc. 

Nock, M. K. (2009). Why do people hurt themselves? New insights into the nature and 

function of self-injury. Current Directions in Psychological Science, 18, 78–83. 

Nock, M. K. (2010). Self-injury. Annual Review of Clinical Psychology, 6, 339-363. 

Nock, M. K., Holmberg, E. B., Photos, V. I., & Michel, B. D. (2007). Self-Injurious 

Thoughts and Behaviors Interview: development, reliability, and validity in an 

adolescent sample. Psychological Assessment, 19, 309–17. 

Nock, M. K. & Kessler, R. C. (2006). Prevalence of and risk factors for suicide attempts 

versus suicide gestures: analysis of the national comorbidity survey. Journal of 

Abnormal Psychology, 115(3), 616-623. 



 35 

Nock, M. K., Prinstein, M. J., & Sterba, S. K. (2009). Revealing the Form and Function of 

Self-Injurious Thoughts and Behaviours: A Real-Time Ecological Assessment Study 

Among Adolescents and Young Adults. Journal of Abnormal Psychology, 118(4), 

816-827. 

O’Neill, R. E., Horner, R. H., Albin, R. W., Storey, K., Sprague, J. R., & Newton, J. S. 

(1997). Functional assessment of problem behavior: A practical assessment guide. 

Pacific Grove, CA: Brooks/Cole. 

Petty J., Allen D. & Oliver C. (2009) Relationship among challenging, repetitive, and 

communicative behaviors in children with severe intellectual disabilities. American 

Journal on Intellectual and Developmental Disabilities, 114, 356–68. 

Rao, R. (2006). Wounding to heal: the role of the body in self-cutting. Qualitative Research 

in Psychology, 3(1), 45-58.  

Tarrier, N., Taylor, K., & Gooding, P. (2008). Cognitive behavioral interventions to reduce 

suicide behavior: a systematic review and meta-analysis. Behavior Modification, 

32(1), 77-108. 

Weiseler, N.A., Hanzel, T.E., Chamberlain, T.P. & Thompson, T. (1985). Functional 

taxonomy of stereotypic and self-injurious behaviour. Mental Retardation, 23, 230-

234. 

Whitlock, J., Eckenrode, J., & Silverman, D. (2006). Self-injurious behavior in a college 

population. Pediatrics, 117, 1939−1948. 

Zahl, D., Hawton, K. (2004) Repetition of deliberate self-harm and subsequent suicide risk: a 

long-term follow-up study in 11,583 patients. British Journal of Psychiatry, 185, 70-

75. 

 

 

 

 

 

 

 

 

 

 

 

 

http://bjp.rcpsych.org/cgi/content/full/185/1/70?maxtoshow=&HITS=10&hits=10&RESULTFORMAT=&author1=zahl&searchid=1109324695021_733&stored_search=&FIRSTINDEX=0&sortspec=relevance
http://bjp.rcpsych.org/cgi/content/full/185/1/70?maxtoshow=&HITS=10&hits=10&RESULTFORMAT=&author1=zahl&searchid=1109324695021_733&stored_search=&FIRSTINDEX=0&sortspec=relevance


 36 

Table 1 Description of methodological characteristics to be considered for each research design 

 

Methodological 

characteristic 

 

 

Description 

Philosophical 

underpinnings and 

theoretical perspective  

 

Consideration of how the research design conceptualises self-

injury and its functions. Underlying theoretical assumptions about 

the development and/or type of function. 

Operationalisation and 

measurement of self-

injury: 

Exploration of definitions of self-injury and the reliable and valid 

measurement of the occurrence, frequency and severity of self-

injury.  

 

Operationalisation and 

measurement of function 

Consideration of how multiple possible functions of self-injury are 

defined and measured. Reliability and validity of measurement. 

 

Potential inclusivity of 

method 

Suitability of the method for use with multiple populations 

considered in relation to diversity in culture, language, 

communication, and capacity to consent. 

 

Potential biases Consideration of susceptibility to demand characteristics, 

experimenter bias, social desirability, reactivity, and to what extent 

these be controlled. 

  

Ethical Issues Is there a risk of increasing the frequency or severity of self-injury 

through the design?  

Is there a risk of further reinforcing self-injury or creating new 

functions for the behaviour?   

What burden does participation place on participants?  

Is there a potential impact on the researcher and/or participants of 

observing self-injury but not intervening to stop the behaviour?   
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Table 2 Summary of methodological strengths and weaknesses of research designs investigating functions of self-injury 
  

 
 

 
Operationalisation  

and Measurement of Self-Injury        Operationalisation and Measurement of Function of Self-Injury    

Research Method          

and Design 

Philosophical/ 

Theoretical 

Assumptions 

Method of 

measurement 

Intent 

assessed 

Reliability 

& validity 

Method of 

measurement 

Reliability        

(inter-rater, 

test-retest) 

Construct 

validity 

External 

validity 

Potential 

Inclusivity of 

Method 

Potential 

Biases Ethical Issues 

 

Indirect 

Assessment 

 

 

       

 

  

Retrospective  
self-report 

Reality is singular, 
objective and measurable 

Behavioural approach 

Theoretical background 
emphasises emotion 

regulation as primary 

function 

Self-report 
Retrospective 

 Good Reasons used to infer 
function (antecedents 

and consequences 

may also be included) 

Test-retest 
reliability variable. 

Higher for social 

and demand escape 
functions than for 

emotion regulation 

Not assessed Good Poor Recall accuracy 
Social 

desirability 

Demand 
characteristics 

Management of any 
immediate indication of 

risk expressed during 

interview 

Retrospective 

informant report 

Reality is singular, 

objective and measurable 
Behavioural approach 

 

Other report 

Retrospective 

 Good Observable reasons, 

antecedents and 
consequences  

Good  Good         

May bias 
external versus 

internal 

functions 

Good Good Recall accuracy 

Demand 
characteristics  

Informant bias  

Potential impact on 

ongoing relationship 
with informant                    

Capacity to consent 

Qualitative 

phenomenological 

interviews 

 

Reality is multiple and 

subjective. 

Social constructionism 

No observable truth 
 

Yes/no to self-

injury question 

n/a Poor Themes relating to 

reasons, antecedents 

and consequences 

n/a Not assessed Good Poor Recall accuracy  Management of 

immediate indication of 

risk expressed during 

interview 
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 Operationalisation 

and Measurement of Self-Injury        Operationalisation and Measurement of Function of Self-Injury    

Research Method          

and Design 

Philosophical/ 

Theoretical 

Assumptions 

Method of 

measurement 

Intent 

assessed 

Reliability 

& validity 

Method of 

measurement 

Reliability        

(inter-rater, 

test-retest) 

Construct 

validity 

External 

validity 

Potential 

Inclusivity of 

Method 

Potential 

Biases Ethical Issues 

Descriptive 

Assessment 
           

Direct Observation Reality is singular, 

objective and measurable 

Behavioural approach 
Theoretical background 

emphasises 

communication, escape 
and self-stimulation 

functions 

Other real-time 

observational 

recording   
Limited to high 

frequency, low 

severity self-
injury 

 Good Statistical analysis of 

observable 

antecedents and 
consequences  

Good inter-rater 

and test-retest 

reliability 

Good when 

compared to 

other methods  
May bias 

external versus 

internal 
functions 

Good Good Experimenter 

bias   

Reactivity  

Observation of actual 

self-injury (impact on 

individual and observer)  
Time consuming 

Ecological 

Momentary 
Assessment 

Reality is singular, 

objective and measurable 

Behavioural approach 

Self real-time 

recording 

 Good Statistical analysis of 

self-reported reasons, 
antecedents and 

consequences  

Unknown Unknown Good. Poor Social 

desirability 
Demand 

characteristics 

Reactivity 

Entries into electronic 

device may indicate 
immediate risk - 

management of this must 

be planned and agreed 
prior to study 

Experimental 

Assessment 

           

Experimental 
Functional Analysis 

Reality is singular, 
objective and measurable 

Behavioural approach 

Theoretical background 
emphasises 

communication, escape 

and self-stimulation 
functions 

Other real-time 
observational 

recording 

Limited to high 
frequency, low 

severity self-

injury 

 Good 
 

Experimental 

conditions simulate 
situations related to 

different functions. 

Observable rates of 

self-injury across 

conditions used to 

statistically calculate 
function 

 

Good.  
External 

manipulation of 

situation.  
Relative frequency 

of observed self-

injury used to 
statistically 

calculate function 

Good when 
compared to 

other methods. 

May bias 
external versus 

internal 

functions.  

Poor Good Experimenter 
bias     

Reactivity 

Intentional increase in 
self-injury                  

Risk of increasing 

reinforcement or number 
of functions of behaviour 

Time consuming 

Lab-based self-

injury proxy  

Reality is singular, 

objective and measurable 

Behavioural approach 
Theoretical background 

emphasises emotion 

regulation as primary 

function 

Self-injury 

proxy used to 

compare 
individuals 

with/without 

history of self-

injury 

n/a Poor Psychophysiological 

measures of affective 

and cognitive states 
prior to, during and 

following self-injury 

proxy used to infer 

possible functions 

Good Good. 

Subjective and 

objective 
assessment 

measures. 

Poor Poor None Lab-based induction of 

stress and pain 



 39 

 

 

 

Section Two: Empirical Paper 
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The Reasons, Antecedents, and Consequences Associated with  

Different Methods of Self-Injury 
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Abstract 

 

A clinical sample of twenty one participants (16-65 years) completed the Suicide Attempt 

and Self-Injury Inventory (Linehan, Comtois, Brown, Heard & Wagner, 2006) to assess the 

intentions and functions of different methods of self-injury. Within-person analyses found 

suicidal acts were intended to make others better off, preceded by feelings of 

burdensomeness, and elicited help, more than nonsuicidal acts. Individuals reported multiple 

methods of self-injury (mean=4.2) with multiple functions. Self-injury through cutting was 

less impulsive, preceded by emotional numbness, and reduced feelings of numbness, more 

than hitting the body. Important similarities and differences exist in the functions of 

different methods of self-injury within individuals.  
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Self-injury is defined as: “Any overt, acute, nonfatal self-injurious act where both act and 

bodily harm or death are clearly intended (i.e., both the behavioral act and the injurious 

outcomes are not accidental) that results in actual tissue damage, illness, or, if no 

intervention from others, risk of death or serious injury.” (p. 2, Bland & Murray-Gregory, 

2006).  

 Nonsuicidal self-injury, and suicide attempts not resulting in death, have enormous 

consequences for the individual, their family and society. Prevalence rates of self-injury are 

estimated at 4-6% of adults, and 14-17% of adolescents, in the general population (Klonsky, 

2011; Whitlock, Eckenrode & Silverman, 2006; Hawton, Rodham, Evans & Weatherall, 

2002). Higher rates are found in clinical samples of individuals receiving support for a wide 

range of mental health problems (20-60%; Klonsky, 2011; Klonsky & Muehlenkamp, 2007) 

and intellectual/developmental disorders (15-25%; Petty, Allen & Oliver, 2009). 

Approximately 2.7% of the general population report engaging in self-injury with the intent 

to die (Nock & Kessler, 2006). 

 Suicidal and nonsuicidal behaviours are considered to lie on a continuum (Tarrier, 

Taylor & Gooding, 2008). Both involve causing harm to the self, and they regularly co-

occur (Klonsky, 2013). Nonsuicidal self-injury is a significant risk factor for suicide (Zahl & 

Hawton, 2004). Previous nonsuicidal self-injury predicted future suicidal acts more 

accurately than depression, impulsivity, and other symptoms of Borderline Personality 

Disorder. Only suicidal ideation was found to be a stronger predictor of later suicide 

(Klonsky, 2013). However, there are important differences between suicidal and nonsuicidal 

self-injury, which has led to the proposed introduction of two separate categories within the 

upcoming Diagnostic and Statistical Manual – 5
th

 edition (DSM-V; Schaffer & Jacobson, 

2009). Nonsuicidal acts have higher prevalence rates, occur more frequently, and have less 

severe physical outcomes (Klonsky, 2013). Suicidal acts demonstrate varying levels of 

intent to die, with many of these acts occurring with ambivalent intent. However, intent can 

be difficult to assess accurately, and can fluctuate before and during an act (Miller, Rathus & 

Linehan, 2006). Traditionally, suicidal acts have been considered to have only one purpose, 

to cause death, with nonsuicidal acts assumed to be conducted with the intention of relieving 

negative emotions. Emerging evidence suggests that the functions of both suicidal and 

nonsuicidal self-injury are multiple and complex (Brown, et al., 2002). Therefore, despite 

possible differences, suicidal and nonsuicidal self-injury share important similarities and can 

be best understood through simultaneous investigation. 
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 Within the context of Borderline Personality Disorder (BPD), suicidal and 

nonsuicidal acts are frequent, and are considered to be learned behaviours that function as an 

escape from, or avoidance of, intolerable emotions (Linehan, 1993). Currently, there is no 

unifying evidence-based theoretical model explaining the development and maintenance of 

suicidal and nonsuicidal self-injury in individuals without a diagnosis of BPD. Theoretical 

models of nonsuicidal self-injury conceptualise this as a maladaptive coping strategy that 

develops as a result of underlying vulnerabilities of heightened emotional sensitivity and 

dysregulation (Chapman, Gratz & Brown, 2006; Nock, 2010). These behaviours are thought 

to be reinforced by a variety of intrapersonal and interpersonal factors (Nock, 2010).  

 Investigations into retrospective self-report of reasons for nonsuicidal self-injury 

have been conducted with a range of different samples. Emotional relief was the most 

commonly reported reason for self-injury by adults with Borderline Personality Disorder, 

adult and adolescent psychiatric inpatients and outpatients, and a non-clinical adult sample 

(Briere & Gil, 1998; Brown, et al., 2002; Laye-Gindhu & Schonert-Reichl, 2005; Nock & 

Prinstein, 2004). These studies have also found evidence of self-punishment as a commonly 

reported reason for self-injury, with interpersonal influence, prevention of dissociation, 

prevention of suicide attempts, and the setting of interpersonal boundaries reported as 

reasons for self-injury by a smaller percentage of individuals (see Klonsky, 2007 for a 

review). These findings provide important information about what individuals believe to be 

the functions of self-injury, however it is not clear to what extent individuals can accurately 

understand and communicate the functions of their behaviour. Individuals may not be able 

to describe their internal experiences, or they may be disinclined to report socially 

undesirable reasons for self-injury (Nock, 2010).  

 Studies investigating retrospective self-report of the phenomenology of nonsuicidal 

self-injury have attempted to reduce this social desirability bias by asking individuals to 

report the antecedents and consequences of self-injury. Individuals consistently reported an 

increase in the intensity of negative emotions (‘anger towards self/others’, ‘distressed’, 

‘depressed’) prior to self-injury and a reduction in this intensity and/or a feeling of relief 

following self-injury (Laye-Gindhu & Schonert-Reichl, 2005). Some individuals were found 

to report feelings of depersonalisation, or interpersonal conflict, prior to self-injury, 

suggesting that in these instances the function of self-injury was to prevent dissociation, and 

influence others, respectively (Wilkins & Coid, 1991; Jones, Congiu, Stevenson, Strauss, & 

Frei, 1979). These findings are limited by the lack of information about individuals’ ability 
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to accurately recall antecedents and consequents, and due to the fact that no causal 

inferences can be made from this kind of methodology.  

 Laboratory-based studies have employed self-injury proxy behaviour to explore 

affective and cognitive processes associated with self-injury using both subjective self-

report and objective physiological measures. When individuals with a history of self-injury 

were compared to controls prior to and following a self-injury proxy (self-injury imagery or 

pain inducing stimulus), they showed significantly higher physiological arousal, and self-

reported negative affect, prior to the proxy self-injury, and a significant decrease following 

the proxy behaviour (Brain, Haines & Williams, 1998; Haines, Williams, Brain, & Wilson, 

1995; Russ, Roth, Lerman, Kakuma, Harrison, Shindledecker, et al., 1992). A recent study 

found that a painful stimulus led to improvements in information processing required for 

effective problem solving and executive functioning (Franklin, Hessel, Aaron, Arthur, 

Heilbron & Prinstein, 2010). These results support an affect and cognitive regulation 

function of self-injury. However, they should be interpreted with some caution due to poor 

ecological validity of lab-based measurement, and unknown external validity of the self-

injury proxies when compared to actual self-injury.     

 Recent studies have used Ecological Momentary Assessment methods to investigate 

functions of self-injury in individuals’ natural environment and without the limitations of 

retrospective recall. Armey, Crowther, and Miller (2011) asked individuals to record social 

context, affective state, and occurrence of self-injury on a palmtop computer whenever self-

injury occurred over a seven day period. Individuals engaging in self-injury showed a 

significant increase in self-reported negative affect, shame, and self-directed anger, with 

significant decreases in these emotions after self-injury. Participants who did not engage in 

self-injury during the seven days did not show these increases in negative affect. In a similar 

study Nock, Prinstein and Sterba (2009) found that thoughts of suicidal and nonsuicidal self-

injury occurred most often when participants were socialising, alone, or listening to music, 

indicating that thoughts of self-injury occurred in a range of contexts. Participants reported 

that triggers for these thoughts were: worry, bad memories, feeling sad/worthless, 

overwhelmed, scared/anxious. Suicidal thoughts were also triggered by feeling pressured 

and having an argument. Interestingly, none of these reported triggers predicted whether 

self-injury occurred. Feelings that did predict when self-injury occurred were: rejection, 

anger towards self/others, self-hatred, and numbness/nothingness. These findings are 

reported to support an emotion-regulation function of self-injury (Nock, et al., 2009). 

However, a number of the ‘feelings’ included in the study may be better understood as 
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emotion-cognition compounds (e.g. self-hatred), and self-injury may regulate the emotional 

or cognitive elements, or both. In summary, studies have found evidence for emotional 

relief, interpersonal influence and feeling generation functions of nonsuicidal self-injury. 

There is also emerging evidence of a cognitive regulation function from self-injury proxy 

studies.  

 Studies comparing reasons for suicidal and nonsuicidal self-injury found differences 

and similarities. Women with a diagnosis of Borderline Personality Disorder reported 

escaping or regulating negative emotions as reasons for both suicidal and nonsuicidal self-

injury. They reported the motivation of “making others better off” more for suicide attempts 

than nonsuicidal self-injury (Brown, et al., 2002). Nonsuicidal acts were more likely to be 

conducted as a form of self-punishment, anger expression, and distraction. These differences 

were found in between- and within- person comparisons. However, it is not clear to what 

extent participants’ reasons for self-injury equate to the actual functions of the behaviour. 

Therefore, information about differences and similarities in the possible reinforcing 

consequences of suicidal and nonsuicidal self-injury is needed.  

 No studies have been identified that investigate the functions of different methods of 

self-injury (e.g. cutting, overdose, ligaturing). Different methods of self-injury may not be 

homogenous in topography, severity, intent, and function (De Leo, 2011). This creates a 

number of issues in the interpretation of studies looking at the reasons, antecedents, and 

consequences associated with self-injury. If individuals are asked about self-injury in 

general, then important differences in function may be missed. They may answer questions 

based on the most common method of self-injury, the most common function, or the most 

recent function. Research suggests that individuals report an average of 3 different methods 

of nonsuicidal self-injury (Linehan, Comtois, Brown, Heard & Wagner, 2006). Exploring 

differences in function across self-injury methods is important from empirical, theoretical 

and clinical perspectives (De Leo, 2011; Welsh Assembly Government, 2008; NICE, 2004). 

Self-injurious behaviours are complex and varied between and within individuals. 

Therefore, within-person comparisons are likely to be the most meaningful way of 

investigating the functions of different methods (Linehan et al., 2006).    

 This study will investigate self-reported reasons for self-injury, as well as the 

antecedents and consequences of the behaviour. A semi-structured interview (Suicide 

Attempt and Self Injury Inventory, Linehan, et al., 2006) will be used to assess the 

frequency, severity, duration, reasons, and functions of different methods of self-injury 

performed with or without an intention to die. A within-person design will be used to reduce 



 48 

the impact of individual differences on the analysis of these complex behaviours. 

Similarities and differences in the reasons, antecedents, and consequences reported for 

suicidal and nonsuicidal self-injury will be explored. Characteristics of different methods of 

self-injury (e.g. cutting, burning) will be investigated, as well as any similarities and 

differences in the functions of different methods.  

 

 

Method 

Participants 

Participants were 21 individuals, aged between 16-66 years old, currently receiving support 

from outpatient mental health services in North Wales. They were recruited through mental 

health professionals, and via their attendance at therapeutic groups facilitated by mental 

health services. Individuals who had a history of at least one episode of self-injury, and were 

deemed to have the capacity to consent, were eligible to take part. Mean age was 33.8 years 

(SD= 16.1). Seventy six percent of the sample was female. Current mental health diagnoses 

reported were Depression (n=11), Anxiety Disorder (n=7), Borderline Personality Disorder 

(n=5), Post Traumatic Stress Disorder (n=3), Bipolar Disorder (n=2), Schizophrenia (n=1) 

and Dissociative Disorders (n=2). Participants reported receiving support from mental health 

services for an average of 8.9 years (SD= 9.5).  

 

Measures  

Suicide Attempt and Self Injury Inventory (SASII; Linehan, Comtois, Brown, Heard & 

Wagner, 2006): This structured interview was used to collect details regarding topography, 

intent, medical severity, and contextual factors for suicidal and nonsuicidal acts. Participants 

answered supplemental questions to report reasons for self-injury, as well as events, 

thoughts, and feelings that occurred prior to, and immediately following the self-injury. 

Participants completed the interview questions for each method of self-injury reported 

during their lifetime. Where an individual had engaged in a particular method of self-injury 

on numerous occasions (e.g. cutting), they were asked to answer the questions based on a 

typical or well-remembered occasion of that type of self-injury. They were then asked if 

their answers were a representation of a typical incident of this behaviour and given the 

opportunity to alter their responses if this was not the case. For high frequency behaviours 

over a long time period, individuals were asked to estimate frequency based on the duration 

of self-injury and average number of episodes per week/month/year. Items on the SASII 
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included yes/no answers, and participant and interviewer ratings on Likert-type scales (see 

Ethics Appendix for full interview schedule and instructions). 

 Participants’ scores for their most recent episode of self-injury were used to assess 

the internal consistency of the SASII subscales. Cronbach’s alpha values were sufficient for 

the following subscales: Suicide Intent (4 items; α = 0.944), Suicide Communication (2 

items; α = 0.899), Emotion Relief Reasons (6 items; α = 0.709), Interpersonal Influence 

Reasons (8 items; α = 0.827). The remaining subscales did not show sufficient internal 

consistency, therefore their items were analysed individually: Medical Risk (3 items; α = 

0.344), Rescue Likelihood (2 items; α = 0.155); Feeling Generation Reasons (2 items; α = 

0.444), and Avoidance/Escape Reasons (5 items; α = 0.574). Antecedent thoughts, feelings, 

and events were analysed separately. As the supplemental questions on the SASII do not 

give an indication of intensity of emotional antecedents, participants were also asked to rate 

the intensity of each emotional antecedent reported on a scale of 0-10.  

 The list of consequences included in the SASII corresponds almost exactly to the list 

of reasons (e.g. “to stop bad feelings” becomes “bad feelings stopped”). Therefore, an 

average score was calculated across Emotion Relief and Interpersonal Influence items, and 

internal consistency assessed. The Emotion Relief Consequences subscale showed sufficient 

internal consistency (6 items; α = 0.81), but the Interpersonal Influence Consequences 

subscale did not (7 items; α = 0.561). Interpersonal consequences were analysed separately.  

 In order to assess inter-rater reliability, 20% of the data were independently coded 

through the use of interview recordings/transcripts. The level of agreement for 

categorisation of a behaviour as suicidal or nonsuicidal was excellent (α = 0.941). The 

agreement between the other experimenter rated items (Suicide Intent, Risk of Death, 

Physical Condition, Medical Treatment, and Probability of Intervention items) was also 

excellent (α = 0.994). The SASII has been found to show good validity in relation to reports 

of the number and severity of acts of self-injury when compared to medical treatment 

records and weekly self-injury diary cards (Linehan et al., 2006).  

 

Data analysis 

Interviews were recorded for coding and transcription purposes. Differences in reported 

reasons, antecedents, and consequences between suicide attempts and nonsuicidal self-injury 

were statistically analysed. Comparisons between different methods of self-injury were 

conducted where at least 10 participants reported engaging in the same methods. Within-

person, nonparametric analyses were conducted throughout: Wilcoxon matched-pair tests 
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for continuous/ordinal data, and Fischer’s exact tests for categorical data. Fischer’s exact 

tests were used due to the small sample size, which resulted in low frequencies within 

contingency table cells. Two-tailed tests with an alpha level of 0.05 were used throughout. 

Means and standard deviations have been reported in favour of medians within the 

descriptive tables, to aid the interpretation of the data. 

  

The project was conducted as part of the first author’s doctoral training in Clinical 

Psychology. Ethical and clinical governance approval was given from Bangor University 

and Betsi Cadwaladr University Health Board.  

 

 

Results 

The mean number of estimated lifetime episodes of self-injury was 1635 (SD=2327; range= 

9-8352). Average age for first episode of self-injury was 14.6 years (SD= 7.2; range= 5-

32yrs). Time since the most recent episode was: 71% within the previous week; 10% within 

the last 4 weeks; 10% within the last 12 weeks; and 5% each for one year ago and 2 years 

ago.  Self-injury characteristics, and the most commonly reported reasons, antecedents, and 

consequences are reported in Table 1. 

 

Comparisons between suicidal and nonsuicidal self-injury  

Topographical characteristics of suicidal and nonsuicidal acts 

Seventeen participants reported at least one episode of both suicidal and nonsuicidal self-

injury. Where participants reported multiple episodes, the most recent was used in the 

following within-person analyses. Nonsuicidal methods included: Cutting (71%), Scratching 

(11%), Strangling (6%), Hitting body (6%), and Burning (6%). Suicidal methods included: 

Drug/medication overdose (71%), Asphyxiation (6%), Cutting (6%), Drowning (6%), 

Stepping in front of traffic (6%), Strangling (6%), and Deliberately crashing a car (6%). All 

17 participants’ most recent suicide attempts were classed as ambivalent. Perhaps 

unsurprisingly, a Wilcoxon matched pairs test found that ratings on the Suicide Intent 

subscale were higher for suicide attempts (median= 6, M=5.8, SD=1.5) than nonsuicidal acts 

(median = 1, M=0.9, SD=0.8, Z = -3.463, p<0.001). Suicide attempts also showed higher 

ratings compared to nonsuicidal acts for Risk of Death (medians= 3 and 2, Ms= 3.4 and 2.1, 

SDs = 1.1 and 0.9 respectively, Z = -2.898, p=0.002) and Medical Treatment (medians= 5 
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and 0, Ms =4.2 and 1.1, SDs= 3.0 and 2.0, respectively, p=0.004).   No differences were 

found for Suicide Communication, Physical Condition or Probability of Intervention scores.  

 

Reasons for suicidal versus nonsuicidal acts  

Individuals’ reports of reasons, antecedents, and consequences for their most recent suicidal 

and nonsuicidal acts are displayed in Table 1. The most common reasons reported for all 

types of self-injury were: “to stop bad feelings”, “to feel something even if it was pain”, “to 

punish myself”, “to escape my thoughts feelings and memories”, “to express anger”, “to 

obtain relief from a terrible state of mind”, “to communicate to others how desperate I am”. 

Participants reported some interpersonal influence reasons for self-injury, but reported 

higher proportions of emotional relief and feeling generation reasons.  

 Participants had higher proportion scores on the Emotion Relief Reasons subscale for 

their nonsuicidal (median= 0.7, M= 0.7, SD=0.2) compared to suicidal self-injury (median= 

0.5, M= 0.5, SD=0.5, Z = -2.862, p=0.003). Individuals did report interpersonal influence 

reasons for their self-injury, but no differences were found in Interpersonal Influence 

Reasons subscale scores when comparing suicidal and nonsuicidal self-injury (medians= 0.3 

and 0.1, Ms= 0.3 and 0.3, SDs= 0.3 and 0.2 respectively, Z = -0.281, p=0.813). Participants 

were more likely to report the following individual reasons for nonsuicidal than suicidal 

self-injury:  “to punish myself” (82% and 41% respectively, p=0.016), “to stop feeling angry 

frustrated or enraged” (71% and 29% respectively, p=0.039). Participants reported suicide 

attempts being “to make others better off” more than nonsuicidal acts (41% and 6% 

respectively, p=0.031). Descriptive statistics and results of comparison tests for all reasons, 

antecedents, and consequences are reported in the thesis appendix. 

 

Antecedents of suicidal versus nonsuicidal acts    

Common antecedent events reported for both suicidal and nonsuicidal acts included: 

interpersonal conflict, and/or feeling criticised by others, being (and feeling) alone and 

isolated, and seeing things that could be used to self-injure. High intensity of multiple 

emotions was reported across all types of self-injury (on a scale from 0-10). Of particular 

note were high ratings for feelings of distress, depression, self-hatred/shame, anger at self, 

and emotionally numb. Thoughts about sexual and/or physical abuse were commonly 

reported antecedents, as were flashbacks/nightmares. No differences were found between 

environmental or cognitive antecedents occurring in the 24 hours prior to individuals’ most 

recent nonsuicidal and suicidal self-injury episodes. Participants reported higher intensity of 



 52 

feeling “like a burden to others” prior to suicide attempts (median= 10, M= 7.4, SD=4.0) 

than nonsuicidal acts (median= 6, M= 5.4, SD= 4.3, Z = -2.103, p=0.039), but no differences 

were found for any other emotions.  

 

Consequences of suicidal versus nonsuicidal acts     

When comparing feelings, thoughts, and events immediately following self-injury, 

participants had higher ratings on the Emotion Relief Consequences subscale for nonsuicidal 

acts (median= 2.5, M= 2.6, SD=0.9) than for suicide attempts (median= 1.7, M= 2.0, 

SD=1.0, Z = -2.532, p=0.008). When looking at individual Emotion Relief items, a 

significant difference was found for “feelings of anxiety and terror stopped”, with 

participants endorsing this consequence to a greater extent following nonsuicidal (median= 

2, M= 2.5, SD=1.4) than suicidal acts (median= 1, M=1.7, SD= 1.1, Z = -2.356, p=0.023). 

The following consequences were more common for nonsuicidal than suicidal acts: “I felt 

something, even if it was pain” (medians= 5 and 2, Ms = 3.8 and 2.7, SDs = 1.6 and 1.8, 

respectively, Z = -2.243, p=0.019); ”I stopped feeling numb or dead” (medians= 3 and 1, Ms 

= 3.2 and 1.8, SDs = 1.7 and 1.4 respectively, Z = -2.481, p=0.016); “I prevented being hurt 

in a worse way” (medians= 4 and 1, Ms = 3.4 and 1.9, SDs = 1.7 and 1.5 respectively, Z = -

2.884, p=0.002). Consequences that were more likely to follow suicide attempts than 

nonsuicidal self-injury were: “I got help” (medians= 3 and 1, Ms = 2.7 and 1.5, SDs= 1.8 

and 1.1 respectively, Z = -2.303, p=0.042) and “I gained admission to a hospital or treatment 

programme” (medians= 5 and 1, Ms = 3.2 and 1.2, SDs = 2 and 0.6 respectively, Z = -2.873, 

p=0.002). Fischer’s exact tests indicated that a higher proportion of suicide attempts than 

nonsuicidal acts resulted in help being received from paramedics (47% and 12% 

respectively, p=0.031) and Accident & Emergency departments (65% and 18% respectively, 

p=0.021).  For both suicidal and nonsuicidal self-injury participants showed high ratings for 

“I felt worse about myself, or more self-hatred shame” following self-injury (medians= 4 

and 3, Ms= 3.1 and 3.1, SDs= 1.9 and 1.7, respectively, Z = 0, p>0.05). 

 

 

Insert Table 1 here 
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Comparisons between different methods of self-injury 

Topographical characteristics of different methods of self-injury 

Participants reported an average of 4.2 methods of self-injury during their lifetime (SD=1.9; 

range= 2-9). Methods reported are displayed in Table 2.  

 

Insert Table 2 here 

 

Descriptive differences between methods reported by at least eight participants are presented 

in Table 1 (Cutting, Overdose, Hitting Body, Burning). The descriptive data suggests that 

overdoses of drugs/medication were more likely to be suicidal acts. Overdoses and burning 

appeared to show a later age of onset, greater medical risk and consequent medical 

intervention, than acts of cutting and hitting body. The only methods reported by more than 

10 participants, and therefore suitable for within-person statistical comparisons, were cutting 

and hitting the body (see appendix for full reporting of comparisons conducted). Twelve 

individuals reported both methods. All hitting body episodes were categorised as 

nonsuicidal acts. Two of the cutting episodes were categorised as ambivalent suicide 

attempts. Instances where the removal of data from these two participants altered the results 

of analyses are reported below.   

 Wilcoxon matched pairs tests identified that participants reported a higher total 

number of lifetime episodes of Cutting (median= 280, M= 1074, SD=1413) compared to 

Hitting Body (median= 30, M=424, SD=1047, Z = -2.401, p=0.014). Higher ratings were 

found for Cutting than Hitting Body for Risk of Death (medians= 2 and 1, Ms= 2.2 and 1.2, 

SDs= 0.4 and 0.4 respectively, Z = -3.464, p<0.001) and Physical Condition (medians= 2 

and 1, Ms= 2.1 and 1.2, SDs= 0.3 and 0.4 respectively, Z = -3.317, p=0.001). Hitting Body 

self-injury received higher ratings of Impulsivity than Cutting (medians= 7 and 5.5, M= 6.8 

and 5.6, SDs= 0.6 and 1.5 respectively, Z = -2.013, p=0.044). Significant differences 

between ratings of suicidal thoughts prior to Cutting and Hitting Body were no longer 

significant after removing data from the two participants reporting cutting as a method of 

suicidal self-injury. 

 

Reasons for different methods of self-injury 

Individuals’ reports of reasons, antecedents, and consequences for the most commonly 

reported methods of self-injury are displayed in Table 1. Participants reported higher 

Emotion Relief Reasons subscale scores for Cutting ( median= 0.7, M=0.7, SD=0.3) than 
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Hitting Body (median= 0.3, M= 0.1, SD= 0.2, Z = -2.866, p=0.002). Fischer’s exact tests 

identified significantly more participants reporting the following Emotion Relief subscale 

items for Cutting than Hitting Body: “to relieve feelings of aloneness, emptiness or 

isolation” (75% and 17% respectively, p=0.016) and “to obtain relief from a terrible state of 

mind” (67% and 8% respectively, p=0.031). The latter finding was no longer significant 

after removing the two suicidal cutting episodes (70% and 20% respectively, p=0.063). 

Descriptive statistics and results of comparison tests for all reasons, antecedents, and 

consequences are reported in the thesis appendix. 

 

Antecedents of different methods of self-injury 

Cutting episodes were more likely than Hitting Body episodes to be preceded by: “I had an 

argument or conflict with another person” (67% and 8% respectively, p=0.016). Ratings for 

feeling “emotionally empty or numb” were higher for Cutting (median= 10, M= 8, SD=3.5) 

versus Hitting Body episodes (median= 1.5, M= 3.9, SD=4.5, Z = -2.354, p=0.016).  

 

 

Consequences of different methods of self-injury 

The consequence “I stopped feeling numb or dead” was reported to a greater extent for 

Cutting (median= 3, M= 3.2, SD= 1.6) versus Hitting Body (median= 1, M= 1.8, SD=1.4, 

Z= -2.401, p=0.02), as was “I got away or escaped” (medians= 2 and 1, Ms= 2.4 and 1.3, 

SDs = 1.6 and 0.7 respectively, Z = -2.232, p=0.031).  

 

 

Discussion 

Participants reported very high rates of total self-injury episodes during their lifetime 

(M=1635 (SD=2327; range= 9-8352). Previous estimates of lifetime episodes of self-injury 

in a sample of adolescents were also high (M=709.3, SD=3911.1; Nock, Holmberg, Photos 

& Michel, 2007). Given the age range of the present sample, this suggests the estimates of 

self-injury are plausible, however the accuracy of reporting over this length of time is 

questionable. Individuals’ suicidal and nonsuicidal acts shared similar reasons, antecedents, 

and consequences, as well as showing important differences. Nonsuicidal acts were more 

likely to be intended to relieve negative emotions and as a form of self-punishment. 

Antecedent events, feelings, and thoughts were similar across both types of self-injury. 

Notably, reported levels of suicidal thoughts did not differ between suicidal and nonsuicidal 
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acts, and nonsuicidal acts were often reported to be an attempt ‘to prevent being hurt in a 

worse way’. Suicide attempts were more often intended to benefit others and were preceded 

by more intense feelings of burdensomeness.  These findings are consistent with other 

research into the reasons and antecedents of self-injury in clinical populations of adults and 

adolescents (Brown et al., 2002; Nock & Prinstein, 2004).  

 When investigating the consequences of self-injury, suicide attempts were more 

likely to influence others and result in individuals getting help. Nonsuicidal acts led to 

reductions in feeling numb or dead and were described as giving individuals something to 

do that prevented them being hurt in a worse way. Self-reports of actual consequences may 

be a better approximation of function than reported reasons for the behaviour, suggesting 

that suicidal self-injury served more of an interpersonal influence and care-seeking function 

for individuals, whereas nonsuicidal self-injury served more of an emotional relief and 

feeling generation function. Suicidal and nonsuicidal acts were reported to be effective in 

expressing anger and to result in feeling punished. The results of this study are consistent 

with other investigations into the functions of self-injury, and add to the literature by 

exploring the similarities and differences in the consequences of suicidal and nonsuicidal 

self-injury within individuals.  

 It is important to note that all suicidal acts included in these comparisons were 

categorised as ambivalent. Participants reported a number of previous methods of suicidal 

self-injury that occurred with unambivalent suicidal intent and greater risk of death (e.g. 

attempted hanging, drowning). The functions of these suicidal acts may differ significantly 

from ambivalent acts. Also, higher rates of particular methods of suicidal and nonsuicidal 

self-injury were represented in these comparisons. Specifically, 71% of most recent 

nonsuicidal acts involved cutting, and 71% of most recent suicidal acts involved overdoses. 

These rates are similar to other studies investigating the functions of self-injury; with cutting 

and overdoses the most frequently reported methods (Brown, et al., 2002; Nock & Prinstein, 

2004). The differences between suicidal and nonsuicidal acts, found in the current paper and 

previous studies, may relate more specifically to differences between nonsuicidal acts of 

cutting and ambivalent suicidal acts involving overdoses. Therefore, they may not be 

generalisable to other methods of suicidal and nonsuicidal self-injury.  

 Multiple methods of self-injury were reported throughout individuals’ lifetimes. 

Different methods of self-injury varied in terms of severity, frequency, duration, and 

contextual factors, as suggested by the descriptive information reported. Overdoses may 

present particularly different functional characteristics in that they are less likely to result in 
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pain or the generation of normal feelings, and are more likely to be suicidal acts than 

burning, cutting, or hitting the body. Overdoses and burning seemed more likely to be 

intended to elicit help from others, and had this effect more than cutting and hitting the 

body. Flashbacks, nightmares and intense negative emotions were reported antecedents for a 

majority of participants across all four methods. Due to the small sample size statistical 

analyses between multiple methods of self-injury were not possible, and so no reliable 

conclusions can be made. However these descriptive findings suggest important areas for 

future research.  

 Comparisons between self-injury through cutting and hitting the body found that 

cutting was more likely to be intended to relieve negative emotions, to occur following an 

argument, and to result in the generation of normal feelings. Further exploration of the 

intentions and functions of different methods would be helpful in informing future theory 

and clinical practice. Individuals reported employing different methods of self-injury in 

different circumstances, which served different functions. Other factors may also influence 

the choice of self-injury method (e.g. access to means, ease of hiding action from others, 

impulsivity etc.). These findings suggest it is meaningful and necessary to consider different 

methods of self-injury separately. 

 The current findings are limited by the small sample size and the reliance on recall of 

information about self-injury. Individuals may not be able to accurately recall the reasons, 

antecedents, and consequences of their self-injury. Self-reports may be influenced by social 

desirability biases and demand characteristics. For example, individuals may be less likely 

to report interpersonal influence functions of self-injury due to the stigma and negativity 

surrounding so-called “attention-seeking” behaviour. Conclusions about causality relating to 

particular antecedents and consequences of self-injury cannot be made using this kind of 

methodology. Asking individuals to answer the same questions repeatedly for each method 

of self-injury may introduce the suggestion that differences are expected, which may then 

affect responses. Conducting numerous statistical tests increases the possibility of rejecting a 

true null hypothesis (Type I error). For the purposes of this exploratory study this risk was 

tolerated in order to identify potential areas for future research. The major strength of this 

study is the within-person design, which reduces the effects of individual differences when 

investigating these complex behaviours.  

 Exploration of variability in topography and function across different methods of 

self-injury has highlighted important areas of consideration for theory, research, and clinical 

practice. These findings highlight the importance of thorough assessment of past and current 
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self-injurious behaviours. Of particular note is the finding that the medical risk associated 

with a self-injurious act, and the intensity of suicidal thoughts, did not correctly distinguish 

between suicidal and nonsuicidal acts. Therefore, suicidal intent should be asked about 

directly, not assumed (Nock & Kessler, 2006).  Detailed questioning is required for accurate 

and effective formulations and risk assessments. Interventions that directly assess emotional 

relief, cognitive regulation, self-punishment, interpersonal influence, and feeling generation 

functions of self-injury, and then tailor interventions based on identified functions, are likely 

to be most effective in reducing the behaviour. Dialectical Behaviour Therapy (DBT) is 

recommended as an effective treatment for individuals who self-injure (Binks, Fenton, 

McCarthy, Lee, Adams & Duggan, 2006; NICE, 2004). DBT includes repeated assessment 

of the functions of self-injurious acts, while simultaneously teaching individuals more 

adaptive coping strategies that may serve as functionally equivalent behaviours (Linehan, 

1993). DBT skills training includes: emotion regulation, distress tolerance, interpersonal 

effectiveness and mindfulness elements (Linehan, 1993). For individuals reporting feeling 

generation functions of self-injury, interventions focused on reducing dissociative 

experiences are likely to be helpful. Trauma focused interventions may be beneficial for 

individuals reporting flashbacks and thoughts about past abuse as triggers for self-injury 

(Linehan, et al., 2006). Understanding the functions of self-injury is a vital part of 

formulation-based interventions, as well as in guiding case management for individuals 

presenting to medical and crisis services.  

 Nonsuicidal self-injury has been proposed for inclusion in DSM-V as a distinct 

diagnostic entity (Schaffer & Jacobson, 2009). The findings of this exploratory study 

tentatively suggest that there may be as many topographical and functional differences 

between different methods of nonsuicidal self-injury as there are between suicidal and 

nonsuicidal acts. There are also well documented similarities between suicidal and 

nonsuicidal self-injury, with high rates of co-occurrence (Klonsky, 2013). The aetiology and 

phenomenology of self-injury remains poorly understood. These facts suggest that caution 

should be taken before the development of diagnostic categories relating to these complex 

behaviours. 
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Table 1. Topographical characteristics, reasons, antecedents, and consequences associated with most recent suicidal and nonsuicidal act, and a recent 

episode of the most frequently reported methods of self-injury: burning, cutting, drugs/medication overdose, hitting body 
Method  

Most recent 

nonsuicidal act 

(n=17) 

 

Mean (SD)   % 

 

Most recent 

suicidal act 

(n=17) 

 

Mean (SD)   % 

 

Comparison 

between 

suicidal and  

nonsuicidal act 

(n=17) 

 

Burning 

(n=8) 

 

 

Mean (SD)    % 

 

Drugs/ medication 

(n=13) 

 

 

Mean (SD)      % 

 

Cutting 

(n=16) 

 

 

Mean (SD)      % 

 

Hitting Body  

(n=16) 

 

   

Mean (SD)      % 

 

Comparison 

between 

Cutting and 

Hitting Body 

(n=12) 

Variable: 

Estimated lifetime no. of episodes  

 

 

n/a 

 

n/a 

 

n/a 

              

29 (62) 

(range= 1-182) 

 

34 (95) 

(range= 1-360) 

 

1074 (1370) 

(range= 30-3230) 

 

381 (942) 

(range= 3-3640) 

 

 
 
 

 Duration (years) n/a n/a n/a 
2 (3) 

(range= 0-8) 

8 (11) 

(range= 0-37) 

10 (9) 

(range= 1-31) 

12 (14) 

(range= 0.04-35) 

 

 
 

Frequency (no of times per year 

engaged in) 
n/a n/a n/a 

93  (168) 

(range= 1-365) 

6 (13) 

(range= 0.2-16) 

99 (83) 

(range= 3-233) 

63 (135) 

(range= 0.2-521) 

 

 

Age at onset 

(Age at episode for most recent 

nonsuicidal & suicidal act) 

34 (15) 

(range= 17-59) 

30 (15) 

(range= 16-56) 
 
 

26  (11) 

(range= 14-42) 

23 (12) 

(range= 14-53) 

18 (8) 

(range= 12-36) 

16 (11) 

(range= 5-43) 

 

 

Risk of Death 2 (1) 3 (1)  3 (1) 3 (1) 2 (0.3) 1 (0.4)  

Physical condition 2 (0.3) 4 (1)  3 (1) 3 (1) 2 (0.3) 1 (1)  

Medical treatment  1 (2) 4 (3)  3 (2) 5 (3) 1 (2) 2 (2)  

Suicide Intent 1 (1) 6 (2)  2 (2) 6 (2) 1 (2) 1 (1)  

Probability of intervention 4 (1) 4 (1)  
4 (1) 

 
4 (1) 4 (1) 4 (1)  

Communicated risk 1 (2) 1 (2)  1 (2) 2 (1) 1 (1) 0.4 (1)  

Impulsivity 6 (1) 6 (2)  7 (1) 6 (2) 6 (1) 7 (1)  

% suicidal thoughts 77 100  75 93 75 31  

% Dissociation 53 65  75 57 56 25  

% suicide attempt 0 100  25 86 13 0  

 = p < 0.05 in statistical comparison. Wilcoxon matched pairs test for continuous data; Fischer’s exact test for categorical data  

 = n.s. 

 

 

 

 



 62 

         

 

 

 

 

 

Most recent 

nonsuicidal 

act (n=17) 

 

 

Mean (SD) % 

Most recent 

suicidal act 

(n=17) 

 

 

Mean (SD) % 

Comparison 

between 

suicidal and  

nonsuicidal 

act 

(n=17) 

Burning 

(n=8) 

 

 

 

Mean (SD) % 

Drugs 

/medication 

(n=13) 

 

 

Mean (SD)    % 

Cutting 

(n=16) 

 

 

 

Mean (SD) % 

Hitting Body 

(n=16) 

 

 

Mean (SD) % 

Comparison 

between 

Cutting and 

Hitting 

Body 

(n=12) 

REASONS         

Proportion subscale scores         

Emotion Relief (6 items) 0.7 (0.2) 0.5 (0.2)  0.5 (0.2) 0.5 (0.2) 0.7 (0.3) 0.3 (0.2)  

Interpersonal Influence (8 items) 0.3 (0.3) 0.3 (0.2)  0.3 (0.3) 0.3 (0.2) 0.2 (0.3) 0.1 (0.2)  

Individual items (yes/no)         

To die 24 88  50 92 31 7  

To feel something, even if it was pain 88 18  75 17 88 60  

To punish myself 82 41  75 50 75 80  

To make others better off 6 41  13 42 6 7  

To escape:  my thoughts and memories 65 76  75 92 44 33  

                   my feelings 65 88  50 100 63 60  

                   other people 35 59  50 58 31 20  

                   myself 53 82  38 83 50 33  

To stop feeling numb or dead 47 24  50 25 44 40  

To prevent being hurt in a worse way 47 24  75 25 44 33  

To distract myself from other problems 59 24  63 25 44 33  

To express anger or frustration 76 47  63 58 56 60  

         

         

ANTECEDENTS         

EVENTS (yes/no)         

I had an argument or conflict with another 

person 
76 47  63 42 69 13  

Someone was disappointed with me 41 24  50 17 44 20  

Someone was angry with me, criticized 

me, or put me down 
71 47  50 50 56 40  

I was isolated or alone more than I 

wanted to be 
53 47  38 58 56 13  

I heard of someone else attempting 

suicide or harming themselves 
24 18  13 8 25 0  

I saw things that I could use to harm 

myself or attempt suicide with 
47 59  63 58 56 13  

 = p < 0.05 in statistical comparison. Wilcoxon matched pairs test for continuous data; Fischer’s exact test for categorical data  

 = n.s. 
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Most recent 

nonsuicidal 

act (n=17) 

 

 

Mean (SD) % 

Most recent 

suicidal act 

(n=17) 

 

 

Mean (SD) % 

Comparison 

between 

suicidal and  

nonsuicidal 

act 

(n=17) 

Burning 

(n=8) 

 

 

 

Mean (SD)   % 

Drugs 

/medication 

(n=13) 

 

 

Mean (SD)   % 

Cutting 

(n=16) 

 

 

 

Mean (SD)  % 

Hitting Body  

(n=16) 

 

 

 

Mean (SD)  % 

Comparison 

between 

Cutting and 

Hitting 

Body 

(n=12) 

FEELINGS (intensity ratings 0-10)         

Upset, miserable or distressed 8.2 (3) 9.1 (1)  9.5 (1) 8.8 (2) 7.4 (3) 8.1 (2)  

Angry frustrated or enraged at myself 7.1 (4) 7.1 (4)  7.0 (4) 6.5 (4) 6.6 (4) 7.2 (5)  

Self-hatred or shame, thought I was “bad”  7.8 (3) 7.8 (3)  6.1 (5) 7.9 (4) 7.3 (4) 6.5 (5)  

Like I deserved to be punished or hurt 6.4 (4) 6.4 (4)  7.5 (4) 5.9 (4) 5.9 (4) 6.9 (4)  

Like a burden to others 5.4 (4) 7.4 (4)  6.0 (5) 7.2 (5) 5.5 (4) 4.3 (5)  

Felt bad about myself 7.9 (3) 8.5 (3)  7.6 (4) 8.3 (3) 7.9 (3) 6.9 (4)  

Depressed 8.9 (2) 9.5 (1)  9.6 (1) 9.6 (1) 8.1 (3) 7.4 (3)  

Emotionally empty or numb 7.2 (4) 7.9 (3)  9.6 (1) 8.0 (3) 7.1 (4) 3.8 (5)  

         

THOUGHTS (yes/no)         

About sexual abuse or rape 53 41  25 50 44 40  

About physical abuse or assault 29 24  25 33 31 27  

Had flashbacks or nightmares 65 59  50 58 50 47  

         

CONSEQUENCES (1= not true at all, 

5=very true)         

Emotion Relief (proportion scale) 2.6 (1) 2.0 (1)  2.1 (1) 1.8 (1) 2.6 (1) 1.8 (1)  

I got help 1.5 (1) 2.6 (2)  2.8 (2) 3.0 (2) 1.4 (1) 1.4 (1)  

I felt something, even if it was pain 3.8 (2) 2.6 (2)  3.5 (2) 2.2 (2) 3.8 (2) 3.7 (2)  

I felt punished or succeeded in punishing 

myself 
3.5 (2) 2.6 (2)  3.6 (2) 2.6 (2) 3.4 (2) 3.5 (2)  

Other people were better off than before I 

harmed myself 
1.1 (1) 1.7 (1)  1.5 (1) 1.9 (2) 1.1 (1) 1.0 (0)  

I got away or escaped 2.1 (1) 2.9 (2)  2.3 (2) 3.2 (2) 2.2 (2) 1.5 (1)  

I stopped feeling numb or dead 3.2 (2) 1.8 (1)  2.8 (2) 1.7 (1) 2.9 (2) 1.9 (2)  

I prevented myself from being hurt in a 

worse way 
3.4 (2) 1.9 (2)  4.3 (2) 2.0 (2) 3.3 (2) 2.5 (2)  

I was distracted from other problems 3.2 (2) 2.5 (2)  2.4 (2) 2.1 (2) 3.1 (2) 2.4 (2)  

My self-injury expressed my anger or 

frustration 
3.7 (2) 3.5 (2)  3.4 (2) 3.5 (2) 3.4 (2) 3.3 (2)  

I felt worse about myself or felt more 

self-hatred/shame 
3.1 (2) 3.1 (2)  3.1 (2) 3.4 (2) 2.7 (2) 2.0 (1)  

 = p < 0.05 in statistical comparison. Wilcoxon matched pairs test for continuous data; Fischer’s exact test for categorical data  

 = n.s. 
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Table 2 Frequency of participants reporting different methods of self-injury throughout their lifetime 
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Freq. 1 2 8 16 4 13 2 16 1 2 1 4 2 3 1 6 2 3 
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Section Three: Discussion Paper 

 

 

Contributions to Theory and Clinical Practice 
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Reflections on conducting the research 

 

During the planning stage of my research, I was acting on a number of assumptions. I 

expected difficulties in finding people who would be willing to speak to a stranger 

about their experiences of self-injury. I imagined individuals could become distressed or 

dysregulated during the interview. I prepared for challenges in maintaining a non-

therapeutic research-focused stance. I envisaged some testing of interpersonal 

boundaries. I thought I would be faced with numerous cancellations and no-shows. In 

contrast to my expectations, I encountered very few difficulties in conducting the 

interviews. As a result, I have gained considerable confidence and composure in 

discussing difficult experiences with individuals, which has undoubtedly transferred 

into my clinical practice. 

 As I near the end of my clinical psychology training, I find myself reflecting on 

where it all began. At school I had a friend who repeatedly self-injured. I was upset, 

confused, and scared by their actions. I discovered that I was a good listener, and that I 

could show patience and containment, despite my inner feelings. I began reading 

psychiatric text books in an attempt to understand what was happening, to convince my 

friend that there was help available and they were not alone. It was never my conscious 

intention to continue the journey that started at school. But, after all this time, it appears 

that I am still trying to find answers to the same questions: Why do people hurt 

themselves? And, ultimately, what can we do to help?  

 These questions are the focus of this discussion paper. The findings of the 

empirical paper are limited by the small sample size and number of statistical tests 

conducted. However, these preliminary results, and the conclusions of the 

methodological review, suggest a number of contributions to theory, research, and 

practice.  
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Implications for Future Research and Theory Development 

Two main areas of interest can be drawn out of the results of the empirical paper and 

other findings from the research that will be presented in this paper. These areas are 

important for future theory and research development to aid understanding of the 

aetiology and maintenance of self-injury. Firstly, evidence is presented that supports a 

move away from a categorical distinction between suicidal and nonsuicidal self-injury. 

Instead it is suggested that a continuum of self-injurious behaviours that includes 

suicidal and nonsuicidal self-injury, and other self-destructive acts, is the most 

meaningful conceptualisation of these behaviours. A theoretical basis for understanding 

these behaviours as a continuum is considered.  Secondly, findings relating to the 

stability of functions of self-injury across different methods, time and contexts are 

discussed.   

 

A continuum of self-injurious behaviours 

Current theoretical and empirical evidence is not sufficient to support a categorical 

distinction between suicidal and nonsuicidal self-injury (De Leo, 2011). The results of 

the empirical paper found support for the co-occurrence of these behaviours (81% of the 

current sample reported both). Emotional relief, escape, help-seeking, and interpersonal 

influence were reasons for both. Antecedent events, feelings and thoughts were similar. 

The presence and intensity of suicidal thoughts prior to suicidal and nonsuicidal acts did 

not differ, despite clear differences in intent. These findings support a conceptualisation 

of nonsuicidal and suicidal self-injury along a continuum. 

 Investigations into the functions of self-injury have tended to exclude suicidal 

acts, focusing only on nonsuicidal self-injury. This has a number of implications. It is 

clear from the current study, and previous research, that suicidal acts serve multiple 

functions, even when suicidal intent is high (i.e. ambivalence is low). Understanding the 

factors that trigger and reinforce suicidal acts is vital. Investigating these acts alongside 

nonsuicidal self-injury allows for direct comparison between these closely related 

behaviours. Within-person designs should be employed, to limit the impact of 

individual differences, given reports of multiple behaviours with multiple functions. 

 Another consequence of the distinction between suicidal and nonsuicidal self-

injury is the impact it has on studies of nonsuicidal self-injury. In their efforts to 

exclude suicidal self-injury, these studies have focused on low lethality methods of 

nonsuicidal self-injury (e.g. cutting, scratching). The current study found evidence for a 
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number of high lethality methods of self-injury used in the absence of suicidal intent 

(e.g. strangulation, asphyxiation); however these methods are rarely reported in studies 

of nonsuicidal self-injury. These behaviours may show important differences in 

topography and function to less severe nonsuicidal methods, and require further 

investigation. Four participants in our study reported differences in suicidal intent 

within a particular method i.e. that on some occasions a medication overdose is 

consumed as an attempted suicide, but on other occasions it is intended to cause harm 

(but not death), or to induce sleep. This finding emphasises the importance of direct 

questioning about individual’s intentions. Assuming intent from the method, severity or 

outcome of an action may lead to inaccurate conclusions. If studies focus on nonsuicidal 

self-injury, then this should be on the basis of direct questions about individuals’ intent, 

not based on assumptions about particular methods or levels of severity.  

 Currently, there is no evidence-based theoretical framework for understanding 

both suicidal and nonsuicidal self-injury across a range of populations. Linehan’s 

(1993) biosocial theory suggests that self-injurious behaviours occurring within the 

context of Borderline Personality Disorder are learned coping strategies of escape from, 

or avoidance of, extreme emotions that the individual has limited strategies for dealing 

with. The Experiential Avoidance Model (Chapman, Gratz & Brown, 2006) aims to 

provide a theoretical framework for understanding nonsuicidal self-injury in the context 

of a range of psychiatric presentations (e.g. PTSD, personality disorders, depression). 

This model suggests that nonsuicidal self-injury is predominantly maintained through 

negative intrapersonal reinforcement. Experiential avoidance strategies, including 

nonsuicidal self-injury, are considered to be a class of functionally equivalent 

behaviours that result in the avoidance of, or escape from, emotional experiences that 

the individual is unable to tolerate. Other experiential avoidance behaviours include: 

alcohol and substance misuse, thought suppression, and avoidant coping styles 

(Chapman, et al., 2006). Although the Experiential Avoidance Model of nonsuicidal 

self-injury emphasises emotional relief/avoidance as the function of these behaviours, it 

also notes that they may function as methods of avoidance of unwanted thoughts, 

memories, and sensations (Chapman, et al., 2006). Suicidal self-injury is not included 

within this model, but some findings from the current study and previous research 

suggest it may also be considered as experiential avoidance behaviour.     

 Suicidal and nonsuicidal self-injury may be at the extreme end of a continuum 

of self-destructive behaviours, that all serve an experiential avoidance function 



69 
 

(Chapman, et al., 2006). The definition of a self-injurious act used in our study excluded 

a number of behaviours that participants reported as acts of intentional self-injury, 

including: alcohol overdose; trichotillomania; purging; misuse of laxatives/water pills; 

stopping required medication; restriction of food and/or fluids. There must be an 

intention and expectation of injury, as well as actual physiological harm, for acts to be 

classified as self-injury within the interview used (see Appendix for instructions). We 

found evidence for other self-destructive behaviours occurring in temporal proximity to 

self-injury for some individuals. This included alcohol/drug use, bingeing, and illegal 

acts. Self-injuring individuals display higher rates of alcohol and substance misuse 

(Gratz, 2003). Although they differ in severity, and the degree to which they are 

socially sanctioned acts, these self-destructive behaviours may lie on a continuum 

(Nock, 2010). The Experiential Avoidance Model suggests that these behaviours belong 

to a functionally equivalent class, which act as an escape from or avoidance of 

unwanted internal experiences. Investigations are needed into the possible relationship 

between suicidal and nonsuicidal self-injury and other self-destructive behaviours. 

 

 

The stability of functions of self-injury across time, contexts and different methods 

Future research and theory should attempt to understand factors influencing the stability 

of the functions of self-injury. The ability to predict changes in behavioural function 

across situations and methods is vital in informing effective interventions. 

 

Stability of functions across different methods of self-injury 

Within the current study, participants reported multiple methods of self-injury. Little is 

understood about the differences between methods of self-injury. We found 

topographical and functional differences between different methods of self-injury, with 

statistically significant differences identified between cutting and hitting the body. 

Cutting was more frequent and severe, and more likely to be engaged in to relieve 

negative emotions. Having an argument, and feeling emotionally numb, were more 

common antecedents to cutting behaviours. Cutting was more likely to result in escape 

and reductions in feelings of numbness. Both methods tended to be low in severity and 

high in frequency. These findings highlight the importance of further comparison 

between methods, which have implications for theory and practice. Research to date has 

mostly included retrospective self-reports regarding individuals most recent act of self-
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injury. Cutting behaviour is the most common and frequent method of self-injury in 

clinical populations, and as such has been overrepresented in studies of self-injury. 

Differences highlighted here between cutting and hitting the body, suggest that the 

primary functions identified in previous studies focusing on cutting behaviours may not 

be representative of all methods of self-injury. Comparisons between methods that 

differ in severity and frequency (e.g. cutting versus strangulation/burning) may identify 

even greater differences between methods. High lethality methods of nonsuicidal self-

injury were reported in the current study in the absence of suicidal intent (e.g. 

strangulation, asphyxiation). Previous studies of nonsuicidal self-injury have excluded 

these more risky methods, which is likely to have affected results. The functional and 

topographical variations between different methods of self-injury require further 

empirical and theoretical attention. 

 During data collection for the empirical paper, statements made by participants 

about their choice of self-injury method were recorded¹. Participants reported the 

following explanations for engaging in particular methods of self-injury: different 

methods served different functions (n=4); access to means for normal method was 

restricted (n=2); some methods resulted in injuries that were easier to hide or to dismiss 

as an accident (n=3); different methods served the same function but more severe acts 

were engaged in if lower severity acts had not achieved intended effect (n=2). Further 

investigation into factors that predict the choice of different methods of self-injury is 

needed. 

 

Temporal and contextual stability of functions  

The assumption within current research is that self-injury serves a primary function for 

each individual, and that this function is relatively constant over time and across 

situations. The validity of this assumption requires testing. Results not previously 

reported in the empirical paper are relevant to this issue. Participants’ comments about 

the stability of the functions of each method of self-injury were recorded¹. Some 

participants reported that the functions of particular methods were constant over time 

and across situations (n=8). Others reported differing reasons for self-injury on different 

occasions (n=5) and different thoughts/feelings/events acting as triggers (n=5). Some 

participants reported that different events may occur but the feelings experienced  

 

¹Participants reports were categorised using content analysis. All data were independently coded. 

Agreement between coders was excellent (Cohen’s kappa = 0.857). 
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remained constant prior to self-injury (n=6). These findings suggest that for some 

individuals the intentions and functions of methods of self-injury are not stable. This 

questions the validity of previous reports of functions, when stability over time has not 

been assessed. Current empirical evidence may be over-simplified by encouraging the 

most common or the most recent functions, possibly ignoring important ‘occasional’ 

functions for the behaviour. Further investigations into the stability of functions over 

time and across different situations would benefit from employing multiple functional 

assessment measures across situations. These should include observation of antecedents 

and consequences, self-report of reasons for the behaviour, and physiological measures 

of affective and cognitive state. A longitudinal methodology would provide important 

information about possible changes in function over time.  

 In summary, a number of findings are important for consideration in future 

theory development. The relationship between suicidal and nonsuicidal self-injury 

suggests that these behaviours should be investigated alongside each other. Theoretical 

and empirical developments should attempt to understand the relationship between self-

injury and other self-destructive behaviours. These behaviours may be best understood 

as belonging to a functionally equivalent class of a range of experiential avoidance 

behaviours. The topographical, functional, and experiential differences between 

methods of self-injury leads to questions about differences in causal and maintaining 

factors for these behaviours. The stability of functions over time and across situations is 

unknown.  
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Implications for Clinical Practice 

 

Prevention and Early Intervention 

Self-injury is reported by up to 15% of individuals in the general population, with 

particularly high rates in adolescents and young adults (Klonsky, 2012). Initial 

investigations suggest that similar functions exist for individuals in the general 

population as in clinical samples (Klonsky, 2012). Introducing a policy of routine 

questioning about self-injury within primary care services may aid early identification 

(Hilt, Nolen-Hoeskema, & Cha, 2008). Early intervention programmes should be 

comprised of the following elements: emotion regulation, problem-solving, attention-

control, and social communication skills (Hilt et al., 2008). Universal health promotion 

strategies aimed at improving levels of emotional intelligence, self-esteem and 

interpersonal effectiveness could have a positive effect on reducing a range of self-

destructive behaviours, including self-injury (Mikolajczak, Petrides & Hurry, 2009). 

Seeing things they could harm with, and hearing about others’ self-injury, were 

common antecedents reported by individuals in the empirical paper. Public policy 

initiatives aimed at reducing access to means and limiting media coverage of self-

injurious acts may be beneficial in reducing self-injury urges and possible contagion 

effects (Welsh Assembly Government, 2008). 

 

 

 

Assessment 

Detailed assessment of the frequency, duration, severity, intentions, triggers, and 

outcomes of all forms of self-injury is an important part of understanding an 

individual’s difficulties and needs. Thorough assessment through clinical interview 

and/or the use of standardised interviews (e.g. SASII, Linehan et al., 2006) promotes 

accurate and meaningful formulations to guide effective interventions. The findings of 

the literature review suggest that retrospective informant reports can be a valid and less 

time-consuming method of functional assessment, compared to direct observation 

methods, and therefore may be useful in clinical assessment. Historical and current self-

injury is a strong predictor for future self-injury and completed suicide and is vital 

information when conducting any assessment of risk (Klonsky, May & Glenn, 2013). 
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Further developments in the understanding of the aetiology of self-injury will inform 

assessment methods and formulations for individuals engaging in these behaviours.   

 

 

 

Intervention 

Interventions likely to be effective in the reduction of self-injury should focus on a) 

developing more adaptive coping strategies; b) addressing underlying 

deficits/vulnerabilities that drive self-injury; and c) reinforcement of functionally 

equivalent behaviours (Kimball, 2009). The current findings suggest that individuals 

who self-injure are likely to benefit from developing skills in the following areas: 

emotional and cognitive regulation; attention training; problem-solving; inhibitory 

control and executive functioning; social and communication skills. Formulation-based 

interventions should specifically target functions identified for each individual (Nock & 

Prinstein, 2005). The contributions of the current findings to therapeutic interventions 

for each potential function are discussed below. 

 

Emotional relief  

Individuals reported intense emotional antecedents prior to suicidal and nonsuicidal 

self-injury, including: anger (towards themselves), shame, depression, distress, and 

hopelessness. They report wanting to relieve, escape, or express these emotions as a 

reason for both acts. Following self-injury there was evidence of a decrease in intensity 

and negative valence of emotions. However, an emotional relief function appeared less 

common for self-injurious acts involving hitting the body. Also, the current findings 

suggested that the relief of negative emotions was only mild-moderate, and individuals 

reported an increase in feelings of self-hatred/shame as a result of self-injury, therefore 

increasing the risk of future acts (Brown et al., 2002).  

 The regulation of intense negative emotions is accepted as a common function 

of self-injury. However, clinicians should also be aware of the possibility of positive 

emotions (and associated thoughts, events) acting as triggers for self-injury. In the 

current study participants were asked an open question about positive antecedents to 

self-injury, using the following question: “Have there ever been times where a positive 

event, feeling or thought occurred prior to self-injury”. Responses were grouped into  
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categories² presented in Table 1: 

  

Table 1 Participants’ responses to questions about positive antecedents of self-injury   

Category of 

response 

Reason for self-injury Frequency 

No  14 

Yes To regulate positive emotion 2 

Yes To regulate negative emotions triggered by 

positive events 

3 

Unsure Saw something to harm with 2 

 

Two individuals reported using self-injury to regulate positive feelings. This is the 

explanation given by one participant: “Things were going well, and I thought, why am I 

happy? And I cut because it’s safer not to be too happy”. Some individuals appear to 

find any intense emotions difficult to tolerate, regardless of valence. Three participants 

reported occasions when positive events/experiences occurred, which then triggered 

negative feelings (e.g. guilt, hopelessness). These exploratory findings suggest that 

further research should be conducted into the possible triggering effects of positive 

events, thoughts and feelings. These appear to be significant for some self-injuring 

individuals.  

 The remaining two participants stated that there may have been times when a 

positive event, feeling, or thought had occurred prior to self-injury, but they did not feel 

that these would have triggered the self-injury. Both reported impulsive urges to self-

injure when seeing something they could use to harm themselves with. One 

participant’s description of this was: “Sometimes everything’s ok, but I see something I 

can hurt with and self-harm anyway”. The other participant stated: “..don’t know why, 

just like I’m addicted to harming, so can be when I feel happy or not”. This latter 

finding may be a result of these individuals having poor insight into their internal 

experiences. However, it is also possible that for some individuals who self-injure, the 

behaviour is a compulsive act or an addiction (Favazza, 2011). Differences in reports of 

levels of impulsivity were also found. Some individuals reported a ritual nature to self-

injury. Some have suggested different subgroups of individuals who self-injure, with 

some individuals engaging in  

 
²Participants reports were categorised using content analysis. All data were independently coded. 

Agreement between coders was excellent (Cohen’s kappa = 0.907). 
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impulsive, reactive acts and others showing more planned, ritualistic behaviours 

(Favazza, 2011). For these individuals interventions targeting an emotional relief 

function may not be effective. Further investigation into positive antecedents to self-

injury, and compulsive urges to self-injure, would help guide effective interventions for 

all individuals who self-injure.       

 Interventions targeting an emotional relief function of self-injury should focus 

on adaptive methods of emotional expression and regulation, as well as strategies for 

tolerating severe distress when problem-solving abilities are seriously compromised 

(Chapman, Gratz & Brown, 2006). These strategies should focus on fast, accessible, 

non-harmful methods of reducing physiological arousal (e.g. cold shower). Individuals 

who self-injure are known to have decreased emotional intelligence and difficulties 

regulating emotions in an adaptive way (Mikolajczak, et al., 2009). In the long-term 

increasing emotional intelligence (within individuals and society) may prove beneficial 

in reducing self-injury (Mikolajczak, et al., 2009). Particular theoretical and therapeutic 

models emphasise the importance of the experiential avoidance of difficult emotions in 

the maintenance of self-injury. The ability to experience and process these emotions 

within a secure therapeutic relationship is required (Chapman et al., 2006; Kimball, 

2009). Enabling clients to tolerate positive events and emotions will be an important 

element of therapy for some individuals.  

 

Cognitive regulation 

There is emerging evidence that self-injury serves multiple cognitive regulation 

strategies. In the current study, reasons for self-injury included: to escape distressing 

thoughts and memories. Thoughts of past abuse and distressing memories were reported 

prior to self-injury, and reduced afterwards. Escape from these cognitive experiences, 

and relief from auditory and visual hallucinations, was an important additional reason 

for self-injury. These intrapersonal functions of self-injury have been reported more 

often by individuals experiencing clinical depression and demonstrating a ruminative 

cognitive style (Hilt et al., 2008).  

 From an experiential avoidance perspective, exposure and response prevention 

techniques should be utilised to reduce the distress associated with unwanted thoughts. 

Strategies for decreasing rumination and for coping with distressing thoughts in more 

adaptive ways may be helpful. Mindfulness techniques (a central element in Dialectical 

Behaviour Therapy) are a good example of this. They develop individuals’ ability to 
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focus their attention on the present moment, instead of ruminating on past events, or 

worrying about the future (Kabat-Zinn, 1994).  

 A recent lab-based self-injury proxy study found that the experience of pain 

resulted in improvements in information processing required for executive functioning 

abilities, and triggered a shift away from a neurological state primed for emotion-

focused reactivity (Franklin, Hessel, Aaron, Arthur, Heilbron, & Prinstein, 2010). 

Greater understanding of the mechanisms of this shift in neurological state following 

self-injury may help to identify other ways of addressing this function. Visual correlates 

of self-injury also require further exploration, with individuals reporting a desire to see 

themselves bleeding and intrusive images of self-injury as triggers. 

 

Self-punishment 

Wanting to punish the self, and succeeding in feeling punished, were reported for 

suicidal and nonsuicidal acts. Feelings of guilt, shame, and worthlessness were 

commonly reported emotional antecedents to self-injury. As well as strategies for 

regulating these emotional components of a self-punishment function, interventions 

should focus on the difficulties underlying these emotions. Low self-esteem, self-

confidence and self-worth are found in individuals with suicidal and nonsuicidal self-

injury (Hawton, Rodham, Evans & Weatherall, 2002). Linehan (1993) suggests that 

individuals self-injure as a learnt behaviour of punishment and self-invalidation, 

resulting from longstanding invalidation within their developmental environments. 

Therapeutic relationships should model a validating and compassionate approach 

towards the individual, and work towards internalisation of this view of the self 

(Kimball, 2009). Negative beliefs about the self as worthless, defective, or a failure, can 

be challenged using cognitive restructuring and through more positive interpersonal 

experiences (Linehan, 1993). 

 

Feeling generation and prevention of dissociation  

High levels of dissociation, flashbacks and nightmares were reported prior to self-

injury. Acts resulted in the generation of normal feelings, including relieving feelings of 

numbness, and eliciting pain. The experience of pain may serve to regulate 

physiological arousal through the release of opiods, or serve to divert the individual’s 

attention away from their emotional distress (Chapman, et al., 2006). However, pain 

following self-injury was not reported by all individuals, and differed across methods 
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within individuals. Higher rates of childhood abuse and traumatic experiences are 

reported by individuals who self-injure (Gratz, 2003). Individuals experiencing 

dissociation and trauma-related symptoms are more likely to report positive 

intrapersonal functions of self-injury (i.e. to generate normal feelings; Nock & 

Prinstein, 2005). Therapeutic approaches should focus on treating Post Traumatic Stress 

Disorder and dissociation, while developing alternative methods of feeling generation 

(Brown, et al., 2002). 

 Three participants reported positive feelings (e.g. euphoria, peacefulness, 

excitement) following self-injury.  Prior experience of these positive consequences of 

self-injury was reported as a motivation for self-injurious acts. Enquiring about positive 

emotional and cognitive consequences of self-injury is important in understanding the 

reasons for these positive emotions, and how these feelings can be generated in a more 

adaptive way.   

 

Prevention of suicide 

Prevention of suicide was a commonly reported reason for nonsuicidal acts. However, 

there is unequivocal evidence that self-injury increases later risk of suicide, by 

increasing an individual’s desire and capability to attempt suicide (Joiner, 2005; 

Klonsky, 2013). Psychoeducation about this increased risk is crucial in helping 

individuals understand how ineffective nonsuicidal self-injury is in reducing suicidal 

urges and acts in the long term. This may help motivate individuals using nonsuicidal 

self-injury to prevent acts of suicide to commit to developing more adaptive coping 

strategies.  

 

Help-seeking and communication of distress to others 

Suicidal self-injury was reported to be more effective in eliciting help from 

professionals, family and friends. Nonsuicidal self-injury appeared less likely to lead to 

support from others. Individuals reported that their self-injurious behaviours did not 

help others to understand their difficulties or lead them to treat them differently, despite 

this being an intention of the behaviour. Self-injurers have been found to be more likely 

to report social functions of their behaviour if they are experiencing peer victimisation, 

interpersonal conflict and have poor communication skills (Hilt et al., 2008). Learning 

more adaptive, effective care-seeking and communication strategies will benefit these 

individuals. Challenging social perfectionism tendencies may also result in decreases in 
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self-injury (Nock & Prinstein, 2005). It is difficult for services to operate in a way that 

stops the reinforcement of suicidal self-injury as a help-seeking behaviour, due to the 

fact that medical treatment cannot be refused in life-threatening circumstances. 

Therefore, it is vital that services are able to positively reinforce adaptive care-seeking 

behaviours.   

 

Making others better off 

Suicide attempts were conducted as an attempt to make others better off and were 

preceded by feelings of burdensomeness. Therapeutic interventions can help individuals 

develop a more positive view of themselves and their interactions. However, as a result 

of their complex difficulties, and challenging behaviours, they may be accurate in their 

perception of being a burden to others (Brown et al., 2002). Interventions should 

include support for family members and professionals involved in individuals’ care, to 

help them manage the difficulties they face in providing support (e.g. Linehan, 1993). 

At the same time individuals may benefit from learning interpersonal skills that allow 

others to support them without becoming burnt out, promoting effective communication 

and positive interactions (Brown et al., 2002). 

 

In summary, future theoretical and empirical efforts should focus on multiple cognitive, 

emotional, behavioural and social functions of different methods of suicidal and 

nonsuicidal self-injury. A comprehensive theoretical model explaining the aetiology and 

maintenance of suicidal and nonsuicidal self-injury is needed. Therapeutic approaches 

based on a functional understanding of self-injury should focus on addressing 

underlying vulnerabilities that cause and maintain self-injury, while simultaneously 

developing and reinforcing more adaptive coping strategies. To conclude, people harm 

themselves for a wide variety of reasons. Understanding the functions of self-injury for 

each individual affords the most promising starting point from which to offer effective 

help.    
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Research Protocol 

Project Title: The reasons, triggers and consequences associated with different types of self-

injury 

 

Research Team 

Chief Investigator: Anna Ripley (Trainee Clinical Psychologist), North Wales Clinical Psychology 

Programme 

Supervisors: Dr Michaela Swales (Consultant Clinical Psychologist) and Dr Lisa Train (Clinical 

Psychologist) -both based at North Wales Adolescent Service, Abergele Hospital Site, Llanfair 

Road, Abergele, Conwy, LL22 8DP 

 

Purpose and Background 

Nonsuicidal self-injury, and suicide attempts not resulting in death, have enormous 

consequences for the individual, their family and society. Data from the Welsh Assembly 

Government’s “Talk To Me” National Action Plan to Reduce Suicide and Self Harm in Wales 

2008-2013 (WAG, 2008) suggests that between 1996 and 2006, around 300 people in Wales 

died each year as a result of suicide and at least 6,000 people were taken into hospital each 

year because they had harmed themselves. Many individuals do not seek medical attention 

following acts of self-injury, so these figures are likely to be a considerable underestimate of 

the prevalence of the issue (Gratz, 2003). Estimates based on self-reports of self-injury suggest 

prevalence rates of up to 14% in a sample of college students (e.g. Gratz, 2001), with higher 

rates found in individuals receiving support for a wide range of mental health problems 

(Klonsky, 2007).  

Although different in severity and consequence, these behaviours are considered to lie on a 

continuum (Tarrier, Taylor & Gooding, 2008). Acts labelled as self-injurious behaviours are 

often defined as occurring without the intent to cause death. However, it can be difficult to 

accurately assess intent, and intent can fluctuate before and during an act (Miller, Rathus & 

Linehan, 2006). Also, individuals with a history of self-injury have a significantly higher risk of 

suicide (Zahl & Hawton, 2004). These findings have led some to suggest that investigations into 

suicidal and non-suicidal self-injurious behaviour should not separate the two concepts, and 

that “all behaviour that is self-initiated with the intention to cause harm to the body 

(regardless of intent to die) is included” (p.303, Linehan, Comtois, Brown, Heard & Wagner, 

2006) 

Research has identified prevalence and risk factors associated with self-injury in different 

populations, however relatively little work has focused on the functions of self-injury (Gratz, 

2003). Better understanding of the motivation and reasons for such behaviours is needed, as 

well as identification of the consequences of self-injury that make it more likely to be repeated 

(Klonsky, 2007). Further research is crucial in obtaining a better understanding of the functions 

Version 2  Date: 15/02/2012 
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of self-injury, for prevention, early intervention and effective treatment (Talk to Me, 2008; 

NICE, 2004). 

In previous studies investigating individuals’ reasons for self-injury a number of potential areas 

have been identified, including: emotional relief; interpersonal influence; avoidance/escape 

and feeling generation (Brown, Comtois & Linehan, 2002; Linehan et al., 2006). Even when 

self-injury is performed with the intention of causing death, individuals can still report other 

reasons/motives for the behaviour. The reasons for self-injury and the intended consequences 

of self-injury do not necessarily correspond to the triggers and actual consequences of self-

injury. In order to understand the function of self-injury, it is important to investigate patterns 

of antecedents and consequences of the behaviour, to understand the function the behaviour 

serves and factors that reinforce the behaviour. Klonsky (2007) conducted a review of 

eighteen studies investigating the functions of non-suicidal self-injury (NSSI). Studies assessed 

functions of NSSI through self-report, phenomenological investigations and laboratory based 

experiments of proxy NSSI behaviour. The studies demonstrated strong evidence for a 

negative affect regulation function, in that:  

- intense negative affect is experienced before self-injury 
- decreased negative affect decreases after self-injury 
- individuals who engage in self-injury often report doing so with the intention of reducing 
negative affect 
- when engaging in self-injury proxy behaviour (e.g. drawing a red line on wrist), levels of 

arousal and negative affect are reduced. 

The review also found evidence for other reasons for NSSI, including: self-punishment, anti- 

dissociation/feeling generation, anti-suicide, interpersonal influence, interpersonal 

boundaries, and sensation seeking. These reasons appeared to be reported to varying degrees, 

whereas the affect regulation function was reported by the majority. Research supports the 

idea that NSSI can serve multiple functions at the same time. In summary, affect regulation 

and self-punishment appear to be the most common reported reasons for NSSI in clinical and 

community samples, adults and adolescents. 

 

This study will investigate self-reported reasons for self-injury, as well as the antecedents and 

consequences of the behaviour. A structured interview will be used to assess the frequency, 

severity, duration and reasons for different types of self-injury performed with or without an 

intention to die. Although it appears that affect regulation and self-punishment are the most 

commonly reported reasons for self-injury, it may be that the reasons for self-injury differ 

between and within individuals. It is also possible that events that trigger self-injury or 

consequences that reinforce the behaviour do not correspond to an individual’s original 

intentions for engaging in the behaviour. Self-injury of greater severity, frequency and 

duration may serve different functions and be performed for different reasons than less 

severe, less frequent acts. In an investigation with a sample of women with Borderline 

Personality Disorder it was found that different reasons were reported for self-injury that was 

performed with or without the intention to die. Individuals reported the motivation of “making 

others’ better off” was higher for suicide attempts than nonsuicidal self-injury. This study will 

explore differences in triggers and consequences of suicidal and nonsuicidal self-injury, and of 
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different types of self-injury (e.g. cutting, overdosing) to explore whether they serve different 

functions.  

Affect regulation may be the primary function of self-injury, with other functions as secondary. 

For example, an individual may harm themselves with the intention of reducing negative 

affect, but the resulting care received from family or medical professionals serves as further 

reinforcement for the behaviour. It has been suggested that individuals who self-injure are 

motivated to reduce intense physiological arousal and/or to reduce negative affect. Little 

investigation has been done into the regulation of discrete emotions such as anger, shame, 

sadness etc. Self-injury may serve to regulate particular negative emotions but not others. It 

has also been suggested that individuals who self-injure may have difficulty tolerating intense 

positive emotions, and although individuals may not report this as a reason for self-injury, 

closer investigation may highlight positive emotions as a trigger for episodes of self-injury. It 

may be that self-injury functions as a strategy to regulate any intense emotion, regardless of 

whether it is positive or negative. This study aims to investigate some of these questions, in 

order to inform future research and practice.  

 

Research Questions 

- Are there different reasons, triggers and consequences associated with suicidal versus 

nonsuicidal self-injury and with different types of self-injury (e.g. cutting, overdosing)? 

Reasons, triggers and consequences may be thoughts, feelings and/or events. 

 

Participant recruitment 

Participants will include individuals (16 years or above) who have engaged in at least one act of 

deliberate self-injury. Participants will be recruited through Child and Adolescent Mental 

Health Services, Community Mental Health Teams, Inpatient units, and Psychology 

Departments across Betsi Cadwaladr University Health Board. Participants will be recruited 

through two strategies. Firstly, staff in these teams will be approached through team 

meetings, to detail the aims of the research, inclusion criteria and procedure. It is hoped that 

professionals would then contact individuals that may be willing to participate. Staff will be 

given information packs to give to clients who they feel may be interested and able to take 

part in the research. Information packs will include a Declaration of Interest form and a 

prepaid envelope, which they can return to the chief investigator with details of how to 

contact them. The second recruitment strategy will involve service user groups facilitated by 

mental health services, including the Taith Therapeutic Community, local SHARDs (Self Harm 

and Relationship Difficulties). Participants will be recruited through mental health 

professionals involved in their care. This will ensure that all participants are receiving ongoing 

support and risk management in relation to self-injury.  
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Design and Procedures 

This study is a cross-sectional design using self-report and interviewer ratings of participant 

descriptions of self-injury. Participants who return the Declaration of Interest form will be 

contacted and an appointment will be arranged. At the time of the interview, participants will 

have had time to look at the information pack and will be given the opportunity to ask the 

researcher any questions or voice any concerns they may have about taking part in the 

research. They will also be reminded that they can withdraw from the study at any time should 

they wish to do so. Consent forms will then be completed.  

The Suicide Attempt and Self Injury Interview (SASII) will be completed with participants. 

Participants will be asked to report reasons, antecedents and consequences for each type of 

self-injury. Where an individual has engaged in a particular type of self-injury on numerous 

occasions (e.g. cutting), they will be asked to answer the questions based on a typical or well-

remembered occasion of that type of self-injury. They will then be asked if their answers are a 

representation of a typical incident of this behaviour and be given the opportunity to alter 

their answers if this is not the case. As the supplemental questions on the SASII do not give an 

indication of intensity of emotional antecedents, participants will also be asked to rate the 

intensity of each emotional antecedent they report on a scale of 0-10. Finally participants will 

be asked if they can recall any occurrences where a positive emotion or positive event seemed 

to trigger self-injury. Interviews will be tape recorded to allow for coding. 

 

Measures 

Demographics: age, gender, ethnicity, mental health diagnoses. 

Suicide Attempt and Self Injury Inventory (SASII; Linehan, Comtois, Brown, Heard & Wagner, 

2006): This structured interview collects details of topography (i.e. method of self-injury), 

intent, medical severity, social context, potential triggers, and outcomes of non-suicidal self-

injury and suicidal behaviour during a given time period. Ratings are calculated for each type 

of self-injury as well as for self-injury categorised as suicidal versus nonsuicidal. The interview 

includes a list of reasons for self-injury, some of which can be combined into scaled scores for 

Emotion Relief and Interpersonal Influence. The inventory is coded by the interviewer and 

leads to ratings that can be treated as continuous data. Interrater reliability has been 

estimated as 0.956, with the measure showing good validity in relation to reports of the 

number and severity of acts of self-injury when compared to medical treatment records 

(Linehan et al., 2006). In order to assess inter-rater reliability, 20% of the interviews will be 

independently coded through the use of interview recordings/transcripts.  

Supplemental questions: the supplemental questions on the SASII explore antecedents and 

consequences of incidents of self-injury. Participants are given prompt cards with example 

antecedents and consequences and asked to indicate which, if any, apply to themselves. These 

include events, thoughts and feelings. As well reporting the presence/absence of particular 

emotions (e.g. anger, sadness), participants will be asked to rate the intensity if the emotion 

from 1-10.  
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Participants will also be asked to report any times that a positive feeling, thought or event has 

served occurred prior to self-injury. This will be an open question.  

 

Qualifications of investigators 

The Chief Investigator is undertaking a Clinical Psychology Doctorate and as part of this 

training, and previous work, is experienced in working with individuals who self-injure. The 

Chief Investigator and Research Supervisors have all had an enhanced CRB check and attend 

regular Child Protection and Protection of Vulnerable Adults Training.   

 

Venue for Investigation 

Where possible interviews will be conducted on BCUHB premises at Mental Health Team sites. 

Where access to such sites is an issue, it may be possible to conduct the interview in an 

individual’s home, providing that an up to date risk assessment is available and no risks to the 

researcher are identified. BCUHB and Bangor University lone worker policies will be adhered 

to. Where possible interviews will be arranged to coincide with a regular appointment at the 

Mental Health Team site. If this is not possible then participants will have their travel expenses 

reimbursed (through the North Wales Clinical Psychology Programme budget allocated for this 

research) at a rate of 40p per mile.    

 

Data management 

Data will be kept according to Bangor University and Betsi Cadwaladr University Health Board 

policies and procedures. Interviews will be transcribed and coded with data stored on a Bangor 

University issued encrypted Safestick pen drive. Transcripts and coding sheets will include a 

participant identification number but no personal identifiable information. The participant 

identification number key will be stored on the BCUHB server with a paper copy stored 

separately from the data on BCUHB premises at the North Wales Adolescent Service, Abergele 

Hospital Site, in a locked filing cabinet. Access to this filing cabinet is limited to Dr Michaela 

Swales and BCUHB admin staff.  In line with BCUHB policy, the encrypted Safestick pen drive 

will not be inserted into any BCUHB computer. Audio recordings will be kept in a locked filing 

cabinet until completion of the doctoral programme (September 2013), at which point they 

will be deleted. Paper copies of transcripts and data files will be stored in a locked filing 

cabinet on Bangor University premises for 5 years following completion of the doctoral 

programme (until October 2018), so they are available for audit and scrutiny purposes. These 

data storage arrangements have been approved by Lisa Parry, Information Governance 

Manager, BCUHB. 
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Data Analysis 

Due to the small sample size in this study, all analyses will be exploratory in nature and will be 

reported and interpreted as potential areas for future larger scale research.   

- Are there different reasons, triggers and consequences associated with suicidal versus 

nonsuicidal self-injury? And with different types of self-injury (e.g. cutting, overdosing)?  

Descriptive statistics will be presented reporting the proportion of participant’s reporting 

reasons, triggers and consequences for suicidal versus non-suicidal self-injury, as well as for 

different types of self-injury (e.g. cutting, overdosing). These descriptive statistics will reflect 

the experiences of this sample alone, but may suggest potential areas for consideration in 

larger scale research. 

In a recent study the SASII was used to investigate differences in the reasons reported for 

suicidal versus nonsuicidal self-injury (Brown et al., 2002). In order to conduct statistical 

analysis in the current study, the structure used in the Brown et al. (2002) study will be utilised 

and replicated.  

Items from the list of reasons will be compiled into Emotion Relief (6 reasons); Interpersonal 

Influence (8 reasons); Feeling Generation (3 reasons); and Avoidance/Escape (5 reasons) scale 

scores. Two types of scale scores will be calculated: a binary scale score (indicating that at least 

one reason is endorsed on a particular scale) and a proportion scale score (calculated by the 

proportion of reasons within a scale). The same process will be conducted on the list of 

consequences, which can also be grouped into these scaled scores. For the list of triggers, 

scaled scores will be produced to categorise triggers as thoughts (3 triggers), feelings (20 

triggers) or events (21 triggers). Again binary and proportion scaled scores will be computed 

for each.  

In order to compare participants’ binary scaled scores for the reasons, triggers and 

consequences reported for suicidal versus nonsuicidal self-injury, an index episode will be 

identified. This will be the most recent episode of self-injury reported (in line with Brown et al., 

2002). Therefore in the subsequent analyses each participant will only provide one episode of 

self-injury that is classified as either suicidal or nonsuicidal. 

As it is not expected that the data will conform to a normal distribution, non-parametric tests 

will be conducted. Mann-Whitney tests will be conducted comparing proportion scaled scores 

for suicidal versus nonsuicidal self-injury for the subscales of the reasons, triggers and 

consequences reported for an index episode. Binary scaled scores will be compared for suicidal 

versus nonsuicidal self-injury using 2x2 chi square analyses. In the Brown et al. (2002) study 

61% of index episodes were classified as nonsuicidal self-injury. This study involved a sample 

similar to that in the current study. It is hoped that a sample size of 30 could be expected to 

provide sufficient numbers in each group to allow for the exploratory analyses proposed here.         

 

- Content analysis of discussions about reasons, triggers and consequences of self-injury: This 

qualitative analysis will be conducted in order to capture particular common themes brought 

up in interviews. For example, within the structured interview participants are asked to report 
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reasons, triggers and consequences for only one episode of each type of self-injury. They may 

also report that there are different reasons, triggers and consequences on different occasions. 

Content analysis will allow for identification of these kinds of themes, which would not be 

captured through the quantitative coding of the structured interview. 

 

Diversity 

The recruitment procedure excludes individuals who are not receiving mental health services. 

It is known that a significant proportion of individuals who self-injure are not receiving support 

from services. The sample in this study will therefore not be representative of the general 

population of individuals who self-injure. However, due to time restraints and ethical 

considerations regarding disclosure of self-injury, it is not considered possible in the context of 

this research to open the recruitment out to include individuals in the community.  

 

Ethical /Registration Issues 

The project will be approved by Bangor University’s Ethic Committee and the NHS (N-RES), 

along with registration from Betsi Cadwaladr University Health Board. Asking people about 

acts of self-injury and the reasons they do so is a sensitive topic and some individuals may find 

this distressing. As a result of the proposed recruitment strategy, all individuals will already be 

engaged in mental health services and will have disclosed to a professional involved in their 

care the fact that they have self-injured. Confidentiality and potential hazards of conducting 

the research will be explained to all individuals before taking part in the study and written 

consent will be obtained. Participants will be informed that at any time during the process 

they can withdraw from the study, should they wish to do so. Participants will be given the 

opportunity to discuss any concerns with the researcher or supervision team, and will be 

encouraged to contact their mental health professional for ongoing support if necessary. 

According to BPS guidelines 16 and 17 year olds can be considered capable of providing 

informed consent. This capacity will be assessed in line with the Mental Capacity Act (2005) as 

with all participants. Previous studies investigating self-injury in adolescents have not been 

found to increase risk of future self-injury (Zahl & Hawton, 2004).  

In acknowledgement of the sensitive nature of the topic and the value of participation, a £5 

voucher will be offered to participants as a small gesture of thanks. The importance of 

research in this area and the positive impact of their participation will also be emphasised in 

the information sheet. Participants will be given details of relevant sources of information and 

support (e.g.CALL helpline, Self Harm Network) and will be advised to consult their mental 

health professional if participating in the research brings up any issues or concerns.  

 

Risk Assessment 

Risks to participants: Talking about instances of self-injury may be distressing for some 

participants. All participants will be fully informed of the purpose, content and procedure of 
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the research prior to obtaining written consent. Participants will be warned of the sensitive 

nature of the topic and be offered the opportunity to discuss any issues with a member of the 

research team if required. There is strong evidence that asking individuals about self-injury 

(with or without suicidal intent) does not lead to increased risk of that behaviour (Cukrowicz, 

Smith & Poindexter, 2010) and can in fact be a positive experience (Talk to Me, WAG, 2008). If 

participants would like the mental health professional involved in their care to be present 

during the interview, then this will be facilitated, and arranged to coincide with a routine 

appointment.   

If during the interview participants make disclosures indicating an intention to harm 

themselves or others, or evidence of suboptimal-care, malpractice or abuse, then 

confidentiality will be breached. BCUHB Protection of Vulnerable Adults and Child Protection 

Procedures will be followed. Wherever possible participants would first be encouraged to 

share this information with appropriate parties themselves (e.g. their mental health 

professional, police, Child Protection Team). Where this is not agreed the researcher will make 

every effort to inform the participant that confidentiality will be breached prior to doing so. 

The researcher will have a contact list of local Safeguarding Officers and Mental Health Team 

Duty Workers and if required will contact staff on duty within the local Mental Health Team to 

arrange an emergency mental health and risk assessment. The researcher will also contact a 

member of research supervision team for guidance. In the unlikely event that there are 

significant immediate concerns about a participant’s, or the publics’ safety, the researcher will 

contact the police.  

Risks to self: All data collection to be carried out in NHS premises where possible (e.g. CMHTs, 

inpatient units). If home visits are necessary (for example in order to ensure equality of access 

to taking part in the research) then potential risks will be discussed with the mental health 

professional involved in the care of the participant and the new BCUHB lone working policy 

will be adhered to. Conducting detailed interviews into individuals’ self-injurious behaviour 

may be distressing for the researcher. Support will be sought from the supervision team as 

necessary. 

Feedback 

As part of obtaining informed consent, all participants will be asked if, and how, they would 

like to be informed of the results of the study. A feedback sheet will be sent to those that 

request it on completion of the Chief Investigator’s VIVA. 
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RHAGLEN SEICOLEG CLINIGOL GOGLEDD CYMRU 

NORTH WALES CLINICAL PSYCHOLOGY PROGRAMME  

 

Information about the research 

Title of Project:   The reasons, triggers and consequences associated 
   with different types of self-injury. 
 

Research Team:  Anna Ripley, Trainee Clinical Psychologist 
      Dr Michaela Swales, Consultant Clinical Psychologist 
     Dr Lisa Train, Clinical Psychologist 
 
 
We would like to invite you to take part in our research study. Before you decide we 
would like you to understand why the research is being done and what it would 
involve for you. If you are interested in taking part please complete the ‘Expression of 
Interest form’ included in this pack. 
 
One of the research team will go through this information sheet with you and answer 
any questions you have before starting the research. Take some time to think about 
the information and talk to others about the study if you wish. Please ask us if there is 
anything that is not clear.  
 
 
What is the purpose of the study? 
This study is about self-injury, which is any action that is intended to cause harm to 
your own body e.g. cutting, burning, overdosing. This study is interested in all kinds of 
self-injury, whether or not the intention is to cause death.  We are interested in 
exploring the reasons, triggers and consequences associated with different kinds of 
self-injury. We hope this may lead to greater understanding of why people injure 
themselves. The study is being conducted as part of a Clinical Psychology Doctorate 
being undertaken by one of the research team. 
 
Why have I been invited? 
We are inviting individuals with a history of self-injury who are receiving support from 
mental health services in North Wales to take part in the research. Your healthcare 
professional has identified you as someone who may be interested in taking part. 
Approximately 30 people will be taking part in the study. 
 
Rhaglen Seicoleg Clinigol Gogledd Cymru 

PRIFYSGOL BANGOR 

43 Ffordd Y Coleg, 

BANGOR, Gwynedd, LL57 2DG 

 

FFÔN: (01248) 382205 

FFACS: (01248) 383718 

www.nwcpp.ac.uk 

North Wales Clinical Psychology Programme 

BANGOR UNIVERSITY 

43 College Road 

BANGOR, Gwynedd, LL57 2DG 

 

TEL:(01248) 382205 

FAX:(01248) 383718 

www.nwcpp.ac.uk 

Version 2  Date: 09/02/2012 COLEG IECHYD A GWYDDORAU YMDDYGIAD 

COLLEGE OF HEALTH & BEHAVIOURAL SCIENCES 
 
YSGOL SEICOLEG 
SCHOOL OF PSYCHOLOGY 
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Do I have to take part? 
It is up to you to decide to join the study. If you decide you are interested in taking 
part after reading this information, then please complete the ‘Expression of Interest 
form’ included in this pack with details of how we can contact you to arrange a 
meeting. We will describe the study to you and go through this information sheet. If 
you agree to take part, we will then ask you to sign a consent form to confirm that you 
understand what the study involves and are happy to take part. You are free to decide 
not to take part, or to withdraw at any time, without giving a reason. This would not 
affect the standard of care you receive.  
 
 
What will I have to do? 
If you agree to take part then a meeting will be arranged for an interview about your 
experiences of self-injury. The interview will be conducted by one of the research 
team. You will be asked questions about different types of self-injury and the reasons, 
triggers and consequences associated with them. The interview will take 
approximately one hour. The interview will be tape recorded, to allow us to record and 
analyse your answers. We will also record some information including your age, 
gender, ethnicity and mental health diagnoses. No personal identifiable information 
will be included in the write-up of the study and audio recordings will be deleted once 
the study is complete. A mental health professional involved in your care can be 
present at the interview if you wish.  
 
Expenses and Payments 
As a ‘thank you’ for agreeing to take part in the research, you will be offered a £5 
voucher.  
 
What are the possible disadvantages and risks of taking part? 
Taking part in the study will require approximately one and a half hours of your time. 
Previous research has found that talking about self-injury does not make it more likely 
that you will harm yourself. However, talking about your experiences of self-injury may 
be upsetting or uncomfortable for you. We suggest you think carefully about this 
before deciding to take part in this research, especially if talking about your 
experiences is particularly distressing for you. 
 
What are the possible benefits of taking part? 
Some people find it helpful to discuss their experiences of self-injury. Many people find 
contributing to valuable research a positive experience. We cannot promise that the 
study will help you, but the information we get from this study will help improve our 
understanding of self-injury and may lead to improvements in treatment for 
individuals who self-injure in the future.  
 
 
 
What will happen if I decide to withdraw from the study?  
We will destroy all data gathered from you, including audio-tape, interview transcript 
and contact information. This will have no effect the standard of care you receive



 

 

What if there is a problem?  
If you have a concern about any aspect of the study, you should ask to speak to the 
researchers who will do their best to answer your questions (Dr Michaela Swales, Tel 
no: 01745 448700). You could also speak to your mental health professional. If you 
remain unhappy and wish to complain formally you can do this by contacting: Hefin 
Francis, School Manager, School of Psychology, Adeilad Brigantia, Penrallt Road, 
Gwynedd LL57 2AS. Tel: 01248 388339. 

 
In the event that you are harmed as a result of taking part in the research due to 
someone’s negligence, then you may have grounds for legal action for compensation 
against Bangor University, but you may have to pay legal costs. The normal complaints 
mechanisms will still be available to you.  
 
 
Will my taking part in the study be kept confidential? 
Yes. We will follow ethical and legal practice and all information about you will be 
handled in confidence. All information which is collected about you during the 
research will be kept strictly confidential. Any information about you will have your 
name and address removed so that you cannot be recognised.  The anonymous data 
collected may be seen by authorised persons from the research sponsor (Bangor 
University) in order to check that the study is being carried out correctly. However, if 
during the interview you disclose an intention to harm yourself or others, the 
researcher may have to breach confidentiality and report these disclosures to others.  
 
 
What will happen to the results of the research study? 
The final write-up of the research study will be available to the public and may be 
published in a peer-reviewed journal. No personal identifiable information about you 
will be included in this write-up. If you would like to receive feedback on the results of 
the study after taking part then this can be arranged.  
 
Who is organising and funding the research? 
This research is being funded and supervised by Bangor University.  
 
Who has reviewed the study? 
This study has been reviewed and approved by the Bangor University Research Ethics 
Committee. All research in the NHS is looked at by an independent group of people, 
called a Research Ethics Committee, to protect your interests. This study has also been 
reviewed and given a favourable opinion by the North Wales Research Ethics 
Committee.     
 
Further information and contact details 
For general information about taking part in research please see the NHS website: 
For specific information about this research project please contact Anna Ripley, 
Trainee Clinical Psychologist, NWCPP, School of Psychology, Bangor University, College 
Road, Bangor, LL57 2DG.  
 
If you would like advice on participating in the research please feel free to discuss it 
with someone else, including your healthcare professional. 
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RHAGLEN SEICOLEG CLINIGOL GOGLEDD CYMRU 

NORTH WALES CLINICAL PSYCHOLOGY PROGRAMME 

 

Gwybodaeth am yr astudiaeth 

Teitl y Project:   The reasons, triggers and consequences associated 
   with different types of self-injury. 
 

Tîm Ymchwil:   Anna Ripley, Seicolegydd Clinigol dan Hyfforddiant 
      Dr Michaela Swales, Seicolegydd Clinigol Ymgynghorol 
     Dr Lisa Train, Seicolegydd Clinigol 
 
 
Hoffem eich gwahodd i gymryd rhan yn ein hastudiaeth ymchwil. Cyn i chi benderfynu, 
mae’n bwysig eich bod yn deall pam mae’r ymchwil yn cael ei gwneud a’r hyn fydd yn 
digwydd. Os oes gennych ddiddordeb cymryd rhan, a fyddech cystal â llenwi’r 'Ffurflen 
Dangos Diddordeb’ sydd yn y pecyn hwn.  
 
Bydd un o’r tîm ymchwil yn mynd drwy’r daflen wybodaeth hon gyda chi ac ateb 
unrhyw gwestiynau sydd gennych cyn dechrau'r ymchwil.  Cymerwch dipyn o amser i 
feddwl am y wybodaeth a siaradwch ag eraill am yr astudiaeth os ydych yn dymuno. 
Holwch ni os nad oes rhywbeth yn glir.   
 
 
Beth yw pwrpas yr astudiaeth? 
Astudiaeth am hunan-niweidio yw hon, sef unrhyw weithred a fwriedir i achosi niwed 
i'ch corff eich hun, e.e. torri, llosgi, cymryd gorddos.  Mae gan yr astudiaeth 
ddiddordeb ym mhob math o hunan-niweidio, p’un ai’r bwriad yw achosi marwolaeth 
ai peidio.   Mae gennym ddiddordeb mewn edrych ar y rhesymau, yr amgylchiadau a’r 
canlyniadau sy’n gysylltiedig â gwahanol fathau o hunan-niweidio.   Rydym yn 
gobeithio y gall hyn arwain at fwy o ddealltwriaeth pam mae pobl yn eu niweidio eu 
hunain.  Mae'r astudiaeth yn cael ei chynnal fel rhan o Ddoethuriaeth Seicoleg Glinigol 
y mae un o’r tîm ymchwil yn ei gwneud.  
 
Pam ydw i wedi cael fy ngwahodd? 
Rydym yn gwahodd unigolion gyda hanes o hunan-niweidio, sy’n derbyn cefnogaeth 
gan y gwasanaethau iechyd meddwl yng Ngogledd Cymru, i gymryd rhan yn yr 
ymchwil.  Mae eich gweithiwr gofal iechyd proffesiynol wedi nodi y gallech chi fod yn  
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rhywun a all fod â diddordeb mewn cymryd rhan.  Bydd tua 30 o bobl yn cymryd rhan 
yn yr astudiaeth. 
 
Oes rhaid i mi gymryd rhan? 
Chi sydd i benderfynu a ydych am ymuno â'r astudiaeth.  Os penderfynwch ar ôl 
darllen y wybodaeth hon bod gennych ddiddordeb cymryd rhan, yna llenwch y 
‘Ffurflen Mynegi Diddordeb’ sydd yn y pecyn hwn gan roi manylion sut gallwn gysylltu 
â chi i drefnu cyfarfod.  Byddwn yn disgrifio’r astudiaeth a mynd drwy’r daflen 
wybodaeth yma gyda chi. Os cytunwch i gymryd rhan, byddwn wedyn yn gofyn i chi 
lofnodi ffurflen gydsynio i gadarnhau eich bod yn deall beth mae’r astudiaeth yn ei 
olygu a’ch bod yn barod i gymryd rhan.  Gellwch wrthod â chymryd rhan neu dynnu’n 
ôl ar unrhyw adeg heb roi rheswm. Ni fydd hyn yn cael dim effaith ar y gofal rydych yn 
ei gael.  
 
Beth fydd yn rhaid i mi ei wneud? 
Os cytunwch i gymryd rhan, yna trefnir i gynnal cyfweliad i’ch holi am eich profiadau o 
hunan-niweidio.  Un o’r tîm ymchwil fydd yn cynnal y cyfweliad.  Gofynnir cwestiynau i 
chi am wahanol fathau o hunan-niweidio a’r rhesymau, amgylchiadau a chanlyniadau 
sy’n gysylltiedig â hwy.  Bydd y cyfweliad yn para tuag awr. Caiff y cyfweliad ei recordio 
ar dâp er mwyn i ni gofnodi eich atebion a’u dadansoddi.  Byddwn hefyd yn cofnodi 
peth gwybodaeth, yn cynnwys eich oed, rhyw, ethnigrwydd a diagnoses iechyd 
meddwl.  Ni chaiff unrhyw wybodaeth bersonol a allai ddatgelu pwy yw rhywun ei 
chynnwys yn yr adroddiad ar yr astudiaeth a chaiff recordiadau sain eu chwalu unwaith 
y gorffennir yr astudiaeth.  Gall gweithiwr iechyd meddwl proffesiynol sy’n ymwneud 
â’ch gofal fod yn bresennol yn y cyfweliad os dymunwch.   
 
 
Treuliau a Thaliadau 
Cynigir taleb o £5 i chi fel ffordd o ddiolch am gymryd rhan yn yr ymchwil.    
 
 
Beth yw’r anfanteision posibl a’r risgiau wrth gymryd rhan? 
Byddwch angen rhoi tuag awr a hanner o’ch amser i gymryd rhan yn yr astudiaeth.  
Mae ymchwil flaenorol wedi dangos nad yw siarad am hunan-niweidio yn ei gwneud 
yn fwy tebygol y byddwch yn eich niweidio eich hun wedyn.  Fodd bynnag, gall siarad 
am eich profiadau o hunan-niweidio fod yn anodd a phoenus i chi.  Rydym yn awgrymu 
i chi feddwl yn ofalus am hyn cyn penderfynu cymryd rhan yn yr ymchwil, yn arbennig 
os yw siarad am eich profiadau’n achosi llawer iawn o drallod i chi.  
 
 
Beth yw manteision posibl cymryd rhan? 
Mae rhai pobl yn gweld ei bod o gymorth iddynt drafod eu profiadau o hunan-
niweidio.  Mae llawer o bobl yn gweld bod cyfrannu at ymchwil werthfawr yn brofiad 
cadarnhaol.  Ni allwn addo y bydd yr astudiaeth yn eich helpu chi’n bersonol, ond bydd 
y wybodaeth a gawn yn gwella ein dealltwriaeth o hunan-niweidio a gall arwain at 
welliannau yn y driniaeth i unigolion sy’n niweidio eu hunain yn y dyfodol.   
 
Beth fydd yn digwydd os penderfynaf dynnu’n ôl o’r astudiaeth?  
Byddwn yn dinistrio’r holl ddata amdanoch, yn cynnwys y tâp sain, trawsgrifiad o’r 
cyfweliad a gwybodaeth gyswllt.    Ni fydd hyn yn cael dim effaith ar y gofal rydych yn 
ei gael.
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Beth os bydd problem?  
Os ydych yn bryderus ynghylch unrhyw agwedd ar yr astudiaeth hon, dylech ofyn am gael 
siarad gyda’r ymchwilwyr a fydd yn gwneud eu gorau i ateb eich cwestiynau (Dr Michaela 
Swales, Ffôn: 01745 448700). Gallech siarad hefyd â’ch gweithiwr iechyd meddwl proffesiynol.  
Os ydych yn dal yn anhapus ac eisiau cwyno’n ffurfiol, gellwch wneud hynny drwy gysylltu â:  
Hefin Francis, Rheolwr Ysgol, Ysgol Seicoleg, Adeilad Brigantia, Ffordd Penrallt, Gwynedd, LL57 
2AS. Ffôn: 01248 388339. 

 
Pe baech yn cael eich niweidio yn ystod yr ymchwil o ganlyniad i esgeulustod rhywun, yna 
efallai y bydd gennych sail dros gamau cyfreithiol am iawndal yn erbyn Prifysgol Bangor, ond 
efallai y bydd rhaid i chi dalu eich costau cyfreithiol eich hun. Bydd y trefniadau cwyno arferol 
yn dal ar gael i chi.   
 
 
Fydd y ffaith fy mod yn cymryd rhan yn yr astudiaeth yn cael ei chadw’n gyfrinachol? 
Bydd. Byddwn yn dilyn dulliau gweithredu moesegol a chyfreithiol ac ymdrinnir yn gyfrinachol 
â phob gwybodaeth amdanoch. Bydd yr holl wybodaeth a gesglir amdanoch yn ystod yr 
ymchwil yn cael ei chadw’n hollol gyfrinachol. Ni chaiff eich enw a’ch cyfeiriad eu cynnwys 
gydag unrhyw wybodaeth amdanoch ac felly ni fydd yn bosibl eich adnabod.  Gall y data 
dienw a gesglir gael eu gweld gan bobl wedi’u hawdurdodi gan noddwr yr ymchwil (Prifysgol 
Bangor) er mwyn gwirio bod yr astudiaeth yn cael ei chynnal yn gywir.  Fodd bynnag, os 
byddwch yn datgelu gwybodaeth yn y cyfweliad sy’n dangos bwriad i niweidio eich hun neu 
eraill, yna fe all yr ymchwilydd orfod torri cyfrinachedd a rhoi gwybod i eraill am y datgeliadau 
hyn.  
 
Beth fydd yn digwydd i ganlyniadau’r astudiaeth ymchwil? 
Bydd yr adroddiad terfynol ar yr astudiaeth ymchwil ar gael i’r cyhoedd a gall gael ei gyhoeddi 
mewn cyfnodolyn a adolygir gan gydweithwyr.  Ni fydd unrhyw wybodaeth bersonol 
amdanoch yn cael ei chynnwys yn yr adroddiad hwn.  Os hoffech gael gwybodaeth am 
ganlyniadau’r astudiaeth ar ôl i chi gymryd rhan ynddi, gellir trefnu hynny.   
 
Pwy sy’n trefnu ac yn ariannu’r ymchwil? 
Caiff yr ymchwil ei hariannu a’i goruchwylio gan Brifysgol Bangor.   
 
Pwy sydd wedi adolygu’r astudiaeth? 
Mae’r astudiaeth hon wedi’i hadolygu a’i chymeradwyo gan Bwyllgor Moeseg ac Ymchwil 
Prifysgol Bangor. Edrychir ar bob ymchwil yn y GIG gan grŵp annibynnol o bobl, sef y Pwyllgor 
Moeseg Ymchwil, i warchod eich buddiannau. Mae’r astudiaeth hon wedi’i hadolygu a'i 
chymeradwyo hefyd gan Bwyllgor Moeseg Ymchwil Gogledd Cymru.     
  
Gwybodaeth bellach a manylion cyswllt 
Ewch i wefan y GIG i gael gwybodaeth gyffredinol am gymryd rhan mewn ymchwil: 
I gael gwybodaeth benodol am y project ymchwil hwn, cysylltwch ag  Anna Ripley, Seicolegydd 
Clinigol dan Hyfforddiant, NWCPP, Ysgol Seicoleg, Prifysgol Bangor, Ffordd y Coleg, Bangor, 
LL57 2DG.  
 
Os hoffech gael cyngor ynghylch cymryd rhan yn yr ymchwil, mae croeso i chi ei drafod â 
rhywun arall, yn cynnwys eich gweithiwr gofal iechyd proffesiynol.  
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Consent Form 
 

Title of Project:  The reasons, triggers and consequences associated      
  with different types of self-injury. 
 
 
Research Team: Anna Ripley, Trainee Clinical Psychologist 
     Dr Michaela Swales, Consultant Clinical Psychologist 
     Dr Lisa Train, Clinical Psychologist 
 
 
Please read the following information carefully, circle the appropriate response and sign if you wish to 
participate in the study.  
 
 
 
I have read and understood the information sheet explaining what the study will involve.           YES / NO 
 
 
 
I have had the opportunity to think about the information, to ask questions and to                  YES / NO 
consider the answers before making a decision about taking part. 
 
 
 
I agree to the audio recording of my interview for the purposes of transcription and            YES / NO 
analysis (these tapes will be kept securely and will be erased following transcription). 
 
 
 
I understand that my participation is completely voluntary and that I am free to               YES / NO 
withdraw at any time without giving any reason, without my medical care or legal  
rights being affected.   
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I understand that what is discussed during the interview will be kept confidential and  
that no personal identifiable information about myself will be included in the write up             YES / NO 
of the project.  
However, I understand that if, during the interview, I disclose information   
that indicates an intention to harm myself or others, the researcher may have to breach  
confidentiality and report these disclosures to others.  
 
 
 
I agree to the inclusion of direct quotes from my interview being included in the final             YES / NO 
written version of the study (any direct quotes used would remain anonymous).  
 
 
 
Upon completion of the study I would like a written summary of the findings.                          YES / NO 
 
 
 
I agree to take part in this study.        YES / NO 
 
 
 
 
 
 
………………………………………………….  ………………………………………………...  …………………………………… 
Name of participant   Signature    Date 
 

 

…………………………………………………  …………………………………………………  …………………………………… 
Name of researcher   Signature    Date 
 

 

If you are unhappy about any aspect of the research and would make to make a complaint you can do this by 

contacting Hefin Francis, School Manager, School of Psychology, Adeilad Brigantia, Penrallt Road, Gwynedd LL57 

2AS. 
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FFURFLEN GYDSYNIO 
 

Teitl y Project:  The reasons, triggers and consequences associated with different types     
  of self-injury. 
 
 
Tîm Ymchwil:     Anna Ripley, Seicolegydd Clinigol dan Hyfforddiant 
     Dr Michaela Swales, Seicolegydd Clinigol Ymgynghorol  
     Dr Lisa Train, Seicolegydd Clinigol  
 
 
Darllenwch y wybodaeth ganlynol yn ofalus os gwelwch yn dda, rhowch gylch o amgylch yr ymateb priodol a 
llofnodwch y ffurflen os hoffech gymryd rhan yn yr astudiaeth.   
 
 
 
Rwyf wedi darllen a deall y daflen wybodaeth ar gyfer yr astudiaeth uchod.           DO / NADDO  
 
 
 
Rwyf wedi cael cyfle i feddwl am y wybodaeth, i ofyn cwestiynau ac i ystyried  DO / NADDO 
yr atebion cyn penderfynu cymryd rhan.                     
  
 
 
Rwy’n cytuno i’m cyfweliad gael ei recordio ar dâp i ddibenion trawsgrifio a  YDWYF / NAC YDWYF 
dadansoddi (cedwir y tapiau hyn yn ddiogel a byddant yn cael eu chwalu ar ôl   
eu trawsgrifio).    
 
 
 
Rwy’n deall fy mod yn cymryd rhan yn hollol wirfoddol ac y gallaf dynnu’n ôl  YDWYF / NAC YDWYF 
unrhyw bryd, heb roi rheswm a heb i hynny effeithio ar fy ngofal meddygol   
neu hawliau cyfreithiol.    
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Rwy’n deall y caiff yr hyn a drafodir yn y cyfweliad ei gadw’n gyfrinachol ac  
na fydd unrhyw wybodaeth bersonol a allai ddatgelu pwy ydwyf yn cael ei  YDWYF / NAC YDWYF 
chynnwys wrth ysgrifennu adroddiad am y project.   
Fodd bynnag, rwy’n deall os byddaf yn datgelu gwybodaeth yn y cyfweliad  
sy’n dangos bwriad i niweidio fy hun neu eraill, yna fe all yr ymchwilydd  
orfod torri cyfrinachedd a rhoi gwybod i eraill am y datgeliadau hyn.       
   
 
 
Rwy’n cytuno i ddyfyniadau uniongyrchol o'm cyfweliad gael eu cynnwys yn  YDWYF / NAC YDWYF 
adroddiad ysgrifenedig terfynol yr astudiaeth (bydd unrhyw ddyfyniadau  
uniongyrchol yn ddienw).   
 
 
 
Ar ôl i'r astudiaeth gael ei gorffen hoffwn gael crynodeb ysgrifenedig o'r  BYDDWN / NA FYDDWN 
darganfyddiadau.                          
 
 
 
Rwy’n cytuno i gymryd rhan yn yr astudiaeth hon.    YDWYF / NAC YDWYF  
              
 
 
 
 
 
 
………………………………………………….  ………………………………………………...  …………………………………… 
Enw’r sawl sy’n cymryd rhan  Llofnod     Dyddiad 
 

 

…………………………………………………  …………………………………………………  …………………………………… 
Enw’r Ymchwilydd:   Llofnod     Dyddiad 
 

 

Os ydych yn anhapus ynghylch unrhyw agwedd ar yr ymchwil ac yr hoffech gwyno, gellwch wneud hynny drwy 

gysylltu â Hefin Francis, Rheolwr yr Ysgol, Ysgol Seicoleg, Adeilad Brigantia, Ffordd Penrallt, Bangor, Gwynedd LL57 

2AS. 
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Appendix Table: Means, standard deviations and percentages for reasons, antecedents, and consequences reported for different methods of self-injury and most recent suicidal and nonsuicidal acts 

  

Most recent 
nonsuicidal act 

(n=17) 

Most recent 
suicidal act 

(n=17) 

Comparison 
between most 
recent suicidal 

and nonsuicidal 
act (n=17) 

Burning 
(n=8) 

Overdose  
(n=13) 

Cutting  
(n=16) 

Hitting Body 
(n=16) 

Comparison 
between 

cutting and 
hitting body 

(n=12) 

REASONS M         % SD M      % SD 
 

M       % SD M     % SD M        % SD M      % SD 
 

Emotion Relief 0.7 0.2 0.5 0.2  0.5 0.2 0.5 0.2 0.7 0.3 0.3 0.2 

Interpersonal Influence 0.3 0.3 0.3 0.2  0.3 0.3 0.3 0.2 0.2 0.3 0.1 0.2 

To stop bad feelings 100 
 

71 
 

 75 
 

83 
 

88 
 

60 
 



2. To communicate to or let others know how desperate 
I was 53 

 
41 

 
 50 

 
42 

 
50 

 
7 

 


3. To get help 47 
 

41 
 

 50 
 

50 
 

44 
 

7 
 



4. To gain admission into a hospital or treatment 
program 12 

 
41 

 
 13 

 
42 

 
13 

 
7 

 


5. To die 24 
 

88 
 

 50 
 

92 
 

31 
 

7 
 



6. To feel something, even if it was pain 88 
 

18 
 

 75 
 

17 
 

88 
 

60 
 



7. To punish myself 82 
 

41 
 

 75 
 

50 
 

75 
 

80 
 



8. To get a break from having to try so hard 41 
 

53 
 

 50 
 

42 
 

44 
 

20 
 



9. To get out of doing something 6 
 

6 
 

 0 
 

8 
 

6 
 

0 
 



10. To shock or impress others 18 
 

6 
 

 13 
 

8 
 

13 
 

13 
 



11. To prove to myself that things really were bad 18 
 

29 
 

 50 
 

42 
 

13 
 

13 
 



12. To give me something, anything to do 24 
 

0 
 

 0 
 

0 
 

13 
 

13 
 



13. To get other people to act differently or change 24 
 

12 
 

 25 
 

17 
 

19 
 

27 
 



14. To get back at or hurt someone 29 
 

6 
 

 13 
 

8 
 

19 
 

7 
 



15. To make others better off 6 
 

41 
 

 13 
 

42 
 

6 
 

7 
 



16a. To get away or escape: my thoughts and memories 65 
 

76 
 

 75 
 

92 
 

44 
 

33 
 



16b. my feelings 65 
 

88 
 

 50 
 

100 
 

63 
 

60 
 



16c. other people 35 
 

59 
 

 50 
 

58 
 

31 
 

20 
 



16d. myself 
 53 

 
82 

 
 38 

 
83 

 
50 

 
33 

 

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Most recent 
nonsuicidal act 

(n=17) 

Most recent 
suicidal act 

(n=17) 

Comparison 
between 

most recent 
suicidal and 
nonsuicidal 
act (n=17) Burning (n=8) 

Overdose  
(n=13) 

Cutting  
(n=16) 

Hitting Body 
(n=16) 

Comparison 
between 

cutting and 
hitting body 

(n=12) 

 M         % SD M      % SD  M       % SD M     % SD M        % SD M      % SD  

17. To stop feeling numb or dead 47 
 

24 
 

 50 
 

25 
 

44 
 

40 
 



18. To prevent being hurt in a worse way 47 
 

24 
 

 75 
 

25 
 

44 
 

33 
 



19. To stop feeling angry or frustrated or enraged 71 
 

29 
 

 38 
 

42 
 

75 
 

47 
 



20. To demonstrate to others how wrong they are/were 12 
 

12 
 

 25 
 

8 
 

6 
 

13 
 



21. To relieve anxiety or terror 53 
 

29 
 

 50 
 

33 
 

44 
 

13 
 



22. To distract myself from other problems 59 
 

24 
 

 63 
 

25 
 

44 
 

33 
 



23. To relieve feelings of aloneness, emptiness or 
isolation 65 

 
47 

 
 50 

 
58 

 
75 

 
13 

 


24. To stop feeling self-hatred, shame 47 
 

53 
 

 50 
 

58 
 

56 
 

20 
 



25. To express anger or frustration 76 
 

47 
 

 63 
 

58 
 

56 
 

60 
 



26. To obtain relief from a terrible state of mind 76 
 

59 
 

 50 
 

67 
 

63 
 

27 
 



27. To make others understand how desperate I am 35 
 

47 
 

 75 
 

58 
 

31 
 

13 
 



28. To stop feeling sad 41 
 

59 
 

 63 
 

75 
 

44 
 

13 
 



 
EVENTS 

              
1. I had an argument or conflict with another person 76 

 
47 

 
 63 

 
42 

 
69 

 
13 

 


2 I tried to spend time with someone but couldn’t 24 
 

24 
 

 13 
 

25 
 

25 
 

0 
 



3. Someone was disappointed with me 41 
 

24 
 

 50 
 

17 
 

44 
 

20 
 



4. Someone was angry with me, criticized me, or put me 
down 71 

 
47 

 
 50 

 
50 

 
56 

 
40 

 


5. Someone let me down or broke a promise 29 
 

29 
 

 25 
 

33 
 

31 
 

20 
 



6. Someone rejected me 29 
 

24 
 

 13 
 

33 
 

25 
 

33 
 



7. I lost someone important (even if temporary loss) 
 

18 
 

18 
 

 13 
 

17 
 

19 
 

7 
 


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Most recent 
nonsuicidal act 

(n=17) 

Most recent 
suicidal act 

(n=17) 

Comparison 
between 

most recent 
suicidal and 
nonsuicidal 
act (n=17) Burning (n=8) 

Overdose 
(n=13) 

Cutting  
(n=16) 

Hitting Body 
(n=16) 

Comparison 
between 

cutting and 
hitting body 

(n=12) 

 M         % SD M      % SD  M       % SD M     % SD M        % SD M      % SD  

8. Therapist went out of town or took a break from 
having sessions 18 

 
18 

 
 13 

 
25 

 
13 

 
7 

 


9. I was isolated or alone more than I wanted to be 53 
 

47 
 

 38 
 

58 
 

56 
 

13 
 



10. I had financial problems 24 
 

0 
 

 0 
 

0 
 

13 
 

13 
 



11. I lost a job 0 
 

6 
 

 0 
 

8 
 

6 
 

0 
 



12. I had health problems or physical discomfort 24 
 

18 
 

 38 
 

17 
 

13 
 

13 
 



13. I had a new demand 12 
 

18 
 

 25 
 

25 
 

13 
 

0 
 



14. I tried to get (or continue) something I wanted but 
couldn’t 6 

 
18 

 
 13 

 
25 

 
0 

 
7 

 


15. I heard of someone else attempting suicide or 
harming themselves 24 

 
18 

 
 13 

 
8 

 
25 

 
0 

 


16. I saw things that I could use to harm myself or 
attempt suicide with 47 

 
59 

 
 63 

 
58 

 
56 

 
13 

 


17. I talked to someone about sexual abuse or rape 6 
 

18 
 

 0 
 

25 
 

6 
 

7 
 



18. I talked with my therapist about sexual abuse or 
rape 0 

 
12 

 
 0 

 
8 

 
0 

 
0 

 


19. I had a therapy session before my self-injury/suicide 
attempt (on the same day) 24 

 
6 

 
 0 

 
8 

 
19 

 
13 

 


20. I had a therapy session scheduled for later in the day 
(after self-injury/suicide attempt) 6 

 
0 

 
 0 

 
0 

 
6 

 
0 

 


 
FEELINGS 

              
22. Upset, miserable or distressed 8 3 9 1  10 1 9 2 7 3 8 2 

23. Out of control 6 4 7 4  6 4 7 4 7 3 6 4 
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Most recent 
nonsuicidal act 

(n=17) 

Most recent 
suicidal act 

(n=17) 

Comparison 
between 

most recent 
suicidal and 
nonsuicidal 
act (n=17) Burning (n=8) 

Overdose 
(n=13) 

Cutting  
(n=16) 

Hitting Body 
(n=16) 

Comparison 
between 

cutting and 
hitting body 

(n=12) 

 M         % SD M      % SD  M       % SD M     % SD M        % SD M      % SD  

24. Anxious, afraid, or panicked 7 4 7 4  5 5 6 5 6 4 4 4 

25. Overwhelmed 8 3 7 4  8 3 7 4 7 4 6 4 

26. Angry, frustrated or enraged unspecified 5 5 5 5  5 4 5 5 5 5 3 4 

27. Angry, frustrated or enraged at someone else 5 4 6 5  5 5 6 5 5 4 4 4 

28. Angry frustrated or enraged at myself 7 4 7 4  7 4 7 4 7 4 7 5 

29. Self-hatred or shame, or thought I was “bad”  8 3 8 3  6 5 8 4 7 4 7 5 

30. Like I deserved to be punished or hurt 6 4 6 4  8 4 6 4 6 4 7 4 

31. Like a failure or inferior 6 4 8 3  5 5 8 4 6 4 6 5 

32. Like a burden to others 5 4 7 4  6 5 7 5 6 4 4 5 

33. Felt bad about myself 8 3 9 3  8 4 8 3 8 3 7 4 

34. Guilty 7 4 6 4  5 5 6 4 6 4 5 5 

35. Sad or disappointed 7 4 7 4  7 4 7 4 7 3 6 4 

36. Depressed 9 2 9 1  10 1 10 1 8 3 7 3 

37. Tired or exhausted 7 4 6 4  8 3 7 4 6 4 6 4 

38. Lonely, isolated, or abandoned 7 4 7 4  9 3 6 4 7 4 5 4 

39. Trapped or helpless 6 4 7 4  8 3 7 4 6 4 3 4 

40. Discouraged or hopeless 6 4 8 3  6 4 7 4 6 4 4 4 

41. Confused 5 4 6 4  8 3 6 4 5 5 6 4 

42. Emotionally empty or numb 7 4 8 3  10 1 8 3 7 4 4 5 

 
THOUGHTS 

              
44. About sexual abuse or rape 53 

 
41 

 
 25 

 
50 

 
44 

 
40 

 


45. About physical abuse or assault 29 
 

24 
 

 25 
 

33 
 

31 
 

27 
 



46. Had flashbacks or nightmares 65 
 

59 
 

 50 
 

58 
 

50 
 

47 
 


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Most recent 
nonsuicidal act 

(n=17) 

Most recent 
suicidal act 

(n=17) 

Comparison 
between 

most recent 
suicidal and 
nonsuicidal 
act (n=17) Burning (n=8) 

Overdose 
(n=13) 

Cutting  
(n=16) 

Hitting Body 
(n=16) 

Comparison 
between 

cutting and 
hitting body 

(n=12) 

 M         % SD M      % SD  M       % SD M     % SD M        % SD M      % SD  

 
CONSEQUENCES 

              
Emotion Relief 2.6 1.0 2.0 1.0  2.1 1.0 1.8 1.0 2.6 1.0 1.8 1.2 

1. Bad feelings stopped 2.8 1.3 2.2 1.6  2.8 1.4 2.2 1.7 2.7 1.4 2.1 1.2 

2. Others understood how desperate I am/was 1.4 1.0 2.1 1.7  1.9 1.6 2.5 1.9 1.1 0.3 1.5 1.2 

3. I got help 1.5 1.1 2.6 1.8  2.8 1.9 3.0 1.8 1.4 1.1 1.4 1.1 

4. I gained admission into a hospital or treatment 
program 1.2 0.6 3.2 2.0  2.0 1.6 3.7 1.7 1.2 0.5 1.1 0.3 

5. I felt something, even if it was pain 3.8 1.6 2.6 1.8  3.5 1.7 2.2 1.7 3.8 1.5 3.7 1.5 

6. I felt punished or succeeded in punishing myself 3.5 1.7 2.6 1.8  3.6 1.8 2.6 2.0 3.4 1.7 3.5 1.9 

7. I got a break from having to try so hard 2.4 1.6 2.2 1.7  2.6 1.8 2.4 1.7 2.4 1.6 1.7 1.4 

8. I got out of doing something  1.0 0.0 1.1 0.5  1.0 0.0 1.2 0.6 1.0 0.0 1.0 0.0 

9. I shocked or impressed others  1.5 1.3 1.8 1.6  2.0 1.9 2.0 1.7 1.3 1.0 1.5 1.1 

10. I proved to myself that things really were bad 2.7 1.8 2.9 1.8  3.4 2.0 2.8 1.9 2.6 1.7 1.9 1.7 

11. It gave me something, anything to do  1.6 1.2 1.1 0.3  1.0 0.0 1.1 0.3 1.4 1.0 1.5 1.0 

12. Other people treated me better 1.1 0.2 1.2 0.6  1.0 0.0 1.3 0.6 1.1 0.3 1.4 1.1 

13. I got back at or hurt someone 1.8 1.6 1.6 1.4  1.0 0.0 1.8 1.5 1.6 1.4 1.3 1.0 

14. Other people were better off than before I harmed 
myself 1.1 0.5 1.7 1.2  1.5 1.4 1.9 1.6 1.1 0.5 1.0 0.0 

15. I got away or escaped 2.1 1.4 2.9 1.7  2.3 1.8 3.2 1.7 2.2 1.5 1.5 0.9 

16. I stopped feeling numb or dead 3.2 1.7 1.8 1.4  2.8 1.7 1.7 1.3 2.9 1.7 1.9 1.5 

17. I prevented myself from being hurt in a worse way 3.4 1.7 1.9 1.5  4.3 1.5 2.0 1.5 3.3 1.6 2.5 2.0 

18. Feelings of anger, frustration, or rage stopped  2.9 1.6 2.2 1.4  2.0 1.6 2.2 1.5 2.8 1.6 2.3 1.4 

19. Others realized how wrong they are/were 1.1 0.2 1.1 0.2  1.0 0.0 1.1 0.3 1.1 0.3 1.3 1.0 
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Most recent 
nonsuicidal act 

(n=17) 

Most recent 
suicidal act 

(n=17) 

Comparison 
between 

most recent 
suicidal and 
nonsuicidal 
act (n=17) Burning (n=8) 

Overdose 
(n=13) 

Cutting  
(n=16) 

Hitting Body 
(n=16) 

Comparison 
between 

cutting and 
hitting body 

(n=12) 

 M         % SD M      % SD  M       % SD M     % SD M        % SD M      % SD  

20. Feelings of anxiety or terror stopped 2.5 1.4 1.6 1.1  1.5 0.8 1.3 0.8 2.6 1.5 1.7 1.2 

21. I was distracted from other problems 3.2 1.7 2.5 1.7  2.4 1.6 2.1 1.6 3.1 1.7 2.4 1.6 

22. Feelings of aloneness, emptiness, or isolation 
stopped 2.1 1.3 1.5 1.2  1.8 1.2 1.5 1.2 2.4 1.3 1.5 1.1 

23. Feelings of self-hatred/shame stopped 2.2 1.2 1.7 1.6  1.8 1.4 1.7 1.5 2.1 1.3 1.9 1.2 

24. My (self-injury/suicide attempt/overdose) expressed 
my anger or frustration 3.7 1.5 3.5 1.7  3.4 1.8 3.5 1.8 3.4 1.6 3.3 1.8 

25. I experienced relief from a terrible state of mind 2.9 1.5 2.6 1.6  2.6 1.8 2.5 1.4 2.8 1.5 2.3 1.4 

26. Feelings of sadness stopped 2.2 1.3 1.9 1.4  1.8 1.2 1.9 1.5 2.3 1.3 1.8 1.2 

27. Stopped feeling empty inside, as if I was unreal, or 
disconnected from my feelings 2.4 1.3 2.1 1.5  1.9 1.5 1.8 1.3 2.0 1.2 1.8 1.3 

28. Feelings of depression stopped 1.6 1.1 1.6 1.1  1.8 1.4 1.5 1.2 1.7 1.1 1.7 1.2 

29. I felt worse about myself or felt more self-
hatred/shame 3.1 1.7 3.1 1.9  3.1 1.9 3.4 1.8 2.7 1.7 2.0 1.4 

 = p < 0.05 in statistical comparison. Wilcoxon matched pairs test for continuous data; Fischer’s exact test for categorical data  

 = n.s.                 
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