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Abstract 

Two phases of research used qualitative and quantitative methodology to 

replicate and extend prior research designed to examine triggers, functions, and 

predictors of nonsuicidal self-injury (NSSI). Phase 1 involved 325 self-harming 

participants (230 females; M = 21.68 years) and addressed two aims. The first was to 

identify the triggers and functions of NSSI. It was hypothesised that aversive 

interpersonal events would be the most common situational triggers of NSSI, and that 

the most common emotional trigger would be negative affect associated with high 

physiological arousal. It was also predicted that down-regulation of negative affect 

would be the most common function of NSSI, and that some participants would report 

using NSSI to suppress the expression of emotion. 

Participants endorsed affective triggers and functions of NSSI on checklists 

designed for the current study, and provided descriptions of their own self-harm 

episodes. As predicted, aversive interpersonal events were the most common 

situational triggers of NSSI, down-regulation of negative affect was the most common 

function, and an expressive suppression function also emerged. However, the 

hypothesis regarding affective triggers was not supported: The affective trigger most 

frequently nominated in NSSI descriptions was negative self-appraisal; and, on the 

checklist of affective triggers, participants endorsed low-arousal negative feelings as 

triggers as frequently as high-arousal negative feelings. Interestingly, a substantial 

minority (42.5%) of participants also indicated that they had at least occasionally self-

harmed in response to positive emotions. 

The second aim of Phase 1, informed by Linehan’s (1993) biosocial model of 

borderline personality disorder, was to identify mechanisms through which childhood 

emotional invalidation may contribute to later NSSI. Participants completed validated 
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measures of emotional invalidation (Invalidating Childhood Environment Scale; 

Mountford, Corstorphine, Tomlinson, & Waller, 2007), emotion dysregulation (the 

six-factor Difficulties with Emotion Regulation Scale; Gratz & Roemer, 2004), 

emotional expressivity (Emotional Expressivity Scale; Kring, Smith, & Neale, 1994), 

and attachment (Attachment Questionnaire; Bartholomew & Horowitz, 1991). A 

particularly noteworthy finding was that more than 95% of participants were 

insecurely attached; nearly 70% demonstrated fearful attachment.  

Mediation analyses tested the hypotheses that a positive relationship between 

emotional invalidation and number of self-harm episodes over the past year would be 

partly mediated by lower emotional expressivity, greater fearful attachment, and 

greater difficulties with three components of emotion regulation (emotion acceptance, 

access to emotion regulation strategies, and impulse control). The hypotheses 

regarding fearful attachment, emotional expressivity, and impulse control were 

supported. Difficulty with emotional awareness, another component of emotion 

regulation, also emerged as a partial mediator of the relationship between invalidation 

and NSSI.  

A second phase of research was prompted by the Phase 1 finding that many 

participants had self-harmed in response to positive emotions. The first aim of Phase 2 

was to identify positive feelings that triggered NSSI, the affective-cognitive responses 

to these feelings, and the functions of the resulting NSSI. It was hypothesised that a 

high-arousal positive emotion would be the most common emotional trigger, that 

positive affect would activate negative self-appraisal, and that down-regulation of 

positive emotion would be the most common function of positive-affect-related NSSI. 

These hypotheses were examined through further quantitative analysis of emotion and 

function checklist data from Phase 1, and qualitative analysis of descriptions of 
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positive-affect-related NSSI obtained through a second survey completed by 50 

participants (49 females; M = 20.4 years).  

As expected, a high-arousal positive emotion (happiness) was the most 

common trigger of positive-affect-related NSSI, and positive affect commonly 

resulted in negative self-feelings. However, the hypothesis regarding functions of 

positive-affect-related NSSI received mixed support. Phase 1 data suggested that 

NSSI was used to increase positive affect as commonly as to decrease positive affect; 

however, descriptions of positive-affect-related NSSI elicited through Survey 2 

suggested that NSSI was most frequently used to decrease positive affect. 

 Phase 2 also aimed to identify differences between participants who used 

NSSI in response to negative affect only, referred to as typical NSSI participants, and 

those who used NSSI in response to positive affect. To this end, typical NSSI 

participants were compared with participants who self-harmed in response to 

happiness; the latter participants were categorised according to whether they used 

NSSI to decrease or increase happiness. It was hypothesised that, compared to typical 

NSSI participants, happiness-decreasing NSSI individuals would report a greater 

number of NSSI episodes over the past year and greater invalidation of positive 

emotion during childhood.  

Neither hypothesis was supported. Happiness-increasing NSSI participants 

(rather than happiness-decreasing participants) self-harmed significantly more 

frequently than did typical NSSI participants, and happiness-decreasing NSSI 

participants did not differ from typical NSSI participants on positive-emotion 

invalidation. Indeed, neither happiness-decreasing NSSI participants nor happiness-

increasing NSSI participants differed from typical NSSI participants on any of the 
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variables considered (attachment, emotional invalidation, emotion dysregulation, or 

emotional expressivity).  

In sum, the present research extends current literature on the triggers and 

functions of NSSI by emphasising the importance of interpersonal interactions, 

negative self-regard, and positive affect as common triggers of self-harm, and by 

demonstrating an expressive suppression function of NSSI. In addition, results 

revealed that poor impulse control, poor emotional awareness, fearful attachment, and 

emotional expressivity partly account for the relationship between emotional 

invalidation and NSSI.  
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1. Overview 

Nonsuicidal self-injury (NSSI) is a serious psychological problem affecting 

between 4% and 30% of adolescents and adults in the community and even higher 

percentages in clinical populations (Buckholdt, Parra, & Jobe-Shields, 2009; Gratz, 

2006; Klonsky, Oltmanns, & Turkheimer, 2003; Levesque, Lafontaine, Bureau, 

Cloutier, & Dandurand, 2010). Although NSSI has been a focus of research for 

several decades (Bancroft, Skrimshire, Casson, Harvard-Watts, & Reynolds, 1977; 

Leibenluft, Gardner, & Cowdry, 1987; Linehan, Chiles, Egan, Devine, & Laffaw, 

1986), the behaviour is still “woefully understood” (Prinstein, 2008, p. 1) and 

therefore difficult to predict (Weinberg & Klonsky, 2012).  

Several factors may have contributed to the current state of knowledge 

regarding NSSI. Much research regarding NSSI has used closed-ended questions to 

elicit information regarding emotional triggers of NSSI (e.g., Kleindienst et al., 2008), 

such that the emotions that participants can identify as triggers have been limited to 

those listed by the researchers. Consequently, it is possible that some emotional 

triggers of NSSI have failed to come to the attention of researchers. For this reason, 

the current study not only uses closed-ended questions to identify emotional triggers 

of NSSI, but also invites participants to describe incidents of self-harm such that the 

emotions that they spontaneously identify as important triggers can be determined.  

Detailed analysis of self-harm descriptions will also address another limitation 

in the existing NSSI literature. Although many studies have examined emotional 

triggers of self-harm (Chapman & Dixon-Gordon, 2007; Kleindienst et al., 2008; 

Klonsky, 2009; Laye-Gindhu & Schonert-Reichl, 2005; Lewis & Santor, 2010; Nock, 

Prinstein, & Sterba, 2009; Schoenleber & Berenbaum, 2012; Sim, Adrian, Zeman, 

Cassano, & Friedrich, 2009), few studies have examined proximal situational triggers 
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(Bancroft et al., 1977; Linehan et al., 1986; Mahadevan, Hawton, & Casey, 2010; 

Welch & Linehan, 2002). Thus, participants’ descriptions of NSSI will be examined 

for information regarding situations that trigger NSSI. 

Functions of NSSI will also be investigated in the current research. A large 

number of studies concur that NSSI functions primarily to reduce the experience of 

negative affect (e.g., Briere & Gil, 1998; Kleindienst et al., 2008; Klonsky, 2009; 

Lloyd-Richardson, Perrine, Dieker, & Kelley, 2007; Nock & Prinstein, 2004; Scoliers 

et al., 2009; Sim et al., 2009). However, research has neglected another possible 

function of NSSI: the suppression of emotional expression. That is, some individuals 

may use NSSI to assist efforts to inhibit the expression of certain emotions. Such a 

possibility is plausible given that individuals who self-harm are particularly likely to 

attempt to avoid emotional expression (e.g., Gratz, 2006; Sim et al., 2009) 

The current research also aims to investigate mechanisms through which 

emotional invalidation in childhood may contribute to self-harm in adulthood. 

Linehan (1993) proposes that emotional invalidation in childhood contributes to NSSI 

in later life through emotion dysregulation, and research has begun to investigate 

which components of emotion dysregulation may be involved (Adrian, Zeman, 

Erdley, Lisa, & Sim, 2011; Buckholdt et al., 2009). However, no research has used 

multiple mediation analyses to identify the unique contribution of each component of 

Gratz and Roemer’s (2004) six-factor model of emotion dysregulation when the other 

components are controlled. Such analyses are conducted in the current research. In 

addition, fearful attachment and emotional expressivity are included as potential 

mediators, such that the roles of these variables in the relationship between emotional 

invalidation and NSSI can be compared with the role of each component of emotion 

dysregulation. 
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The most original contribution of the current study to self-harm research is the 

examination of self-harm that occurs in response to positive affect. Research has 

largely neglected the possibility that, for some individuals, self-harm is triggered by 

positive feelings. However, research demonstrates that positive emotion is aversive 

for some individuals (Tull & Roemer, 2007) and that such individuals may attempt to 

dampen the experience of positive affect (Feldman, Joorman, & Johnson, 2008; J. V. 

Wood, Heimpel, & Michela, 2003). For this reason, the current study examines the 

possibility that positive emotions trigger NSSI for some individuals. 
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2. Phase 1: Introduction 

Reported here is an examination of nonsuicidal self-injury (NSSI). Phase 1 of 

the current research was developed to obtain descriptive, qualitative information and 

quantitative data from a large number of individuals who engage in NSSI. This first 

part of the research had two broad aims: 1) to replicate and extend current knowledge 

regarding the triggers and functions of NSSI; and 2) to explore the relationship 

between emotional invalidation and NSSI. Each of these broad aims will be discussed 

in detail. First, though, NSSI is defined, and the importance of research into this 

behaviour is addressed.  

2.1. Nonsuicidal self-injury 

In the current study, NSSI is defined according to the definition of deliberate 

self-harm proposed by Gratz (2001, p. 254). Thus, any act involving “the deliberate, 

direct destruction or alteration of body tissue without conscious suicidal intent, but 

resulting in an injury severe enough for tissue damage (e.g., scarring) to occur,” and 

that is not a socially sanctioned behaviour (e.g., body piercing) is regarded as NSSI. 

In this study, the term nonsuicidal self-injury, as opposed to deliberate self-harm, is 

used to indicate that the self-harm is not accompanied by intent to die. The inclusion 

of the term “direct destruction” in the definition indicates that the primary purpose of 

the behaviour is to cause physical damage to oneself, and that the physical damage is 

not simply a possible consequence of the behaviour. Thus, such behaviours as social 

binge drinking and dangerous driving, although accompanied by a risk of physical 

harm, are not considered to constitute self-harm, as they presumably have a different 

primary purpose (e.g., reducing social inhibitions or thrill seeking).   

Researchers distinguish between NSSI that occurs among typically developing 

people, and the self-stimulatory self-injury found among people with developmental 



5 

 

disabilities (Nock, 2010). The focus of the current study is NSSI that occurs in 

typically developing people. Thus, in the current study, NSSI refers to deliberate, 

direct damage to the body that is not accompanied by an intent to die, and that occurs 

in people without developmental disabilities. Acts that are encompassed by this 

definition include, but are not limited to, cutting, burning, and hitting oneself.  

The reported prevalence of NSSI within nonclinical populations varies 

between studies, perhaps as a function of different definitions and different 

populations studied. NSSI has been found to occur in 4% of military recruits (Klonsky 

et al., 2003), between 4% (Briere & Gil, 1998) and 5.9% (Klonsky, 2011) of adults in 

the community, and approximately 14% of secondary school students (Laye-Gindhu 

& Schonert-Reichl, 2005; Ross & Heath, 2002; Scoliers et al., 2009). Between  20% 

and 38% of university students have engaged in self-harm at some point during their 

lifetime (Buckholdt et al., 2009; Goldstein, Flett, Wekerle, & Wall; Gratz, 2001, 

2006; Gratz, Conrad, & Roemer, 2002; Gratz & Roemer, 2004), and Levesque et al. 

(2010) found that 7.3% of university students had engaged in self-harm in the past six 

months. 

The reported frequency of NSSI in nonclinical samples also varies between 

studies. Gratz et al. (2002) found that 18% of university students had harmed 

themselves more than 10 times, and 10% had harmed themselves more than 100 

times. Kimball and Diddams (2007) found that 9% of university students had engaged 

in self-harm during the past year, and one-quarter of these students had engaged in 

self-harm from 20 to over 200 times. Among self-harming university students, Martin, 

Bureau, Cloutier, and Lafontaine (2011) found that 74.8% had engaged in self-harm 

between one and five times over the past six months, 12.1% engaged in self-harm 

monthly, 6.5% engaged in self-harm weekly, and 6.5% engaged in self-harm daily.  
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Frequency of self-harm varies dramatically within clinical populations. In a 

sample of participants with borderline personality disorder (BPD), the lifetime 

number of NSSI episodes ranged from 0 to 1350 (Critchfield, Levy, Clarkin, & 

Kernberg, 2008). Dubo, Zanarini, Lewis, and Williams (1997) found that 78.6% of 

participants with diagnosed or suspected BPD had engaged in self-harm. The number 

of lifetime episodes ranged from 1 to 3000, and 40.5% of participants had engaged in 

self-harm at least 50 times during their life.  

Several demographic and psychological variables are associated with NSSI. 

Compared to people who do not engage in NSSI, people who do engage in NSSI are 

more likely to be unmarried, have lower education levels, and have a greater number 

of psychiatric diagnoses (de Klerk et al., 2011). Some studies suggest that rates of 

self-harm do not differ between males and females (e.g., Lewis & Santor, 2008), but 

most studies find that more females than males report engaging in NSSI (e.g., 

Hawton, Rodham, Evans, & Weatherall, 2002).  

NSSI is associated with a range of negative immediate and long-term 

outcomes. There is a stigma attached to NSSI, as demonstrated by negative 

perceptions held by medical practitioners and the public towards people who engage 

in NSSI (Mackay & Barrowclough, 2005). In addition, self-harm is often followed by 

feelings of guilt and shame (Briere & Gil, 1998; Kleindienst et al., 2008; Klonsky, 

2009; Laye-Gindhu & Schonert-Reichl, 2005).  

In the longer term, there are negative physical and emotional outcomes 

associated with NSSI. Lundh, Wangby-Lundh, and Bjarehed (2011) found that for 

females aged 13-15 years, NSSI was a unique predictor of becoming at high risk for 

conduct, emotional, and peer problems one year later. Especially concerning is that 

individuals who engage in NSSI are more likely than other individuals to attempt 
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suicide (Asarnow et al., 2011; Wilkinson, Kelvin, Roberts, Dubicka, & Goodyer, 

2011). 

The prevalence and negative outcomes of NSSI make obvious the urgent need 

for an effective treatment for this behaviour. A range of psychological treatments, 

including cognitive behavioural therapy and psychodynamic therapies (see Klonsky 

and Muehlenkamp (2007) for a brief review) have been used to treat NSSI. Dialectical 

behaviour therapy in particular has received much attention since Linehan (1993) 

described its use with self-harming females who have BPD. According to several 

studies, therapy that includes components of dialectical behaviour therapy is 

successful in reducing frequency of NSSI (James, Taylor, Winmill, & Alfoadari, 

2008; A. Wood, Trainor, Rothwell, Moore, & Harrington, 2001; Zinkler, Gaglier, 

Rajagopal Arokiadass, & Farhy, 2007). In addition, a focus on the emotion regulation 

difficulties associated with NSSI appears especially promising in terms of reducing 

not only NSSI frequency, but also the severity of associated problems, such as 

emotion dysregulation and emotional avoidance (Gratz & Gunderson, 2006; Gratz & 

Tull, 2011). Thus, there is reason to believe that NSSI can be successfully addressed 

within a therapeutic context. 

 However, the ability of dialectical behaviour therapy to reduce NSSI 

frequency is not always replicated (Hazell et al., 2009), and the focus on emotion 

regulation is in its early stages (Gratz & Gunderson, 2006; Gratz & Tull, 2011). 

Indeed, according to Nock (2010, p. 355), “there currently is no compelling evidence 

for the effectiveness of any of the psychological intervention or prevention programs 

being provided for those who engage in self-injury.” This, states Nock (p. 355), “is 

among the most essential directions for future research on this topic.”  
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Development of effective psychological therapy for self-harm requires a 

thorough understanding of the behaviour. However, such an understanding has not yet 

been achieved. Indeed, Prinstein (2008, p. 1) notes that NSSI is “remarkably prevalent 

and woefully understood.” More recently, Weinberg and Klonsky (2012) concluded 

that much is still not known about the nature and functions of NSSI and, 

consequently, NSSI is difficult to predict. Consequently, the general goal of the 

current study is to increase understanding of various factors relating to NSSI (i.e., 

triggers, functions, and contributing factors). The following section briefly describes 

specific aims and addresses how the current study will extend prior research in order 

to increase understanding of NSSI.  

2.2. Aims of Phase 1 

This research has two aims. A detailed review of the literature relevant to the 

aims is presented in subsequent sections. First, though, the two aims are described 

with brief reference to the existing literature.  

The first aim is to examine the triggers and functions of NSSI. Much research 

has attended to these features of NSSI. However, as described below, there are some 

potentially relevant triggers and functions of NSSI that have received little attention in 

the NSSI research.  

Despite the many studies that have examined the form of self-harm used and 

the demographic variables associated with self-harm (e.g., de Klerk et al., 2011; Ross 

& Heath, 2002), few studies (e.g., Nock et al., 2009; Welch & Linehan, 2002) have 

attempted to identify specific events that trigger NSSI. Thus, one of the steps involved 

in understanding a behaviour – identification of its antecedents – has been largely 

neglected in the study of NSSI. Consequently, unlike much of the previous research 
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regarding antecedents of NSSI, the current study will attempt to identify situations or 

events that participants identify as triggering self-harm. 

As part of the first aim, the current research will also examine internal triggers 

of NSSI (e.g., thoughts, emotions, appraisals, and perception), referred to in the 

current study as affective-cognitive triggers. Several types of affective-cognitive 

triggers have been examined in prior research. Negative emotions, such as sadness 

and anger (Kleindienst et al., 2008; Klonsky, 2009; Sim et al., 2009), and negative 

self-appraisals, such as evaluations of the self as worthless (Laye-Gindhu & Schonert-

Reichl, 2005), have been identified as triggers of NSSI. In addition, negative social 

cognitions, such as the interpretation of others’ behaviour as rejecting, have been 

linked to NSSI (Klonsky et al., 2003; Nock et al., 2009) and related pathology such as 

borderline personality disorder (Barnow et al., 2009; Berenson, Downey, Rafaeli, 

Coifman, & Paquin, 2011; Staebler, Helbing, Rosenbach, & Renneberg, 2011). The 

current research is expected to replicate prior findings regarding the role of these 

internal stimuli in triggering self-harm. 

In contrast to prior research, the current study will also address the possibility 

that positive feelings, such as happiness or excitement, trigger self-harm. As will be 

described later, there is evidence that some individuals experience positive affect as 

aversive (Feldman et al., 2008; J. V. Wood et al., 2003). However, despite findings 

that NSSI functions primarily to reduce the experience of aversive affective 

experiences (Nock & Prinstein, 2004; Nock et al., 2009; Scoliers et al., 2009; Sim et 

al., 2009), there has been no thorough examination of the possibility that some 

individuals use NSSI as a method of avoiding unwanted positive affect. Thus, 

investigation of positive affect as a trigger of self-harm stands to make an important 

contribution to the existing NSSI literature. 
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The first aim of the current research also involves investigation of the 

functions of NSSI. Specifically, the current research aims to replicate extensive 

findings (e.g., Briere & Gil, 1998; Klonsky, 2009; Nock & Prinstein, 2004) indicating 

that NSSI serves primarily to down-regulate the experience of negative affect. In 

addition, this research aims to demonstrate the use of NSSI for the purpose of 

suppressing emotional expression. Many self-harming individuals are reluctant to 

express emotion (Dahlen & Martin, 2006; Gratz, 2006; Sim et al., 2009), and it is 

accepted that NSSI is used primarily in the service of emotion-related goals, such as 

the reduction of negative affect (Kleindienst et al., 2008; Klonsky, 2009; Nock & 

Prinstein, 2004; Nock et al., 2009). Thus, it is possible that some self-harming 

individuals use NSSI to achieve another emotion-related goal – the suppression of 

emotional expression. Investigation of this previously unexplored possibility may 

reveal an important function of NSSI and thus increase understanding of the reasons 

for self-harm.  

A supplementary part of the first aim is to identify distal factors that self-

harming individuals identify as predisposing them to self-harm. There appears to have 

been little research into the factors that self-harming individuals believe contribute to 

their use of NSSI. Much research has revealed correlates of NSSI (e.g., de Klerk et 

al., 2011; Gratz, 2003), and has consequently provided direction for further research. 

However, it is suggested here that further insight may be gained by ascertaining 

factors that self-harming individuals identify as contributing to their use of NSSI.  

In sum, the first aim of the current study is to explore the triggers and 

functions of NSSI. Like previous research, this study will examine affective-cognitive 

triggers (e.g., emotions, self-appraisals, and perceptions) that trigger self-harm. 

However, the current research will extend the NSSI literature in three ways. First, 
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situational triggers will be a substantial focus of the current study. Second, the current 

study will address the possibility that positive emotions trigger self-harm. Third, this 

research will attempt to determine whether self-harm is used by some individuals to 

suppress the expression of certain emotions. 

The second aim of the research is to further explore the role of emotional 

invalidation in self-harm, drawing in particular on Linehan’s (1993) biosocial model 

of borderline personality disorder, described in more detail later. The research will 

examine three mechanisms through which childhood emotional invalidation, as 

defined by Linehan, may contribute to NSSI in adulthood. The first of these 

mechanisms is emotion dysregulation, conceptualised as consisting of six components 

(Gratz & Roemer, 2004). A substantial body of research and theorising (Bornovalova, 

Tull, Gratz, Levy, & Lejuez, 2011; Gratz & Roemer, 2008; Gratz & Roemer, 2004; 

Gratz & Tull, 2010; Linehan, 1993; Sim et al., 2009; Slee, Spinhoven, Garnefski, & 

Arensman, 2008) links emotion dysregulation to NSSI; and recent research (e.g., 

Adrian et al., 2011; Buckholdt et al., 2009) has attempted to identify the components 

of emotion dysregulation that mediate between emotional invalidation and NSSI. 

However, no research has examined the unique ability of each component of emotion 

dysregulation, independent of the contribution of the other components, to mediate 

between emotional invalidation (as conceptualised by Linehan) and NSSI. Thus, the 

current research will extend previous research by using multiple mediation analyses to 

identify the unique role of each component of emotion dysregulation in mediating 

between emotional invalidation and NSSI. 

Consistent with Linehan’s (1993) biosocial theory, the second factor that will 

be explored as a potential mediator between emotional invalidation and NSSI is 

emotional inexpressivity. Emotional inexpressivity is associated with NSSI (Dahlen & 
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Martin, 2006; Gratz, 2006; Sim et al., 2009), and mediates between interpersonal 

problems in the family and NSSI (Adrian et al., 2011). However, it is not known 

whether emotional inexpressivity mediates between emotional invalidation, as defined 

by Linehan, and NSSI. Thus, the current research will extend prior research by 

examining the mediating role of emotional inexpressivity.  

The third potential mediator to be examined is attachment style, assessed in 

the current study with a four-category measure of attachment (Bartholomew & 

Horowitz, 1991). Attachment style is associated with both NSSI (Gratz et al., 2002; 

Hallab & Covic, 2010; Kimball & Diddams, 2007; Levesque et al., 2010; Martin et 

al., 2011) and features of the emotional environment and caregiving experienced 

during childhood (Bigelow et al., 2010; Bowlby, 1973; George, Cummings, & 

Davies, 2010; Hankin, 2005; Klohnen & Bera, 1998; Raval et al., 2001; Vaughn, 

Egeland, Sroufe, & Waters, 1979). Thus, it is possible that attachment mediates 

between emotional invalidation – one feature of the emotional and caregiving 

environment – in childhood and NSSI in adulthood.  

However, no research has addressed this possibility using a measure of 

invalidation that corresponds to Linehan’s (1993) conceptualisation of the construct 

and using an attachment measure that assesses each of the four types of attachment – 

an important requirement given that there is still uncertainty about the dimensions of 

attachment that are most relevant to NSSI (Critchfield et al., 2008; Levesque et al., 

2010). Thus, the current research will build upon the existing research by examining 

the ability of each attachment style to mediate between emotional invalidation and 

NSSI. In addition, this study will determine the unique ability of the variables 

discussed above – components of emotion dysregulation, emotional expressivity, and 
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attachment – to account for the relationship between invalidation and NSSI, 

independent of the other mediators.  

The current research will differ from much previous NSSI research not only in 

the issues examined, but also in methodology. In addition to using validated 

quantitative measures, this research will include an open-ended question that invites 

participants to describe incidents of self-harm. Closed-ended questions elicit 

responses regarding  those features of a phenomenon that a researcher assumes, on the 

basis of theory, to be important (Haddock & Zanna, 1998). When open-ended 

questions are used, however, responses are not constrained or biased by theoretical 

preconceptions (Wertz, 2005). Rather, open-ended questions allow “the discovery of 

theory from data” (Glaser & Strauss, 1967, p. 1) and, according to Husserl 

(1913/1954, in Wertz, 2005, p. 168), allow researchers to access “the things 

themselves.”  

These features of open-ended questions mean that they may reveal issues that 

have not previously been considered by researchers (Tinbergen, 1963). Indeed, 

Husserl (1913/1954, in Wertz, 2005) claimed that scientific knowledge is borne of 

description. According to this principle, open-ended questions that elicit descriptions 

of a phenomenon have an important role in generating theory regarding issues that are 

a new focus of research (Henwood & Pidgeon, 1992; Wertz, 2005).  

Many features of self-harm are poorly understood (Nock, 2010; Prinstein, 

2008; Weinberg & Klonsky, 2012). Thus, there is an important role to be played by 

open-ended questions, especially those that ask participants to recount instances of 

NSSI, in the study of self-harm. Only a few studies (e.g., Welch & Linehan, 2002) 

have elicited descriptions of self-harm episodes. Accordingly, there is a danger that 

some relevant issues have failed to come to the attention of researchers.  



14 

 

Consequently, unlike much of the previous published work, this study will 

incorporate a descriptive task in order to obtain detailed information regarding NSSI. 

Participants will be invited to describe one or two incidents of self-harm and, in these 

descriptions, to nominate triggers and functions of the self-harm. Information 

obtained from the descriptive task will be coded and used in quantitative analyses, and 

will complement data obtained from responses to validated questionnaires and items 

developed specifically for this study. Results of the descriptive task may be used to 

inform development of hypotheses and creation of replicable measures in future 

research regarding features of NSSI. 

Like many methods of data collection, the use of participants’ descriptions of 

phenomena has potential limitations. Specifically, concerns exist in relation to the 

accuracy of participants’ introspection regarding their own mental processes. In their 

influential paper, Nisbett and Wilson (1977) reviewed evidence suggesting that 

participants’ reports of their mental processes often reflected not their actual mental 

processes, but their theories about which processes were plausible in the situation. 

Thus, in the current study, there is a risk that participants will not be able to accurately 

report on the cognitive processes underlying their self-harm.  

However, much of the evidence in Nisbett and Wilson’s (1977) review related 

to participants’ introspection regarding the mental processes underlying judgements 

and preferences, rather than the processes underlying emotions or behaviour. In 

addition, Nisbett and Wilson note that introspection regarding mental processes is 

particularly likely to be correct when the processes were salient and memorable. 

Consequently, there is reason to believe that reports of mental processes underlying 

self-harm – a behaviour that usually occurs in the context of intense emotion (Briere 

& Gil, 1998; Klonsky, 2009) – will have a high degree of accuracy. 
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A review of the literature relevant to the first aim is presented below. 

Functions will be addressed first, as a discussion of the functions of NSSI provides 

context for the discussion of the emotions that are the target of NSSI, and the events 

that trigger these emotions. Following a review of the literature regarding triggers and 

functions of NSSI, a review of research regarding the second broad aim of the current 

research will be presented.  

2.3. Intended functions of NSSI 

The puzzling nature of NSSI leads to the question of why people engage in 

this behaviour. Nock and Prinstein (2004) classified functions of NSSI as being either 

automatically reinforced or socially reinforced. Functions of NSSI that are 

automatically reinforced are those that act upon oneself only (Nock & Prinstein, 

2004). For example, NSSI that is used to bring about a desired change in mood is 

automatically reinforcing. Specifically, automatic-negative reinforcement refers to the 

use of NSSI as method of reducing negative affect. Automatic-positive reinforcement 

refers to the use of NSSI as a means of generating desired emotions. In contrast, 

functions that are socially reinforced are those that are reinforced through others 

(Nock & Prinstein, 2004). Social-negative reinforcement refers to the use of NSSI as 

a method of avoiding aversive social stimuli; for example, NSSI may be used to avoid 

punishment from others. Social-positive reinforcement refers to the use of NSSI as a 

method of achieving a desired social outcome; for example, NSSI may be used to 

seek attention from others. 

Research shows that several types of reinforcement may maintain an 

individual’s self-harm (Nock & Prinstein, 2004); however, research converges on the 

conceptualisation of NSSI as being maintained primarily by automatic-negative 

reinforcement. Specifically, numerous studies have shown that the primary function 
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of NSSI is to down-regulate the experience of negative affective states. Participants in 

Nock  and Prinstein’s (2004) study indicated, on the Functional Assessment of Self-

Mutilation (FASM; Lloyd, 1997) the number of times they had engaged in NSSI for 

each of 22 reasons, which corresponded to the four hypothesised functions of NSSI. 

Functions corresponding to automatic-negative reinforcement were endorsed as 

reasons for NSSI significantly more often than were functions corresponding to the 

automatic-positive reinforcement and both types of social reinforcement. That is, 

NSSI appears to serve most often as a method of reducing negative affect.  

Consistent with these results are those of Scoliers et al. (2009), who found that 

the most commonly endorsed purpose of self-harm was to gain relief from a terrible 

state of mind. The least commonly endorsed functions of NSSI were those involving 

getting attention or frightening someone. Similarly, Briere and Gil (1998) found that 

the commonly endorsed functions of NSSI included distraction from painful feelings 

(endorsed by 80% of participants), management of stress (77%), the release of pent-

up feelings (77%), and the reduction of tension (75%). Klonsky (2009) found that the 

most common reason for deliberate self-harm was the release of emotional pressure, 

which was endorsed as a primary reason by 85% of participants. The next most 

common reasons were the control of one’s feelings, and to rid oneself of intolerable 

emotions. 

Comparable results were obtained by Kleindienst et al. (2008) in a study of 

101 women with borderline personality disorder and a history of NSSI. The motives 

that were endorsed by at least 60% of participants as being “frequently” or “always” 

associated with NSSI included tension relief, reduction of unpleasant feelings, the 

regaining of control, and the regaining of awareness of physical sensations.  The 
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motives endorsed as most important included reduction of tension (endorsed by 51% 

of the participants) and reduction of unpleasant feelings (13%).  

As described above, numerous studies have shown that NSSI functions 

primarily to down-regulate negative affect, by reducing negative affect, releasing 

pent-up feelings, or distracting oneself from unpleasant feelings. That is, the primary 

function of NSSI involves automatic-negative reinforcement. However, another 

common function of NSSI is self-punishment, conceptualised by Lloyd-Richardson, 

Perrine, Dieker, and Kelley (2007) as an automatic-positive function. Briere and Gil 

(1998) found that self-punishment was the most commonly endorsed function of 

NSSI (endorsed by 83% of participants). In addition, self-punishment was identified 

by participants in Kleindienst et al.’s (2008) study as one of the most important 

functions of NSSI, and was endorsed by more than 60% of participants as being 

“frequently” or “always” a motive for NSSI.  

Functions that are similar to self-punishment in terms of representing negative 

views of oneself are the expression of self-anger and self-hate. In Klonsky’s (2009) 

study, 69% of participants used self-harm in order to express anger at themselves, 

though only 15% rated this as a primary function of self-harm. Expression of negative 

self-feelings is not only a common function of NSSI, but is associated with repeated 

acts of self-harm. Lewis and Santor (2010) found that stronger endorsement of self-

hate expression and self-punishment as functions of NSSI was associated with a 

greater frequency of self-harm in the past, and a greater intent to self-harm again.  

It is important to note that most studies of the functions of NSSI have used 

retrospective reports to gather data. The use of such reports is one of the most 

common methods of gathering data regarding psychological variables of interest. 

However, there are concerns regarding the validity of retrospective reports (see 
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Brewin, Andrews, & Gotlib, 1993, for a review of these concerns). To avoid the 

limitations associated with retrospective reporting, Nock et al. (2009) used an 

ecological momentary assessment (EMA) method to gather real-time data regarding 

the functions of NSSI. Adolescent participants used personal digital assistants (PDAs) 

to report on thoughts and acts of self-harm, both when prompted and when these 

thoughts and behaviours occurred. The most commonly reported functions of NSSI 

were intrapersonal-negative reinforcement (64.7% of episodes) and intrapersonal-

positive reinforcement (24.5%). Interpersonal-negative (14.7%) reinforcement and 

interpersonal-positive (3.9%) reinforcement were much less commonly reported 

functions of NSSI. The intrapersonal-negative function related to attempts to escape 

not only from negative emotions, but also from aversive thoughts and memories. 

These findings, obtained via real-time responses regarding NSSI thoughts and 

behaviours, concur with findings obtained from retrospective reports. Thus, the 

retrospective reports obtained in studies reviewed earlier, which suggest that the most 

common function of NSSI is the down-regulation of negative affect, can be 

considered as accurate reports of the function of NSSI.  

However, there is another potential function of NSSI, one that has not yet been 

addressed by research. Self-harm is especially common among individuals who 

attempt to inhibit the expression of emotion (e.g., Gratz, 2006; Sim et al., 2009), and 

emotional inexpressivity is positively associated with self-harm frequency (Dahlen & 

Martin, 2006; Gratz, 2006; Sim et al., 2009). Thus, there is evidence that some NSSI 

individuals attempt to avoid expressing emotion. However, it is suggested here that 

NSSI not only correlates with expressive suppression, but that, for some individuals, 

self-harm serves an expressive suppression function. That is, some individuals may 

use NSSI for the specific purpose of suppressing emotional expression.  
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NSSI may facilitate emotional inexpressivity in several ways. Many 

individuals who suppress emotional expression have conflicting desires to express 

emotion (King & Emmons, 1990). This desire may be reduced by the feeling of 

having acknowledged an emotion through NSSI. In addition, the feeling of release 

and the reduction in the intensity of the target emotion that is experienced as a result 

of NSSI (Kleindienst et al., 2008; Klonsky, 2009) may reduce the feeling of pressure 

or urgency associated with the emotions and thus decrease the desire to express the 

emotion to others. An expressive suppression function may be especially applicable to 

stigmatised feelings such as self-hate, the expression of which might elicit social 

disapproval. However, an expressive suppression function may also apply to more 

socially acceptable emotions if an individual believes that the expression of such 

emotions may have negative consequences.  

2.4. Affective-cognitive triggers of NSSI 

The research described previously (Briere & Gil, 1998; Kleindienst et al., 

2008; Klonsky, 2009; Nock & Prinstein, 2004) suggests that NSSI is used most 

commonly to avoid, escape, or reduce the experience of aversive internal experiences. 

A variety of internal experiences have been found to trigger NSSI. These include 

emotions, self-appraisals, and social cognitions, referred to collectively in the current 

study as affective-cognitive triggers. In the sections that follow, each of these types of 

triggers is defined, and research regarding its role in NSSI is reviewed. In addition, 

the discussion of emotions that trigger NSSI describes the conceptualisation of NSSI 

as a form of experiential avoidance, and addresses the potential role of emotional 

arousal in the relationship between emotions and NSSI. The discussion of affective-

cognitive triggers of NSSI will end with consideration of the possibility that positive 

affect plays a role in triggering NSSI. 
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2.4.1. Emotions 

Many researchers draw a distinction between basic emotions and complex 

emotions (Ekman, 1992; Ekman & Cordaro, 2011; Johnson-Laird, Mancini, & 

Gangemi, 2006; Levenson, 2011; Oatley & Johnson-Laird, 1987, 2011). Basic 

emotions are discrete feelings states that are associated with specific facial 

expressions, are often accompanied by predictable physiological responses, and have 

survival-relevant functions, such as motivating avoidance of a stimulus or activating 

help-seeking behaviour (Ekman, 1992; Levenson, 2011; Oatley & Johnson-Laird, 

1987). The number of basic emotions that are recognised varies between researchers, 

but most accounts of emotion regard at least the following five affective states as 

basic emotions: happiness, sadness, anger, anxiety (or fear), and disgust (e.g., Ekman, 

1992; Johnson-Laird et al., 2006). The basic emotions that have been found to trigger 

NSSI include sadness, anxiety, and anger (Chapman & Dixon-Gordon, 2007; 

Kleindienst et al., 2008; Klonsky, 2009; Sim et al., 2009). 

NSSI has also been found to be triggered by complex emotions. These 

emotions are based partly on the basic emotions, but have additional properties 

(Levenson, 2011; Oatley & Johnson-Laird, 1987). For example, shame consists partly 

of feelings of sadness, but also has a self-conscious component (Levenson, 2011). 

Other examples of complex emotions are guilt, pride, and embarrassment (Johnson-

Laird et al., 2006). Guilt is one of the complex emotions that has been found to trigger 

NSSI (Chapman & Dixon-Gordon, 2007; Kleindienst et al., 2008). 

2.4.1.1. Experiential avoidance 

As discussed previously, it is clear that an important function of NSSI is to 

escape from aversive internal experiences, such as negative emotions (e.g., Briere & 

Gil, 1998; Kleindienst et al., 2008; Klonsky, 2009; Nock & Prinstein, 2004). 
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Consequently, NSSI has been conceptualised as a form of experiential avoidance 

(Chapman, Gratz, & Brown, 2006), which is the avoidance of unpleasant internal 

experiences, including thoughts, memories, images, and emotions (Chawla & Ostafin, 

2007; S. C. Hayes et al., 2004). Thought suppression, dissociation, and avoidant 

coping are regarded as forms of experiential avoidance (Chapman & Dixon-Gordon, 

2007; S. C. Hayes et al., 2004). 

If the conceptualisation of NSSI as a form of experiential avoidance is 

accurate, then scores on measures of experiential avoidance, thought suppression, and 

avoidant coping ought to predict the presence, severity, and / or frequency of NSSI 

(Chapman et al., 2006). However, findings are inconsistent. Some studies support the 

association between NSSI and general experiential avoidance. For example, Gratz 

(2004, cited in Chapman et al., 2006) found that women with a history of NSSI 

reported a higher level of experiential avoidance than did women without a history of 

NSSI.  

Other studies, however, suggest that NSSI cannot be conceptualised as 

representing attempts to avoid all negative internal experiences. For example, 

Chapman, Specht, and Cellucci (2005) found that the positive correlation between 

thought suppression and frequency of NSSI among women with borderline 

personality disorder was rendered insignificant when the diagnosis of borderline 

personality disorder was accounted for. Further, the frequency of NSSI among self-

harming women with borderline personality disorder was not associated with 

participants’ experiential avoidance scores or avoidant coping scores (Chapman et al., 

2005). 

Thus, it appears that a broad conceptualisation of NSSI as reflecting a desire to 

alleviate any negative internal experience may be inaccurate. Rather, it is possible that 
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NSSI is used to reduce the experience of some negative internal experiences more 

commonly than others. For example, NSSI may be used in response to specific 

negative affective states rather than negative emotion in general. This possibility 

raises the question of which internal experiences are most likely to trigger NSSI.  

2.4.1.2. Emotional arousal 

Some researchers (e.g., Klonsky, 2009; Weinberg & Klonsky, 2012) suggest 

that classifying emotions in terms of associated arousal levels may be a useful 

approach to the study of triggers of NSSI. This section begins by defining the 

construct of emotional arousal. This definition is followed by a brief summary of 

research suggesting that arousal levels are an important focus of research regarding 

triggers of NSSI. Finally, research that reveals specific emotional triggers of NSSI is 

reviewed, with a focus on arousal levels. 

Like all emotions, the emotions that trigger self-harm can be classified not 

only according to valence, that is, whether the emotion is positive or negative, but 

also according to physiological arousal (Russell, 1980). Psychophysiological research 

(see Kreibig, 2010, for a review) has shown that emotions differ in terms of several 

physiological correlates, such as cardiovascular activity, as measured by heart rate, 

blood pressure, and finger temperature; respiratory activity, as measured by 

respiration rate and respiration depth; and electrodermal responses, such as skin 

conductance levels. The arousal associated with an emotion is also perceived 

subjectively, for example, as the motivational activation associated with the emotion 

(Bradley, Codispoti, Cuthbert, & Lang, 2001; Russell, 1980), or the extent to which 

the emotion is experienced as exciting or activating as opposed to calming (Russell, 

1980). 
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In general, anger and anxiety are associated with increases in blood pressure, 

heart rate, and speed of respiration (Kreibig, 2010), and are subjectively experienced 

as being high on the arousal dimension (Russell, 1980). Similarly, feelings of 

frustration and tension are subjectively perceived to be associated with high arousal 

(Russell, 1980). Thus, these feelings are considered to be high-arousal negative 

emotions. In contrast, sadness (especially regarding an event that has already 

happened, as opposed to an anticipated event) is generally associated with low 

physiological arousal (Kreibig, 2010) and is experienced as being low on the arousal 

dimension (Russell, 1980). Depression and boredom are also subjectively experienced 

as being low on the dimension of arousal (Russell, 1980). Other low-arousal negative 

affective states include feelings of hopelessness, isolation, and loneliness (Klonsky, 

2008).  

The importance of examining emotional arousal in self-harm research is 

suggested by two bodies of research. The first relates to the association between 

physiological arousal and self-harm status. The second concerns the effect of physical 

pain on emotional arousal. These bodies of research are summarised briefly below. 

As will be described later, Linehan (1993) suggested that a characteristic of 

self-harming individuals with borderline personality disorder is a rapid increase in 

physiological arousal associated with emotions. Consistent with this suggestion, self-

report data suggest that self-harming individuals experience emotions more strongly 

than do non-self-harming individuals (Najmi, Wegner, & Nock, 2007). Notably, this 

suggestion is supported by physiological data. Specifically, Nock, Wedig, Holmberg, 

and Hooley (2008) found that individuals with a history of self-harm exhibited greater 

increases in physiological arousal during a distressing task than did non-self-harming 

individuals. This association was found even when diagnoses of major depressive 
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disorder, post-traumatic stress disorder, and attention-deficit/hyperactivity disorder 

were accounted for (Nock & Mendes, 2008). These findings suggest that self-harming 

individuals experience greater emotional arousal than do non-self-harming 

individuals, and thus raise the possibility that increased emotional arousal contributes 

to the use of NSSI.  

The possibility that high emotional arousal has a causal role in NSSI, for some 

individuals at least, is supported by research that demonstrates the effect of physical 

pain on arousal. Not all self-harming individuals experience pain during self-harm 

(Leibenluft et al., 1987; Russ et al., 1992). However, pain is frequently reported as a 

consequence of self-harm (Klonsky, 2009); and one study (Lloyd-Richardson et al., 

2007) showed that 73.5% of participants who engaged in moderate/severe self-harm, 

such as cutting, experienced pain during NSSI. 

For these individuals, at least, there is evidence to suggest that self-harm 

reduces not only the intensity of the negative valence of an emotional state, but also 

the intensity of the associated arousal. Weinberg and Klonsky (2012) found that the 

experience of physical pain in a laboratory setting reduced arousal among self-

harming and non-self-harming individuals. When the physical pain was more, rather 

than less, intense, the reduction in arousal was greater among self-harming individuals 

than among non-self-harming individuals. Thus, not only is pain followed by 

decreases in emotional arousal, but this effect appears to be particularly strong in 

individuals with a history of self-harm.  

Weinberg and Klonsky’s (2012) research indicates that pain affects the arousal 

dimension of emotion. This finding supports the possibility that some individuals may 

self-harm to reduce not only the negativity of the emotion, but also the arousal 

associated with the emotion. Consequently, the likelihood that a certain emotion will 
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trigger self-harm might depend on the level of emotional arousal associated with that 

emotion; specifically, NSSI may be more likely to be used in response to high-arousal 

negative emotions than low-arousal negative emotions.  

This possibility has received mixed support. Research shows that NSSI is 

preceded by a range of emotions that differ in arousal levels. Kleindienst et al. (2008) 

found that the feelings most commonly the strongest before an act of NSSI were 

tension and pressure, emptiness, loneliness, guilt, depression, dejection, and sadness. 

Similarly, Klonsky’s (2009) research revealed a range of emotional antecedents, 

including the feeling of being overwhelmed, and feelings of sadness, emotional hurt, 

frustration, and anxiety. A similar range of emotional precipitants emerged in Sim, 

Adrian, Zeman, Cassano, and Friedrich’s (2009) study, in which participants reported 

experiencing overwhelming emotions, or feelings of self-hatred, anger, or sadness 

prior to engaging in self-harm. Thus, the affective states found to precede NSSI 

include both high-arousal negative emotions, such as anger, and low-arousal negative 

affective states, such as sadness and depression. 

However, other research indicates that high-arousal emotions might be more 

likely to trigger NSSI than low-arousal emotions. For example, research outside the 

field of self-harm suggests that individuals experience high-arousal negative affect as 

more aversive than low-arousal negative affect (e.g., Vastfjall, Garling, & Kleiner, 

2001). Consequently, although emotions of both high and low physiological arousal 

occur prior to acts of self-harm, it might be predicted that the emotion that is the 

intended target of NSSI is more often high-arousal negative affect than low-arousal 

negative affect.  

Other findings suggesting that NSSI may be used in response to high-arousal 

emotions more often than low-arousal emotions relate to the effects of NSSI. 
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Specifically, NSSI appears primarily to affect emotions associated with high arousal. 

In Kleindienst et al.’s (2008) study, all except for one of the antecedent feelings 

reduced after an act of NSSI (feelings of guilt increased). The feelings that decreased 

for the greatest number of participants were tension and pressure, suggesting that 

NSSI has its most potent effect on emotions characterised by high arousal (e.g., 

tension), as opposed to emotions characterised by low arousal (e.g., sadness).  

Similarly, Klonsky (2009) found that the feeling that showed the most 

substantial decrease from before to after NSSI was the feeling of being overwhelmed. 

In addition, Klonsky observed an opposite, and perhaps corresponding, effect in terms 

of the emotions that increased after self-harm: The feelings that increased most 

substantially after an episode of NSSI were low-arousal positive feelings, such as 

relief, calmness, satisfaction, and relaxation. Consequently, the predominant 

consequence of NSSI appears to be the reduction of high-arousal negative affect, and 

perhaps a corresponding increase in low-arousal positive affect.  

The results that have been discussed so far indicate that NSSI functions 

primarily to reduce negative affect. Numerous studies have supported these findings 

(Kleindienst et al., 2008; Klonsky, 2009; Nock et al., 2009; Sim et al., 2009). In 

addition, literature indicates that both high-arousal negative emotions and low-arousal 

negative emotions trigger NSSI (Klonsky, 2009; Sim et al., 2009). Such literature 

provides no clear indication of whether NSSI is more likely to be triggered by high-

arousal or low-arousal negative emotion. However, two studies (Kleindienst et al., 

2008; Klonsky, 2009) suggest that high-arousal negative emotions, such as anger, are 

more likely to be affected than are low-arousal negative emotions, such as sadness. 

For this reason, it may be tentatively predicted that high-arousal negative emotions 

are more likely to trigger NSSI than are low-arousal negative emotions.  
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2.4.2. Negative self-appraisal 

The research described above suggests that certain emotions are triggers of 

NSSI. Other affective-cognitive triggers of NSSI include negative self-appraisals. In 

the current study, negative self-appraisal will refer to evaluations of the self as failing 

to meet one’s own or others’ standards, feelings of low self-worth, and feelings of 

self-hate. The previously discussed findings that NSSI is used to express self-hate 

(Gilbert et al., 2010; Klonsky, 2009; Lewis & Santor, 2010; Schoenleber & 

Berenbaum, 2012) make evident that self-hate is one trigger of NSSI. Consistent with 

this suggestion, Laye-Gindhu and Schonert-Reichl (2005) found that self-dislike was 

a trigger of NSSI for more than half of the self-harming adolescents in their study. 

The use of NSSI to express hate may reflect shame, that is, a pervasive view of the 

self as defective  (Schoenleber & Berenbaum, 2012). Schoenleber and Berenbaum 

suggest that self-harm may be a method of regulating shame through refocusing it into 

self-directed anger. 

As discussed earlier, self-punishment is a commonly endorsed function of self-

harm (Briere & Gil, 1998; Kleindienst et al., 2008; Lewis & Santor, 2010 ). Such 

findings imply that appraisal of the self as having erred is a trigger of self-harm. 

Similarly, appraisal of the self as not having met standards – that is, inadequacy – can 

trigger NSSI, as demonstrated by Laye-Gindhu and Schonert-Reichl’s (2005) study. 

The importance of feelings of inadequacy has also been emphasised in several studies 

by Gilbert and colleagues. Gilbert et al. (2010) found that self-harm was associated 

with the tendency to engage in self-criticism for specific reasons: self-correction, 

referring to efforts to stop oneself from making mistakes; and self-persecution, 

referring to self-punishment. Gilbert, McEwan, Bellew, Mills, and Gale (2009) found 
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that self-harm was associated with the belief that one needs to strive to compete in 

order to avoid feelings of inferiority.  

The association between negative self-appraisal and NSSI is consistent with 

Heatherton and Baumeister’s (1991) view that NSSI and other self-destructive 

behaviours, such as binge eating, represent efforts to escape awareness of the self as 

inadequate. According to Heatherton and Baumeister, self-awareness occurs at several 

levels of meaning. At low levels of meaning, self-awareness includes awareness of the 

body, sensations, and movements. At high levels of meaning, self-awareness includes 

awareness of enduring traits and comparison of the self against standards. This type of 

self-awareness is experienced as aversive when the self is perceived in terms of 

negative traits or is perceived as being inadequate. Heatherton and Baumeister suggest 

that in such situations, individuals may seek to return to a low level of self-awareness 

by engaging in actions that reduce awareness of the self to awareness of the body, 

sensations and movements. Binge eating and self-harm are two such actions. 

The research reviewed above indicates that one class of triggers of self-harm 

consists of self-hate, the perception of the self as having erred, and the view of the self 

as inadequate (Gilbert et al., 2009; Gilbert et al., 2010; Heatherton & Baumeister, 

1991; Laye-Gindhu & Schonert-Reichl, 2005). These feelings will be referred to 

collectively as negative self-regard. In the current study, participants’ descriptions of 

NSSI incidents will be examined for such triggers. 

2.4.4. Social cognitions 

Other internal experiences that have been identified as triggers of self-harm 

are negative social cognitions. Social cognitions include judgements of social stimuli, 

including interpretations of the intentions underlying others’ behaviour (Olsson & 

Ochsner, 2008; Sherman, Judd, & Park, 1989). The importance of attention to social 
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cognitions is indicated by two bodies of evidence. The first concerns borderline 

personality disorder, a disorder associated with high rates of NSSI (American 

Psychiatric Association, 2000). Individuals with features of borderline personality 

disorder demonstrate social information processing that is biased towards negative 

interpretations of others’ behaviour (Barnow et al., 2009) and is especially biased 

towards perceptions of abandonment and rejection (Berenson et al., 2011; Staebler et 

al., 2011). Such perceptions underlie extreme emotional reactions, including intense 

anger (Berenson et al., 2011), which is known to be a trigger of NSSI (Kleindienst et 

al., 2008; Klonsky, 2009; Nock et al., 2009; Sim et al., 2009). Consequently, it is 

possible that cognitions relating to abandonment and rejection are one form of social 

cognition that triggers NSSI. 

This possibility is supported by research involving self-harming participants. 

As mentioned previously, Gilbert et al. (2009) found that self-harm correlated with 

the belief that one must compete in order to avoid feelings of inferiority. Interestingly, 

this belief was related to a fear of being shamed and rejected by others (Gilbert et al., 

2009). Thus, the power of feelings of inadequacy to trigger self-harm may be 

underscored by the prediction that inadequacy will result in social rejection.  

Consistent with the apparent importance of social rejection are findings from 

two studies. Laye-Gindhu and Schonert-Reichl (2005) found that more than 50% of 

self-harming adolescents indicated that the feeling of being alone triggered self-harm. 

In addition, a particularly convincing demonstration of the importance of perceived 

rejection in NSSI comes from Nock et al.’s (2009) research, which used ecological 

momentary assessment to examine the triggers of self-harm.  

Nock et al. (2009) examined the most common emotional antecedents of 

NSSI, and the emotional triggers of self-harm thoughts that were not followed by an 
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act of self-harm. This allowed determination of the emotional triggers that predicted a 

shift from thoughts of, to engagement in, NSSI. The emotional states that were most 

commonly experienced prior to thoughts of self-harm were feeling sad/worthless, 

overwhelmed, and scared/anxious. However, none of these affective states increased 

the chance that participants would actually engage in NSSI. Indeed, in contrast to the 

importance of feelings of inadequacy indicated by Gilbert et al.’s (2010) and Laye-

Gindhu and Schonert-Reichl’s (2005) research, feeling sad/worthless actually 

decreased the chance that participants would engage in self-harm (although this may 

be as a result of the combination of sadness and worthlessness in Nock’s study).  

Instead,  the chance that a participant would engage in self-harm increased in 

the context of feeling rejected/hurt, anger at oneself, hatred towards oneself, 

numb/nothing, and anger towards another (Nock et al., 2009). Feeling rejected/hurt 

was an especially powerful trigger of NSSI. Of the participants who experienced 

thoughts of self-harm but did not engage in an act of self-harm, only 15% were 

feeling rejected/hurt. However, of the participants who engaged in self-harm, 34.0% 

were feeling hurt/rejected (Nock et al., 2009). 

In sum, research with individuals with borderline personality disorder and self-

harming individuals suggests that social cognitions are a worthy focus of NSSI 

research. In particular, social cognitions relating to interpersonal rejection appear to 

be powerful triggers of self-harm. In addition, there is evidence that fear of rejection 

underlies the association between feelings of inadequacy and NSSI (Gilbert et al., 

2009).   

2.4.4. Positive emotion 

Much research has contributed to the conceptualisation of NSSI as a behaviour 

that serves primarily to avoid, reduce, or alleviate negative affective experiences. 
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However, an interesting possibility is that some individuals use NSSI to decrease 

positive affect. Although Klonsky (2009) investigated whether positive affect states 

(e.g., happy, hopeful, relaxed) occur before NSSI, research appears to have neglected 

the possibility that some individuals use NSSI for the purpose of reducing the 

experience of positive affect. This possibility is suggested by several studies, outside 

the field of NSSI, showing that some individuals experience positive affect as 

aversive and attempt to avoid positive emotions.  

Participants in Tull and Roemer’s (2007) study watched a film clip intended to 

elicit positive emotions. Participants with a history of uncued panic attacks used a 

greater frequency of negative words, and a greater number of different negative 

words, to describe their emotional reactions to the positive-emotion-eliciting film than 

did nonpanic participants. Thus, positive emotional stimuli have the potential to elicit 

negative affective reactions, especially for individuals with panic disorder. 

The experience of positive affect as aversive may lead some individuals to 

engage in attempts to decrease positive emotion. Participants in J. V. Wood et al.’s 

(2003) study were asked to describe an event that made them feel good about 

themselves, and their other emotional responses to the event. Many participants, to 

some degree, reported purposely engaging in thoughts that would reduce their positive 

affect, or purposely distracting themselves from the positive feeling.   

Other positive feelings that may be the target of affective dampening are 

happiness, excitement, and enthusiasm. Some participants in Feldman et al.’s (2008) 

study engaged in dampening processes in response to these feelings. Such processes 

included thinking that the positive experience was not deserved, that the feelings 

would not last, and that others would perceive the expression of positive affect as 

bragging. An interesting finding was that the tendency to engage in dampening 
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responses was positively associated with a vulnerability to mania, suggesting that 

dampening may be used in order to prevent positive affect from becoming 

uncontrollable (Feldman et al., 2008). Symptoms of panic disorder, social phobia, 

generalised anxiety disorder, and obsessive compulsive disorder also correlate 

positively with the tendency to down-regulate positive affect (Eisner, Johnson, & 

Carver, 2009). 

The above-mentioned findings regarding the use of strategies to dampen 

positive affect are noteworthy considering the typical focus on NSSI as a method of 

reducing negative affect. It is accepted that NSSI is a method of avoiding or reducing 

unwanted emotions. It is generally assumed that unwanted emotions are only those 

emotions that are objectively negative in valence. However, as demonstrated by the 

findings described above (Eisner et al., 2009; Feldman et al., 2008; J. V. Wood et al., 

2003), unwanted emotions can also include emotions that are positive in valence. 

Thus, it is possible that for some individuals, NSSI is used to avoid positive affect. 

Consequently, the current study will include items assessing the use of NSSI in 

response to a variety of positive emotions. 

2.5. Situational triggers of NSSI 

 As described previously, NSSI does not consistently correlate with measures 

of the tendency to avoid negative affective experiences (i.e., with experiential 

avoidance), and this may be because NSSI is used in response to only some negative 

affective states. Another possibility is that NSSI may be used to reduce negative affect 

that arises only in certain contexts. For example, perhaps anger elicited by an event 

not involving interpersonal interaction is less likely to trigger NSSI than is anger 

arising from interpersonal conflict.  
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The potential for emotional responses to be context dependent is supported by 

research with individuals with borderline personality disorder. Cole, Llera, and 

Pemberton (2009) suggest that the extreme emotional reactions that characterise 

borderline personality disorder are more likely to occur in situations involving 

interpersonal interactions, especially those involving perceptions of rejection or 

abandonment, than in other situations. If a similar case exists for self-harming 

individuals, then studies of general unwillingness to tolerate negative affect may fail 

to find differences between NSSI participants and non-NSSI participants (Gratz et al., 

2011). Thus, one problem in the understanding of NSSI is that many studies 

examining self-harm as a form of avoidance of aversive internal experiences have not 

attended to the context in which such experiences arise.    

Similarly, studies of the triggers and functions of NSSI have largely neglected 

the situational triggers of NSSI. One assumption of the current research is that the 

study of emotional triggers of self-harm, in isolation from the contexts in which they 

arose, does not provide sufficient information regarding triggers of self-harm. This is 

consistent with Gratz  and Roemer’s (2004) assertion that little information is 

obtained through knowledge of the emotion regulation strategies used by an 

individual, in the absence of information about the context in which those strategies 

are used. However, many studies that have required participants to indicate which 

negative emotions are the triggers for NSSI  (e.g., Briere & Gil, 1998; Chapman & 

Dixon-Gordon, 2007; Kleindienst et al., 2008; Klonsky, 2009) have not obtained 

information regarding the event that caused the emotions. Such studies have been 

valuable in indicating which type of negative emotions play a critical role in NSSI, 

but many of these studies have not allowed subtleties regarding the context-specific 

role of negative emotions to become evident.  
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Research has not completely neglected the study of situations that are 

associated with self-harm, however. Madge et al. (2011) found that self-harm was 

associated with the suicide or self-harm of others; physical or sexual abuse; and 

difficulties with friends, peers, or parents. However, few studies have examined 

proximal events that participants actually identify as triggers of self-harm. Those that 

have examined such triggers emphasise the importance of interpersonal events. For 

example, Mahadevan, Hawton, and Casey (2010) found that, among university 

students admitted to hospital for NSSI, the issues that most commonly were causes of 

distress or contributed to NSSI were problems with the following areas: employment 

or study (in 52% of participants), relationships with family (34.3%), relationship with 

a partner (30.3%), and relationships with friends (28.3%). Among participants who 

were not university students, the issues that most commonly were causes of distress or 

contributed to NSSI were problems in the following areas: relationships with family 

(51.5%), relationship with a partner (50.0%), employment or study (36.4%), and 

alcohol (20.2%). Similarly, aversive interpersonal situations were revealed as the 

most common antecedents of self-harm in several prior studies (Bancroft et al., 1977; 

Linehan et al., 1986; Welch & Linehan, 2002).  

Evidently, there is some research examining situational triggers of NSSI. 

However, compared to the study of emotional triggers, the study of proximal 

situational triggers of NSSI is at an early stage. As described previously, qualitative 

methodology is a useful tool for gathering data about poorly understood issues. Thus, 

research that obtains detailed descriptions of episodes of NSSI may help to increase 

knowledge regarding the triggers and functions of NSSI, and generate theory.  

However, very few studies have elicited descriptions of self-harm episodes. 

Those that have used such a method have focused on perceptions of treatment 
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(Perseius, Ojehagen, Ekdahl, Asberg, & Samuelsson, 2003), have used a special 

population (e.g., female prisoners (Kenning et al., 2010); extremely socially 

oppressed women in Turkey (Medina, 2011)), or have used only a very small sample 

of participants (Harris, 2000; Medina, 2011). Some researchers (De Leo & Heller, 

2004; Sim et al., 2009) have obtained descriptions of self-harm scenarios but did not 

elicit, or did not report, information regarding specific proximal triggers. 

Consequently, at the time of writing, there appears to be a lack of research that has 

obtained, from a large sample of self-harming participants recruited from the general 

population, detailed descriptions of NSSI.  

In sum, as described above, there is consensus that NSSI is used primarily to 

reduce the experience of negative affect (Kleindienst et al., 2008; Klonsky, 2009; 

Nock & Prinstein, 2004; Nock et al., 2009). However, there is scope for further 

investigation of several features of NSSI. The predominant use of emotion checklists, 

rather than open-ended questions, in studies of emotional triggers of NSSI might have 

prevented some emotional triggers from coming to the attention of researchers. In 

addition, much is still not known about the functions of NSSI (Klonsky, 2009), and 

little is known regarding the contextual triggers of NSSI.  

Thus, the first broad aim of the current research is to elicit detailed 

information regarding NSSI through both qualitative and quantitative investigation of 

the situational triggers, affective-cognitive triggers, and functions of NSSI. The study 

will not only include measures that restrict participants to a list of potential 

antecedents and functions, but will also allow participants to generate their own 

descriptions of the reasons for and functions of their NSSI, and will ask participants to 

provide a description of two typical episodes of NSSI. The use of such methods will 

provide a greater understanding of triggers and functions of NSSI.  
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2.6. Emotional invalidation and NSSI 

The second broad aim of the current research addresses the relationship 

between emotional invalidation during childhood and self-harm. Emotional 

invalidation has been linked to NSSI (Linehan, 1993; Sim et al., 2009), and this 

relationship has been useful in informing psychological treatments for NSSI (Linehan, 

1993).  However, the efficacy of psychological treatment of any disorder is enhanced 

by a thorough understanding of the developmental trajectory of the disorder. 

Consequently, the second aim of the current study is to examine potential mechanisms 

by which emotional invalidation in childhood contributes to NSSI in adulthood. 

This component of the current study draws on Linehan’s (1993) biosocial 

theory of borderline personality disorder and related pathology, such as NSSI. 

Although not all individuals who engage in self-harm have borderline personality 

disorder, and, indeed, there are several difficulties associated with diagnosing the 

disorder (Kernberg & Michels, 2009), NSSI individuals have been found to score 

higher than non-NSSI individuals on measures of borderline personality disorder 

symptoms (Klonsky et al., 2003). In addition, certain emotional difficulties are 

associated with both NSSI and borderline personality disorder (Gratz & Roemer, 

2004; Linehan, 1993). Consequently, much NSSI theorising, research, and treatment 

has been informed by Linehan’s theory of borderline personality disorder (Arens, 

Gaher, & Simons, 2012; Chapman et al., 2006; Gratz, Rosenthal, Tull, Lejuez, & 

Gunderson, 2006; Slee et al., 2008). Accordingly, this section begins with a brief 

description of borderline personality disorder and an overview of Linehan’s 

aetiological theory of the disorder.  
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2.6.1. Linehan’s biosocial theory of borderline personality disorder 

Borderline personality disorder is a psychiatric condition affecting 

approximately 2-6% of people in the community (Kernberg & Michels, 2009; Nelson 

& Schulz, 2012). The disorder is characterised by problems with interpersonal 

relationships, an unstable sense of self, impulsive behaviour, and emotional instability 

(American Psychiatric Association, 2000). In addition, suicide attempts and NSSI are 

especially common among individuals with BPD (American Psychiatric Association, 

2000).  

One of the most prominent aetiological theories of borderline personality 

disorder is Linehan’s (1993) biosocial theory. This theory formed the basis of 

Linehan’s dialectical therapy for self-harming females with borderline personality 

disorder. For this reason, the biosocial theory of borderline personality disorder 

provides a useful framework for the study of NSSI. According to this theory, the core 

feature of borderline personality disorder and associated problems, such as NSSI, is 

disordered emotion regulation. In Linehan’s theory, problems with emotion regulation 

involve difficulties with a broad range of processes, including the regulation of the 

cognitions, physiological arousal, and behaviours associated with emotions, in 

addition to the display of emotion (Crowell, Beauchaine, & Linehan, 2009; Linehan, 

1993). Linehan’s theory holds that the behaviours associated with borderline 

personality disorder, including NSSI, are either the result of unregulated emotions, or 

represent attempts to regulate emotion.  

Linehan (1993) suggests that the emotion dysregulation that characterises 

borderline personality disorder arises from two factors. The first is emotional 

vulnerability, which comprises three factors. Specifically, individuals with borderline 

personality disorder are highly sensitive to emotional stimuli; that is, emotional 
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reactions occur quickly and with little provocation. In addition, individuals with the 

disorder experience very intense emotions – both positive and negative. Further, 

individuals with borderline personality disorder are slow to return to an emotional 

baseline; the experience of an emotion has a long-lasting effect on cognitive processes 

which, in turn, influence subsequent mood. The second factor that contributes to the 

emotion dysregulation at the centre of borderline personality disorder is an inability to 

regulate emotions (Linehan, 1993). That is, individuals with the disorder have 

difficulty experiencing and labelling emotions, reducing their exposure to negative 

emotional stimuli, and preventing the activation of negative-affect-related cognitions 

and behaviour. 

According to the biosocial theory of borderline personality disorder (Linehan, 

1993), the emotional vulnerability and emotion modulation difficulties that contribute 

to borderline personality disorder symptoms result from an interaction between 

biological factors and social factors. The biological factors include disturbances in the 

functioning of neurotransmitter systems and the autonomic nervous system (see 

Crowell et al., 2009, for a review). For example, dysfunctions in the serotonin and 

dopamine systems may predispose an individual to experience difficulties with 

impulsivity and affective instability (Crowell et al., 2009). Children with such 

biological disturbances are particularly susceptible to emotion dysfunction if they also 

are exposed to a particular social risk factor – emotional invalidation.  

An emotionally invalidating environment is one in which the expression of 

private experiences, such as emotions, is punished or trivialised (Linehan, 1993). The 

expression of negative affect, in particular, is discouraged. For example, a child may 

be ridiculed for expressing fear, or punished for crying. In addition, children’s 

requests for parental support are often ignored; children are expected to cope 
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internally with negative emotion, without parental assistance. Further, an individual’s 

experience of emotion, beliefs regarding the cause of the emotion, and interpretation 

of one’s own behaviour and experiences are dismissed (Linehan, 1993). For example, 

individuals in an invalidating environment may be told that their anger is due to their 

overreactive nature, or that their failure at a task is due to their laziness, rather than to 

external factors.  

There are several mechanisms through which emotional invalidation may 

contribute to the emotion dysregulation associated with borderline personality 

disorder. Emotional invalidation teaches individuals to distrust their emotional 

responses to, and cognitive interpretations of, events (Linehan, 1993). Consequently, 

individuals may ignore, reject, or otherwise invalidate their emotions. Further, as a 

result of parents’ disregard of children’s emotions, children are not taught how to 

label emotions. In addition, the expectation that children should cope with negative 

affect without parental support means that children do not learn how to manage 

negative emotion, or to solve the problems that result in negative affect (Linehan, 

1993). In sum, emotional invalidation can result in difficulties accepting, labelling, 

and dealing with emotion.  

Emotional invalidation is associated with other negative outcomes. The 

punishment or disregard of emotional expression discourages the display of emotion, 

and thus has the potential to contribute to emotional inexpressivity (Linehan, 1993). 

In addition, an emotionally invalidating environment, in which children learn that 

requests for help elicit unfavourable or unreliable reactions from caregivers, is not 

likely to foster a secure attachment style. Rather, consistent with attachment theory 

(described in a subsequent section), it is probable that such an environment teaches 

children that other people cannot be relied upon or that oneself is not worthy of 
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attention or affection. In this way, an emotionally invalidating environment may 

promote the development of insecure attachment. 

In sum, according to Linehan’s (1993) biosocial theory, an emotionally 

invalidating environment is associated with several negative outcomes. Linehan 

suggests that invalidation can contribute to difficulties with a range of emotion 

regulation processes. In addition, emotional expressivity is curbed (Linehan, 1993). 

Further, Linehan’s description of an emotionally invalidating environment suggests 

that such an environment prevents the child from developing a secure attachment to 

the caregiver. As described below, the current study brings together these features of 

Linehan’s model in an examination of NSSI.   

2.6.2 Linehan’s biosocial theory, and the current research 

Several hypotheses can be drawn from Linehan’s (1993) biosocial theory of 

borderline personality disorder and associated problems, such as NSSI. These 

predictions, and the status of relevant research, are outlined briefly below. This 

outline is followed by a description of the way in which the current research will 

examine components of Linehan’s theory in relation to NSSI. Finally, the literature 

that tests components of Linehan’s theory is reviewed. 

Linehan (1993) suggests that emotional invalidation contributes to emotion 

dysregulation, which underlies the symptoms of borderline personality disorder, 

including NSSI. Thus, on the basis of Linehan’s theory, it can be predicted that 

emotion dysregulation partly mediates the relationship between emotional 

invalidation and NSSI. Consistent with this prediction, several researchers (e.g., 

Eisenberg, Fabes, & Murphy, 1996; Fabes, Leonard, Kupanoff, & Martin, 2001) have 

shown that emotional invalidation in childhood is associated with difficulties 

regulating emotion. In addition, the relationship between emotion dysregulation and 



41 

 

NSSI is accepted by researchers and is well supported by much literature (e.g., 

Bornovalova et al., 2011; Gratz, 2006; Gratz & Roemer, 2004; Gratz & Tull, 2010; 

Sim et al., 2009; Slee et al., 2008). Further, as will be described later, recent research 

(Adrian et al., 2011; Buckholdt et al., 2009) has provided initial evidence that emotion 

dysregulation mediates between emotional invalidation and NSSI.  

However, research has provided inconsistent results regarding the components 

of emotion dysregulation that are most important in NSSI (Gratz & Roemer, 2004; 

Slee et al., 2008). In addition, there is a lack of research that has examined the role of 

specific domains of emotion dysregulation in mediating between emotional 

invalidation, as described by Linehan (1993), and NSSI. Thus, the current research 

aims to identify the components of emotion dysregulation that contribute to the 

relationship between emotional invalidation and NSSI. 

The current research will also examine the role of emotional expressivity in 

mediating between emotional invalidation and NSSI. Linehan (1993) suggests that 

emotional invalidation promotes emotional inexpressivity. In addition, as described 

later, research indicates that emotional inexpressivity is a risk factor for NSSI (e.g., 

Gratz, 2006; Sim et al., 2009). Thus, it is possible that emotional inexpressivity 

mediates or partially mediates between emotional invalidation and NSSI. However, 

there is a dearth of research that separates the indirect effect of invalidation on NSSI 

through emotional inexpressivity from the indirect effect of invalidation through other 

mediators. Thus, the importance of emotional inexpressivity in the relationship 

between emotional invalidation and NSSI is not known. 

A third potential mediator implied by Linehan’s (1993) biosocial theory is 

attachment. The punitive and inconsistent responses to children’s expression of 

emotion and requests for help are unlikely to promote secure attachment. In addition, 
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as discussed later, insecure attachment is related to a vast range of negative 

psychological outcomes, including NSSI (Kimball & Diddams, 2007; Martin et al., 

2011) . Thus, the effect of emotional invalidation on NSSI may also be partly 

mediated by insecure attachment. However, there are three types of insecure 

attachment (Bartholomew & Horowitz, 1991), and research has not identified which 

type of insecure attachment has the greater influence on self-harm. 

In sum, as described above, Linehan’s (1993) biosocial model suggests several 

mechanisms through which an invalidating environment contributes to borderline 

personality disorder and associated pathology, such as NSSI. Emotional invalidation 

predisposes children to several negative psychological outcomes, including emotion 

dysregulation, emotional inexpressivity, and insecure attachment. Each of these 

outcomes has been linked to NSSI. Consequently, it is possible that emotion 

dysregulation, emotional inexpressivity, and insecure attachment mediate the 

relationship between emotional invalidation and NSSI. Although there is some 

evidence to support these possibilities, much is still not known about the specific 

nature of the relationships between the variables. Consequently, the second aim of the 

current research is to identify the effects of emotional invalidation on NSSI through 

emotion dysregulation, emotional inexpressivity, and attachment. These potential 

mediators will be investigated separately and together, such that the relative 

importance of each can be determined.  

Presented in the sections to follow is summary of the literature relevant to the 

three potential mediators. First, research regarding the effect of invalidation on NSSI 

through emotion dysregulation is reviewed, with an aim of identifying the 

components of emotional dysregulation that may be most important in the relationship 

between invalidation and NSSI. Next, this section summarises literature that indicates 
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a possible indirect effect of emotional invalidation on NSSI through emotional 

inexpressivity. Finally, the potential for attachment style to mediate between 

emotional invalidation and NSSI is discussed. 

2.7. Emotion dysregulation 

There exist various definitions of emotion regulation (and therefore emotion 

dysregulation). Some researchers have conceptualised emotion regulation as the 

ability to control the expression of negative emotion (e.g., Garner & Spears, 2000). 

However, research suggests that the suppression of emotional expression can increase 

negative affect (Gross & Levenson, 1993) and thus potentially increase the difficulty 

of managing emotions.  

Consistent with this possibility, other researchers offer conceptualisations that 

focus on more than the control of the expression of emotion. For example, Kopp 

(1989) defines emotion regulation broadly as the ability to cope with increased levels 

of positive and negative affect. In regard to negative affect, this ability involves the 

capacity to tolerate and endure negative emotion, reduce the increased arousal that is 

associated with negative emotion, and use strategies that have previously been 

successful in reducing negative affect (Kopp, 1989). In Linehan’s theory (Crowell et 

al., 2009; Linehan, 1993), emotion regulation involves the regulation of the 

cognitions, physiological arousal, and behaviours associated with emotions. 

According to Gross (1998), emotion regulation not only involves modification 

of emotional responses, but also includes processes that occur before an emotion is 

experienced. This form of regulation – antecedent-focused emotion regulation – may 

include avoiding or approaching people or situations that trigger certain emotions, or 

shifting one’s attention from certain stimuli. Emotion regulation that occurs after an 

emotion is experienced – response-focused emotion regulation – may involve 
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modification of one’s expression of emotion, or one’s physiological responding. Thus, 

Gross conceptualises emotion regulation broadly as including the processes that 

influence “which emotions we have, when we have them, and how these emotions are 

experienced or expressed” (Gross, 1998, p. 224). 

Many definitions emphasise the adaptive function of emotion regulation. For 

example, according to Thompson (1994), emotion regulation consists of the 

monitoring, assessment, and modifying of emotional reactions, such that the 

individual is able to accomplish goals. Similarly, Bridges, Denham, and Ganibam 

(2004) characterise emotion regulation as involving the experience and expression of 

emotions in ways that allow individuals to meet a variety of goals, such as the 

maintenance of positive social interactions or the demonstration of competence. A 

similar definition is proposed by Eisenberg and Spinrad (2004), who describe emotion 

regulation as involving the modulation of the occurrence and nature of emotion and 

the accompanying physiological and behavioural responses, for the purpose of 

biological or social adaptation, or such that individual goals can be met.  

Gratz and Roemer (2004) provide a comprehensive conceptualisation of 

emotion regulation that brings together several concepts referred to in the definitions 

mentioned above. Gratz and Roemer’s conceptualisation of emotion regulation 

emphasises an ability to recognise and accept emotions while continuing to work 

towards goals, and to use contextually appropriate strategies to regulate emotional 

responses. The measure of emotion dysregulation that corresponds to this 

conceptualisation is the Difficulties with Emotion Regulation Scale (DERS; Gratz & 

Roemer, 2004). Due to the measure’s delineation of individual components of 

emotion dysregulation, the DERS will be used in the current study in order to add 
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specificity to the knowledge regarding relationships among emotional invalidation, 

emotion dysregulation, and NSSI.  

2.7.1 Emotional invalidation and emotion dysregulation 

Consistent with Linehan’s (1993) theory, research suggests that emotional 

invalidation during childhood increases an individual’s risk of experiencing 

difficulties regulating emotion. Specifically, invalidation appears to effect individuals’ 

functioning in ways that make regulation of emotion difficult. Mothers’ minimising 

and punitive responses to children’s negative affect appear to increase children’s use 

of avoidant coping methods (Eisenberg et al., 1996), and increase children’s 

emotional reactivity and negative affect intensity (Fabes et al., 2001). In addition, 

mothers’ minimising and punitive responses to children’s negative emotional 

experiences are negatively associated with constructive coping (e.g., seeking support, 

problem solving; Eisenberg et al., 1996).  

Childhood emotional invalidation is also associated with a later fear of 

emotions, which in turn contributes to a tendency to engage in thought suppression 

(Sauer & Baer, 2009). It is known that thought suppression can have a paradoxical 

effect, such that individuals experience an increase in intrusive thoughts regarding the 

subject they were attempting to avoid (Barnes, Klein-Sosa, Renk, & Tantleff-Dunn, 

2010; Wenzlaff & Wegner, 2000). Further, maternal emotional invalidation has been 

found to predict avoidance of affect (Sturrock, Francis, & Carr, 2009). Like thought 

suppression, the attempted avoidance of affect can have paradoxical effect, leading to 

an increase in emotional arousal (Gross & Levenson, 1993). 

As described above, emotional invalidation during childhood appears to 

predict poor coping skills; intense and rapidly occurring emotional reactions; thought 

suppression, which may lead to an increase in unwanted and intrusive thoughts; and 
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avoidance of affect, which may paradoxically increase negative affect. These effects 

of invalidation do not bode well for an individual’s ability to effectively regulate 

emotion. Specifically, given the components of emotion regulation (Gratz & Roemer, 

2004; Gross, 1998; Kopp, 1989; Linehan, 1993), effective emotion regulation is 

unlikely to occur if an individual lacks access to effective coping strategies and 

instead engages in strategies that actually increase the intensity of unwanted emotions.  

2.7.2. Emotion dysregulation and NSSI 

The findings described above indicate that emotional invalidation in childhood 

contributes to difficulties regulating emotion. Such difficulties, in turn, have been 

shown to increase an individual’s risk of engaging in NSSI. Research demonstrating 

this relationship is reviewed below.  

Gratz and Roemer’s (2004) measure of emotion dysregulation, the Difficulties 

with Emotion Regulation Scale (DERS), consists of six factors. These are 

Nonacceptance of Emotional Responses, which measures the tendency to react 

negatively to one’s own negative emotions; Difficulties Engaging in Goal-Directed 

Behaviour (when experiencing negative emotion); Impulse Control (when 

experiencing negative emotion); Lack of Emotional Awareness, which measures 

attention to and acknowledgement of emotions; Limited Access to Emotion 

Regulation Strategies, which measures the belief that one can do little to regulate 

one’s emotions; and Lack of Emotional Clarity, which measures individuals’ 

knowledge of the emotions they are experiencing. NSSI has been shown to be related 

to total DERS scores, in addition to scores on the individual subscales. 

Total emotion dysregulation, as reflected by total DERS scores, is associated 

with self-harm in clinical and nonclinical populations. Research using university 

samples shows that total scores on the DERS correlate positively with NSSI status 
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(Weinberg & Klonsky, 2012) and with NSSI frequency among self-harming 

individuals (Gratz & Roemer, 2004). In addition, total emotion dysregulation was 

positively associated with self-harm status in a sample of adult residents of a drug and 

alcohol abuse treatment centre (Gratz & Tull, 2010). Greater overall emotion 

dysregulation in NSSI participants compared to non-NSSI participants was evident 

even when analyses controlled for the effects of gender, borderline personality 

disorder status, posttraumatic stress disorder status, childhood abuse status, and extent 

of substance use (Gratz & Tull, 2010). 

Although emotion dysregulation is clearly related to NSSI, it is not clear 

which of the six components of emotion dysregulation are the most important risk 

factors for self-harm. Findings regarding the relationships between individual DERS 

factors and NSSI are inconsistent, perhaps as a function of the different samples used 

across various studies. In addition, some studies have identified DERS factors that are 

associated with NSSI frequency among self-harming participants, and other studies 

have determined which DERS factors distinguish between self-harming participants 

and non-NSSI participants. Further, other studies have examined the role of emotion 

dysregulation components in mediating between other variables. Results of these 

various types of studies indicate complex relationships between emotion 

dysregulation, NSSI, and other psychological variables. However, there is a lack of 

certainty regarding the components of emotion dysregulation that are most important 

in NSSI.  

Some research indicates that the features of emotion regulation related to NSSI 

differ between males and females. Gratz and Roemer (2004) found that among male 

university students, the frequency of NSSI was significantly and positively associated 

with difficulties accepting negative emotion and refraining from impulsive behaviours 
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when distressed; among women, NSSI frequency was associated with the other four 

components of emotion regulation: difficulties engaging in goal-directed behaviour 

when distressed, perceived lack of access to effective emotion regulation strategies, 

poor emotional awareness, and poor emotional clarity. Of these four components of 

emotion dysregulation, all except poor clarity were also found to be related to NSSI 

frequency in a sample of participants (93% of whom were female) awaiting 

psychological therapy for self-harm (Slee et al., 2008).  

Two of the components of emotion dysregulation identified as related to 

females’ NSSI frequency in the above-mentioned studies (Gratz & Roemer, 2004; 

Slee et al., 2008) also appear to be related to NSSI status – that is, whether or not an 

individual engages in self-harm. Weinberg and Klonsky (2012) found that self-

injuring participants (most of whom were female) were distinguished from non-NSSI 

participants by greater difficulty with goal-directed behaviour and greater difficulty 

accessing emotion regulation strategies. However, Weinberg and Klonsky found that 

nonacceptance of emotions and poor impulse control were also positively associated 

with self-harm status among their predominantly female sample. Interestingly, these 

were the two features of emotion dysregulation that Gratz and Roemer (2004) found 

were related to NSSI frequency only in males.  

Adding to the complex picture of the relationship between emotion 

dysregulation and NSSI are Slee et al.’s (2008) findings regarding the components of 

emotion regulation implicated in the relationship between therapy for self-harm and 

reductions in NSSI frequency. It was found that changes in difficulties with impulse 

control and changes in difficulties engaging in goal-directed behaviour partially 

accounted for the effect of cognitive-behavioural therapy on reduction of deliberate 

self-harm. This finding is particularly interesting in that it implies a relationship 
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between NSSI frequency and poor impulse control – one of the components of 

emotion regulation that was not related to NSSI frequency in Sim et al.’s participants 

prior to psychological treatment, and was not related to NSSI frequency in Gratz and 

Roemer’s (2004) female participants. 

Conflicting results regarding the relationship between impulsive behaviour and 

NSSI also exist in studies using substance-using participants. Gratz and Tull (2010) 

examined the relationship between emotion dysregulation and NSSI in a sample of 

adult residents of a drug and alcohol abuse treatment centre. Compared to participants 

who did not engage in self-harm, self-harming participants had significantly greater 

difficulties accepting emotion, engaging in goal-directed behaviour, and accessing 

effective emotion regulation strategies when distressed. Thus, difficulty controlling 

impulsive behaviour was not found to be related to NSSI status. However, a study that 

examined the relationship between NSSI and the Impulse scale of the DERS among 

substance users found that poor impulse control was positively associated with self-

harm status among substance users (Bornovalova et al., 2011). 

The studies reviewed above produced inconsistent results regarding the DERS 

factors that are associated with NSSI. Further, some of the results regarding 

correlations between NSSI and DERS components of emotion dysregulation are 

contradicted by other types of research. Two of the studies reviewed above 

(Bornovalova et al., 2011; Slee et al., 2008) found an association between NSSI and 

difficulties controlling impulsive behaviour when distressed. However, Amery, 

Crowther, and Miller’s (2011) ecological momentary assessment study of self-harm 

revealed that the negative affect responsible for self-harm was experienced several 

hours prior to an episode of NSSI. On the basis of this finding, Amery et al. suggest 
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that NSSI represents difficulty not with impulse control, but with the other 

components of emotion regulation, such as acceptance of emotion.  

In sum, it is clear that emotional dysregulation has a role in NSSI. Less clear is 

the relative importance of each component of emotional dysregulation. No component 

of emotional dysregulation was related to NSSI across all groups of participants. 

Consequently, it might be assumed that the influence of emotional dysregulation 

components on NSSI differs between populations, for example, between samples of 

university students and clinical participants; or between self-harming adults with 

substance use disorders and self-harming adults without substance use disorders. 

However, as described above, conflicting findings exist even among studies that have 

used similar populations. Thus, there is scope for clarification of the relationship 

between NSSI and individual components of emotion dysregulation. 

2.7.3. Emotion dysregulation as a mediator between emotional invalidation and NSSI 

The research reviewed in the preceding sections suggests that emotional 

invalidation contributes to difficulties with emotion regulation, and that emotion 

dysregulation has a role in NSSI. Thus, consistent with Linehan’s (1993) biosocial 

theory, the reviewed research indicates a possible role of emotion regulation in 

mediating between emotional invalidation and NSSI. No studies have examined the 

role of the six individual components of Gratz and Roemer’s (2004) conceptualisation 

of emotion regulation in mediating between emotional invalidation, as defined by 

Linehan (1993) and NSSI. However, the possibility that emotion dysregulation 

mediates between emotional invalidation and NSSI has received indirect support, as 

described below. 

Several studies show that emotion dysregulation mediates between an aversive 

childhood emotional environment and disordered eating, which is conceptualised as 
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maladaptive form of affect regulation or a result of unregulated affect (Burns, Fischer, 

Jackson, & Harding, 2012; Mountford, Corstorphine, Tomlinson, & Waller, 2007). 

For example, Mountford et al. (2007) found that avoidant coping partially mediated 

the relationship between emotional invalidation from a father and disordered eating. 

In addition, Burns et al. (2012) found that emotion dysregulation, as measured by the 

DERS, mediated between childhood emotional abuse and symptoms of eating 

disorders in adulthood. Similarly, Groleau et al. (2012) showed that an inability to 

maintain a stable emotional state partly mediated the relationship between childhood 

emotional abuse and symptoms of bulimia nervosa. Further, Hund and Espelage 

(2006) found that the relationship between childhood emotional abuse and disordered 

eating in adulthood was partly mediated by alexithymia which involves, among other 

features, difficulty in identifying emotions. This difficulty is similar to one of the 

components (poor emotional clarity) in Gratz and Roemer’s (2004) conceptualisation 

of emotion dysregulation.   

The studies described above show that difficulties with various components of 

emotion regulation mediate between emotional maltreatment and disordered eating. 

Accordingly, it is possible that emotion dysregulation may also mediate the 

relationship between a specific form of emotional maltreatment – emotional 

invalidation – and another form of maladaptive affect regulation – NSSI.  There is 

tentative support for this possibility. 

Sim et al. (2009) found that emotion dysregulation mediated the relationship 

between emotional invalidation and NSSI. Emotion dysregulation was assessed using 

the Poor Awareness Scale and the Expressive Reluctance Scale of the Emotion 

Expression Scale for Children (Penza-Clyve & Zeman, 2002). Emotional invalidation 

was assessed with measures of emotional abuse and neglect, which included items 
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relating to the extent to which the participant felt loved, or was subject to insults from 

the family. Although this operationalisation of invalidation does not correspond 

exactly to Linehan’s (1993) definition of the construct, Sim et al.’s results provide 

tentative support for the possibility that emotion dysregulation mediates between 

emotional invalidation and NSSI. 

Similar support is provided by Adrian et al. (2011). Their study examined 

whether the relationship between concurrent family interpersonal problems and NSSI 

in female adolescents was mediated by emotional dysregulation. Emotion 

dysregulation was determined by scores on the DERS, scores on a measure of 

expressive reluctance, and the number of emotion words used in a description of an 

emotional experience. The measure of family interpersonal problems assessed family 

conflict and opportunities for closeness between the adolescent and the parents, in 

addition to the extent to which parents punished, neglected, or rejected the 

adolescents’ emotions – that is, emotional invalidation.  

Adrian et al. (2011) found that emotion dysregulation partly mediated the 

relationship between interpersonal problems in the family and NSSI. However, the 

researchers did not compare the ability of the six emotion dysregulation components 

to mediate between family conflict and NSSI.  Consequently, it is not possible to 

determine whether certain components of emotional dysregulation were more 

important than others in the relationship between family interpersonal problems and 

self-harm. Further, Adrian et al. were not attempting to examine the specific effect of 

emotional invalidation on self-harm, and thus the analyses did not isolate emotional 

invalidation from the other components of family interpersonal conflict. As a result, 

one cannot conclude that there was a specific effect of invalidation on self-harm. 

However, the finding that emotional invalidation combined with family conflict and 
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lack of warmth was associated with NSSI indicates a potential role of emotional 

invalidation. 

 The most convincing evidence of the role of emotional dysregulation in 

mediating the effect of emotional invalidation on NSSI is provided by Buckholdt et al. 

(2009). These researchers examined, in a sample of university students, relationships 

among self-harm severity, the six DERS components, and parents’ responses to the 

participants’ expressions of sadness during childhood. The three types of negative 

parental responses examined were punishment (e.g., scolding the child), neglect (e.g., 

ignoring), and magnification (e.g., responding by becoming distressed). Self-harm 

severity scores were a function of the number of forms of self-harm used, the 

frequency of self-harm, and the length of time for which the participant had been self-

harming.  

Two components of emotion dysregulation were found to contribute to the 

relationship between parental responses to emotion expression and NSSI. Buckholdt  

et al. (2009) found that the effects of punishment and neglect of sadness on NSSI 

severity were mediated by nonacceptance of emotion and limited access to emotion 

regulation strategies. However, scores on the two DERS subscales measuring these 

components were combined; thus, it is not clear whether one of these components of 

emotion dysregulation was more important than the other. Indeed, the possibility that 

one of these components is more important than the other is supported by Gratz and 

Roemer’s (2008) finding that limited access to emotion regulation strategies was the 

only DERS component that mediated between a composite measure of childhood 

maltreatment (consisting of scores on measures of sexual abuse, physical abuse, 

emotional neglect, and overprotection/control) and deliberate self-harm status 

(frequent versus none). 
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 The research reviewed above indicates a potential role of emotion 

dysregulation in mediating between emotional invalidation and NSSI. However, the 

support for such a relationship is only indirect, due to methodological factors. 

Specifically, no study has examined the individual DERS components as mediators of 

the relationship between emotional invalidation, as described by Linehan (1993), and 

NSSI. Thus, one aim of the current research is to clarify the contribution of the 

individual DERS components to this relationship.   

2.8. Emotional inexpressivity 

Another risk factor that may mediate the relationship between emotional 

invalidation and NSSI is emotional inexpressivity. Emotional expressiveness is “the 

outward display of emotion, regardless of valence (positive or negative) or channel 

(facial, vocal, or gestural)” (Kring, Smith, & Neale, 1994, p. 934). In contrast, 

emotional suppression is “the conscious inhibition of one’s own emotional expressive 

behavior while emotionally aroused” (Gross & Levenson, 1993, p. 970). In the current 

study, this tendency will be referred to as emotional inexpressivity or expressive 

suppression. 

In general, regardless of age, gender, and type of emotion experienced, 

individuals are motivated to share emotional experiences with others (Rime, Phillipot, 

Boca, & Mesquita, 1992). There is overwhelming evidence that a fundamental 

component of this social sharing of emotional events is the expression of emotion (see 

Rime et al., 1992, for a review). However, some individuals experience an 

ambivalence regarding emotional expressivity: They have an urge to express emotion, 

but this urge co-exists with a desire to inhibit emotional expressivity, often as a result 

of predicted negative consequences of emotional expression (King & Emmons, 1990). 
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As discussed below, the desire to inhibit emotional expression appears to be 

particularly common among self-harming individuals. 

Sim et al. (2009) found that self-harming adolescents admitted to a psychiatric 

unit tended to inhibit emotional expression more than did non-self-harming 

adolescents admitted to the same unit. Further, the tendency to inhibit emotional 

expression was significantly and positively associated with self-harm frequency (Sim 

et al., 2009). In addition, in a study of female university students, Gratz (2006) found 

that individuals who frequently engaged in NSSI were distinguished from people who 

never engaged in NSSI by an interaction of childhood maltreatment, global affect 

intensity, and emotional inexpressivity. Further, among self-harming individuals, 

emotional inexpressivity had a significant positive effect on the frequency of NSSI 

(Gratz, 2006). More specifically, the tendency not to express anger has been found to 

be positively associated with the frequency of NSSI in a sample of male and female 

university students (Dahlen & Martin, 2006). These results suggest that emotional 

inexpressivity is an important risk factor for NSSI.  

The relationship between emotional inexpressivity and NSSI may be explained 

by several factors, including an increase in psychological distress. Lynch, Clive, 

Morse, and Krause (2001) examined relationships between affect intensity, 

ambivalence regarding emotional expression, and depression and hopelessness in 

clinical and nonclinical samples. In both samples, Lynch et al. found that the 

influence of affect intensity on depression and hopelessness was fully mediated by 

attempts to inhibit the expression and experience of emotion. This ability of emotional 

inexpressivity to contribute to aversive affective states may account partly for the 

relationship between emotional inexpressivity and NSSI.  
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Suppression of emotional expression increases not only the subjective 

experience of psychological distress, but also the physiological experience of the 

emotion. In Gross and Levenson’s (1993) study, a disgust-eliciting film was shown to 

participants, half of whom were instructed to inhibit the expression of any emotion 

that they experienced during the film. Compared to other participants, the emotion-

suppression participants demonstrated greater physiological arousal on several 

indicators of sympathetic nervous system activation, such as skin conductance level 

and pulse amplitude. Contrary to expectations, the emotion-suppression participants 

also demonstrated greater decreases in heart rate, suggestive of decreased 

physiological arousal. However, Gross and Levenson note that disgust is associated 

with a lower heart rate than are some other negative emotions; thus, they suggest that 

the greater decreases in heart rate amongst the emotion-suppression participants 

represented an increase in the physiological responding associated with disgust.  

Gross and Levenson’s (1993) research shows that inhibiting the expression of 

a negative emotion may increase the physical sensations associated with the affective 

state. Consequently, individuals who attempt to suppress emotional expression may 

experience an unwanted increase in the strength of the emotion. Given that NSSI is 

used most commonly to reduce the experience of intense negative emotion, it is 

possible that the increased negative affect that results from expressive suppression 

triggers NSSI.  

In addition, emotional inexpressivity may contribute to NSSI through effects 

on social relationships. Two possible effects are noted. First, emotional inexpressivity 

may decrease an individual’s enjoyment of social interaction. Butler et al. (2003) 

found that participants who were instructed to suppress emotional expression during a 

conversation experienced greater increases in blood pressure and more negative 
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feelings towards their conversation partner than did participants who were not 

instructed to suppress emotional expression. This finding is consistent with Kring et 

al.’s (1994) finding that emotional expressivity was negatively correlated with social 

anhedonia – the inability to derive pleasure from social interaction. Thus, emotional 

expressivity may limit the positive affect experienced during social interaction.  

The second possibility is that emotional inexpressivity may contribute to 

social isolation. In Butler et al.’s (2003) study, participants were less likely to want to 

form a friendship with other participants who had suppressed emotional expression 

during a conversation than with participants who had not suppressed emotional 

expression. Thus, emotional inexpressivity may lead to social isolation and problems 

with peer relationships. Such problems are one trigger of NSSI (Mahadevan et al., 

2010), perhaps because they limit one’s ability to obtain social support. 

The research reviewed above suggests that emotional inexpressivity affects 

several factors that are risks for NSSI. Specifically, emotional inexpressivity has the 

potential to increase depression and hopelessness, increase the intensity of negative 

affect, decrease the pleasure derived from social interaction, and contribute to social 

isolation. Depression, hopelessness, negative affect, and problems with peer 

relationships are risk factors for NSSI. Consequently, these factors may explain the 

relationship between emotional inexpressivity and NSSI. 

2.8.1. Emotional inexpressivity as a mediator between emotional invalidation and 

NSSI 

One feature of an emotionally invalidating environment is that the expression 

of emotion is punished or ignored (Linehan, 1993). According to Linehan, this feature 

of an emotionally invalidating environment fosters emotional inexpressivity. This 

suggestion, considered in conjunction with the research summarised above 
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(implicating emotional inexpressivity in the development of NSSI), suggests that 

emotional inexpressivity mediates between emotional invalidation and NSSI.  

There is a paucity of research that has examined this possibility. No studies 

have examined the ability of emotional inexpressivity to mediate between the core 

feature of emotional invalidation as described by Linehan (1993) – negative responses 

to the expression of emotion – and NSSI. However, support for this relationship is 

provided by findings that emotional expressivity mediates between a generally 

aversive interpersonal and emotional environment and NSSI.  

For example, Adrian et al. (2011) found that reluctance to express emotions, 

along with other variables, mediated the relationship between interpersonal problems 

in the family and NSSI among adolescents. Adrian et al.’s study did not isolate 

emotional invalidation from the other forms of family interpersonal problems, and 

thus it is not possible to conclude that there was a specific effect of emotional 

invalidation on expressive reluctance. However, the results are consistent with the 

hypothesis that emotional inexpressivity mediates the relationship between emotional 

invalidation and NSSI.  

Further support for this possibility is provided by research examining 

psychological outcomes other than NSSI. Krause, Mendelson, and Lynch (2003) 

examined relationships between childhood emotional invalidation; depression and 

anxiety in adulthood; and emotional inhibition, which consisted of inhibited 

emotional expressivity, avoidant coping, and thought suppression. It was found that 

emotional inhibition mediated the relationship between emotional invalidation in 

childhood and depression and anxiety in adulthood. Like Adrian et al.’s (2011) study, 

the research by Krause et al. suggests that emotional inexpressivity may at least 
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partially account for the effect of an aversive emotional environment on negative 

psychological outcomes, including NSSI.  

The reviewed theory and research suggest that emotional inexpressivity may 

contribute to the relationship between emotional invalidation and NSSI. However, 

empirical support for this relationship is sparse. Thus, the current research aims to 

explore the role of emotional inexpressivity in mediating the relationship between 

emotional invalidation and NSSI. In addition, the current research will investigate the 

power of emotional inexpressivity to mediate this relationship when the effects of 

emotional dysregulation are controlled. In this way, the current research will indicate 

whether emotional dysregulation or emotional inexpressivity is a more important 

focus of psychological treatment for NSSI. 

2.9. Attachment 

The final potential mediator of the relationship between emotional invalidation 

and NSSI to be examined in this study is attachment style. In the sections to follow, 

attachment is defined, and the evolutionary basis of attachment behaviours is briefly 

explained. Then, Ainsworth and colleagues’ (Ainsworth & Bell, 1970; Ainsworth, 

Blehar, Waters, & Wall, 1978; Ainsworth & Wittig, 1969) three-category 

conceptualisation of attachment, and the research on which it is based, is summarised. 

This summary is followed by an overview of  Bowlby’s (1973) theory of attachment 

and the resulting four-category model of attachment (Bartholomew & Horowitz, 

1991), which will be used in the current study.   

2.9.1. Definition and evolutionary basis of attachment 

Ainsworth and Bell (1970) define attachment as “an affectional tie that one 

person or animal forms between himself and another specific one” (p. 50). Early 

attachment behaviours are those that promote proximity between an infant and 
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caregiver, usually the mother (Ainsworth & Bell, 1970). An infant who is attached to 

its mother displays such behaviours as crying, smiling, and clinging in order to 

promote closeness and elicit care and protection. From an evolutionary perspective, 

such behaviours ensure survival of the human species during its long infancy 

(Ainsworth & Bell, 1970). However, exploration of the environment is as important 

as proximity to a caregiver. Thus, infants engage in a mixture of exploratory 

behaviour away from the mother and behaviour that seeks to promote closeness with 

and caregiving from the mother. Infants will venture away from the mother and 

explore the environment, but will seek proximity with and protection from the mother 

when danger is perceived (Ainsworth & Bell, 1970).  

2.9.2. Ainsworth’s three-category conceptualisation of attachment  

As described above, attachment-related behaviours include seeking proximity to 

a caregiver – especially important during times of potential danger – and autonomous 

exploratory behaviour. Consequently, infants’ attachment behaviours can be observed 

in situations in which infants are given the opportunity to engage in proximity-seeking 

and exploratory behaviour in the presence of the mother, and are exposed to a 

stressful stimulus such as the appearance of a stranger. Such a scenario forms the 

basis of the strange-situation test of attachment (Ainsworth & Bell, 1970; Ainsworth 

et al., 1978). These tests involve a 1-year-old child, the mother, and a stranger, and 

take place in a room containing toys. Initially, the child is in the room with the 

mother, before a stranger joins them. On two occasions the child is left alone with the 

stranger, who attempts to play with the child if the child is inactive, or provide 

comfort if the child is distressed. On one occasion, the child is alone. Researchers 

observe the child’s behaviour when the child is with the mother only, with the mother 

and the stranger, with the stranger only, and when the mother returns.  
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The infant’s behaviour is scored in terms of exploratory behaviour; crying; 

proximity-seeking behaviour, such as approaching or reaching; contact-maintaining 

behaviours such as clinging; proximity- and interaction-avoiding behaviours such as 

ignoring or moving away; contact- and interaction-resisting behaviour, such as angrily 

pushing away the adult or throwing the toys that she has offered; and search 

behaviour, such as trying to open the door, while the mother is absent (Ainsworth & 

Bell, 1970). In Ainsworth and Wittig’s (1969) study, several patterns of behaviour 

were found in most infants. Typically, infants’ exploratory behaviour diminished in 

the presence of the stranger, even when she attempted to engage the infant in play, 

and increased when the mother returned and attempted to interact with the infant. 

Generally, infants cried and searched when their mothers left, and did not stop crying 

upon the entrance of the stranger. Contact-seeking was negligible prior to the mother 

leaving, even when the stranger was in the room, but was displayed strongly during 

reunions with the mother. Some infants exhibited contact-seeking behaviour toward 

the stranger, but the mother was the subject of the more intense contact-seeking 

behaviours.  

Ainsworth et al. (1978) suggested that on the basis of their responses to the 

mother during reunion, infants can be classified as demonstrating one of three 

attachment styles, which have been labelled as secure, avoidant (also referred to as 

dismissive), and anxious/resistant (also referred to as ambivalent), respectively. 

Securely attached infants display the pattern of behaviour described above: They 

explore the environment prior to separation from the mother, generally are distressed 

during the mother’s absence, seek contact with her upon her return, and then return to 

exploration in her presence. Avoidant infants explore the environment with little 

interaction with the mother prior to separation, display minimal distress when 
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separated from the mother, and avoid the mother upon her return. Anxious infants 

engage in little exploration in their mother’s presence, and are distressed by the 

appearance of the stranger, even in the mother’s presence. These infants are upset 

when separated from their mother, and seek proximity with the mother upon her 

return. However, they also angrily resist interaction with her and are difficult to 

comfort (Ainsworth et al., 1978).  

2.9.3. Four-category conceptualisation of attachment 

Understanding of attachment has since been modified to recognise four 

categories (Bartholomew & Horowitz, 1991), consistent with Bowlby’s (1973) 

conceptualisation of attachment styles. The four-category model of attachment will be 

used in the current study. Thus, the following sections describe Bowlby’s (1973) 

theory of attachment and the corresponding four-category model of attachment.  

2.9.3.1. Bowlby’s working models of attachment 

According to Bowlby (1973), during infancy, childhood, and adolescence, 

individuals form generalised expectancies about the relationship between oneself and 

others. As will be described in a subsequent section, these expectancies are based on 

internalised representations of an individual’s early caregiving experiences (Bowlby, 

1973). The expectancies formed on the basis of early caregiving experiences consist 

of two dimensions. One dimension concerns the individual’s beliefs about the degree 

to which the self is acceptable to the attachment figure, and is thus worthy of support 

and protection. These beliefs constitute a working model of self (Bowlby, 1973). The 

other dimension relates to beliefs about the availability of attachment figures; that is, 

the extent to which attachment figures are accessible and responsive to the 

individual’s needs. These beliefs constitute a working model of others (Bowlby, 
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1973). The working models form the basis of an individual’s predictions about 

interactions between oneself and others (Bowlby, 1969). 

Working models of self and other can be either positive or negative in valence. 

An individual may believe that, in general, others are available and supportive 

(positive working model of others) or that others are unreliable and uncaring (negative 

working model of others) (Bartholomew & Horowitz, 1991; Bowlby, 1973). Such 

beliefs are assumed to influence the degree to which an individual either seeks or 

avoids intimacy. Thus, the working model of others is also referred to as the 

avoidance dimension of attachment (Bartholomew & Horowitz, 1991). A high level 

of avoidance (negative working model of others) manifests in an avoidance of close 

relationships with others, due to beliefs about negative consequences of such 

relationships. In contrast, a low level of avoidance (positive working model of others) 

manifests in a willingness to engage in close relationships with others. 

Beliefs about others co-exist with perceptions of the self as either deserving of 

care and protection, and competent (positive working model of self), or perceptions of 

the self as unworthy of care, and incompetent (negative working model of self) 

(Bartholomew & Horowitz, 1991; Bowlby, 1973). The working model of self 

represents the extent to which an individual is anxious about one’s worth and is 

dependent on others, or, rather, has a positive sense of self-worth (Bartholomew & 

Horowitz, 1991; Bartholomew & Shaver, 1998). Consequently, the working model of 

self is also referred to as the attachment anxiety (Bartholomew & Shaver, 1998) or 

dependence (Bartholomew & Horowitz, 1991) dimension. Individuals characterised 

by low attachment anxiety (positive model of self) do not require validation from 

others in order to establish positive self-regard. In contrast, individuals characterised 

by high attachment anxiety (negative model of self) base their self-regard on 
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acceptance from others and thus demonstrate an excessive need for interpersonal 

closeness and approval. 

2.9.3.2. Four categories of attachment 

Bowlby’s (1973) conceptualisation of attachment as consisting of two 

dimensions (working models of self and other) on which an individual can have 

positive or negative expectancies led to development of a four-category model of 

attachment (Bartholomew & Horowitz, 1991). The four-category model differs from 

three-category models, such as that developed by Ainsworth and Bell (1970), in that 

the four-category model delineates three, rather than two, insecure attachment styles. 

Figure 2.1 below shows the attachment styles that result from the positioning of an 

individual’s expectancies on each dimension. 

  MODEL OF SELF 

(Dependence) 

 
 

Positive 

(Low) 

Negative 

(High) 

Model of other 

(Avoidance) 

Positive 

(Low) 

Cell I 

SECURE 

Comfortable with intimacy 

and autonomy 

Cell II 

PREOCCUPIED 

Preoccupied with 

relationships 

Negative 

(High) 

Cell IV 

DISMISSING 

Dismissing of intimacy 

Counter-dependent 

Cell III 

FEARFUL 

Fearful of intimacy 

Socially avoidant 

 

Figure 2.1. Model of adult attachment (Bartholomew & Horowitz, 1991). 

 

In Bartholomew and Horowitz’s (1991) model, positive expectancies on each 

dimension constitute secure attachment. Securely attached individuals view 

themselves as worthy of love and support, and believe that others are generally 

supportive and available. Negative expectancies on either dimension or on both 

dimensions constitute insecure attachment, of which there are three types. Individuals 

with a preoccupied attachment style view others positively, but view themselves as 

unworthy. These individuals are preoccupied with seeking acceptance from others 
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(Bartholomew & Horowitz, 1991). Individuals with a dismissive attachment style 

view themselves as being worthy of love, but perceive others as unreliable. These 

individuals avoid close relationships in order to retain independence and avoid 

disappointment (Bartholomew & Horowitz, 1991). Individuals with fearful 

attachment view themselves and others negatively. They perceive themselves as 

unworthy of love, and believe that others are untrustworthy. These individuals avoid 

close relationships in an effort to avoid being rejected (Bartholomew & Horowitz, 

1991). As will be described later, these working models are resistant to change, and 

therefore influence an individual’s attachment security or distress throughout life. 

One measure of the four categories of attachment among adults is 

Bartholomew and Horowitz’s (1991) Relationship Questionnaire. This measure is an 

extension of an earlier three-category measure (Hazan & Shaver, 1987) which 

categorises participants as demonstrating secure, avoidant, or anxious/ambivalent 

attachment depending on the description that they select as most representative of 

their style of relating to others. Assessment using Bartholomew and Horowitz’s 

(1991) four-category model requires participants to rate, on a scale of 1 – 7, the 

degree to which their style of relating to significant others is described by each of four 

paragraphs, each representing one of the attachment styles. Individuals thus receive a 

continuous score for each attachment category. In addition, participants can be 

categorised as demonstrating the attachment style to which they gave the highest 

rating (Bartholomew & Horowitz, 1991).  

2.9.4. Proportions of individuals in each attachment category 

Most research findings are consistent in terms of the proportion of individuals 

– both children and adults – who are classified as having each attachment style. 

George, Cummings, and Davies (2010) found that 55% of kindergarten children 



66 

 

demonstrated secure attachment with their fathers, and 62% demonstrated secure 

attachment with their mothers. Avoidant attachment to the mother and father, 

respectively, was demonstrated by 16% and 13% of children. Ambivalent/dependent 

attachment (characterised by excessive displays of intimacy, dependency, and 

helplessness) to the mother and father, respectively, was demonstrated by 13% and 

19% of children. Earlier research suggests that a similar distribution of attachment 

styles is found even in young children living in families under stress. For example, 

among 1-year-olds living in families characterised by low income, low education, and 

frequent changes in place of residence, secure attachment predominated (55%, 

compared to avoidant 23% and resistant 22%) (Vaughn et al., 1979).  

When a three-category model of attachment is used with nonclinical adults, 

approximately 60% of adult participants are securely attached, approximately 25% 

demonstrate avoidant attachment, and approximately 15% demonstrate 

anxious/ambivalent attachment (Hazan & Shaver, 1987). A similar distribution of 

attachment styles is found among adolescents. Cooper, Shaver, and Collins (1988) 

found that, of a sample of nonclinical adolescents, 56% demonstrated secure 

attachment, 21% demonstrated avoidant attachment, and 23% demonstrated 

anxious/ambivalent attachment.  

Use of Bartholomew and Horowitz’s (1991) four-category assessment 

similarly reveals that over half of nonclinical adult participants are securely attached. 

Surcinelli, Rossi, Montebarocci, and Baldaro (2010) found that 58.8% of participants 

were classified as having secure attachment, 9.1% dismissing, 14.2% preoccupied, 

and 17.9% fearful. Scharfe and Bartholomew (1994) found that 52.4% of adult 

females could be classified as having secure attachment, 5.6% dismissing, 22.2% 

preoccupied, and 20.8% fearful. Compared to females, a similar percentage of males 
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demonstrated secure attachment, but more males than females demonstrated 

dismissive attachment, and fewer males than females demonstrated fearful attachment 

(Scharfe & Bartholomew, 1994).  

2.9.5. Predictors of attachment style 

As proposed by Bowlby (1973), attachment style is defined by an individual’s 

expectancies regarding relationships between oneself and others. These expectancies 

are influenced by the individual’s early experience of a range of caregiving 

behaviours. Of particular importance is children’s separation from caregivers. 

Children separated from their parents during hospitalisation experience anxiety 

regarding the availability of the attachment figure (in most cases, the mother), even 

after being reunited with their parents (Bowlby, 1973).  

Also of influence is parental sensitivity, which  refers to parents’ tendency to 

respond supportively, rapidly, and consistently to infants’ signals, including smiling, 

babbling, gestures, and signs of distress (Ainsworth et al., 1978; Bowlby, 1969; 

George et al., 2010). Ainsworth et al. found that mothers of securely attached infants 

responded more quickly to their infants’ cries, and acknowledged the infants more 

frequently after a brief separation, than did mothers of anxiously attached and 

avoidantly attached infants. Bigelow et al. (2010) found that attachment security of 

children aged 2.5 years of age was positively correlated with the extent to which 

mothers responded with vocalisations to the children’s vocalisations at age 4 months. 

In addition, Raval et al. (2001) found that mothers of children classed as securely 

attached at 12 months of age were more responsive to children at 6 months of age 

than were mothers of children classified as insecurely attached at 12 months of age. 

Similarly, George et al. (2010) found that maternal responsiveness to distress was 

positively associated with kindergarten-aged children’s attachment security. Paternal 
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responsiveness was negatively correlated with children’s attachment avoidance in the 

father-child relationship (George et al., 2010). 

Another dimension of parenting that is associated with child attachment is 

warmth, which refers to the interest, affection, and positive emotion demonstrated by 

parents in interactions with their children (George et al., 2010). George et al. found 

that maternal warmth was negatively associated with kindergarten-aged children’s 

attachment avoidance. Recollections of parental warmth have also been found to be 

associated with attachment in adulthood. Specifically, Stansfeld, Head, Bartley, and 

Fonagy (2008) found that retrospective accounts of parental warmth were negatively 

associated with anxious, fearful, and dismissing attachment in adults. 

Other retrospectively reported features of caregiving are also associated with 

attachment in adulthood.  Klohnen and Bera (1998) found that, amongst women aged 

52 years, those with insecure attachment had experienced greater family conflict and 

less closeness with parents during childhood. In addition, many studies have found 

that insecure attachment in early adulthood is positively associated with childhood 

emotional maltreatment (e.g., Hankin, 2005; Limke, Showers, & Ziegler-Hill, 2010; 

Mickelson, Kessler, & Shaver, 1997; Minzenber, Poole, & Vinogradov, 2006).  

2.9.6. Long-term correlates of attachment style 

Attachment style has a pervasive influence on psychological and social 

functioning, including functioning within relationships (Brennan & Shaver, 1995; 

Hazan & Shaver, 1987; Mikulincer & Shaver, 2005). Secure attachment is positively 

associated with happiness, trust, proximity seeking, acceptance of a partner’s 

perceived faults, and functional anger in response to a partner’s negative behaviour 

(Brennan & Shaver, 1995; Hazan & Shaver, 1987; Mikulincer, 1998; Mikulincer & 

Shaver, 2005; Simpson, Collins, Tran, & Haydon, 2007). In contrast, insecure 
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attachment is associated with a range of dysfunctional reactions to emotional events 

within relationships (Brennan & Shaver, 1995; Hazan & Shaver, 1987; Mikulincer & 

Shaver, 2005; Simpson et al., 2007). In particular, responses of individuals with high 

levels of attachment avoidance are often characterised by detachment, resentment, and 

indifference (Mikulincer & Shaver, 2005). Individuals with high levels of attachment 

anxiety experience ambivalent feelings of happiness, despair, and anxiety in response 

to a range of relational events (Mikulincer, 1998; Mikulincer & Shaver, 2005). 

Negative outcomes in intimate relationships are not the only consequences of 

insecure attachment. Insecure attachment is negatively associated with confidence in 

one’s ability to solve problems (Wei, Heppner, & Mallinckrodt, 2003) and to alleviate 

and tolerate negative emotion (Cloitre, Stovall-McClough, Zorbas, & Charuvastra, 

2008); and is also negatively associated with perceived availability of social support 

(Cloitre et al., 2008; Florian, Mikulincer, & Bucholtz, 1995). These low expectations 

regarding one’s ability to use a variety of coping strategies are, in turn, associated 

with depression, trait anxiety, trait anger, hopelessness, and interpersonal problems 

(Wei et al., 2003); and with difficulties in work, social, and family domains (Cloitre et 

al., 2008). In addition, Wei, Russell, and Zakalik (2005) found that attachment anxiety 

contributed to loneliness and subsequent depression through participants’ beliefs 

about their social competence. 

Insecurely attached individuals’ perceived inability to access effective coping 

strategies appears to translate into coping behaviour. Brennan and Shaver (1995) 

found that levels of avoidant attachment and anxious attachment were positively 

associated with the tendency to drink alcohol in order to relax, forget worries, or 

alleviate negative mood. In addition, Florian, Mikulincer, and Bucholtz (1995) found 

that insecurely attached individuals sought social support less than did securely 
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attached individuals. This difference was evident regardless of the type (emotional or 

instrumental) or source (family, friends, etc.) of support. 

As shown, insecure attachment has a vast array of effects – on depression, 

emotion regulation, coping, social support, anger, anxiety, hopelessness, interpersonal 

problems, and emotions and processes within relationships (Brennan & Shaver, 1995; 

Cloitre et al., 2008; Simpson et al., 2007; Wei et al., 2003; Wei et al., 2005). With 

such a broad influence on psychosocial functioning, it is not surprising that 

attachment is associated with self-harm. Studies that demonstrate this relationship are 

described next.  

2.9.7. Attachment and NSSI 

No research has reported the proportion of self-harming individuals who can 

be classified as demonstrating each of the four attachment styles delineated by 

Bartholomew and Horowitz (1991) on the basis of Bowlby’s (1973) description of 

working models, or each of the three attachment styles described by Ainsworth and 

Bell (1970). Rather, researchers investigating attachment and NSSI have reported 

self-harming participants’ scores on continuous measures of attachment anxiety and 

avoidance (Critchfield et al., 2008; Hallab & Covic, 2010; Hankin, 2005; Kimball & 

Diddams, 2007). Consequently, the current research will investigate the incidence of 

each of the four attachment styles within self-harming participants. As will be 

described below, much research suggests that the incidence of insecure attachment is 

especially high among self-harming individuals. For this reason, it is predicted that 

insecure attachment will predominate among self-harming participants in the current 

sample. 

Although the proportion of self-harming individuals who demonstrate each 

attachment style is not clear, a substantial body of research indicates an association 
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between insecure attachment and NSSI. Kimball and Diddams (2007) found that 

greater insecure attachment was associated with emotion regulation strategies 

involving somatic components (e.g., binge eating) and reckless behaviour (e.g., sexual 

and aggressive behaviour), which in turn were associated with a greater frequency of 

self-harm. A study by Martin, Bureau, Cloutier, and Lafontaine (2011) also implicates 

insecure attachment in NSSI. Martin et al. found that, compared to non-NSSI 

individuals, self-harming university students experienced greater fear of abandonment 

by their parents during childhood.  

Some studies have differentiated between maternal and paternal attachment. 

Attachment to one’s father appears to be particularly influential on NSSI. Hallab and 

Covic (2010) examined deliberate self-harm in 114 university students, 81% of whom 

were female. Participants who had engaged in deliberate self-harm reported less 

secure maternal and paternal attachment than did participants who had not engaged in 

self-harm, but the strongest contribution to self-harm status was made by paternal 

invalidation. In addition, among female participants in Gratz, Conrad, and Roemer’s 

(2002) study, insecure paternal attachment, but not maternal attachment, was 

positively related to NSSI frequency. 

Other studies examining attachment and NSSI have differentiated between 

attachment avoidance and attachment anxiety. Such studies have produced 

inconsistent results. Critchfield et al. (2008) found that, among participants with 

borderline personality disorder, the lifetime number of self-harm episodes was 

positively related to attachment avoidance, but not attachment anxiety. Conversely,  

Levesque, Lafontaine, Bureau, Cloutier, and Dandurand (2010) found that among 

female university students, those who engaged in NSSI experienced greater anxiety 
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over abandonment in intimate relationships than did those who did not engage in 

NSSI. Avoidance of intimacy was not associated with NSSI. 

In sum, insecure attachment is associated with problems in a range of social 

and psychological domains, including NSSI. Given that one predictor of attachment 

style is the stability and quality of caregiving experienced in childhood (Bigelow et 

al., 2010; Bowlby, 1973; George et al., 2010; Stansfeld et al., 2008), it is possible that 

attachment mediates the relationship between the quality of care received in 

childhood and NSSI in adulthood. Accordingly, it is plausible that attachment 

mediates the effect of childhood emotional invalidation on NSSI, as emotional 

invalidation is antithetical to sensitive and responsive caregiving. However, no 

research has examined this possibility. In addition, it is not clear which type of 

insecure attachment is most strongly associated with deliberate self-harm. 

Consequently, the current research has the potential to make a significant contribution 

to the NSSI literature by demonstrating a role of one or more attachment styles in 

mediating between childhood emotional invalidation and NSSI in adulthood.  

2.10. Summary of the literature review 

The review of the literature reveals that several features of self-harm require 

further study. Although several emotional antecedents of NSSI have been identified, 

the situations that trigger these emotions have received little attention. The possibility 

that some episodes of NSSI are triggered by positive affect has similarly been largely 

neglected in research. Further, although the suppression of emotional expression has 

been examined as a risk factor for NSSI, research has not examined expressive 

suppression as an intended function of NSSI. The first aim of the current research is to 

address these limitations in the research regarding triggers and functions of NSSI. 
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In addition, there is a need for clarification of the mechanisms through which 

childhood emotional invalidation contributes to NSSI in adulthood. A growing body 

of research has examined emotion dysregulation as a mediator of this relationship. 

However, the specific components of emotion dysregulation that are most important 

in the relationship between emotional invalidation and NSSI are not known. 

Similarly, although emotional inexpressivity is recognised as a risk factor for NSSI 

and is believed to contribute to the relationship between emotional invalidation and 

NSSI, the role of emotional inexpressivity in this relationship is unclear. Likewise, 

research and theory implicates insecure attachment in the relationship between 

emotional invalidation and NSSI, but the specific type of insecure attachment that 

plays a role in this relationship is not known. Consequently, the second aim of the 

current research is to clarify the role of emotion dysregulation, emotional 

inexpressivity, and insecure attachment in mediating between childhood emotional 

invalidation and NSSI. 
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3. Phase 1: The Current Research 

Presented in the following section is a synopsis of the aims and expected 

findings of the current research. A description of the aims is followed by a list of the 

corresponding research questions. Predictions are then summarised, and an overview 

of the procedure is presented. Finally, specific hypotheses are listed.   

3.1. Phase 1: Research aims 

The current research has two broad aims. The first aim is to examine the triggers 

and functions of NSSI. Like prior research, the current research will investigate the 

negative affective-cognitive triggers (such as negative emotions, self-appraisals, and 

social cognitions) that trigger NSSI. However, the current research will extend upon 

prior research by examining the role of positive feelings, such as happiness, hope, 

excitement, and pride, in NSSI. In addition, the current study will differ from many 

prior studies of NSSI by examining situational triggers of NSSI.  

In addition to identifying triggers of NSSI, the first aim of the current study 

will involve replicating and extending upon previous research findings regarding the 

functions of NSSI. Specifically, the current study aims to replicate prior findings 

regarding the use of self-harm to alleviate negative affective-cognitive states. In 

addition, the current research aims to determine whether NSSI is used for a particular 

function that has not yet been examined – preventing the expression of emotion. 

Although the suppression of emotional expression has been recognised as a risk factor 

for NSSI (e.g., Gratz, 2006), no research has examined whether NSSI is used for the 

purpose of preventing emotional expression.  

A supplementary part of the first aim is to determine the distal factors that 

participants identify as predisposing them to self-harm. Research indicates that NSSI 

is positively associated with emotional invalidation, emotional inexpressivity, and 
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insecure attachment. Thus, of particular interest is whether self-harming individuals 

identify such factors as predisposing them to self-harm.  

The second aim of the current study is to clarify the pathway from childhood 

emotional invalidation to NSSI in adulthood, through three risk factors: emotion 

dysregulation, emotional inexpressivity, and insecure attachment. Each of these three 

risk factors has been linked to emotional invalidation and NSSI. However, there is 

only indirect evidence for the ability of each of these risk factors to mediate between 

emotional invalidation and NSSI. Thus, the current research aims to clarify the role of 

these risk factors in the relationship between childhood emotional invalidation and 

NSSI in adulthood. In addition, the relative importance of each potential mediator will 

be examined.  

3.2 Overview of procedure 

The current study will use a questionnaire containing open-ended and closed-

ended questions. The first aim of the research is to identify triggers and functions of 

NSSI. Rating scales devised for the current research will be used to obtain 

retrospective self-report data regarding participants’ use of self-harm in response to 

each of several listed affective-cognitive states, and the functions of NSSI in relation 

to each affective-cognitive state that is endorsed as a trigger of NSSI. For example, 

participants who indicate that they self-harm in response to sadness will be asked to 

indicate the desired effects of NSSI on their sadness. The quantitative data will be 

complemented by qualitative data, collected from participants’ descriptions of self-

harm episodes. These descriptions will be subject to a thematic analysis to identify the 

triggers (affective-cognitive and situational triggers) and functions of NSSI. Data 

analysis will involve examination of the frequency with which each affective-

cognitive trigger and function of NSSI is endorsed in the checklists, and the frequency 
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with which each affective-cognitive and situational trigger, and function, of NSSI is 

nominated in participants’ descriptions of NSSI.  

The second research aim is to investigate mediators of the relationship 

between emotional invalidation and NSSI. Validated rating scales will be used to 

collect quantitative data regarding emotional expressivity, attachment, emotional 

dysregulation, and childhood emotional invalidation. Participants will also be asked to 

indicate the number of times they have engaged in self-harm over the past 12 months. 

Multiple mediation analyses will examine the indirect effects of emotional 

invalidation on NSSI frequency through emotional dysregulation, emotional 

inexpressivity, and attachment.  

As described above, assessment of several variables will involve retrospective 

self-report. There are limitations associated with the use of retrospective reports, as 

discussed by Brewin, Andrews, and Gotlib (1993). However, Nock et al. (2009) have 

shown that real-time descriptions of the functions of NSSI are consistent with 

retrospective reports. Similarly, research in other fields demonstrates the validity of 

retrospective reports of affective states. For example, one study (Anestis et al., 2010) 

found that ecological momentary assessment-obtained affective lability scores were 

superior to retrospectively reported affective lability in the prediction of  the number 

of discrete binge-eating episodes, but the measures were equally predictive of global 

disordered eating. In addition, research demonstrates the validity of retrospective 

reports of childhood maltreatment, even when such reports are obtained from adults 

with depressive disorders. For example, depressed participants’ descriptions of 

childhood maltreatment have been shown to be consistent with reports provided by 

siblings, even when the siblings did not experience maltreatment (G. W. Brown, 
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Craig, Harris, Handley, & Harvey, 2007). Thus, retrospective descriptions of NSSI 

episodes are considered appropriate in the current study. 

3.3. Research questions 

Research questions are presented below. The first question relates to the 

proportion of participants who demonstrate insecure attachment. The next four 

questions relate to the first broad aim of the research, and the final three questions 

correspond to the second broad aim of the research.   

1. What proportion of participants is insecurely attached? 

2. Which affective-cognitive state (e.g., emotions, self-appraisals, and social 

cognitions) will most commonly be identified as “always or almost 

always” a trigger NSSI?  

3. Does positive affect trigger NSSI for some individuals? 

4. What are the most common situational triggers of NSSI?  

5. What is the most common function of NSSI? Is NSSI used to prevent the 

expression of emotion? 

6. Does emotion dysregulation mediate the relationship between emotional 

invalidation and NSSI? If so, which emotion dysregulation factors are 

significant mediators? 

7. Does emotional expressivity mediate between emotional invalidation and 

NSSI? Is emotion dysregulation or emotional expressivity a more powerful 

mediator? 

8. Does attachment style mediate the relationship between emotional 

invalidation and NSSI? Is attachment an equally strong mediator compared 

to emotion dysregulation and emotional inexpressivity? 
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3.4. Predictions 

The research question regarding positive affect is exploratory, with no 

corresponding hypothesis. However, predictions are made in relation to the other 

research questions. 

3.4.1. Attachment 

Several studies estimate that the incidence of insecure attachment within the 

general population is up to 50%, and the remainder of individuals are securely 

attached (Bartholomew & Horowitz, 1991; Hazan & Shaver, 1987; Scharfe & 

Bartholomew, 1994; Surcinelli et al., 2010). However, research implicating insecure 

attachment as a risk factor for NSSI (Critchfield et al., 2008; Hallab & Covic, 2010; 

Kimball & Diddams, 2007; Levesque et al., 2010; Martin et al., 2011) suggests that 

insecure attachment may be especially common among self-harming individuals. For 

this reason, it is predicted that the proportion of participants demonstrating one of the 

insecure attachment styles (dismissing, fearful, or preoccupied) described by 

Bartholomew and Horowitz (1991) will be significantly greater than the proportion 

who are securely attached.  

3.4.2. Affective-cognitive and situational triggers of NSSI, and functions of NSSI 

3.4.2.1. Situational triggers 

It is predicted that NSSI will be more commonly triggered by interpersonal 

events than by noninterpersonal events. This prediction is based on the characteristics 

likely to be overrepresented in a self-harming population. The association between 

insecure attachment and NSSI (e.g., Critchfield et al., 2008; Gratz et al., 2002) 

suggests that the current sample will include a higher proportion of insecurely 

attached individuals relative to securely attached individuals. Insecure attachment 

styles are associated variously with heightened vigilance for signs of rejection and 
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abandonment, increased dissatisfaction in relationships, and excessive striving for 

approval for others (Bartholomew & Horowitz, 1991; Hazan & Shaver, 1987). The 

increased salience of interpersonal cues for insecurely attached individuals, and the 

high proportion of these individuals expected within the current sample, lead to the 

prediction that the most commonly nominated situational triggers of NSSI will be 

interpersonal interactions, or thoughts (e.g., recollections, predictions) of 

interpersonal interactions. 

3.4.2.2. Affective-cognitive triggers 

A variety of affective states have been found to precede NSSI. In accordance 

with findings regarding preferences for certain moods (Vastfjall et al., 2001), it is 

predicted that the most common affective-cognitive trigger of self-harm will be a 

high-arousal negative affective state, such as anger or frustration.  

3.4.2.3. Functions 

There is consensus within research findings that the primary function of NSSI 

in relation to negative affective-cognitive states is to diminish the experience, through 

reducing the intensity of the emotion or thought, releasing the feeling, or providing a 

distraction from the emotions or thoughts. It is therefore predicted that such findings 

will be replicated in the current study. Specifically, it is predicted that the most 

common function of NSSI in relation to each negative affective-cognitive state will be 

down-regulation – that is, reducing, releasing, or distracting oneself from the feeling.   

In addition, it is predicted that the current research will indicate an expressive 

suppression function of NSSI. That is, it is expected that some participants will 

engage in NSSI in order to inhibit the expression of certain emotions. No predictions 

are made regarding the emotional targets of this function of NSSI or the frequency 

with which this function will be endorsed. 
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3.4.3. Mediation of the relationship between emotional invalidation and NSSI 

As described below, several variables are predicted to mediate between 

emotional invalidation and NSSI frequency. However, no predictions are made 

regarding the extent of mediation, that is, whether variables will fully or partially 

account for the effect of invalidation on NSSI frequency. 

3.4.3.1. Emotional dysregulation 

It is predicted that emotion dysregulation will mediate between emotional 

invalidation and NSSI frequency in simple mediation analyses. Specifically, greater 

invalidation is predicted to lead to more frequent NSSI through greater difficulty with 

emotion regulation.  

Predictions are also made regarding emotion dysregulation components in 

multiple mediation analyses. No component of emotion dysregulation has consistently 

been found to be more highly correlated with self-harm than the other components. 

However, one study (Buckholdt et al., 2009) suggests that nonacceptance of emotion 

and a perceived lack of access to effective emotion regulation strategies are the 

strongest contributors to the relationship between emotional invalidation and NSSI. 

On the basis of this finding and on theorising described below, it is predicted that the 

current research will find that nonacceptance and lack of emotional regulation 

strategies mediate the relationship between emotional invalidation and NSSI. 

Difficulty with impulse control when distressed is also predicted to contribute to this 

relationship.  

It is assumed that all six components of emotion dysregulation may result 

from emotional invalidation. Thus, the prediction that only three components of 

emotion dysregulation will mediate the between emotional invalidation and NSSI is 

based on research and theorising regarding the relationship between components of 
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emotional dysregulation and NSSI. Self-harm is primarily a method of alleviating 

distressing emotional states (e.g., Nock & Prinstein, 2004) and, as such, ought to be 

associated with an inability to tolerate distress. Consequently, scores on the DERS 

Nonacceptance of Emotion subscale, which measures negative reactions to one’s 

emotions, are predicted to mediate between emotional invalidation and self-harm. In 

addition, it is assumed that NSSI would not be a preferred method of emotion 

regulation if other strategies were available. Thus, scores on the DERS Limited 

Access to Emotion Regulation Strategies ought to be associated with NSSI. These 

predictions are consistent with Buckholdt et al.’s (2009) findings. 

In addition, it is tentatively predicted that scores on the DERS Impulse Control 

subscale will mediate the relationship between emotional invalidation and self-harm. 

This prediction is based on the conceptualisation of self-harm as an impulsive 

response to aversive emotional states (Bornovalova, Lejuez, Daughters, Rosenthal, & 

Lynch, 2005). However, despite the theoretical appeal of impulsivity as a mediator, 

the confidence with which this prediction is made is tempered by the fact that several 

of the reviewed studies found that difficulty controlling impulses was not correlated 

with NSSI.  

3.4.3.2. Emotional inexpressivity 

Prior research and theorising indicate a role of emotional inexpressivity in 

self-harm, and suggest that the tendency to inhibit emotional expression is fostered by 

an emotionally invalidating environment. Accordingly, it is predicted that emotional 

expressivity will contribute to the relationship between emotional invalidation and 

NSSI in simple mediation models and in multiple mediation models that include 

DERS factors and attachment as potential mediators. Specifically, greater invalidation 
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will be associated with greater emotional inexpressivity, which will be associated with 

more frequent NSSI.  

3.4.3.3. Attachment 

Consistent with the reviewed findings regarding the effect of emotional 

maltreatment on attachment (e.g., Hankin, 2005; Limke et al., 2010), and the 

relationship between attachment and NSSI (e.g., Hallab & Covic, 2010; Martin et al., 

2011), it is expected that attachment will mediate the relationship between emotional 

invalidation and deliberate self-harm. Research findings about the role of attachment 

in self-harm do not clearly implicate one type of insecure attachment as more 

important than other types. However, fearful attachment is based on negative views of 

self and others (Bartholomew & Horowitz, 1991), and it is suggested here that a 

negative perception of self and others is associated with greater distress and pathology 

than is a negative view of self only or others only. Consequently, it is predicted that 

an individual’s level of fearful attachment will mediate between invalidation and 

NSSI. Specifically, greater invalidation will be associated with a greater level of 

fearful attachment, which will predict more frequent self-harm. It is predicted that 

fearful attachment will mediate between invalidation and NSSI frequency in simple 

mediation models and in multiple mediation models that include DERS factors and 

emotional expressivity as potential mediators.  

3.5. Hypotheses 

1. The proportion of participants classified as insecurely attached will be 

significantly greater than the proportion demonstrating secure attachment.  

2. Situational triggers: The most commonly nominated situational trigger of 

NSSI will be aversive interpersonal situations, such as conflict.  
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3. Affective-cognitive triggers: The affective-cognitive trigger of NSSI most 

commonly endorsed in the emotion checklist as “always or almost always” a trigger 

of NSSI, and most frequently nominated in the descriptive task, will be a high-arousal 

negative emotion.  

4. In relation to the negative affective-cognitive states listed in the emotion 

checklist, the most commonly endorsed function of NSSI will be down-regulation of 

the feeling, that is, reducing the feeling, releasing the feeling, or distracting oneself 

from the feeling. Similarly, the function most commonly nominated in the descriptive 

task will be the down-regulation of negative affect.   

5. It is hypothesised that responses to the function checklist will indicate that 

NSSI is used to suppress the expression of emotion. Specifically, the proportion of 

participants who endorse an expressive suppressive function for NSSI in relation to 

each emotion will be significantly greater than zero.  

6. In simple mediation models, emotion dysregulation will mediate between 

emotional invalidation and NSSI frequency. Greater invalidation is predicted to lead 

to more frequent NSSI through greater emotion dysregulation. In multiple mediation 

analyses, DERS subscales relating to nonacceptance of emotion, lack of access to 

emotion regulation strategies, and poor impulse control will control will mediate 

between emotional invalidation and NSSI. Specifically, greater invalidation will be 

associated with greater difficulties with these areas of emotion regulation, which will 

in turn be associated with a greater number of NSSI episodes. These DERS 

components will emerge as mediators even when emotional expressivity and fearful 

attachment are included as potential mediators. 

7. In simple mediation models, emotional expressivity will mediate between 

emotional invalidation and NSSI. Specifically, greater invalidation will predict less 
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emotional expressivity, which will be associated with more frequent NSSI. In 

addition, emotional expressivity will emerge as a mediator in multiple mediation 

models involving DERS components and fearful attachment as potential mediators. 

8. In simple mediation models, fearful attachment will mediate between 

emotional invalidation and NSSI, such that greater invalidation will predict a higher 

level of fearful attachment, which will be associated with more frequent NSSI. In 

addition, fearful attachment will emerge as a mediator in multiple mediation models 

even when the DERS components and emotional expressivity are included as 

mediators. 
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4. Method 

4.1. Participants 

Participants were 384 individuals who used internet discussion forums relating 

to NSSI, and who had a history of NSSI. Analyses excluded the data from 59 

participants (15.36%) who answered only the first question regarding number of 

episodes of self-harm. Analyses were conducted using the data from the 325 

participants who answered at least the first two questions.  

Of these participants, 234 provided their age. Ages ranged from 14 – 51 years 

(M = 21.68 years). Of the 241 participants who indicated their gender, 230 (95.4%) 

were female. Of the 233 participants who indicated their country of residence, 127 

(54.5%) lived in the U.K., 61 (26.2%) lived in the U.S.A., 19 (8.2%) lived in Canada, 

and 11 (4.7%) lived in Australia. South Africa, Switzerland, France, and Germany 

were each represented by 2 participants; and Sweden, Brazil, Trinidad and Tobago, 

Italy, the Netherlands, New Zealand, and Vietnam were each represented by 1 

participant. 

4.2. Measures 

A copy of the measures can be found in Appendix A. 

Frequency of NSSI. Frequency of NSSI was assessed by asking participants to 

estimate the number of times they had engaged in NSSI over the last 12 months. 

Participants were advised that multiple acts of self-harm within several minutes 

should be regarded as one episode of self-harm. In addition, participants were asked 

to indicate how many times they had engaged in self-harm over the past 4 weeks. The 

purpose of this question was to determine whether participants had recently engaged 

in NSSI.  
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Emotion checklist. An emotion checklist developed for the current study was 

used to gather information regarding affective-cognitive triggers of NSSI. Participants 

were asked to “indicate how often each feeling is a reason for your self-harm.” 

Response options were never; rarely; sometimes but not often; frequently; and always 

or almost always. The feelings listed were sadness, anger, happiness, hurt, guilt, 

shame, hope, boredom, anxiety, jealousy, frustration, excitement, rejection, pride, and 

emptiness. Participants were also invited to list other feelings that triggered their self-

harm.  

Function checklist. A function checklist developed for the current study was 

used to gather information regarding emotion-related functions of NSSI. Participants 

were asked to indicate the function of NSSI in relation to each feeling that they had 

identified as a trigger of their self-harm. Instructions for this question were “For the 

feelings that do make you want to hurt yourself, what do you hope that the self-harm 

will do to these feelings or to the way that you react to them? Please tick the boxes 

below to tell us what you hope will happen to these feelings when you hurt yourself.”  

For each feeling, the functions that were listed were 1) reduce this feeling; 

make me feel it less strongly; 2) increase this feeling; make me feel it more strongly; 

3) release this pent-up feeling; 4) distract me from this feeling; and 5) stop me from 

displaying this feeling to other people in relation to that emotion. The other response 

option for each emotion was “not applicable; never a reason for my self-harm.” 

Participants were also invited to list other functions of NSSI in relation to the listed 

emotions or other emotions that the participants had indicated as triggers in the 

emotion checklist.  

The emotion and function checklists were chosen instead of two validated 

measures used in prior studies: the Self-harm Reasons Questionnaire (SHRQ; Lewis 
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& Santor, 2008) and the Suicide Attempt Self-Injury Interview (SASII; M. Z. Brown, 

Comtois, & Linehan, 2002; Linehan, Comtois, Brown, Heard, & Wagner, 2006). The 

SHRQ asks participants to rate the extent to which 15 self-harm reasons apply to their 

self-harm. Reasons include “I wanted to get rid of anxiety,” “I wanted to express 

anger toward someone else,” and “I wanted to be happy.” It was believed that this 

measure was not sufficiently comprehensive to capture a range of possible 

relationships between emotional triggers and functions of NSSI. For example, the 

SHQR asks whether anger was a reason for self-harm, but does not address the 

possibility that the intended goal of NSSI was to do anything other than express the 

anger. That is, the possibilities that NSSI was intended to release the feeling of anger 

or distract the individual from the anger were not addressed. In addition, the SHRQ 

does not examine positive emotions as triggers of NSSI. Further, the SHRQ does not 

include any items relating to the suppression of emotional expression.   

The Suicide Attempt Self-Injury Interview (SASII; M. Z. Brown et al., 2002; 

Linehan et al., 2006) assesses the use of self-harm for a variety of functions in 

response to a range of affective triggers. However, it does not examine the use of self-

harm to suppress emotional expression, nor does it examine whether self-harm was 

triggered by positive affective states. The current study aims to determine whether 

some individuals use NSSI for the purpose of inhibiting the expression of emotion, 

and whether positive affect triggers NSSI. Thus, neither the SHRQ nor the SASII 

were considered suitable for the current purposes. 

Descriptive task. An open-ended question devised for the current study was 

used to gather information regarding triggers and functions of NSSI. Instructions 

presented to the participants were as follows: 
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We would like you to tell us about two episodes of self-harm that you 

would describe as relatively typical for you; that is, episodes where the 

triggering events and feelings were similar to the triggers that often 

contribute to your self-harm. We are interested in knowing the event that 

led to the self-harm, what you were feeling, and what you hoped would 

happen to the feeling/s when you self-harmed. If you don’t want to tell us 

about two episodes, that’s fine; you can tell us about just one episode. We 

do not need you to describe the type of self-harm that you used; the things 

that we are interested in are the events and feelings that contributed to 

your self-harm.  

Invalidating Childhood Environment Scale. Emotional invalidation was 

measured using the Invalidating Childhood Environment Scale (ICES; Mountford et 

al., 2007), which assesses emotional invalidation as conceptualised by Linehan 

(1993). The ICES contains two sections: a 14-item section which asks participants to 

indicate how frequently their parents responded in certain ways to the participant’s 

emotions during childhood (up to age 18 years); and a 4-item section regarding 

general family environment. The focus in the current study was on specific 

invalidating behaviours rather than general family environment; consequently, only 

the first section was used in this study. Examples of the 14 items are “My parents 

would become angry if I disagreed with them” and “When I was anxious, my parents 

ignored this.”  

In Mountford et al.’s (2007) ICES, three items relate to participants’ 

expressions of positive emotion. These items assess, respectively, parents’ responses 

to children’s expression of happiness, confidence, and plans for the future. In the 

current study, two additional items describing responses to positive emotion were 
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included in order to obtain more data regarding invalidation of positive emotion. 

Consequently, the current study uses a modified 16-item version of the ICES. The two 

additional items, devised for the current study, were “If I was really happy about 

something, my parents would share my joy and would be happy as well” and “When I 

was really excited about something, my parents would act like it was no big deal and I 

would feel silly for being excited.” 

Participants are asked to rate each item separately for each parent using a 5-

point Likert scale (1 = never, 5 = all of the time). For the 16-item version of the ICES 

used in the current study, the possible scores range from 16 to 80. Items are recoded 

such that higher scores represent greater invalidation.  

The ICES has been found to distinguish between clinical participants 

(participants with disordered eating) and nonclinical participants. Clinical participants 

had  means of 34.70 (SD = 8.88) and 31.68 (SD = 7.22) on the paternal and maternal 

scales, respectively (significantly higher than nonclinical participants’ means of 27.81 

(SD = 4.31) and 28.24 (SD = 4.96) on the paternal and maternal scales, respectively) 

(Mountford et al., 2007). The ICES has been found to have good levels of internal 

consistency among clinical participants (paternal invalidation alpha = 0.80; maternal 

invalidation alpha = 0.77). In the current study, Cronbach’s alpha was .95 for 

maternal invalidation, and .94 for paternal invalidation. 

Item-total correlations were conducted for each of the two additional items 

regarding invalidation of positive emotion. For each of the two new items, 

correlations were calculated for maternal invalidation and paternal invalidation. 

Cronbach’s alpha for the corrected item-total correlation for the first new item 

(regarding non-sharing of happiness) was .722 for maternal invalidation and .675 for 

paternal invalidation. Cronbach’s alpha for the second new item (regarding dismissal 
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of excitement) was .788 for maternal invalidation and .740 for paternal invalidation. 

For both the maternal and paternal invalidation scales, deletion of either of the new 

items reduced the Cronbach’s alpha for the scale. Thus, the two new items measuring 

invalidation of positive emotion were considered to be acceptable additions to the 

scales. 

Difficulties in Emotion Regulation Scale. Emotion regulation was measured 

using the Difficulties in Emotion Regulation Scale (DERS; Gratz & Roemer, 2004). 

The DERS is a 36-item measure asking participants to indicate, on a scale of one to 

five (1 = almost never; 5 = almost always), how often each of a series of statements 

regarding emotion regulation applies to them. Statements include “I experience my 

emotions as overwhelming and out of control” and “When I’m upset, I feel like I am 

weak.” The DERS is comprised of six factors relating, respectively, to nonacceptance 

of distress (Nonacceptance), difficulty engaging in goal-directed behaviour when 

distressed (Goals), difficulty controlling behaviour when distressed (Impulse), 

acknowledgement of emotion (Awareness; items are reverse scored), belief that one 

cannot effectively regulate one’s emotions when distressed (Strategies), and lack of 

clarity about the emotions that one is experiencing (Clarity). The DERS has been 

shown to have high internal consistency (total scale, alpha = .93); Cronbach’s alpha 

for each of the six subscales was between .80 and .89 (Gratz & Roemer, 2004). In the 

current study, Cronbach’s alpha for the total scale was .91. Cronbach’s alphas for the 

subscales were as follows: Nonacceptance .90; Impulse .89; Strategies .77; Awareness 

.79; Goals .85; Clarity .84. 

Possible scores on the DERS range from 36 to 180, with higher scores 

indicating greater difficulties regulating emotion. The DERS was validated with a 
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sample consisting of 357 university students, whose mean score was 78.72 (males, M 

= 80.66, SD = 18.79; females, M = 77.99, SD = 20.72) (Gratz & Roemer, 2004).  

Several studies have used the DERS with self-harming participants. The mean 

DERS score within a sample of self-harming females was 110.74 (SD = 22.13) (Gratz 

& Tull, 2011). The mean subscale scores were: Nonacceptance, 20.11 (SD = 5.29); 

Impulse, 16.11 (6.21); Goals, 18.11 (SD = 5.14); Awareness, 18.58 (SD = 5.98); 

Strategies, 23.63 (SD = 6.11); Clarity, 14.21 (SD = 4.08). 

Another study found a mean DERS score of 119.90 (SD = 20.86) with a 

sample of self-harming women with BPD (Gratz & Gunderson, 2006); another group 

of female participants in the same study had a mean of 127.92 (SD = 19.99). Mean 

subscale scores for this sample were: Nonacceptance, 22.83 (7.21); Impulse, 18.25 

(SD = 5.89); Goals, 19.83 (SD = 5.04); Awareness, 19.67 (SD = 3.94); Strategies, 

29.42 (SD = 5.09); Clarity, 17.92 (SD = 3.78). 

In a more recent study (Weinberg & Klonsky, 2012), self-harming individuals 

scored a mean of 97.11 (SD = 31.26) on the DERS total scale. Mean subscale scores 

were as follows: Nonacceptance, 15.79 (SD = 8.43); Goals, 17.15 (SD = 5.23); 

Impulse, 13.87 (SD = 7.57); Awareness, 15.20 (SD = 5.85); Strategies, 21.21 (SD = 

9.12); Clarity, 12.54 (SD = 4.32).  

Emotional Expressivity Scale. Emotional expressivity was measured using the 

Emotional Expressivity Scale (EES; Kring et al., 1994), a unidimensional measure of 

the extent to which participants outwardly display their emotions. The EES contains 

17 items to which participants respond on a 6-point scale (1 = never true; 6 = always 

true). Possible scores range from 16 to 102; higher scores represent greater emotional 

expressivity. Items include “I don’t like to let other people see how I am feeling” 

(reverse scored), “I don’t express my emotions to other people” (reverse scored), and 
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“I am able to cry in front of other people.” Female and male university students 

scored a mean of 66.60 (SD = 12.71) and 61.15 (SD = 12.69), respectively. The EES 

has been found to have high internal consistency, with an average alpha of .91. In the 

current study, Cronbach’s alpha was .93.  

The EES was chosen over another measure of emotional expressivity, the 16-

item Emotional Expressiveness Questionnaire (EEQ; King & Emmons, 1990), for 

several reasons. One of the items in the EEQ explicitly assesses the participant’s 

expression of emotion while alone: “When I am alone, I can make myself laugh by 

remembering something from the past”; another item measures emotional expressivity 

in situations where the participant is possibly alone: “Watching television or reading a 

book can make me laugh out loud.” In the current study, the focus was on the effect of 

emotional invalidation on emotional expressivity. If differences in emotional 

expressivity are considered to result partly from the validation of emotional 

expression, then it is assumed that emotional invalidation is least likely to decrease 

the expression of emotion in situations in which invalidation cannot occur, for 

example, when an individual is alone. That is, emotional invalidation is presumed to 

reduce the expression of emotion primarily in situations in which there is a risk that 

the expression of emotion will be invalidated; that is, in situations involving other 

people. No items in the EES explicitly measure the participant’s expression of 

emotion when alone. Thus, the EES was considered more suited than the EEQ to the 

purpose of the current study.  

In addition, five items in the EEQ measure the expression of intimacy (e.g., “If 

a friend surprised me with a gift, I wouldn’t know how to react,” “I show that I like 

someone by hugging or touching that person”). Of interest in the current study was a 

unidimensional conceptualisation of emotional expression. Thus, the unidimensional 
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EES was considered to be the more appropriate measure of emotional expressiveness 

in the current study. 

Attachment. Attachment was assessed using Bartholomew and Horowitz’s 

(1991) Relationship Questionnaire, a 4-category measure of attachment. Participants 

are required to rate, on a scale of 1 – 7 (1 = not at all like me; 7 = a lot like me), the 

extent to which each of four paragraphs describes the way they relate to other people. 

The paragraphs describe secure, dismissing, preoccupied, and fearful attachment, 

respectively. In addition to yielding continuous scores on each attachment style, the 

measure can also be used to categorise participants according to the attachment style 

to which they gave the highest rating.  

Construct validity was demonstrated by correlations between attachment 

categories to which participants were assigned and scores on measures of various 

constructs (e.g., self-confidence, emotional warmth, intimacy in friendships) believed 

to vary with attachment style (Bartholomew & Horowitz, 1991).  

One study found that mean ratings of secure, dismissing, preoccupied, and 

fearful attachment within a nonclinical female population were 4.6, 2.7, 3.3, and 3.4, 

respectively (Scharfe & Bartholomew, 1994). Another study (Backstrom & Holmes, 

2001) found that, among a nonclinical mixed-sex sample from a university in Sweden, 

means for secure, dismissing, preoccupied, and fearful attachment were 4.6, 3.4, 3.1, 

and 3.1, respectively. 

The survey ended with a request for demographic information, and a question 

asking participants to describe a future event about which they were experiencing 

positive emotions. This question was included to minimise the chance that 

participants would exit the survey feeling distressed. 
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4.3. Procedure 

All procedures in the current study were approved by the Griffith University 

Human Research Ethics Committee. Participants were advised of the purpose of the 

research and were informed that they could withdraw from the study at any time 

without consequence. Anonymity of responses was assured.  

Recruitment. Participants were recruited via advertisements (see Appendix B) 

posted on online discussion forums or websites of groups for people who engage in 

NSSI. Prior to recruitment advertisements being posted, administrators of the forums 

were provided with information regarding the study, and their permission to post the 

advertisement was sought. All of the administrators who replied to the request 

permitted the posting of the recruitment advertisement. Recruitment advertisements 

were posted in the discussion forum of the Recover Your Life website, an 

international website for people dealing with self-harm, eating disorders, bullying, 

abuse, and mental health concerns; on the website for the Brisbane Depression and 

Bipolar Meetup Group; and on the website for the Greater Seattle Area Borderline 

Personality Disorder Circle of Friends Meetup Group. (Meetup is a worldwide 

community of local interest groups.) Messages on the forum and emails to the 

researcher suggest that nearly all participants were recruited via the Recover Your 

Life website. 

Survey administration. The recruitment notice contained a link to the survey, 

which was hosted by SurveyMonkey, a website that allows the construction and 

administration of surveys. The first page of the survey contained informed consent 

materials. Participants completed the survey online. Completed surveys were stored 

by SurveyMonkey and emailed to the researcher.  
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 As explained previously, this study has two broad aims. The first is to 

investigate the triggers and functions of NSSI. The second is to examine mechanisms 

by which emotional invalidation in childhood contributes to NSSI in adulthood. 

Methods used to analyse data, and literature used to explain results, differ 

considerably between the first and second aims. Thus, to enhance cohesion of the 

presentation of data analysis and interpretation of results, the results and discussion 

for Aim 1 are presented together, prior to presentation of the results and discussion for 

Aim 2.  
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5. Results: Aim 1 

This section will begin with a description of the sample in terms of number 

of self-harm episodes, and scores on measures of emotional invalidation during 

childhood, emotional dysregulation, emotional expressivity, self-harm reasons, and 

attachment. Then, results relating to Aim 1 – investigation of the triggers and 

functions of NSSI – will be presented.  

5.1. Assessment of normality of distributions 

Normality of the distributions of scores was examined using several methods. 

One method was the calculation of the Shapiro-Wilk statistic, significant values of 

which represent a nonnormal distribution (Shapiro & Wilk, 1965). Normality was also 

assessed using quantile plots (Q-Q plots), which compare two distributions (Wilk & 

Gnanadesikan, 1968). In this case, the distribution of obtained scores was compared 

visually with a normal distribution. In addition, original means were compared with 

5% trimmed means in order to assess the impact of outliers on the mean. For each 

variable, the assessment of the normality of the distribution using these methods is 

presented below, along with other information. 

5.2. Descriptive statistics 

5.2.1. Number of self-harm episodes 

Self-harm episodes over the past 12 months. The question regarding number of 

NSSI episodes over the past 12 months was answered by 325 people. However, 13 

participants provided unusable responses such as “I don’t know” or “too many to 

count.”  Thus, the results presented here refer to the 312 numerical responses. The 

number of episodes reported by participants ranged from 0 to 1364.  This range is 

consistent with the lifetime number of episodes reported by participants with 

borderline personality disorder (0 - 1350;  Critchfield et al., 2008) or features of the 
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disorder (1 - 3000; Dubo et al., 1997). Participants in the current study reported 

engaging in a mean of 86.86 (SD = 176.86) episodes of self-harm during the past 12 

months. However, the value of this mean as a measure of central tendency is reduced 

by the severe nonnormality of the distribution. A significant Shapiro-Wilk statistic (W 

= .479; p < .05) indicated that the scores were not normally distributed. The 

distribution was severely positively skewed, with only 9.9% of participants having 

engaged in self-harm more than 240 times in the past year. A substantial difference 

between the mean number of episodes (M = 86.87) and the 5% trimmed mean (57.3), 

and the fact that the standard deviation (SD = 176.86) was greater than the mean, 

indicated that the positive skew of the distribution was having a substantial effect on 

the data.  

Thus, the median of 30 episodes is regarded as the more indicative measure of 

central tendency for this distribution. Also informative is the mode number of 

episodes of self-harm. There were two mode scores: 20 episodes and 100 episodes 

were each reported by 22 participants. The next most frequently reported numbers of 

self-harm episodes were 40 and 50, both of which were reported by 20 participants.  

Because the number of self-harm episodes over the past year was to be used as 

a dependent variable in most analyses, several methods of dealing with outliers were 

applied in attempt to correct the nonnormal distribution and thus prepare the data for 

parametric analyses. First, an inverse transformation was applied to number of 

episodes. However, the Shapiro-Wilks statistic indicated that scores were still not 

normally distributed; there was still a nontrivial difference between the mean and the 

5% trimmed mean; and the standard deviation was still greater than the mean.  

Next, scores in excess of 3 standard deviations from the mean were excluded, 

resulting in a distribution of scores ranging from 0 to 600. However, the distribution 
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was again severely positively skewed, and the mean (M = 66.8) was substantially 

different from the 5% trimmed mean (51.34). Similarly, severe positive skewness and 

substantial differences between the mean and the 5% trimmed mean were evident 

when scores over 365 were excluded, and when scores over 300 were excluded.  

The next attempt to reduce the effect of outliers involved replacing extreme 

scores with less extreme scores. First, the 1.9% of scores over 600 were replaced with 

601. This did not have a satisfactory effect on the data. Consequently, the 4.5% of 

scores over 365 were replaced with 366. Following this, the 9% of scores over 250 

were replaced with 251. Finally, the 11.2% of scores over 200 were replaced with 

201. None of these methods produced a distribution suitable for use in parametric 

tests: In each case, the difference between the mean and the 5% trimmed mean was 

between 9.6% and 34.5%; and the distribution was still severely positively skewed. 

Thus, it was decided that all scores would be retained, and nonparametric tests would 

be used for analyses involving number of self-harm episodes.   

Self-harm episodes over the past 4 weeks. Of the 321 participants who 

responded to this question, 20.2% had not engaged in self-harm over the past 4 weeks. 

The remaining 79.8% of respondents had self-harmed between 1 and 400 times (M = 

9.98, SD = 29.98, median = 3.00). A significant Shapiro-Wilk statistic (W = .266; p < 

.01) indicated that the scores were not normally distributed. However, because these 

data were not to be used in any further analyses, no corrections were attempted. 

5.2.2. Childhood emotional invalidation 

The current study employed a modified version of the ICES, containing the 14 

original items and two additional items measuring invalidation of positive emotion. 

The maternal invalidation scale and the paternal invalidation scale of the ICES were 

completed by 263 and 245 participants, respectively. Some items were reverse scored 
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such that, for all items, higher scores represent greater emotional invalidation. For 

each parent, total invalidation scores were computed by adding scores for all items in 

the scale.  

Scores for total maternal invalidation ranged from 16 to 78; for total paternal 

invalidation, 16 to 80. The mean score was 42.06 (SD = 14.96) for maternal 

invalidation and 42.52 (SD = 15.56) for paternal invalidation. These means are higher 

than what Mountford et al. could have been expected to find had they used 16 items 

(maternal invalidation, M = 32.27; paternal invalidation, M = 31.78) with their sample 

of non-eating-disordered participants. Thus, the current scores are indicative of a high 

level of childhood emotional invalidation relative to the general population. In 

addition, the current means are slightly higher than the extrapolated means of 

Mountford et al. (2007) for maternal invalidation (M = 36.21) and paternal 

invalidation (M = 39.66) with their sample of eating-disordered participants.  

A total parental invalidation score was computed by adding maternal and 

paternal invalidation scale scores, only for those participants who completed the scale 

for both parents. Total parental invalidation scores ranged from 36 to 152, with a 

mean of 84.50 (SD = 25.54).  

Significant Shapiro-Wilk statistics for maternal invalidation (W = .972; p < 

.05), paternal invalidation (W = 0.970; p < .05), and total parental invalidation (W = 

.988; p < 0.5) indicated that the distributions for these variables violated the 

assumption of normality; distributions for these variables were positively skewed. The 

Q-Q plots for each variable revealed that scores did not deviate greatly from scores 

expected from a normal distribution. The 5% trimmed means (maternal invalidation = 

41.6; paternal invalidation = 42.01, total parental invalidation = 84.00) were similar to 
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the original means, suggesting that outliers had little effect on the means. Thus, the 

distributions were deemed suitable for parametric analyses.  

5.2.3. Emotion dysregulation  

The DERS was completed by 251 participants. Some items were reverse 

scored such that, for all items, higher scores indicate greater difficulties with 

emotional regulation, that is, greater dysregulation. Scores on the DERS ranged from 

67 to 180. Participants had a mean score of 131.42 (SD = 20.06). Compared with the 

mean score of 110.74 obtained with a sample of self-harming females (Gratz & Tull, 

2011), and the mean score of 127.92 obtained with a sample of self-harming females 

with borderline personality disorder (Gratz et al., 2006), the mean for the current 

sample suggests that participants in this study experienced particularly high levels of 

emotion dysregulation. 

A significant Shapiro-Wilks statistic (W = 0.987; p < .05) suggested a 

nonnormal distribution of scores. However, the histogram revealed a distribution that 

was close to normal; the Q-Q plot showed that observed values did not deviate greatly 

from expected values; and the 5% trimmed mean (trimmed mean = 131.97) was 

similar to the mean (M = 131.42). Thus, transformation was not required in order to 

prepare scores for use in parametric analyses.  

5.2.4 Emotional expressivity 

The EES was completed by 245 participants. Some items were reverse scored 

such that, for all items, higher scores equate to greater emotional expressivity. 

Participants had a mean score of 44.69 (SD = 13.95), indicating a low level of 

emotional expressivity compared to that found by Kring et al. (1994) with a sample of 

university students (females, M = 66.60; males, M = 61.15). Scores ranged from 17 to 

92. A significant Shapiro-Wilk statistic (W = .982, p < .05) indicated that the 
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distribution of scores was nonnormal. However, the histogram showed that the 

distribution was close to normal; the Q-Q plot revealed that scores did not deviate 

greatly from expected values; and the 5% trimmed mean (trimmed mean = 44.26) was 

similar to the mean (M = 44.69). Consequently, emotional expressivity scores were 

assessed as being suitable for parametric analyses.  

5.2.5. Attachment 

The four-category measure of attachment was completed by 245 participants. 

Although the histograms revealed skewed distributions for each attachment style, the 

Q-Q plots showed that scores did not deviate greatly from expected values. Table 5.1. 

and Figures 5.1. – 5.4. show the percentage of participants who selected each rating 

for each attachment style. 

Table 5.1. Percentage of participants who selected each rating for each attachment 

category 
 1  2 3 4 5 6 7  

Secure 37.6 27.8 14.3 9.8 6.1 3.3 1.2 

Dismissive 16.3 19.2 11.4 16.3 13.9 15.1 7.8 

Preoccupied 22.9 18.0 10.6 15.5 12.7 7.3 13.1 

Fearful 3.7 2.4 2.9 9.4 17.1 18.0 46.5 
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Figure 5.1. Percentage of participants who selected each rating for secure attachment 

 

 
Figure 5.2. Percentage of participants who selected each rating for dismissive 

attachment 
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Figure 5.3. Percentage of participants who selected each rating for preoccupied 

attachment 

 

 

 
Figure 5.4. Percentage of participants who selected each rating for fearful attachment 
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Mean self-ratings for secure, dismissive, preoccupied, and fearful attachment 

were 2.34, 3.69, 3.51, and 5.74, respectively. Of all the attachment types, secure 

attachment had the highest rate of endorsement of the “not at all like me” response 

(37.6% of participants), and the lowest percentage of endorsement of the “a lot like 

me” response (1.2%). The attachment type that had the lowest rate of endorsement of 

the “not at all like me” response, and the highest rate of endorsement of the “a lot like 

me” response, was fearful attachment (3.7% and 46.5%, respectively). Of all 28 

response categories (seven response options for each of the four attachment styles), 

the lowest rate of endorsement was for “a lot like me” in relation to secure attachment 

(1.2% of participants). The highest rate of endorsement was for “a lot like me” in 

relation to fearful attachment (46.5% of participants). 

On the basis of their responses to the Relationship Questionnaire, 196 

participants could be classified as belonging to one of the attachment categories. That 

is, 196 participants rated one attachment style as more like them than any other 

attachment style (the remaining 49 participants who answered the Attachment 

Questionnaire gave two or more attachment styles the equal highest rating). Of the 

196 participants who could be classified, the percentages of participants classified as 

having secure, dismissive, preoccupied, and fearful attachment, respectively, were 

3.57%, 13.78%, 13.78%, and 68.88%. Thus, approximately 3.6% were securely 

attached, and 96.4% were insecurely attached.  

Of the 49 participants who gave the highest rating to two or more attachment 

styles, 21 gave equal highest ratings to preoccupied and fearful attachment; 17 to 

dismissive and fearful attachment; 2 to secure and dismissing; and 1 each to the 

following combinations: dismissing and preoccupied; dismissing, preoccupied, and 

fearful; secure, dismissing, and fearful; secure and fearful; secure and preoccupied; 
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and secure, preoccupied, and fearful. Three participants rated all attachment styles 

equally (two of these participants gave each style a rating of 4; the other participant 

gave each style a rating of 5).  

 It was predicted that insecure attachment would be significantly more common 

than secure attachment. To test this prediction, a one-sample binomial test compared 

the proportion of participants classified as insecurely attached (.964) with the 

proportion categorised as securely attached (.036). The result was highly significant 

(p < .001), indicating that, among the current participants, insecure attachment was 

significantly more prevalent than secure attachment. 

5.3 Triggers and functions of NSSI: Analysis of checklist data  

As explained previously, rating scales and an open-ended question were used 

to obtain information regarding triggers and functions of NSSI. Presented first are 

participants’ responses to the emotion checklist, which asked how often each of 

several listed feelings was a trigger for self-harm. Next, participants’ responses to the 

function checklist are reported. This checklist asked participants to indicate the 

desired function of NSSI in relation to the emotions that they had selected as triggers 

of NSSI.  

5.3.1 Affective triggers of NSSI: Emotion checklist results 

The emotion checklist was completed by 325 participants. For each of several 

listed emotions, participants indicated how often their NSSI was triggered by that 

emotion. Table 5.2. presents the number of participants who reported engaging in 

NSSI in response to each negative emotion. 
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Table 5.2. Number of participants who used NSSI in response to each emotion 
 Sad Angry Hurt Guilty Ashamed Bored 

Never 4 (1.2*) 7 (2.2) 9 (2.8) 16 (4.9) 21 (6.5) 144 (44.3) 

Rarely 21 (6.5) 20 (6.2) 17 (5.2) 22 (6.8) 28 (8.6) 78 (24.0) 

Sometimes, 

but not often 

54 (16.6) 65 (20.0) 54 (16.6) 51 (15.7) 64 (19.7) 70 (21.5) 

Frequently 142 (43.7) 115 (35.4) 132 (40.6) 138 (42.5) 116 (35.7) 25 (7.7) 

Always or 

almost always 

104 (32.0) 118 (36.3) 113 (34.8) 98 (30.2) 96 (29.5) 8 (2.5) 

* Percentage of participants 

 Anxious  Jealous Frustrated Rejected  Empty 

Never 17 (5.2) 113 (34.8) 11 (3.4) 16 (4.9) 13 (4.0) 

Rarely 29 (8.9) 88 (27.1) 22 (6.8) 32 (9.8) 22 (6.8) 

Sometimes, 

but not often 

64 (19.7) 56 (17.2) 66 (20.3) 68 (20.9) 44 (13.5) 

Frequently 125 (38.5) 46 (14.2) 121 (37.2) 114 (35.1) 120 (36.9) 

Always or 

almost always 

90 (27.7) 22 (6.8) 105 (32.3) 94 (28.9) 126 (38.8) 

 

During the early stages of data collection, it became apparent that a substantial 

proportion of participants had engaged in self-harm in response to positive emotion 

(happiness, hope, excitement, and pride). Considered in relation to the multitude of 

prior studies that have examined only negative emotion as a trigger of self-harm, this 

trend was deemed worthy of further detailed examination. Thus, while data were still 

being collected for Phase 1, a second phase of research focusing on the role of 

positive emotions in NSSI commenced. Results regarding each of the four positive 

emotions will be examined in Phase 2. However, it is noted here that 42.5% of 

respondents indicated that they had self-harmed at least occasionally in response to at 

least one of the positive feelings examined.  

It was hypothesised that the affective-cognitive state nominated as “always or 

almost always” a trigger of NSSI would be a high-arousal negative emotion, such as 

anger or frustration. As shown in Table 5.2 above, the feeling that was most 

commonly endorsed as “always or almost always” a reason for NSSI was emptiness, 
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which is a low-arousal affective state (endorsed by 38.8% of participants). However, a 

one-sample binomial test showed that the percentage of participants who indicated 

that emptiness was “always or almost always” a trigger of NSSI was not significantly 

greater than the proportion of participants who nominated anger as “always or almost 

always” a trigger (36.3%, p = .193). Other commonly endorsed triggers were hurt 

(34.8%), frustration (32.3%), and sadness (32.0%). Thus, the most common affective 

triggers of NSSI included both high-arousal (anger, frustration) and low-arousal 

(emptiness, sadness) negative affective states. For each negative feeling except 

boredom and jealousy, the most commonly endorsed frequency was either 

“frequently” or “always or almost always.” For both boredom and jealousy, the most 

commonly endorsed frequency was “never.”  

Participants were given the opportunity to nominate other affective triggers of 

NSSI. Such triggers were listed by 106 participants. The most frequently nominated 

emotional triggers were feelings of self-hate, worthlessness, or inadequacy 

(nominated by 32 participants), and feelings of loneliness or abandonment (N = 19). 

5.3.2. Functions of NSSI 

 Function checklist results. The function checklist asked participants to 

indicate the purpose of their NSSI in relation to the affective states that they had 

indicated were triggers of their self-harm. Participants could endorse more than one 

purpose in relation to each affective state. Table 5.3. below presents the percentage of 

respondents who endorsed each purpose of NSSI in relation to each emotion. For each 

emotion, percentages represent the percentage of participants, among only those 

participants who indicated a function for that emotion. That is, percentages do not 

represent percentages of the entire sample. Percentages, rather than numbers, are 
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presented first, because the number of people who responded differed for each 

emotion.  

Table 5.3. Percentage of participants who endorsed functions of specific-emotion-

related NSSI  
 Reduce Increase Release Distract Inhibit expression 

Sad (319†) 41.06 (131*) 5.64 (18) 35.42 (113) 52.66 (168)a 46.39 (148) 

Angry (316) 33.86 (107) 2.53 (8) 76.27 (241) 28.16 (89) 40.19 (127) 

Hurt (315) 42.22 (133) 7.62 (24) 37.14 (117) 43.49 (137) 44.13 (139) 

Guilty (303) 39.27 (119) 11.88 (36) 34.32 (104) 40.92 (124) 29.37 (89) 

Ashamed (293) 41.30 (121) 12.29 (36) 31.40 (92) 35.15 (103) 31.40 (92) 

Bored (158) 44.30 (70) 2.53 (4) 12.03 (19) 58.23 (92)  4.43 (7) 

Anxious (307) 54.40 (167) 1.0 (3) 48.9 (150) 44.95 (138) 25.73 (79) 

Jealous (188) 45.74 (86) 1.60 (3) 35.11 (66) 37.23 (70) 38.30 (72) 

Frustrated (311) 39.55 (123) 2.90 (9) 66.56 (207) 38.26 (119) 26.69 (83) 

Rejected (296) 41.89 (124) 6.08(18) 30.74 (91) 60.57 (149) 37.84 (112) 

Empty (303) 44.55 (135) 4.95 (15) 30.36 (92) 61.72 (187) 32.34 (98) 

† Number of participants who responded for a certain emotion by indicating any function of NSSI in 

response to that emotion.  

* Number of participants who endorsed a particular function. 

a Bold type indicates the function of NSSI that was most commonly endorsed in relation to a particular 

emotion. 

 

It was hypothesised that for each negative emotion, the most commonly 

endorsed function would be a down-regulation function, that is, the reduction of, 

release of, or distraction from the emotion. Frequencies show that, for 10 of the 11 

negative emotions (all except for hurt), a down-regulation function was most 

common. Specifically, for feelings of shame, anxiety, and jealousy, reduction of the 

emotion was the most common purpose. For self-harm that was triggered by feeling 

sad, guilty, bored, rejected, and empty, distraction was the most commonly endorsed 

function. The most common function of self-harm in response to anger and frustration 

was release of the emotion. For each of these 10 emotions, the most common function 
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that was not a down-regulation function was suppression of expression of the 

emotion.  

For each of the 10 negative emotions for which down-regulation was the most 

common function, a one-sample binomial test compared the proportion of participants 

who endorsed the down-regulation function (emotion reduction, emotion release, or 

distraction) with the proportion of participants who endorsed the expressive 

suppression function. Results showed that, for each of the 10 emotions, the use of 

NSSI for down-regulation was significantly more common than the use of NSSI for 

expressive suppression (shame, sadness, p < .05; all other emotions, p < .01).  

For one emotion – hurt – the most common function of NSSI was not a down-

regulation function. Rather, NSSI was used most commonly to suppress the 

expression of hurt. However, a one-sample binomial test showed that the expressive 

suppression function was not significantly more common than distraction (a down-

regulation function), which was the second-most common function (p = .439). In 

addition, distraction was significantly more common than the use of NSSI for 

increasing hurt (p <.01). Thus, in relation to hurt, participants were equally likely to 

use NSSI for down-regulation and expressive suppression, but were significantly 

more likely to use NSSI for down-regulation than for up-regulation.  

It was also predicted that, for each negative emotion, the proportion of 

participants who used NSSI to inhibit the expression of emotion would be greater than 

zero. One-sample binomial tests require that observed proportions are compared with 

proportions greater than zero. Thus, for each negative emotion, a one-sample binomial 

test compared a proportion of .01 with the proportion of participants who endorsed an 

expressive suppression function of NSSI. Results showed that for each negative 

emotion, the proportion of participants who used NSSI for expressive suppression was 
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greater than .01 (each emotion, p < .01). Thus, for each emotion, the proportion of 

participants who used NSSI to inhibit the expression of emotion was greater than 

zero. 

5.4. Triggers, functions, and predisposing factors: NSSI descriptions 

The results presented above were obtained from analyses of rating-scale data 

regarding affective triggers and functions of NSSI. Data regarding triggers and 

functions of NSSI were also collected through an open-ended question that asked 

participants to describe incidents of self-harm. A total of 338 incidents of self-harm 

were described by 225 participants.  

Each description was examined for statements regarding situational triggers, 

affective-cognitive triggers, and functions of NSSI. Data regarding these features 

were not made to fit pre-existing categories. Rather, consistent with Glaser and 

Strauss’s (1967) grounded theory approach to data analysis, categories were formed 

as they emerged from the data. For example, affective triggers described by 

participants were coded on the basis of the main theme of the trigger, which then 

became a category label. Triggers that had a similar main feature were coded as 

belonging to the same category. The same process of categorisation occurred for 

situational triggers and functions of NSSI. 

An independent rater unaware of the hypotheses examined 50 descriptions. 

For each description, the second rater identified the situational triggers, affective-

cognitive triggers, and functions of NSSI. Thus, 150 items (three features in each of 

50 descriptions) were coded. The second rater’s coding for each of these 150 items 

was compared to the researcher’s coding. Codings were identified as consistent only 

if they were identical. Thus, if the researcher identified fear, anxiety, and anger as 

affective-cognitive triggers in a description of NSSI, and the second rater identified 
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only fear and anxiety as triggers, or identified fear, anxiety, anger, and sadness as 

triggers, the codings were not identified as consistent. The second rater’s coding was 

consistent with the researcher’s coding for 44 (88%) of the 50 situational triggers, 44 

(88%) of the 50 emotional triggers, and 42 (84%) of the functions. In total, of the 150 

codings made by the second rater (three features in each of 50 descriptions), 130 

(86.7%) were identical to those made by the researcher. Reported in the following 

sections are the most commonly nominated situational triggers, affective-cognitive 

triggers, and functions of NSSI.  

5.4.1. Situational triggers: Results from NSSI descriptions 

Some categories of situational triggers could be considered to be subsumed by 

other categories. In such cases, there existed a choice to retain individual categories or 

to combine categories. There was a compromise between brevity and sensitivity. A 

lower number of more inclusive categories of triggering events would be easier to 

describe, but might obscure subtle differences between triggering events. For 

example, events involving verbal confrontation with friends, and events involving 

being rejected or ignored by friends, may be grouped within a category labelled 

“interpersonal stress.” However, the two types of events may differ in emotional and 

behavioural consequences, such as the use of NSSI for specific functions. Further, 

some research has already identified broad categories of events that trigger self-harm 

(Mahadevan et al., 2010) and one aim of the current research was to add specificity to 

the data regarding triggers of self-harm. Consequently, in the current research, it was 

decided that having potentially redundant categories would be preferable to being 

insensitive to subtle differences in triggering events.  

Triggers categorised as situational triggers included concrete, time-limited 

physical events, such as interpersonal confrontation and receiving criticism. Longer-
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term contextual factors, such as geographical isolation, were also classified as 

situational triggers if participants identified such factors as a cause of self-harm. In 

addition, memories were classified as situational triggers, rather than affective-

cognitive triggers. Memories undoubtedly have affective consequences, and any 

emotions arising from memories were accounted for in the coding of participants’ 

descriptions of NSSI. However, it was considered important to capture the 

antecedents of emotional triggers. Thus, memories were accounted for as situational 

triggers. In addition, classifying memories as triggers is consistent with research 

showing that memories of events are less influenced by emotions than are 

interpretations of events (Johnson-Laird et al., 2006); even intrusive memories of 

traumatic events such as childhood sexual abuse and traffic accidents involve re-

experiencing of sensory stimuli more often than thoughts about the event, such that 

memories are experienced as the reliving of an event (Ehlers et al., 2002). For these 

reasons, memories were not coded as affective-cognitive processes. 

It was hypothesised that NSSI episodes would be triggered by interpersonal 

events more commonly than by non-interpersonal events. Descriptions of 48 self-

harm incidents did not include a statement of the triggering event. In addition, in 10 

descriptions of self-harm episodes, participants explicitly stated that they were unable 

to determine the triggering event. Thus, the triggering event or context was able to be 

identified in 280 descriptions of self-harm episodes. Within these 280 descriptions, 

291 triggering events were listed (some self-harm incidents involved several 

triggering events). Of the 280 episodes for which a triggering event was described, 

163 (58.2%) involved at least one interpersonal triggering event; 117 (41.8%) did not 

involve an interpersonal triggering event. A one-sample binomial test revealed that 

the difference between these proportions was significant (p < 0.05). Thus, the 
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proportion of NSSI incidents triggered by interpersonal events was significantly 

greater than the proportion of NSSI incidents triggered by non-interpersonal events. 

Nine categories of events were described as triggers in at least 10 episodes of 

self-harm. These categories were, in descending order of frequency of nomination, 

interpersonal conflict; interpersonal rejection; distressing memories; work or study 

demands; annoying, betraying, or disappointing someone; performing tasks poorly; 

experiencing social isolation; overeating, not exercising, or being exposed to weight-

related stimuli; and being criticised by others (see Appendix C for a complete list of 

categories of triggering events). Table 5.4. below indicates the number of NSSI 

episodes in which each of these situational triggers occurred, and provides examples 

of participants’ descriptions of these triggers. 
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Table 5.4. Examples of events that triggered NSSI 

Triggering event or context N Example 

Interpersonal conflict, 

aggression, or tension 

66 Had a fight with my husband. (scenario 61) 

Like maybe after an argument with my mum she would shout at me and I would react back by 

shouting and screaming. (scenario 95) 

Being rejected, ignored, or 

excluded 

26 My Dad… told me to get out of his house, and he never wanted to see me again. (scenario 169) 

When I see that my friends are drifting away having fun without me. (scenario 250) 

Distressing memories 24 Something external (a noise, a smell, interactions with certain people, physical contact etc.) 

triggers body memories and flashbacks of past abuse. (scenario 13) 

I was in college and I kept remembering bad things. (scenario 88) 

Employment, university, or 

school demands 

19 I had presentations and papers and finals coming up and I had not been keeping up with the 

curriculum at all. (scenario 165) 

I was stressed about university work and I was scared I was going to fail. (scenario 172) 

Betraying, disappointing, or 

annoying someone 

16 I used to count everything I thought I had done wrong in the day (upset someone, not done 

something I’d meant to do, done something wrong/ too slowly etc.) (scenario 232) 

I had these missing assignments. The teacher told me she’d been telling the class for days. And 

honestly, I am a good student normally. I just didn’t hear that. And she kept telling me how she 

already told us.  And she had this sharpness to her voice, she was so annoyed with me.  And her 

back was to me and she was shuffling these papers and it felt like ‘Can’t you see I’m busy?!’ and 

‘You are such a stupid student!  Why didn’t you listen?  I told you.  I told you.’ (scenario 237) 
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Triggering event or context N Example 

Poor performance in work, 

school, sport etc. 

13 There was some bad rehearsals and a long spell of not being able to play my music to my 

satisfaction. (scenario 140) 

I had a circus performance (trapeze) and it was probably the worst act in the history of the circus 

where I performed. (scenario 285) 

Social isolation 12 I’ve made no friends and am very sad and lonely. (scenario 195) 

  I hadn’t seen my fiancé, family or friends for 2 months and I was really missing them. (scenario 

224) 

Overate; did not exercise; 

exposed to weight-related 

stimuli 

11 I’d been restricting my food intake heavily, which ended up with a binge and a purge. (scenario 

48) 

I was watching ‘Supersize vs Superskinny’ and it triggered a self-loathing reaction in me. I felt 

disgusting and fat. (scenario 173) 

Criticised by others 11 I heard my Aunt talk about me in a negative way and a negative tone. (scenario 69) 

At work with manager. At the end of the morning she came in and told me that working with me 

had made her feel uncomfortable. (scenario 247) 
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5.4.2. Affective-cognitive triggers: Results from NSSI descriptions 

Next, affective-cognitive triggers of NSSI were identified. Stimuli categorised 

as affective-cognitive triggers included emotions, thoughts, self-appraisals, and social 

cognitions that the participants indicated as a cause of self-harm. Of the 338 

descriptions of self-harm, 303 included a description of the affective-cognitive trigger. 

It was hypothesised that the most commonly described affective-cognitive trigger 

would be a high-arousal negative emotion, such as anger or frustration. 

Analysis of descriptions revealed that the most commonly described trigger 

was negative self-appraisal, such as the feeling of self-hate or perception of the self as 

worthless, stupid, or inadequate. A one-sample binomial test showed that the 

percentage of incidents that were triggered by negative self-appraisal (28.71% of 

situations for which an affective-cognitive trigger was identified) was greater than the 

percentage of incidents triggered by anger (20.46%; p < .01), which was the second 

most common affective-cognitive trigger. The other affective-cognitive triggers that 

were nominated in at least 30 episodes of self-harm were (in descending order of 

frequency of nomination) the perception of being abandoned, rejected, or excluded; 

guilt; sadness or depression; self-anger; anxiety; frustration; and hurt. Table 5.5. 

below indicates the number of episodes in which each of these mental triggers 

occurred, and provides examples of participants’ descriptions of these triggers.
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Table 5.5. Examples of affective-cognitive triggers of NSSI 

Emotion / thought N Examples 

Negative self-appraisal (e.g., 

self-hate; perceived 

worthlessness or inadequacy) 

87 At times that escalated into a strong bout of self-hatred - being so disgusted with myself I 

couldn’t stand to be in my own head, or look into a mirror. (scenario 38) 

Think about how I am a failure, how I caused the fight, how I make all this crap happen  and I 

can’t fix anything and everyone including myself hates me. (scenario 53) 

Anger (general; not at self) 62 It made me so angry at him that I didn't know what to do with myself. (scenario 77) 

I felt all the anger building up and knew I was at breaking point. (scenario 147) 

Perception of being abandoned 

/ rejected / neglected 

41 No-one will care or even notice (…) You’ve got no friends, your family hates you and your 

mental health team never see you. (scenario 6) 

I had been feeling really lonely, like no one wanted me anymore. (scenario 137)  

Guilt 39 The mental distress I felt was due to immense shame and guilt. (scenario 34) 

I felt like I was betraying her. There was an overwhelming sense of guilt. (scenario 108) 

Sadness / depression 39 I was devastatingly sad. (scenario 110) 

All I know is that the sadness I feel has become too strong for me to handle, and I experience it 

now as a physical pain that is becoming overwhelming. (scenario 185) 

Anger at self 34 When I came back to my flat I felt really alone and angry with myself for being so pathetic. 

(scenario 90) 

I was overcome with guilt and anger at myself that I’d let her down the last time she’d needed 

me. (scenario 167) 

Anxiety  34 I had severe anxiety constantly. (scenario 198) 

I would often feel very anxious/like I was going to crawl out of my skin. (scenario 199) 
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Emotion / thought N Examples 

Frustration 31 I start to feel very angry and upset, overcome with hatred and frustration. (scenario 152) 

What he said really got to me and I got so frustrated. (scenario 228)  

Hurt 31 I came home from going out for dinner with a guy I liked and wanted to tell my mom about it.  

The first thing my mom said (…) was that she wanted to have euthanasia.  This made me feel 

extremely hurt. (scenario 197) 

  I felt very distressed and hurt about everything that was happening. (scenario 27) 
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5.4.3. Functions of NSSI: Results from NSSI descriptions 

All statements that indicated an intended or actual result of self-harm were 

coded as statements of functions. Of the 338 descriptions of self-harm, 261 included a 

description of the purpose of the self-harm. It was hypothesised that the most common 

function of NSSI would be down-regulation of emotion, that is, reduction of, release 

of, or distraction from negative emotion.  

The most common purpose of self-harm (nominated in 154 descriptions) was 

to down-regulate (e.g., reduce, release, or distract from) negative emotion. A one-

sample binomial test showed that the percentage of participants who used NSSI to 

down-regulate emotion (59.0%) was significantly greater than the percentage of 

participants who used NSSI for self-punishment (18.8%), which was the most 

frequently nominated function that was not related to emotion down-regulation (p < 

.01). Other functions that were nominated in at least 10 descriptions of self-harm were 

(in descending order of frequency of nomination) calming or soothing oneself; feeling 

in control of the situation; externalising emotional pain; feeling something/alive; 

regaining an ability to focus; feeling a link to reality; and feeling in control of 

emotions. Table 5.6. below indicates the number of NSSI episodes in which NSSI was 

used for each of these functions, and presents examples of participants’ descriptions 

of these functions. 
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Table 5.6. Examples of functions of NSSI 

Purpose N Examples 

Emotion down-regulation  154 By self harming, I release and minimise that feeling. (scenario 216) 

By self harming, I was hoping to take away the sadness. (scenario 255) 

 Just attack myself and it starts to pass (…) thoughts are distracted by watching the damage you 

see in front of you. (scenario 7) 

Hoped the self-harm would make me feel calmer and distract from the painful thoughts and 

feelings. (scenario 27) 

 I was just so angry and pissed off that I felt I needed a release. (scenario 68) 

Self-punishment 49 So I decided to cut, because I felt like I deserved to be punished for not being good enough, that I 

should be hurt, and by being hurt I would learn to be a better person. (scenario 290) 

So I hurt myself. A punishment for being so ugly and annoying and incapable in some social 

situations. (…) Those marks on my arm allow me to see I have paid for being who I am. 

(scenario 311)   

Calm / soothe 45 I hoped self harming would calm me down. (scenario 11) 

When the skin gapes and I see the blood flow, I can take a deep breath and just relax. (scenario 

39) 

Feel in control of situation 19 So I self harmed in an attempt to calm myself down and feel like I had some more control over 

myself and my life. (scenario 110) 

  I felt dirty, guilty, and disgusting, so I cut in order to feel power over the situation, and in order to 

cleanse and purge myself. (scenario 149) 
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Purpose N Examples 

Externalise emotional pain 15 I wanted to hurt myself externally as much as I was feeling internally, and do as much damage to 

myself as physically possible. I felt a really intense self-hatred, and the only way I could get rid 

of this was by hurting myself. It was a way of externalising feelings that I could not deal with 

internally or in ‘healthy’ ways. (scenario 329) 

  I wanted control over my pain, to turn the emotional to physical – a pain that is easier to 

understand, to accept. (scenario 110) 

Feel something / alive 13 Sometimes I feel numb and hurting myself makes me feel alive again. (scenario 158) 

  Other times, I feel nothing, so I self harm to feel something. (scenario 114) 

Regain ability to focus 12 I just wanted all the blood to get out of me so I could think again. (scenario 226) 

  In that instance, harming was my way of controlling and moving past my thoughts and feelings 

so that I could focus on the rest of the day. (scenario 242) 

Feel a link to reality 10 After trying all of the safe grounding techniques I’ve learned, I’m beginning to feel desperate and 

I’m still very dissociated and extremely distressed. I know that harming myself will ground me 

(…) the physical pain seems to bring me back to the present. (scenario 13) 

  The idea of self harming was to bring myself back to real life, out of the flashback. (scenario 244) 

Feel in control of emotions 10 I will self harm (…) just to confirm, verify to myself that I can. It produces a feeling of 

accomplishment. Proves that I have power over my emotions. (scenario 60) 

  I do know that it feels like I can have control over my own pain. No one can hurt me as much as I 

hurt myself. (scenario 169) 

  I wanted to feel that it didn’t matter that others hurt me because I could hurt myself more. 

(scenario 171) 

  Self harming lets me know that no matter what anyone says or does they can’t hurt me as much 

as I can hurt myself. (scenario 270) 
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5.4.4. Predisposing factors: Results from NSSI descriptions 

A supplementary part of Aim 1 was to determine whether self-harming 

individuals identified distal factors as predisposing them to the use of NSSI. Of the 

225 participants who described incidents of NSSI, 33 described personal or family 

characteristics that may have predisposed them to the use of self-harm. The most 

commonly nominated predisposing factor was the lack of effective emotion regulation 

strategies. Other predisposing factors that were nominated in at least four descriptions 

of self-harm were a reluctance to expression emotion; predicted consequences of 

emotional expression; and previous emotional abuse or invalidation of emotional 

expression. Table 5.7. below indicates the number of participants who nominated each 

of these predisposing factors, and provides examples of participants’ descriptions of 

these factors.
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Table 5.7. Examples of predisposing factors 

Predisposing factor N Examples 

Lack of effective affect-

regulation strategies 

13 I will self harm to release all the frustration and emotions that I am unable to cope with in a 

sensible and non-destructive way. (scenario 26) 

The only way I know that will stop the unbearable feelings is to feel physical pain. (scenario 87) 

Reluctance to express emotion 

(including through crying) 

10 It’s fairly typical that I feel overwhelmed by some emotion, and I don’t know how to express it, 

or I don’t want to express it (scenario 219) 

  I felt guilty and nasty and full of anger that I didn’t want to let out at the person I was arguing 

with yet I was angry with them, but too scared to tell them how I felt. (scenario 246) 

  I won’t allow myself to cry and the hurting inside got too much, so I hoped - and knew - that 

harming was the only way to let the hurt out without having to open up to anyone. (scenario 305) 

  I wanted to cry (but I don’t cry anymore)... I gave in and self harmed which instantly made me 

feel calm and safe. (scenario 322) 

Predicted consequences of 

emotion expression 

4 I don’t like telling people that I’m angry or upset with them, especially when they’re already 

angry at me, because I’m terrified that they’ll leave me. So I lock myself in my bedroom and hurt 

myself. If I take it out on myself, rather than them, then they won’t leave me. (scenario 255) 

  I have some insane paranoia that people will see through me and see these emotions and use them 

to hurt me - this can be done for both positive and negative feelings. (scenario 257) 

Previous emotional abuse or 

invalidation of emotion 

expression 

4 I tried to respond, but, as usually happens for me in conflict situations, had already shut down and 

was having trouble following what was going on (…) and completely failed to say anything 

constructive (…) which is exactly what I tend to do in difficult situations, probably mild 

dissociation caused by a somewhat emotionally abusive childhood. (scenario 225) 

  I walked off and felt the need to punch something, but I get shouted at if I do that or if I do 

anything that makes a loud bang, so I self harmed instead. (scenario 258) 
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Predisposing factor N Examples 

  Self injury [is] punishment for feeling grief and sadness, for crying noisily. Fearing paternal 

punishment as a child for crying or from bullies at school → punish myself now. (scenario 332) 
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5.4.5. Associations between situational triggers, mental triggers, and functions of 

NSSI 

As shown in Table 5.4, several of the most commonly nominated categories of 

situational triggers involved interpersonal events. The next set of analyses was 

conducted to determine whether different categories of interpersonal events were 

differentially associated with specific affective-cognitive triggers or functions of 

NSSI. For each of the nine most commonly endorsed emotional triggers and each of 

the five most commonly endorsed functions, chi-square tests were used to determine 

whether the proportion of incidents involving the emotional trigger or function 

differed across the  four most commonly nominated situational triggers. For analyses 

in which at least one cell had an expected count of less than 5, one-sided Fisher’s 

exact test statistic was referred to. 

Some descriptions of NSSI nominated several situational triggers. In such 

cases, it was not possible to determine whether the resulting affective-cognitive states 

were associated with one or another event. Thus, descriptions that nominated only one 

interpersonal situational trigger, and no other types of situational triggers, were 

selected for examination. This selection resulted in a subsample of 103 cases of NSSI, 

each of which was triggered by only one interpersonal event.  

Tables 5.8. and 5.9., respectively, show the percentage of each type of 

interpersonal event that led to each affective-cognitive trigger, and the percentage of 

each type of interpersonal event that led to the use of NSSI for each of the five main 

functions. 
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Table 5.8. Percentage of NSSI incidents involving certain affective-cognitive triggers, across interpersonal situational triggers 
 Neg. self-

regard 

Anger Abandoned Sadness Guilt Self-

anger 

Anxiety Hurt Frustration 

Conflict 23.6 32.7 18.2
a
 5.5 14.5

a
 7.3

a
 7.3 14.5 12.7 

Rejection 36.4 13.6 40.9
b
 9.1 9.1

a
 9.1 4.5 22.7 13.6 

Annoying others 35.7 7.1
a
 7.1

a
 0.0 50.0

b
 35.7

b
 21.4 0.0 7.1 

Criticism 30.0 50.0
b
 10.0 10.0 0.0

a
 0.0

a
 0.0 20.0 20.0 

* Within each column, different superscript letters indicate significant differences. 

 

Table 5.9. Percentage of NSSI incidents involving certain functions of NSSI, across situational triggers 
 Minimise Release Distract Punish Calm 

Conflict 25.5 9.1 16.4 9.1
a
 14.5 

Rejection 31.8 13.6 13.6 9.1
a
 13.6 

Annoying others 42.9 14.3 7.1 50.0
b
 21.4 

Criticism 10.0 0.0 30.0 10.0 30.0 

* Within each column, different superscript letters indicate significant differences. 
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Several differences were revealed. Anger was experienced in a significantly 

greater proportion of incidents involving criticism than incidents involving annoying 

others, 2 (1, N = 24) = 5.714, p < 0.05 (Fisher’s exact test). Feelings of abandonment 

were experienced in a significantly greater proportion of incidents involving rejection 

than incidents involving conflict, 2 (1, N = 77) = 4.367, p < 0.05, and in a marginally 

significantly greater proportion of incidents involving rejection than incidents 

involving annoying others, 2 (1, N = 36) = 4.862, p = 0.54 (Fisher’s exact test). Guilt 

was experienced in a significantly greater proportion of incidents involving annoying 

others than incidents involving conflict, 2 (1, N = 69) = 8.245, p < 0.01 (Fisher’s 

exact test), rejection, 2 (1, N = 36) = 7.636, p < 0.05 (Fisher’s exact test), or 

criticism 2 (1, N = 24) = 7.059, p < 0.05 (Fisher’s exact test). Anger at oneself was 

experienced in a significantly greater proportion of incidents involving annoying 

others than incidents involving conflict, 2 (1, N = 69) = 7.959, p < 0.05 (Fisher’s 

exact test), and a marginally significantly greater proportion of incidents involving 

annoying others than incidents involving criticism, 2 (1, N = 24) = 4.511, p = .053 

(Fisher’s exact test). The proportions of incidents involving negative self-appraisal, 

sadness, anxiety, hurt, or frustration did not differ between events.  

The proportion of events that led to the use of NSSI for the purpose of 

minimising emotion, releasing emotion, distracting from emotion, and calming 

oneself did not differ across the four interpersonal events. However, the proportion of 

events that led to the use of NSSI for punishing oneself differed across the four 

interpersonal events. The use of NSSI for self-punishment resulted significantly more 

frequently from interpersonal events in which the participant annoyed, betrayed, or 

hurt someone, than from interpersonal events involving conflict, 2 (1, N = 69 = 
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12.999, p < 0.01 (Fisher’s exact test) or the participant being rejected, 2 (1, N = 36) 

= 7.636, p < 0.05 (Fisher’s exact test). 

Examination of differential associations between various affective-cognitive 

triggers and NSSI functions requires a sample of incidents involving only one 

affective-cognitive trigger, such that the function of the resulting NSSI can be 

attributed to a certain affective-cognitive trigger. Of all the descriptions of NSSI, 113 

involved only one emotional trigger. Within this subsample of NSSI descriptions, 26 

emotional triggers were represented. However, chi-squared analyses to determine 

whether different affective-cognitive triggers were differentially associated with 

different functions of NSSI were not appropriate, due to the fact that some categories 

of affective-cognitive triggers (e.g., agitation, hurt, frustration, embarrassment, 

hopelessness, shame, fear, and worry) had only one or two cases. Thus, it was not 

possible to determine whether the proportion of incidents involving certain functions 

of NSSI varies across incidents involving different affective-cognitive triggers. 

Consequently, the purpose of Table 5.10 (below) is to present a summary of 

the distribution of the functions of NSSI across affective-cognitive triggers, and not to 

demonstrate any significant difference between these distributions. The entire sample 

of NSSI descriptions was examined for relationships between triggering emotions and 

functions of NSSI. Table 5.10. shows the percentage of scenarios that involved a 

certain function of NSSI, across each of the most common triggering emotions.  
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Table 5.10. Percentage of incidents involving certain functions of NSSI  
 Minimise Distract Release Punish  Calm 

Negative self-appraisal (N = 87) 20.7 18.4 11.5 29.9 13.8 

Anger (N = 62) 29.0 14.5 22.6 9.7 17.7 

Rejected (N = 41) 19.5 26.8 12.2 7.3 12.2 

Sad (N = 39) 35.9 10.3 12.8 10.3 12.8 

Guilt (N = 39) 20.5 17.9 20.5 30.8 5.1 

Anger at self (N = 34) 26.5 20.6 14.7 32.4 14.7 

Anxiety (N = 34) 35.3 14.7 23.5 11.8 35.3 

Hurt (N = 31) 31.3 15.6 12.5 15.3 18.8 

Frustration (N = 31) 35.5 16.1 22.6 22.6 19.4 

 

As explained, the differences in percentages were not tested for significance. 

However, an especially notable difference is evident in the percentage of episodes that 

involved the use of NSSI for the purpose of self-punishment. This function was least 

common in episodes characterised by the perception of being rejection, and most 

common in episodes characterised by feelings of self-anger, guilt, or negative self-

appraisal. 
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6. Discussion: Phase 1, Aim 1 

The current study examined NSSI within a sample of self-harming 

participants, consisting mostly of young adult females. Discussion of the findings will 

begin with a comparison of the psychological characteristics of the current sample 

with those of samples studied in previous research. Next, results will be discussed in 

relation to the first aim, which was to investigate triggers and functions of NSSI. 

Results will be described in terms of the hypotheses, and explained with reference to 

the literature. Implications of the results will then be proposed.  

6.1. Characteristics of the current sample 

It should be noted that data from the current study will be compared with 

previous studies’ data for females, where available, due to the predominance of 

females (95.4%) within the current study. The dependent variable for most analyses in 

the current study was the number of NSSI episodes in which participants had engaged 

in the previous 12 months. Participants had engaged in between 0 and 1364 (M = 

86.86, SD = 176.86) episodes of NSSI in the previous 12 months. The range and the 

minimum and maximum number of episodes reported are consistent with findings of 

prior research. For example, participants in Dubo et al.’s (1997) study reported 

between 1 and 3000 episodes of NSSI, and those in Critchfield et al.’s (2008) study 

reported between 0 and 1350 episodes. Of interest is the fact that participants in those 

two studies had borderline personality disorder. The fact that participants for the 

current study were members of websites aimed at assisting people with NSSI suggests 

that they may have particularly high levels of psychological distress, relative to other 

self-harming individuals. Thus, the similarity in terms of number of NSSI episodes 

between participants of the current study and participants with borderline personality 

disorder in other studies is not surprising. 
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The most commonly reported numbers of NSSI episodes over the past 12 

months were 20 and 100, each nominated by 22 participants; and 40 and 50, each 

nominated by 20 participants. These numbers are not inconsistent with (Nock et al., 

2009) finding that self-harming participants within a community sample reported an 

average of 1.6 acts of NSSI per week. Thus, the current sample of participants is not 

substantially different in terms of NSSI frequency from other samples that have been 

studied.  

The level of emotional invalidation reported by the current participants is 

similar to that reported in another study of participants who engaged in self-

destructive behaviour. The mean invalidation scores (maternal invalidation 42.06; 

paternal invalidation 42.52), obtained using Mountford et al.’s (2007) ICES with two 

additional items, are comparable to what Mountford et al.’s study can be assumed to 

have found, had that study used 16 items. That is, on the basis of the means that 

Mountford et al. obtained using a 14-item scale, it can be calculated that the means 

that would be expected to be obtained using a 16-item scale are 39.66 and 36.21, for 

paternal and maternal invalidation, respectively. Thus, in terms of the level of 

childhood emotional invalidation reported, the current sample appears similar to 

another sample of participants who engaged in self-destructive behaviour. 

Participants in the current study appear to have slightly greater difficulties 

with emotion dysregulation compared to participants in other studies. The mean 

DERS score of 131.42 (SD = 20.02) obtained in the current study is similar to the 

mean of 127.92 (SD = 19.99) obtained in one group of self-harming females with 

borderline personality disorder in Gratz et al.’s (2006) study. However, the current 

mean is half a standard deviation greater than the mean of 119.90 (SD = 20.86) 

obtained in another group of self-harming borderline personality disorder participants 
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in the same study by Gratz et al. In addition, the current mean is approximately one 

standard deviation greater than the mean of 110.74 (SD = 22.13) obtained in another 

sample of self-harming females with borderline personality disorder (Gratz & Tull, 

2011), and is greater than the mean (M = 97.11; SD = 31.26) obtained by Weinberg 

and Klonsky (2012) with self-harming participants. Thus, the possibility that the 

current sample has a greater level of difficulty with emotion regulation than most 

other self-harming samples cannot be discounted.   

Researchers recognise that insecure attachment is positively associated with 

the presence and frequency of NSSI (Critchfield et al., 2008; Gormley & McNiel, 

2010; Hallab & Covic, 2010; Levesque et al., 2010). For this reason, it was 

hypothesised that insecure attachment would be more common than secure attachment 

among the current participants. This hypothesis was supported. There was an 

alarmingly low incidence of secure attachment in the current study. Of those 

participants who were categorised as demonstrating one attachment style, only 3.6% 

were securely attached; 96.4% were insecurely attached. Nearly 70% of respondents 

were fearfully attached.  

The current results suggest that there is a strikingly high rate of fearful 

attachment among self-harming individuals. However, this finding cannot be 

evaluated against other studies of attachment among self-harming individuals. This is 

because such studies  (e.g., Critchfield et al., 2008; Gormley & McNiel, 2010; Hallab 

& Covic, 2010; Levesque et al., 2010) have not used the Relationship Questionnaire 

(Bartholomew & Horowitz, 1991), or have not examined the four categories of 

attachment.   

However, the current results can be compared with results from two studies 

using other disordered populations. Cloitre et al. (2008) used a three-category 
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classification to examine attachment among female adult participants, all of whom 

had experienced childhood physical or sexual abuse from a caregiver. All participants 

had a current psychiatric diagnosis; most had posttraumatic stress disorder. Levy 

(2005) used the Relationship Questionnaire (Bartholomew & Horowitz, 1991) to 

study attachment among participants with borderline personality disorder. 

Even compared with the disordered sample in Cloitre et al.’s (2008) study, the 

current sample has a particularly high incidence of insecure attachment. In Cloitre et 

al.’s (2008) study of sexually or physically abused individuals, most of whom had 

PTSD, 47% of participants were classified as having a secure attachment style; 37% 

demonstrated preoccupied attachment; 12% were categorised as having a dismissing 

attachment style; and 4% were unable to be classified.   

Levy’s (2005) results regarding individuals with borderline personality 

disorder were closer to the current results: Only 8% of participants could be classified 

as securely attached; approximately 53% of participants were fearfully attached; 

nearly 36% demonstrated preoccupied attachment; and 3% were classified as having a 

dismissing attachment style. Although more than half the participants in Levy’s study 

were fearfully attached, a greater proportion of the current participants were classified 

as having a fearful attachment style. Thus, although Levy’s sample and the current 

sample are both characterised by an abnormally high incidence of insecure 

attachment, the current sample has an especially high rate of fearful attachment.  

Gratz (2006), using the Emotional Expressivity Scale (EES; Kring et al., 

1994), found that emotional inexpressivity was positively correlated with self-harm 

frequency among a sample of self-harming participants. In addition, frequent self-

harm, as opposed to no self-harm, was predicted by an interaction of emotional 

inexpressivity, childhood maltreatment, and greater levels of affect intensity (Gratz, 
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2006). However, Gratz did not report means for emotional expressivity and, at the 

time of writing, it appears that no other studies have published mean scores of self-

harming participants on the EES. Clearly, though, the level of emotional expressivity 

in the current sample is consistent with Gratz’s (2006) finding that emotional 

inexpressivity is a risk factor for NSSI. Specifically, emotional expressivity in the 

current sample was low (M = 44.69, SD = 13.95) in comparison with the level of 

expressivity (M = 66.60, SD = 12.71) demonstrated by a sample of nonclinical 

females (Kring et al., 1994). 

6.2. Situational triggers, affective-cognitive triggers, and functions of NSSI 

The first aim of the research was to gather detailed information regarding the 

situational triggers of NSSI, the affective-cognitive triggers of NSSI, and the 

functions of NSSI. Each of these features of NSSI has been addressed by the 

literature, but to different degrees. For example, situational triggers of NSSI have 

received little attention. Consequently, the primary aim of the current research in 

regards to situational triggers was to contribute to a body of research that is still in its 

beginning stages.  

In contrast, affective-cognitive triggers and functions of NSSI have received 

much attention and, generally, there is consensus in the literature regarding these 

aspects. Thus, the current research was expected to confirm previous research 

findings regarding emotional triggers and functions. However, the current research 

extended upon prior research by examining whether NSSI is triggered by one type of 

affective state – positive affect – that has received little research attention. In addition, 

one potential function – expressive suppression – has not been examined. Thus, the 

current research was intended to extend upon previous findings through examining 

this function.  
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Further, the current research extended upon previous findings through use of a 

method that appears to have been largely neglected. Specifically, the current research 

obtained information not only from participants’ responses to an emotion checklist 

and a function checklist, but also from detailed descriptions of NSSI. Results relevant 

to each component of the first research aim will now be discussed. 

6.2.1. Situational triggers 

There is limited research regarding the situational triggers of NSSI. Thus, 

one aim of the current research was to identify the events that trigger self-harm 

through examining participants’ descriptions of NSSI incidents. In the following 

sections, results are compared to findings of previous research regarding NSSI and 

other health outcomes. Finally, the results are discussed in terms of their implications 

for further research.    

It was hypothesised that a significantly greater proportion of NSSI episodes 

described in the descriptive task would be triggered by interpersonal events than by 

noninterpersonal events. This hypothesis was supported. The most commonly 

nominated situational triggers were interpersonal conflict, aggression, or tension; 

being rejected, ignored, or excluded; distressing memories; employment, university, 

or school demands; and betraying, annoying, or disappointing someone. For brevity, 

these triggers will be referred to, respectively, as conflict; rejection; memories; work 

or study demands; and interpersonal transgression. 

6.2.1.1. Interpersonal events as triggers of NSSI 

Compared to the research regarding emotional triggers of NSSI, there is little 

research examining proximal situational triggers of self-harm. However, the current 

results are consistent with prior studies showing that NSSI is most commonly 

triggered by aversive interpersonal events (Bancroft et al., 1977; Linehan et al., 1986; 



136 

 

Mahadevan et al., 2010; Welch & Linehan, 2002). In the context of the limited 

literature regarding immediate situational triggers of NSSI, the current results 

represent important support for the existing findings regarding the dominance of 

interpersonal events as triggers of NSSI. 

The predominance of interpersonal triggers of NSSI in the current study is also 

consistent with research demonstrating the importance of interpersonal stressors in 

suicide. Foster’s (2011) review of psychological autopsy studies of suicides showed 

that interpersonal conflict and relationship dissolution were greater risk factors for 

suicide than were noninterpersonal problems, such as problems with employment, 

accommodation, finance, and physical health. In this way, the current findings are 

consistent with those of prior research regarding not only NSSI, but also suicide. 

Notably, although interpersonal conflict was the most commonly mentioned 

triggering event, just over 23% (66) of the 280 episodes of NSSI were triggered by 

interpersonal conflict. In contrast, Mahadevan et al. (2010) found that the most 

commonly endorsed triggers of NSSI were endorsed by over 50% of the sample. This 

difference in proportions may result from the use of many specific categories in the 

current study, as opposed to the smaller number of broader categories used in other 

studies. For example, Mahadevan et al. assessed interpersonal problems within three 

types of relationships (with family, partner, and friends). Although different 

relationship types were not examined separately in the current research, different 

types of interpersonal problems were categorised separately. Rather than categorising 

all aversive interpersonal events as “interpersonal problems,” the current research 

used separate categories for conflict; rejection; interpersonal transgression; criticism; 

and being betrayed.  
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The validity of this separation of various interpersonal problems into different 

categories is supported by participants’ descriptions of NSSI. Of the 66 scenarios 

involving interpersonal conflict as a triggering event, none also involved being 

betrayed; only 3 also involved social isolation; and only 1 also involved either 

interpersonal transgression; rejection; or criticism. That is, participants’ responses 

suggested that most incidents of NSSI that were triggered by interpersonal conflict 

were not also triggered by other interpersonal problems.  

Not only were many interpersonal situational triggers described in isolation 

from other interpersonal triggers, but they also had different emotional outcomes. 

Specifically, within the current sample, anger was significantly more likely to result 

from criticism than from rejection or from committing an interpersonal transgression. 

Anger at oneself was significantly more likely to result from annoying others than 

from conflict, and marginally significantly more likely to result from annoying others 

than from criticism. Guilt was significantly more likely to result from having 

committed an interpersonal transgression than from all three of the other interpersonal 

events – conflict, rejection, and criticism. Feelings of abandonment were significantly 

more likely to result from rejection than from conflict or having committed a social 

transgression. The finding that different interpersonal events produce different 

emotional responses is consistent with research showing that anger was more likely to 

occur in response to being disrespected than disliked, and sadness was more likely to 

occur as a result of being disliked than disrespected (Blincoe & Harris, 2011). 

In the current study, interpersonal triggers also differed in the extent to which 

they resulted in the use of self-harm for one of the most commonly endorsed functions 

of NSSI – self-punishment. The use of NSSI for self-punishment was significantly 

more likely to occur as a result of having committed interpersonal transgressions than 
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as a result of all three of the other interpersonal events – conflict, rejection, and 

criticism. In sum, various aversive interpersonal events do not always occur together; 

they trigger different emotional responses; and they are associated with the use of 

NSSI for different purposes.  

The different emotional responses and NSSI functions associated with 

different interpersonal events prompts the question of what features of the 

interpersonal events are responsible for these differences. The four interpersonal 

triggers of NSSI that were most commonly nominated in the current study could be 

subjected to further categorisation on the basis of the identity of the perpetrator of the 

aversive interpersonal event. One of the interpersonal triggers – committing a social 

transgression – was a self-perpetrated aversive interpersonal event. The three other 

commonly nominated interpersonal triggers – conflict, rejection, and criticism – were 

perpetrated by others or oneself and others.  

This distinction appears to be particularly useful. Committing a social 

transgression differed from at least one of the other types of aversive interpersonal 

events in terms of the likelihood of producing each of the following feelings: anger, 

abandonment, guilt, and self-anger. In addition, committing a social transgression 

differed from all three of the other type of events in terms of the likelihood of 

resulting in self-punishment NSSI. Thus, the distinction between exclusively self-

perpetrated events and other- or self-and-other-perpetrated events appears to be 

especially important. The findings reviewed above are important: Specifically, greater 

knowledge of the associations between triggering events, consequent emotions, and 

the functions of resulting NSSI may make a valuable contribution to knowledge of a 

behaviour that is still “woefully understood” (Prinstein, 2008).   
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In sum, the current findings regarding situational triggers of NSSI offer 

several contributions to the study of self-harm. Proximal situational triggers of NSSI 

have received little attention in prior research. Thus, this research contributes to the 

field by adding to what is a limited, but hopefully expanding, body of knowledge 

regarding proximal factors that contribute to NSSI. In addition, the findings support 

previous research by demonstrating the importance of interpersonal events in 

triggering NSSI. Further, the current study indicates that examining a greater number 

of more specific situational triggers may have the benefit of revealing subtle 

differences between these triggers in terms of emotional consequences and the 

function of associated NSSI. 

6.2.2. Affective-cognitive triggers 

The second part of the first research aim regarded affective-cognitive triggers 

of NSSI, including emotions, self-appraisals, and social cognitions. Information 

regarding these triggers was obtained through participants’ responses to an emotion 

checklist, and their descriptions of NSSI episodes. First, findings will be discussed in 

terms of whether they support the hypothesis regarding affective triggers. Then, 

affective-cognitive states that emerged as frequent triggers of NSSI will be discussed 

with reference to the literature. Finally, implications of the findings regarding 

affective triggers of NSSI will be proposed. 

6.2.2.1 Affective-cognitive triggers: Support for hypotheses 

One hypothesis regarding affective-cognitive triggers of NSSI related to the 

arousal level of affective states. High-arousal negative affective states are 

characterised by increases in heart rate, blood pressure, and respiration rate, among 

other responses, and include anger and frustration (Kreibig, 2010; Russell, 1980). 

Low-arousal negative emotions include sadness and boredom (Kreibig, 2010; Russell, 
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1980). Research suggests that high-arousal negative emotions are experienced as 

more aversive than low-arousal negative emotions (Vastfjall et al., 2001), and that 

NSSI has its greatest effect on affective states characterised by high arousal 

(Kleindienst et al., 2008). 

It was hypothesised that the emotion most commonly identified as “always or 

almost always” a trigger of self-harm would be a high-arousal negative emotion. This 

hypothesis was not supported. The emotion most commonly endorsed as “always or 

almost always” a trigger of self-harm was emptiness, a low-arousal negative emotion. 

However, it is noted that the proportion of participants identifying emptiness as 

“always or almost always” a trigger of self-harm was not significantly greater than the 

proportion of participants who endorsed anger as “always or almost always” a trigger 

of self-harm.  

In the descriptions of NSSI incidents, the most commonly nominated affective 

triggers were (in descending order of number of descriptions) negative self-appraisal; 

anger; the perception of being abandoned, rejected, or neglected; guilt; and 

sadness/depression. Although some of the negative self-appraisals may be described 

in terms of an associated arousal level, the most salient feature of these affective-

cognitive triggers was the self-directed nature of the feelings. Consequently, all 

negative self-appraisals were categorised together. Thus, the most common group of 

emotional triggers – negative self-appraisal – includes affective states that may be 

associated with a range of arousal levels. Specifically, many participants reported 

experiencing self-directed negative emotional states that are associated with high 

arousal, such as anger and frustration; however, other forms of negative self-appraisal, 

such as the perception of worthlessness, may be associated with low-arousal 

emotions, such as sadness.  
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In sum, the findings did not support the hypothesis that the most commonly 

identified affective-cognitive trigger of NSSI would be a high-arousal negative 

emotion. However, anger – a high-arousal negative emotion – does appear to be an 

important emotion: In the emotion checklist, anger was endorsed not significantly less 

frequently than emptiness, the most common trigger; and it was the second most 

commonly nominated emotional trigger in the descriptive task.  

Research outside the field of NSSI has found that some individuals 

experience positive affect as aversive (Eisner et al., 2009; Feldman et al., 2008; J. V. 

Wood, Heimpel, Manwell, & Whittington, 2009). On the basis of such research, the 

current research aimed to explore the possibility that, for some participants, NSSI 

would occasionally be triggered by positive feelings such as happiness, excitement, 

hope, and pride. Interestingly, 42.5% of participants indicated that their self-harm was 

at least occasionally triggered by positive emotion. Although Klonsky (2009) 

examined whether positive affect states are experienced prior to NSSI, no previous 

research has specifically addressed the role of positive emotions as a cause of NSSI. 

For this reason, a second phase (reported later) of the current research will investigate 

the positive feelings that trigger NSSI, and the individuals who engage in NSSI in 

response to positive affect.  

6.2.2.2 Affective-cognitive triggers: Support for prior research 

Responses to the emotion checklist suggest that emptiness, anger, hurt, and 

frustration were the most common triggers of NSSI. These results replicate findings 

of previous research. Kleindienst et al. (2008) found that emptiness was one of the 

feelings experienced most strongly prior to an act of NSSI. Nock et al. (2009) found 

that the feeling of numbness/nothing, which is perhaps similar to emptiness, was a 

trigger of self-harm. Similarly, anger has previously been recognised as a frequent 
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trigger of self-harm (Nock et al., 2009; Sim et al., 2009). Prior research has also 

identified feelings of emotional hurt (Klonsky, 2009; Nock et al., 2009) and 

frustration (Klonsky, 2009) as triggers of NSSI. Thus, the affective-cognitive states 

that emerged as triggers in the checklist are consistent with those identified in prior 

studies. 

Other affective-cognitive triggers identified in the descriptive task are also 

consistent with prior research. The affective trigger most commonly nominated in 

participants’ descriptions of NSSI was negative self-appraisal, referring to feelings of 

self-hate, inadequacy, worthlessness, and failure. The frequency with which such 

feelings were identified as triggers of self-harm confirms the findings of prior 

research. For example, Laye-Gindhu and Schonert-Reichl (2005) found that self-

dislike was a frequent trigger of self-harm. In addition, several studies (Gilbert et al., 

2010; Klonsky, 2009; Lewis & Santor, 2010; Schoenleber & Berenbaum, 2012) found 

that NSSI was often used to express self-hate.   

Another affective-cognitive trigger that appeared frequently in descriptions of 

NSSI was the perception of rejection or abandonment. Feeling rejected was one of the 

most powerful triggers of NSSI identified in Nock et al.’s (2009) ecological 

momentary assessment study of self-harm. In addition, the fear of being alone was a 

trigger of NSSI for at least half of the participants in Laye-Gindhu and Schonert-

Reichl’s (2005) study. The current results are also consistent with Gilbert et al.’s 

(2009) finding that self-harm and the desire to compete in order to avoid inferiority 

was underscored by a fear of rejection.  

In sum, the current study has shown that a variety of affective-cognitive states 

trigger NSSI. Emptiness, anger, hurt, frustration, negative self-appraisal, and the 

perception of rejection or abandonment were commonly identified as triggers of self-
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harm. These findings add support to the existing body of research regarding affective 

states that trigger NSSI.  

6.2.2.3. Affective triggers: Difference between data sources 

A point worthy of discussion here is the fact that emptiness – a low-arousal 

negative emotion – emerged as a frequent trigger in the emotion checklist data, but 

not in the descriptive data. The nature of the survey questions provides a possible 

explanation for the discrepancy between data sources in terms of the importance of 

emptiness. The emotion checklist asked participants to indicate how frequently their 

NSSI was triggered by each emotion. The case may be that emptiness is experienced 

by many participants very often, and consequently has frequent opportunities to 

function as a trigger of NSSI. Assuming that this is the case, then, in absolute terms, 

NSSI is very frequently triggered by emptiness. This would explain the fact that, in 

responses to the emotion checklist, emptiness emerged as the most frequent affective 

trigger of NSSI.  

At the same time, it may also be true that NSSI is not triggered every time 

that emptiness is experienced. However, the frequency with which this feeling occurs 

means that of all NSSI episodes, a substantial proportion are triggered by emptiness. 

In other words, the high endorsement of emptiness as a frequent trigger may be a 

product of the (high) number of times that emptiness is experienced and the (low) 

proportion of times that it leads to NSSI. If the absolute number of times that 

emptiness is experienced is very high, then even the low proportion of times that it 

triggers NSSI will not prevent emptiness emerging as a frequent trigger.  

The low power of emptiness to trigger NSSI may mean that many 

participants do not view emptiness as a significant or defining feature of their 

“typical” NSSI. Instead, emotions that trigger NSSI almost every time they occur, 
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regardless of how frequently they occur, may be viewed as more “typical” triggers, or 

have more significance to the participant. The open-ended question asking 

participants to describe “typical” episodes of NSSI may have prompted the 

description of NSSI events characterised by emotional triggers that the participants 

viewed as more important. Indeed, the possibility that open-ended questions allow 

participants to choose to describe phenomena that they view as most significant has 

been raised by other researchers in various areas of psychology (Delle Fave, Brdar, 

Freire, Vella-Brodrick, & Wissing, 2011; Haddock & Zanna, 1998). This possibility 

might explain why, in descriptions of “typical” episodes of NSSI, low-arousal 

negative affect such as sadness and emptiness was nominated as a trigger relatively 

rarely. The (hypothetically) relatively diffuse effect of emptiness on NSSI may have 

allowed other triggers viewed by participants as more significant or defining of their 

NSSI, such as negative self-regard, to emerge as more important in the descriptive 

data.  

However, this is speculation; there may be other reasons that emptiness was 

the most frequently endorsed trigger in the emotion checklist but was nominated 

relatively rarely in the descriptive data. Research suggests that stimuli associated with 

high-arousal affect are remembered better than are stimuli associated with low-arousal 

affect (Bradley, Greenwald, Petry, & Lang, 1992; Mather & Nesmith, 2008). Thus, 

acts of NSSI that were accompanied by high physiological arousal – that is, acts of 

NSSI that were triggered by high-arousal emotions – may be more salient in memory 

than episodes of NSSI triggered by low-arousal emotions, and therefore more likely to 

be selected spontaneously for the descriptive task. 
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6.2.2.4. Emptiness  

The fact that emptiness was the emotion most commonly rated as “always or 

almost always” a trigger of NSSI on the emotion checklist makes evident that a large 

proportion of the current sample experienced distressing levels of emptiness. The 

prevalence of the experience of emptiness within the current sample may be explained 

by other characteristics of the participants. Presented here is a discussion of these 

other characteristics and how they might contribute to the feelings of emptiness 

experienced by participants in the current study. 

It is suggested here that the high degree of emptiness experienced by the 

participants may be due partly to participants’ high level of emotional inexpressivity 

and insecure attachment. The current sample was particularly emotionally 

inexpressive, as demonstrated their score on the EES (44.69, compared to the mean 

score of 66.60 obtained by female participants during validation of the EES). In 

addition, most participants in the current sample indicated that fearful attachment was 

their dominant attachment style. Research that will be reviewed in this section 

suggests that these two factors contribute to social isolation which, in turn, increases 

feelings of emptiness.  

Prior research has shown that people are less likely to initiate friendships 

with emotionally inexpressive people than more emotionally expressive people 

(Butler et al., 2003). Thus, people who are consistently emotionally inexpressive may 

be deprived of the opportunity to experience feelings of connectedness, 

meaningfulness, and belongingness associated with involvement in friendships. In 

addition, emotionally inexpressive people, compared to other people, experience 

greater negativity towards conversation partners (Butler et al., 2003), and experience 

less positive affect during social interaction (Kring et al., 1994). Consequently, even if 
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emotionally inexpressive people are involved in friendships, their experience of joy 

within these relationships may be limited. Thus, it is possible that people who are 

chronically emotionally inexpressive fail to derive the stimulation and enjoyment that 

most people obtain from everyday social interaction. The absence of feelings of 

belongingness and meaningfulness associated with friendships, and the reduced 

pleasure derived from social interactions, may contribute to feelings of emptiness. 

Similarly, an insecure attachment style may prevent an individual from 

enjoying and deriving meaning from social interactions. As described previously, 

compared to securely attached individuals, insecurely attached individuals experience 

more negative affect and hostility in romantic relationships (Simpson et al., 2007) and 

experience greater feelings of loneliness (Wei et al., 2005). An alarmingly low 

percentage (3.6%) of the current participants were classified as having secure 

attachment. Of the insecure attachment categories, fearful attachment was particularly 

overrepresented, with nearly 70% of participants classified as having a fearful 

attachment style. These figures contrast sharply with those obtained in research with 

the general population, which shows that more than half of the participants are 

securely attached, and only 15% - 20% are fearfully attached (e.g., Surcinelli et al., 

2010).  

 Theoretically, each of the insecure attachment styles may be characterised 

by reduced enjoyment of social interaction. A lack of trust (associated with dismissive 

and fearful attachment), an excessive desire for approval from others (preoccupied 

attachment), and the defensive avoidance of reliance on others (dismissive 

attachment) (Bartholomew & Horowitz, 1991; Bowlby, 1973; Hazan & Shaver, 1987) 

do not bode well for an individual’s enjoyment of interpersonal relationships. 
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However, the negative view of self and others that characterises fearful attachment 

may be especially damaging to an individual’s enjoyment of social interaction.  

The research referred to above  indicates that insecure attachment (Simpson et 

al., 2007; Wei et al., 2005) and emotional inexpressivity (Butler et al., 2003; Kring et 

al., 1994) have the potential to contribute to feelings of loneliness and social isolation. 

Research also indicates that social isolation contributes to feelings of emptiness. 

Berman, Weems, and Stickle (2006) found that feelings of emptiness and 

meaninglessness were negatively correlated with the extent to which participants had 

reached a stage of identity characterised by certainty regarding several factors, 

including friendships and group membership. Thus, it is possible that the high 

incidence of fearful attachment and the high level of emotional inexpressivity in the 

current sample contributed to dissatisfaction with social relationships, which in turn 

led to feelings of emptiness. Indeed, research suggests that the feeling of emptiness is 

closely related to feelings of isolation and loneliness (Klonsky, 2008). 

Finally, the high incidence of feelings of emptiness may result from a high 

incidence of borderline personality disorder (BPD). NSSI is especially prevalent 

amongst individuals with borderline personality disorder (American Psychiatric 

Association, 2000; Sansone, Gaither, & Songer, 2002). Thus, even though 

information regarding psychiatric diagnoses was not collected, it may be assumed that 

a sizeable proportion of the participants had BPD or features of the disorder. Chronic 

emptiness is a diagnostic criterion of borderline personality disorder (American 

Psychiatric Association, 2000). Consequently, a high incidence of BPD may be a 

reason for the frequent feelings of emptiness experienced by the current participants.  

The finding that emptiness was a common trigger of NSSI, according to 

results for the emotion checklist, supports Kleindienst et al.’s (2008) finding 
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regarding  the role of emptiness in triggering NSSI. However, there is scope for 

further research to clarify the relationship between emptiness and self-harm. In 

particular, future research might examine whether insecure attachment and emotional 

inexpressivity reduce the quantity and quality of an individual’s social interaction, and 

consequently increase feelings of emptiness, which in turn increase the frequency of 

NSSI. Results of such a mediational analysis may be particularly valuable in 

demonstrating one pathway to NSSI.  

6.2.2.5. Negative self-appraisal  

The other affective-cognitive trigger that emerged as particularly important in 

the current research was negative self-appraisal (e.g., self-hate; perceptions of the self 

as worthless or stupid; belief that one is bad; etc.). This trigger was not assessed by 

the emotion checklist, but feelings of self-hate and worthlessness were nominated by 

approximately 30% of the 106 participants who chose to list other emotions that 

triggered NSSI. The fact that negative self-regard emerged in approximately 30% of 

optional responses is notable. That is, the fact that 10% of the entire sample listed 

self-hate even when they had been primed (by the checklist) to consider 15 other 

emotions may indicate the significance of this emotion in causing NSSI. In addition, 

in the descriptive task, negative self-regard was the most commonly nominated 

affective trigger of NSSI, and was nominated significantly more commonly than was 

anger, the next most common trigger. NSSI that was triggered by these feelings had a 

range of purposes, including emotional down-regulation and self-punishment. 

The predominance of negative self-appraisal in the descriptions of triggers of 

NSSI is consistent with Sim et al.’s (2009) research, which found that over 70% of 

adolescents reported feeling self-hate prior to engaging in NSSI. However, the 

frequency with which negative self-regard triggered NSSI in the current study is 
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inconsistent with Nock et al.’s (2009) finding that feelings of sadness/worthlessness 

decreased the chance that a thought of self-harm would be followed by an act of self-

harm. It is noted, though, that Nock et al.’s study combined sadness and worthlessness 

into one category of affective trigger. In the current study, feelings of self-hate, 

worthless, and inadequacy were categorised separately from feelings of sadness. The 

validity of this separation is supported by the finding that of the 87 NSSI episodes that 

involved negative self-regard as triggers, only 8 also involved sadness as a trigger. 

Thus, it appears that sadness and negative self-regard do not generally co-occur as 

triggers of NSSI. Consequently, the grouping of worthlessness with sadness in Nock 

et al.’s study may have obscured the effect of worthlessness.  

The substantial role of negative self-regard that emerged in the current study 

suggests that self-hate is an important area for research in regards to NSSI. Self-hate 

and other feelings of negative self-regard have been addressed in several studies of 

NSSI triggers (Briere & Gil, 1998; Kleindienst et al., 2008; Klonsky, 2009; Lewis & 

Santor, 2010). In addition, negative self-regard is recognised as an important target of 

psychological therapy for people who self-harm. For example, Linehan (1993) 

emphasises the importance of addressing the intense shame, guilt, and self-hate 

experienced by individuals with borderline personality disorder, many of whom 

engage in NSSI.  Further detailed examination of the aetiology and experience of self-

hate may be beneficial.  

For example, there may be benefit in knowing whether the self-hate that 

appears to be prevalent among self-harming individuals is a trait or a state; that is, a 

chronically activated feeling or a feeling that arises in response to certain situations, 

and, if the latter, which situations are the most potent triggers. Participants’ responses 

in the current study hint at the former possibility. Unlike two other negative self-
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directed feelings – guilt and self-anger – the frequency with which negative self-

appraisal (self-hate and the perception of oneself as worthless or inadequate) occurred 

did not differ significantly across various aversive interpersonal situations. Guilt and 

self-anger were significantly more likely to arise when participants had committed an 

interpersonal transgression than in other aversive interpersonal contexts (e.g., guilt 

occurred in 50% of episodes involving the participant’s interpersonal transgression, 

but in only 9.1% of episodes involving rejection of the participant). Negative self-

regard, however, occurred with more stable frequency (in 23.6% – 36.4% of episodes) 

across situations involving conflict, rejection, participants’ interpersonal 

transgressions, and criticism.  

Thus, it appears that negative self-regard is a more stable feeling than are other 

negative self-directed feelings, such as guilt and self-anger. Future research could 

examine the stability of self-hate, particularly as it relates to NSSI. In addition, future 

research might examine whether self-hate is more commonly experienced as a violent 

feeling accompanied by high physiological arousal, or a low-arousal feeling, more 

akin to depression and sadness. Further, investigation of the link between childhood 

emotional invalidation and self-hate in self-harming individuals might provide greater 

insight into self-hate as it relates to NSSI. 

In sum, consistent with prior research, the current study found that negative 

self-regard was an important contributor to NSSI. For this reason, self-hate and other 

forms of negative self-regard, such as feelings of worthlessness and inadequacy, are a 

worthy focus of NSSI research. Despite the apparent importance of such feelings, 

detailed examinations of the aetiology and experience of self-hate are lacking. 

Consequently, the study of self-hate as it relates to NSSI presents an opportunity for 

furthering understanding of NSSI. 
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6.2.3. Functions of NSSI 

The first research aim also involved investigation of the functions of NSSI. 

Many studies have examined functions of NSSI, and are consistent in their findings 

that NSSI is used primarily to down-regulate negative affective experiences. Thus, the 

current results were expected to support previous findings. However, the current study 

also intended to examine a function that has not previously been investigated – the 

suppression of emotional expression. This section begins with a discussion of the 

results in terms of the hypotheses regarding down-regulation of negative affect and 

suppression of emotional expression. Next, important functions that emerged from the 

current research will be discussed with reference to relevant literature.  

Research has consistently demonstrated that NSSI is negatively reinforced 

through the reduction of aversive affect (e.g., Briere & Gil, 1998; Kleindienst et al., 

2008; Klonsky, 2009; Nock & Prinstein, 2004; Sim et al., 2009). In accordance with 

such research, the hypothesis in the current study was that, in relation to negative 

emotions, NSSI would be used most commonly to down-regulate the negative affect. 

That is, the most common function was predicted to be the reduction of negative 

affect, the release of negative affect, or distraction from negative affect.  

Participants’ responses to the function checklist, and their descriptions of 

NSSI, supported the hypothesis. In response to the function checklist, for 10 of the 11 

negative emotions, the most commonly endorsed functions of NSSI related to emotion 

down-regulation (i.e., reducing, releasing, or distracting oneself from the emotion). 

Such functions were significantly more common than functions that were not related 

to emotion down-regulation. Similarly, participants’ descriptions of NSSI indicated 

that down-regulation of negative affect was the most common function of NSSI. Use 
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of NSSI for this function was significantly more common than the use of NSSI for 

self-punishment, which was the next most common function. 

6.2.3.1. Down-regulation of negative affect 

The finding that down-regulation of negative affect was the most frequently 

endorsed function of NSSI adds to a substantial body of similar findings (e.g., Briere 

& Gil, 1998; Kleindienst et al., 2008; Klonsky, 2009; Nock & Prinstein, 2004; 

Scoliers et al., 2009). In addition, consistent with prior research (Kleindienst et al., 

2008; Klonsky, 2009; Sim et al., 2009), the current research indicates that NSSI is 

negatively reinforced in that it is successful in achieving the desired goal: Many 

participants in the current research indicated that following self-harm, negative affect 

was reduced. 

A potential mechanism through which self-harm alleviates negative affect is 

physical pain. Some self-harming individuals  report that pain is a frequent 

consequence of NSSI (e.g., Klonsky, 2009) and, in the current study, many 

participants reported experiencing pain during NSSI. Physical pain warns of danger. 

Thus, for evolutionary reasons, “pain demands attention” (Eccleston & Crombez, 

1999, p. 356). Accordingly, self-harm that causes physical pain results in attention 

being diverted to the physical pain, and away from other stimuli, including aversive 

triggering events and negative affect. Such a possibility is supported by research 

showing that, among both self-harming and non-self-harming individuals, exposure to 

a painful stimulus decreases negative affect (Bresin & Gordon, 2011). 

However, it is known that some individuals experience analgesia during self-

harm (Russ et al., 1992). Leibenluft et al. (1987) estimated, on the basis of clinical 

experience, that at least 50% of self-harming individuals do not experience pain 

during self-harm. According to more recent research, it is possible that analgesia 
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occurs mostly during instances of less severe, as opposed to more severe, NSSI. 

Lloyd-Richardson et al. (2007) found that, of participants who engaged in minor self-

harm, such as hair pulling, 53.3% experienced pain during NSSI. In contrast, of 

participants who engaged in moderate/severe self-harm, such as cutting and burning 

oneself, 73.5% experienced pain during NSSI. These findings are consistent with a 

laboratory study regarding the experience of pain among self-harming and non-self-

harming individuals. Weinberg and Klonsky (2012) found that self-harming 

individuals reported experiencing less pain than did non-self-harming individuals 

when exposed to a mild electric shock. However, when exposed to a more intense 

electric shock, self-harming participants reported experiencing the same level of pain 

as did non-self-harming participants (Weinberg & Klonsky, 2012). Thus, for self-

harming individuals, an analgesic effect may occur during minor self-harm; however, 

such an effect may not occur during more severe self-injurious acts. 

For individuals who do not experience pain during self-harm, another feature 

of self-ham may account for the ability of NSSI to reduce negative affect. For 

example, the violent nature of the self-harming act may be a sufficient distraction 

from negative affect. In addition, the physical injury may trigger the release of 

endorphins, which improve mood (Leibenluft et al., 1987).  

The success of self-harm in down-regulating negative affect undoubtedly 

helps explain the treatment-resistant nature of this behaviour. A variety of therapeutic 

approaches, including cognitive behavioural therapy, psychodynamic approaches, and 

dialectical behaviour therapy, have been used in attempts to reduce the frequency of 

self-harming behaviour (see Gratz & Gunderson, 2006; Gratz & Tull, 2011; James et 

al., 2008; Klonsky, 2009; Linehan, 1993; A. Wood et al., 2001; Zinkler et al., 2007). 

A general aim of many psychological treatments is to assist individuals to develop 
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adaptive emotion regulation strategies such that reliance on NSSI is reduced. In order 

to enable individuals to use adaptive emotion regulation strategies, psychological 

treatments aim to foster the development of mindfulness, impulse control, distress 

tolerance, and problem-solving skills (e.g., James et al., 2008). In addition, they target 

feelings of shame, guilt, and self-hate (Linehan, 1993). However, despite addressing 

issues that are believed to be central to self-harm (e.g., impulse control and distress 

tolerance), these psychological approaches have had limited success in reducing NSSI 

frequency (Hazell et al., 2009; Nock, 2010). This is not surprising, given the ability of 

NSSI to produce an immediate decrease in negative affect. Any behaviour that has 

this effect is appealing, especially when the process of changing this behaviour 

requires much time and requires the individual to engage in significant restructuring 

of cognitions and self-beliefs.    

6.2.3.2. Hurt feelings: Expressive suppression 

Much research has investigated the functions of NSSI, and there is consensus 

that the primary function is to reduce negative affect. Thus, the predominance of this 

function in the current research was expected. However, the current research also adds 

to the existing findings by providing evidence of another widespread function of NSSI 

that has previously been neglected, and that is hence worthy of detailed discussion. 

The current findings call attention to the use of NSSI to prevent the expression 

of emotion. It was predicted that the proportion of participants endorsing this function 

of NSSI in relation to each emotion would be greater than zero. This hypothesis was 

supported (as indicated by the one-sample binomial test results showing that each 

relevant proportion was greater than .01). Interestingly, at least one-quarter of the 

current sample endorsed an expressive suppression function of NSSI for feelings of 

sadness, anger, hurt, guilt, shame, anxiety, jealousy, frustration, rejection, and 



155 

 

emptiness – 10 of the 11 negative emotions contained in the emotion checklist 

(boredom was the only negative feeling for which expressive suppression was not 

endorsed by over 25% of participants as a function of NSSI). Thus, even though 

expressive suppression may not be the most common function of NSSI, it appears to 

be one that is applicable to many emotions for a substantial proportion of people who 

engage in self-harm. In addition, preventing the expression of emotion was the second 

most commonly endorsed function of NSSI for sadness, anger, and jealousy. These 

findings are important, given that the expressive suppression function of NSSI has not 

been addressed in the literature.  

Most interesting, though, is the finding that the prevention of emotional 

expression was the most common function of NSSI in relation to feelings of hurt, but 

not in relation to any other feelings. This finding not only indicates that expressive 

suppression is an important (but overlooked) function of NSSI, but also demonstrates 

a special characteristic of the feeling of hurt. Before discussing this result, two points 

should be noted. First, one other emotion (sadness) was associated with more frequent 

endorsement of the expressive suppression function of NSSI (i.e., 46.39% of 

participants endorsed this function for sadness, compared to 44.13% for hurt). Thus, 

the common use of NSSI to suppress the expression of emotion is not unique to hurt. 

In addition, two other functions of hurt-related NSSI (reduction and distraction) had 

similarly high rates of endorsement. Thus, the use of NSSI to inhibit the expression of 

hurt is not substantially more widespread than the use of NSSI for other hurt-related 

functions. Despite these qualifications, the finding that expressive suppression was 

particularly applicable to feelings of hurt – that is, was the most frequently endorsed 

function for hurt-related NSSI only – deserves attention. 
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 Which features of the experience of hurt motivate individuals to suppress 

expression of this emotion? Answering this question relies on understanding of the 

meaning of “hurt.” Psychological hurt refers to what is informally termed “hurt 

feelings” (Leary, Springer, Negel, Ansell, & Evans, 1998). Leary et al. (1998, p. 

1225) suggest that the critical feature of hurt feelings is the perception of “relational 

devaluation – the perception that another individual does not regard his or her 

relationship with the person to be as important, close, or valuable as the person 

desires.” As a cue indicating rejection or the potential for rejection, hurt feelings 

motivate the individual to engage in behaviour that minimises the risk of social 

exclusion (Leary et al., 1998).  

Leary et al. (1998) conducted a detailed study of the causes and characteristics 

of hurt feelings. Participants were required to describe an incident in which their 

feelings had been hurt, and then rate several features of the event and the emotion. 

Leary et al.’s findings indicate that several features of the experience of hurt feelings 

may explain why participants in the current study were particularly motivated to 

suppress the expression of hurt. One such feature is the attribution of intent. 

Participants in Leary et al.’s study rated the plausibility of several reasons for the 

perpetrator engaging in hurtful behaviour. The possibilities that the perpetrator was 

insensitive, and that the perpetrator accidentally hurt the victim, were rated as more 

plausible than the possibility that the perpetrator intentionally hurt the victim. Thus, in 

general, people do not attribute hurtful interpersonal events to the perpetrator’s 

intention to cause hurt.  

Considered in relation to this finding, one characteristic of participants in the 

current study may explain why they were particularly motivated to inhibit the 

expression of hurt feelings. Most participants demonstrated fearful attachment, which 
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is characterised by distrust of others; people are viewed as bad, not benevolent. Thus, 

it is possible that most participants in the current study interpret hurtful events as 

representing another person’s intention to hurt them. A person who intends to hurt 

someone else and learns, through the victim’s response, how to do so, may engage in 

the hurtful behaviour again. Consequently, it is possible that the current participants 

inhibit the expression of hurt in order to protect themselves from being hurt again by 

the same person in the same manner.  

Another potential reason for the expressive suppression of hurt is suggested by 

Leary et al.’s (1998) finding regarding the most common response to hurt feelings. 

Most participants in Leary et al.’s study responded to the hurtful event by expressing 

anger towards the person who had hurt them. However, insecurely attached 

individuals might be especially unlikely to respond in this manner. Specifically, 

insecurely attached individuals who fear abandonment and rejection may inhibit the 

expression of anger towards the perpetrator in order to minimise the risk of rejection. 

Suppressing the specific anger response may also require inhibition of the expression 

of the more general feeling of hurt. This is likely, given that hurt consists of general 

distress, rather than discrete affective states (Leary et al., 1998). Thus, efforts to 

inhibit the expression of anger when experiencing hurt feelings may require the 

expressive suppression of the hurt feeling in general. 

In addition, even if hurt individuals do not feel anger towards the perpetrator, 

the expression of hurt still may indicate dissatisfaction with the interpersonal 

relationship. A display of relational dissatisfaction may be cause for the perpetrator to 

reject the victim. Thus, for insecurely attached individuals who fear rejection 

(Bartholomew & Horowitz, 1991), the expression of hurt is to be avoided. 
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Finally, participants in Leary et al.’s (1998) study believed that they did not 

deserve to be hurt. The fearful attachment that characterises most of the current 

sample implies that they view themselves negatively. Thus, in hurtful situations, 

participants in the current study may blame themselves. As a result, they may feel that 

they do not have the right to express hurt.  

6.2.3.3. Self-punishment 

Another function of NSSI that is worthy of discussion is self-punishment. 

This function was not assessed in the function checklist, however, in participants’ 

descriptions of NSSI, it was the second most commonly nominated function (after 

down-regulation of negative affect). Thus, it was the most common function of NSSI 

that did not relate to emotion down-regulation. The importance of punishment as a 

function of NSSI in the current sample is consistent with prior research, which 

suggests that self-punishment is one of the most common (Briere & Gil, 1998) and 

important (Kleindienst et al., 2008) functions of NSSI.  

The current results are not only consistent with prior findings regarding self-

punishment, but also extend upon such findings. The use of an open-ended question to 

elicit information about NSSI has revealed specific features of the self-punishment 

function of NSSI. Particularly interesting is that NSSI that is used for self-punishment 

appears to serve as more than pure punishment – that is, more than a penalty. Some 

participants who reported using NSSI for self-punishment explained that NSSI 

functioned to teach them to be better; to stop them from transgressing again; and to 

allow themselves to move on from their wrongdoing.  Such functions are 

demonstrated in excerpts that are included in the results section and re-presented here.  

“I guess the ones I deserve, they’re to teach me, you know. To make it so I 

don’t do it again. So that I’m Better. They’re supposed to Fix me.”  
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“I usually [after self-harming] feel more like I can move on from whatever I 

did wrong.”  

 

“By being hurt I would learn to be a better person.”  

“A punishment for being so ugly and annoying and incapable in some social 

situations. All that anger I have for myself goes on my arm. Those marks on 

my arm allow me to see I have paid for being who I am.” 

 

“I felt sad and inadequate and just really a miserable excuse for a person. I 

wasn’t sure how to fix that and become a better person right at that moment, 

so I decided to punish myself by cutting.” (scenario 148) 

 

Thus, it appears that some participants who use self-harm to punish 

themselves feel that NSSI not only is a deserved consequence, but also may provide 

permission to move on from wrongdoing. In addition, NSSI may remind individuals 

not to transgress again, and thus “fix” them. NSSI may also be used as an alternative 

to “fixing” oneself when individuals are unsure of how to remedy their perceived 

flaws.  

The use of NSSI for such functions is consistent with the high prevalence of 

negative self-regard experienced in the current sample. Negative self-regard, such as 

self-hate, feelings of inadequacy, and perceptions of the self as worthless or stupid, 

was the affective trigger of NSSI most commonly nominated in the descriptive task. 

In nearly one-third of NSSI episodes triggered by this affective state, NSSI functioned 

to punish oneself.  

In addition, the use of NSSI to “fix” oneself is consistent with Linehan’s 

(1993) observations of individuals with borderline personality disorder, which is often 

associated with NSSI. According to Linehan, the emotionally invalidating childhood 

environment experienced by many individuals with BPD teaches them that 

punishment is the only method of effecting behaviour change. As a result, individuals 

who experienced emotional invalidation punish themselves in an effort to bring about 

desired changes in their behaviour, that is, to “fix” themselves, or learn to be “better.” 
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The current results regarding the use of self-harm for punishment and associated 

functions also concur with research regarding the relationship between self-criticism 

and self-destructive behaviours. Gilbert et al. (2010) found that the self-harming 

individuals engage in self-criticism not only to punish themselves, but to stop them 

from making mistakes. 

The use of NSSI to allow oneself to move on from transgression has 

implications for treatment. Specifically, individuals who use NSSI for such a function 

may benefit from coaching regarding adaptive strategies that have a similar function. 

For example, individuals might be encouraged to address their perceived interpersonal 

transgressions through discussing them with the person against whom they have 

transgressed, through seeking social support from other people, or through self-

forgiveness. However, such processes require positive self-regard, belief in the 

benevolence of others, and emotional expression – all of which may be particularly 

difficult for the large proportion of self-harming individuals who have experienced 

emotional invalidation, are fearfully attached, and are motivated to inhibit the 

expression of emotion.  

6.2.4. Predisposing factors 

The current study examined participants’ descriptions of NSSI for factors that 

may have predisposed them to the use of NSSI. Approximately 15% of the 

participants who described an episode of self-harm described distal factors that may 

have contributed to their use of NSSI. Many participants explicitly linked these 

factors to their use of self-harm. Others did not explicitly make a connection, but their 

description of certain factors in the context of explaining their self-harm indicates that 

participants regarded these factors as contributors to their self-harm.  
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Participants’ descriptions of predisposing factors are consistent with risk 

factors identified in the literature. In the current study, the most commonly described 

risk factor was a lack of adaptive strategies for managing distress. Many participants 

explained that they knew of no method, other than self-harm, for reducing emotional 

distress. Such descriptions confirm the importance of one of Gratz and Roemer’s 

(2004) components of emotion dysregulation – lack of access to effective emotion 

regulation strategies. Another contributing factor that was described by several 

participants was a reluctance to express emotion, which has also been identified in the 

NSSI literature as a risk factor (Gratz, 2006; Sim et al., 2009). Some participants 

alluded to insecure attachment, by explaining that their emotional inexpressivity was 

based on a fear that the expression of emotion would lead to abandonment or would 

allow others to hurt them. Other participants implicated emotional maltreatment or 

invalidation in the development of their self-harm, by describing an emotionally 

abusive childhood, or being punished for expressing anger or for crying.  

As described above, in explaining their self-harm, participants implicated a 

lack of access to adaptive affect regulation strategies, a reluctance to express emotion, 

insecure attachment, and emotional invalidation. Description of such factors by 

participants is not surprising, given the large body of research that has identified these 

factors as risks for self-harm (e.g., Adrian et al., 2011; Gratz, 2006; Hallab & Covic, 

2010; Sim et al., 2009). Many studies of the relationships between these factors and 

self-harm have used validated rating scales, which have ensured the validity of results 

and allowed replication. The current study adds to the results of these studies by 

showing that the risk factors identified in studies using validated measures also 

emerge from participants’ spontaneous responses to an open-ended question regarding 
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self-harm. The current results also suggest that at least some self-harming individuals 

have insight regarding distal factors that may have contributed to their self-harm.  

6.2.5. Research Aim 1: Summary of results 

Results of the current study provide detailed information regarding episodes of 

self-harm. The results show that self-harm is most often triggered by aversive 

interpersonal events, such as experiencing conflict with others; being rejected; 

transgressing against others; and being criticised. The current study also reveals that 

different types of aversive interpersonal events are associated with different affective 

outcomes and different functions of NSSI. In this way, the findings emphasise the 

value of distinguishing between such events in the study of self-harm.  

Information regarding the affective triggers of self-harm is also provided by 

the current study. In participants’ descriptions of self-harm incidents, the category of 

affective experience most commonly described as a trigger of self-harm is defined not 

by the level of physiological arousal, but by the focus on oneself: Negative self-

appraisal – such as feelings of self-hate, or perceptions of the self as worthless or 

inadequate – was the most common spontaneously described affective trigger of self-

harm. Consistent with the high level of negative self-appraisal was the frequency with 

which self-harm was used for self-punishment which, along with the reduction of 

negative affect, was one of the most common functions of NSSI.  

In addition to supporting the existing literature in terms of the use of self-harm 

for the reduction of negative affect and for self-punishment, the current findings argue 

for the importance of another function that has received little attention – expressive 

suppression. In response to the emotion checklist, many participants endorsed using 

self-harm to prevent them from revealing their feelings to others. This function 
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appeared to be especially relevant to hurt feelings – no other function of NSSI 

received a higher rate of endorsement in relation to hurt feelings. 

Finally, the current study demonstrates that many self-harming individuals are 

able to identify distal factors that may have predisposed them to the use of self-harm. 

The contributing factors that participants described are the same factors that have 

been the focus of much research regarding risk factors for self-harm. In this way, the 

results reaffirm the appropriateness of the direction being taken by much current 

research into self-harm. 

The results relevant to Aim 1 – identification of the triggers and functions of 

NSSI – have been presented and discussed. Next, results relevant to Aim 2 – 

examination of the mechanisms by which emotional invalidation contributes to self-

harm – will be presented. Presentation of results will be followed by a discussion of 

the findings relating to Aim 2.  



164 

 

7. Results: Aim 2 

7.1. Mediation of the relationship between emotional invalidation and NSSI  

The second aim of the current research was to examine mediation of the 

relationship between emotional invalidation during childhood and NSSI during 

adulthood. The research examined the relative contributions of six components of 

emotion dysregulation, emotional expressivity, and attachment to this relationship. 

This section describes the analyses used to examine these issues. First, the preparation 

of the DERS for mediation analyses is described. Then, the results of several series of 

mediation analyses are reported. 

7.1.1. Factor analysis of the Difficulties with Emotion Regulation Scale 

The current research aimed to determine whether some components of 

emotion dysregulation are more important than others in the relationship between 

emotional invalidation and self-harm frequency. Gratz and Roemer (2004) have 

shown that the DERS consists of six factors. The current data were initially examined 

to determine whether Gratz and Roemer’s factor structure was replicated in the 

current data.  

First, the suitability of the data for factor analysis was assessed. It is 

recommended that factor analysis be used only if the correlation matrix showing 

correlations among all items contains several correlation coefficients over .30 

(Tabachnick & Fidell, 2001). In addition, for factor analysis to be appropriate, the 

KMO statistic should be at least .60 (Kaiser, 1974). In the current study, the 

correlation matrix indicated that many correlation coefficients were above .30 (see 

Appendix D). In addition, the KMO statistic of .880 exceeded the recommended 

minimum level of .6. Thus, the data were shown to be factorable.  
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A principal components analysis revealed six factors that had eigenvalues over 

1.0 and that together accounted for 62.18% of the variance. The data were subjected 

to an oblique rotation using the Direct Oblimin method, and an orthogonal rotation 

using Varimax. Table 7.1. below shows correlations among the six components that 

emerged from the oblique rotation. Most correlations among the components were 

below .30, suggesting that the six components are uncorrelated (Tabachnick & Fidell, 

2001). These low correlations indicate that the factors are suitable for use in multiple 

mediation (Preacher & Hayes, 2008), a procedure that will be used later. 

Table 7.1. Component correlation matrix for the DERS  

Component 1 2 3 4 5 6 

1 1.000 .066 -.251 .410 .337 -.262 

2 .066 1.000 -.003 .052 -.057 -.251 

3 -.251 -.003 1.000 -.280 -.136 .213 

4 .410 .052 -.280 1.000 .320 -.123 

5 .337 -.057 -.136 .320 1.000 -.057 

6 -.262 -.251 .213 -.123 -.057 1.000 

Note: Component 1 = Nonacceptance of emotion; component 2 = Difficulties controlling impulses; 

component 3 = Lack of strategies; component 4 = Lack of awareness; component 5 = Difficulties 

engaging in goal-directed behaviour; component 6 = Lack of clarity. 

 

As a result of the low correlations between factors, the Varimax rotation, 

rather than Direct Oblimin rotation, was interpreted. This is because the Varimax 

rotation assumes that the factors are not correlated. The Varimax rotation increases 

the variance of the loadings within factors, such that high loadings become higher and 

low loadings become lower (Tabachnick & Fidell, 2001). Table 7.2. below shows the 

items that loaded on each factor. 
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Table 7.2.  Rotated component matrix for the DERS 

 
Component 

1 2 3 4 5 6 

When I’m upset, I feeling ashamed with myself for 

feeling that way 

.847           

When I’m upset, I feel guilty for feeling that way .816           

When I’m upset, I become angry with myself for 

feeling that way 

.798           

When I’m upset, I become embarrassed for feeling 

that way 

.786           

When I’m upset, I become irritated with myself for 

feeling that way 

.777           

When I’m upset, I feel like I am weak  .585           

When I’m upset, I have difficulty controlling my 

behaviors 

  .840         

When I’m upset, I lose control over my behaviors    .827         

When I’m upset, I become out of control   .813         

When I’m upset, I feel out of control    .754         

When I’m upset, I feel like I can remain in control 

of my behaviors 

  .624         

I experience my emotions as overwhelming and out 

of control 

  .618 .381       

When I’m upset, my emotions feel overwhelming    .445 .383       

When I’m upset, I believe that I’ll end up feeling 

very depressed. 

    .756       

When I’m upset, it takes me a long time to feel 

better.  

    .744       

When I’m upset, I believe that I will remain that 

way for a long time.  

    .712       

When I’m upset, I believe that wallowing in it is all 

I can do.  

    .704       

When I’m upset, I believe that there is nothing I can 

do to make myself feel better.  

    .686       

When I’m upset, I know that I can find a way to 

eventually feel better.  

    .528 .394     

When I’m upset, I start to feel very bad about 

myself. 

.424.   .522       

I am attentive to my feelings.        .762     

I pay attention to how I feel.        .674   .368 

When I’m upset, I acknowledge my emotions.        .645     

I care about what I am feeling.       .641     
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When I’m upset, I believe that my feelings are valid 

and important.  

      .640     

When I’m upset, I take time to figure out what I’m 

really feeling 

      .599     

When I’m upset, I have difficulty concentrating.          .797   

When I’m upset, I have difficulty getting work 

done.  

        .784   

When I’m upset, I have difficulty focusing on other 

things.  

        .770   

When I’m upset, I can still get things done.          .705   

When I’m upset, I have difficulty thinking about 

anything else.  

    .484   .535   

I have no idea how I am feeling.            .810 

I have difficulty making sense out of my feelings.            .779 

I am confused about how I feel.            .766 

I know exactly how I am feeling.        .440   .620 

I am clear about my feelings.        .455   .589 

Note: Component 1 = Nonacceptance of emotion; component 2 = Difficulties controlling impulses; 

component 3 = Lack of strategies; component 4 = Lack of awareness; component 5 = Difficulties 

engaging in goal-directed behaviour; component 6 = Lack of clarity. 

 

The factor solution resulting from the Varimax rotation (see Table 7.2. above) 

was similar to Gratz and Roemer’s (2004) solution. The only differences were that the 

order of factors differed, and one item loaded on a different factor in the current study 

compared to Gratz and Roemer’s study. In Gratz and Roemer’s factor solution, the 

item “When I’m upset, my emotions feel overwhelming” loaded on the Strategies 

factor. In the current factor solution, this item loaded on both the Strategies factor 

(.383) and the Impulse factor (.445). Other items in the Impulse factor include “I 

experience my emotions as overwhelming and out of control,” and “When I’m upset, 

I feel out of control.” Because the item loaded more highly on the Impulse factor, and 

is not conceptually dissimilar to other items that make up that factor, the current 

factor solution was retained.     
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7.1.2. Mediation 

A mediator (M ) is a variable that totally or partially accounts for the 

relationship between an independent variable (IV; denoted by X in graphic 

representations of mediation) and a dependent variable (DV; denoted by Y) (Baron & 

Kenny, 1986). In simple mediation models, the total effect of X on Y, not controlling 

for M, is labelled c (see part A of Figure 7.1); the effect of the independent variable 

on the mediator is labelled a; and the impact of the mediator on the dependent 

variable is path b (see part B of Figure 7.1). The total effect (c) can be apportioned 

into the direct effect of X on Y (labelled path c`) and the indirect effect of X on Y 

through M. This indirect effect is the product of paths a and b, and is thus labelled ab, 

and represents the amount of mediation (Preacher & Hayes, 2008).  

A) 

  

 

 

B) 

 

  

 

Figure 7.1 Simple mediation model  

 

In multiple mediation models, several mediators are assumed to account for 

the relationship between the IV and the DV (see Figure 7.2. below). A benefit of 

conducting a multiple mediation analysis rather than separate simple mediation 

analyses is that it allows investigation of the specific indirect effect of an IV on a DV 

through a mediator, while controlling for other mediators. That is, a multiple 

mediation analysis allows examination of the extent to which each mediator accounts 

a 

X 

M 

Y 
c` (direct effect) 

b 

X Y 
c (total effect) 
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for the relationship between the IV and the DV, independent of the effects of other 

mediators (Preacher & Hayes, 2008).  

The components of a multiple mediation model are similar to those of a simple 

mediation model. The total effect of the IV on the DV is c (see Part A, Figure 7.2.). 

The direct effect of the IV on the DV, controlling for the mediators, is c` (see Part B, 

Figure 7.2.). The specific indirect effect through each mediator is expressed as the 

product of path a and path b for that mediator; that is, the product of the paths from 

the IV to the mediator, and the mediator to the DV. Thus, the specific indirect effect 

of the IV on the DV through the first mediator is a1b1, the specific indirect effect 

through the second mediator is a2b2, et cetera; the total indirect effect of the DV on 

the IV is the sum of the specific indirect effects. The total effect is the sum of the 

direct effect and all of the specific indirect effects.  

A) 

  

 

  

B) 

 

  

 

 

 

 

Figure 7.2 Multiple mediation model with three mediators 

 

7.1.2.1. Criteria for mediation: Causal steps approach 

According to Baron and Kenny’s (1986) causal steps approach, mediation 

occurs when all paths (a, b, and c) are significant, and when the effect of X on Y 

b3 a3 
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c (total effect) 
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becomes nonsignificant when the mediator is included in the model. That is, the 

following conditions must be met: the IV significantly affects the DV; the IV 

significantly affects the proposed mediator; the mediator significantly affects the DV; 

and the IV no longer has a significant effect on the DV when paths a and b are 

controlled. Perfect mediation occurs when the independent variable has no effect on 

the dependent variable when the mediator is included in the equation (Baron & 

Kenny, 1986). Partial mediation occurs when the effect of the independent variable is 

reduced, but not to zero, when the mediator is controlled (Preacher & Hayes, 2004).  

7.1.2.2. Criteria for mediation: Preacher and Hayes approach 

Preacher and Hayes (A. F. Hayes, 2009; Preacher & Hayes, 2004) note that the 

causal steps criteria for mediation do not include a statistically significant difference 

between the total effect of the IV on the DV (c), and the effect of the IV on the DV 

independent of the pathway through the mediator (the direct effect, c`). That is, the 

causal steps procedure does not measure the significance of the indirect effect of X on 

Y through M (usually equivalent to c - c`), which is considered to represent the 

amount of mediation. Consistent with Holmbeck (2002), Preacher and Hayes (2004) 

emphasise the importance of formally testing this significance, because the inclusion 

of a mediator in a model may result in a change from a significant X→Y path to a 

nonsignificant X→Y path, even if the change in the absolute size of the coefficient is 

very small. In addition, using only the Baron and Kenny (1986) procedure, which 

requires that both the a and b coefficients be statistically significant, may result in 

Type II error. This is because the a or b coefficients, or both, may be nonsignificant 

due only to low statistical power. Thus, according to Preacher and Hayes (2004), an 

important component of establishing mediation is showing that the variance explained 

by the independent variable is significantly reduced by the inclusion of a mediator in 
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the model. That is, mediation analyses need to examine the significance of the indirect 

effect. 

7.1.2.3. Testing the indirect effect 

The Sobel test (product of coefficients approach) is one method of determining 

whether the indirect effect is different from zero (Sobel, 1982). This test computes the 

ratio of ab to its standard error, and determines a p value for the ratio with reference 

to the standard normal distribution. The hypothesis of mediation is supported by a 

significant p value. The Sobel test is often used in conjunction with the causal steps 

approach: Researchers establish mediation using the causal steps approach, and then 

test the mediation effect with the Sobel test (A. F. Hayes, 2009). However, the use of 

the causal steps approach in addition to the Sobel test is unnecessary, because the 

causal steps approach provides no additional information regarding the size or 

significance of the indirect effect (A. F. Hayes, 2009). In addition, one potential 

disadvantage of the Sobel test is that it assumes that the sampling distribution of the 

product of path a and path b (ab) is normal. In sum, the causal steps approach to 

mediation has several limitations, the most important being the failure to assess the 

size of the mediation effect. Although the Sobel test does this, it also has limitations.  

An alternative to the causal steps approach and Sobel test is the bootstrapping 

method of assessing indirect effects advocated by Preacher and Hayes (A. F. Hayes, 

2009; Preacher & Hayes, 2004, 2008). The bootstrapping approach makes no 

assumptions about the shape of the distribution of the variables. This method uses a 

large number of samples (e.g., 1000 or 5000) from the data, and computes the indirect 

effect (ab) for each sample. When 1000 samples are used, the 1000 values of ab are 

sorted from smallest to largest. The estimate of the effect is the mean indirect effect 

(ab) computed from the 1000 samples. The procedure estimates, with 95% 
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confidence, that the true indirect effect lies within a certain interval. The lower bound 

of the interval is the value of ab in the 25th position; the upper bound is the value of 

ab in the 976th position. Adjustments of  the endpoints result in a bias corrected, or 

bias corrected and accelerated, confidence interval (A. F. Hayes, 2009). Mediation is 

indicated when this interval – the interval within which the effect is estimated to lie – 

does not contain zero (A. F. Hayes, 2009; Preacher & Hayes, 2008).  

In contrast to Baron and Kenny’s (1986) mediation approach, the 

bootstrapping approach does not require the effect of the IV on the mediator (path a) 

or the effect of the mediator on the DV (path b) to be significant. Rather, the latter 

approach requires that only one condition – or two conditions, depending on the 

researcher’s interpretation of “mediation” – be met in order for a hypothesis of 

mediation to be supported (A. F. Hayes, 2009; Preacher & Hayes, 2008). First, there 

must be a significant indirect effect of the IV on the DV through the mediator. That is, 

in simple mediation, ab must be different from zero. Similarly, in a multiple 

mediation model, mediation through a certain variable is indicated when the indirect 

effect through that variable, for example a1b1, is different from zero (Preacher & 

Hayes, 2008).  

The second criterion, which is not adopted by all researchers, is that there is a 

significant total effect of the IV on the DV (A. F. Hayes, 2009). That is, c must be 

different from zero. Preacher and Hayes (A. F. Hayes, 2009; Preacher & Hayes, 2008) 

note that there are at least two reasons for not using this criterion. First, a significant 

indirect effect may occur in the absence of a significant total effect. That is, a 

mediator may play a causal role between and IV and a DV, even if there is no 

significant effect of the IV on the DV. This is because the sizes of a and b, and 

therefore the size of their product, are not constrained by the size of c. Thus, an 
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indirect effect that is different from zero may exist in the absence of a total effect that 

is not discernibly different from zero.  

Second, in multiple mediation, a significant positive indirect effect through 

one mediator and a significant negative indirect effect through another mediator may 

cancel each other, such that the total effect of the IV on the DV is suppressed. As a 

result, a researcher who does not examine indirect effects in the absence of a total 

effect that is different from zero may miss potentially interesting significant indirect 

effects (A. F. Hayes, 2009). Consequently, Hayes advocates the examination of 

indirect effects even if there is no significant total effect.  Some researchers choose to 

use the term indirect effects, rather than mediation, to refer to indirect effects that 

occur in the absence of a total effect. Regardless of what they are called, such effects 

can be of interest. In the current study the term mediation will be used, but in the 

multiple mediation results to follow, the significance or otherwise of the total effect 

will be noted.  

In sum, the bootstrapping method for assessing indirect effects in mediation 

models has advantages over the causal steps method and the Sobel test. Indeed, 

Preacher and Hayes’s (2008) recommendation that the bootstrapping approach be 

used rather than the causal steps method is now being heeded by many researchers 

examining mediation processes involved in psychological phenomena (Bosmans, 

Braet, Koster, & De Raedt, 2009; El-Sheik, Cummings, Kouros, Elmore-Stanton, & 

Buckhalt, 2008; Raes et al., 2006; Wei et al., 2005; Wiens, Sand, & Olofsson, 2011). 

Consistent with this trend and in accordance with the arguments in favour of the 

bootstrapping approach, the current research will employ the bootstrapping method, 

using 5000 samples. All mediation analyses will be conducted using the SPSS macro 

for multiple mediation, created and made available by Preacher and Hayes (2008).  
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7.1.2.4. Comparing indirect effects 

The bootstrapping approach to multiple mediation analyses allows 

examination of the pairwise contrasts of the specific indirect effects, such that the 

researcher can determine whether the difference between two indirect effects is 

different from zero (Preacher & Hayes, 2008). That is, contrasts allow the researcher 

to determine whether there is a significant difference in magnitude between two 

indirect effects. 

 As described above, the bootstrapping approach provides confidence intervals 

for indirect effects. A confidence interval that excludes zero indicates that the indirect 

effect is discernibly different from zero; that is, the indirect effect is significant 

(Preacher & Hayes, 2008). Confidence intervals are also provided for contrasts 

between indirect effects. If a confidence interval for a contrast between two indirect 

effects includes zero, the contrast is not discernibly different from zero; that is, the 

two effects are not different in magnitude. This means that the two variables (through 

which the indirect effects occur) are equally strong mediators of the relationship 

between the independent variable and the dependent variable. However, if the 

confidence interval for the contrast excludes zero, then the difference between the two 

indirect effects is discernibly different from zero; that is, there is a significant 

difference in magnitude between the two indirect effects (Preacher & Hayes, 2008). 

Then, the point estimates of the two indirect effects can be examined to determine 

which indirect effect is stronger. As such, the researcher is able to determine which 

mediator makes a larger contribution to the relationship between the independent 

variable and the dependent variable. 
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7.1.2.5. Types of mediation 

As indicated in the above summary of Baron and Kenny’s (1986) and Preacher 

and Hayes’s (Preacher & Hayes, 2004, 2008) models of mediation, several types of 

mediation can occur. One possibility is that there is no direct effect of an independent 

variable on a dependent variable, but there is a significant indirect effect through the 

mediator; that is, c` is not significant, but ab is (Zhao, Lynch Jr, & Chen, 2010). In 

other words, when the influence of the mediator is controlled, the independent 

variable has no effect on the dependent variable. Rather, it is only through its effect 

on the mediator that the independent variable influences the dependent variable. Zhao 

et al. refer to this situation as indirect-only mediation. This situation is similar to what 

Baron and Kenny (1986) term complete mediation. 

Another possibility is that the mediator accounts for only part of the 

significant effect of the independent variable on the dependent variable. This is 

evident when there is a significant direct effect of the independent variable on the 

dependent variable when the mediator is controlled (path c`), in addition to a 

significant indirect effect of the independent variable on the dependent variable 

through the mediator (path ab) (Shrout & Bolger, 2002). The partial nature of the 

mediation is evident in the fact that, even when the effect of the mediator  is 

controlled, the independent variable still has a significant effect on the dependent 

variable (Shrout & Bolger, 2002; Zhao et al., 2010). It is possible that this significant 

direct effect indicates the influence of another mediator that has not been included in 

the model. Zhao et al. (2010) use the term complementary mediation to refer to a 

partial mediation situation in which both the direct effect and the indirect effect are in 

the same direction.  
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In contrast, the direct effect of the independent variable on the dependent 

variable when the mediator is controlled may differ in direction from the indirect 

effect of the independent variable on the dependent variable through the mediator. 

That is, c` may differ in direction from ab. Zhao et al. (2010) refer to such a situation 

as competitive mediation. The difference in direction between the direct effect and the 

indirect effect indicates that the mediator is a suppressor variable (MacKinnon, Krull, 

& Lockwood, 2000; Shrout & Bolger, 2002). A typical mediator decreases the 

magnitude of the direct effect of an independent variable on a dependent variable, 

because the mediator accounts for part of the relationship (MacKinnon et al., 2000). 

In contrast, inclusion of a suppressor variable in a regression model increases the 

magnitude of the direct effect of the independent variable on the dependent variable, 

because inclusion of the suppressor variable allows its influence to be controlled 

(MacKinnon et al., 2000).  

Thus, suppression is demonstrated when the direct effect of an independent 

variable is greater when the supposed suppressor is included, compared to when it is 

not included. That is, path c` (the direct effect of the independent variable on the 

dependent variable, when the mediators are controlled) is greater when the suppressor 

is included. Accordingly, suppression can be demonstrated by comparing a multiple 

mediation model that includes the supposed suppressor with a multiple mediation 

model that excludes the supposed suppressor. 

As described previously, multiple mediation analyses allow the magnitude of 

two indirect effects to be compared. Specifically, after finding a significant contrast, a 

researcher can examine point estimates of the indirect effects to determine which is 

stronger: the indirect effect that is furthest from zero is the stronger effect. When two 

indirect effects differ in direction (as will occur in cases of suppression), this process 
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cannot be used to determine which effect is stronger (Preacher & Hayes, 2008). 

However, the difference in direction between a suppression effect and a total effect 

shows that other indirect effects were stronger. The fact that the total effect is in the 

same direction as the other indirect effects and the direct effect shows that these 

effects dominate the suppression effect.  

7.2. Mediation of the relationship between invalidation and NSSI: Simple mediation 

models 

Using the SPSS mediation macro (Preacher & Hayes, 2008), a series of simple 

mediation analyses was conducted in order to determine the effect of emotional 

invalidation on self-harm frequency through several variables of interest. Six 

variables were examined as potential mediators. These were total emotional 

dysregulation, represented by total DERS scores; emotional expressivity, represented 

by scores on the EES; and each of the four attachment styles, represented by ratings of 

each style. Each of these six mediators was examined in three analyses, involving 

total parental invalidation, maternal invalidation, and paternal invalidation, 

respectively, as independent variables. Mediation models involving total parental 

invalidation as the independent variable are presented first.  

In each model involving total parental invalidation as the independent 

variable, the total effect of invalidation on NSSI frequency over the past 12 months 

was significant (emotion dysregulation model, c = 1.9421, p < .01; emotional 

expressivity model, c = 1.9484, p < .01; secure attachment model, c = 1.9484, p < .01; 

dismissing attachment model, c = 1.9484, p < .01; preoccupied attachment model, c = 

1.9484, p < .01; fearful attachment model, c = 1.9484, p < .01). Thus, in each of those 

models, the sum of the direct effect of parental invalidation and the indirect effect 
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through the mediator was significant. However, as shown in Table 7.3. below, only 

three indirect effects were significant.  

Table 7.3. Simple indirect effects of total parental invalidation on self-harm through 

emotion dysregulation, emotional expressivity, and attachment 
    Bias-corrected and 

accelerated 95% CI 

Mediating variable Path between 

invalidation and 

mediator 

Path between 

mediator and 

NSSI 

Indirect 

effect 

Lower Upper 

Total emotion dysregulation .2793** 1.3367* .3734 .1497 .7029
a
 

Emotional expressivity -.1472** -2.8949** .4262 .1922 .8152
a
 

Secure attachment -.0060 -9.4074 .0565 -.0192 .2066 

Dismissive attachment .0015 -4.7143 -.0069 -.1595 .0542 

Preoccupied attachment -.0054 -8.4092 .0451 -.0273 .2562 

Fearful attachment .0124* 13.5628
b
 .1675 .0629 .3403

a
 

*p < .05  **p < .01  
a
 confidence interval does not include zero  

b
 p = .059 

 

As shown in Table 7.3. above, confidence intervals for the indirect effects 

through total emotion dysregulation, emotional expressivity, and fearful attachment 

did not include zero. Thus, total emotion dysregulation, emotional expressivity, and 

fearful attachment were mediators of the relationship between total parental emotional 

invalidation and NSSI frequency. Specifically, greater parental invalidation was 

associated with more frequent self-harm through greater emotion dysregulation, 

greater fearful attachment, and less emotional expressivity.  

In each model, parental invalidation had a significant effect on NSSI 

frequency when the mediator was controlled (emotion dysregulation model, c` 

=1.5688, p < .01; emotional expressivity model, c`= 1.5222, p < .01; fearful 

attachment model, c` = 1.7809, p < .01). Consequently, considered separately, 

emotion dysregulation, emotional inexpressivity, and fearful attachment only partially 

mediated the relationship between total parental invalidation and NSSI frequency.  

Next, mediation of the relationship between maternal emotional invalidation 

and self-harm frequency was examined. In each model, the total effect of maternal 
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invalidation on NSSI frequency was significant (emotion dysregulation model, c = 

1.5253, p < .01; emotional expressivity model, c = 2.4405, p < .01; secure attachment 

model, c = 2.4405, p < .01; dismissive attachment model, c = 2.4405, p < .01; 

preoccupied attachment model, c = 2.4405, p < .01; fearful attachment model, c = 

2.4405, p < .01). Thus, the sum of the direct effect of maternal invalidation and the 

indirect effect through the mediator was significant. However, only three indirect 

effects were significant, as shown in Table 7.4. below. 

Table 7.4. Simple indirect effects of maternal invalidation on self-harm through 

emotion dysregulation, emotional expressivity, and attachment 
    Bias-corrected and 

accelerated 95% CI 

Mediating variables Path between 

invalidation and 

mediator 

Path between 

mediator and 

NSSI 

Indirect 

effect 

Lower Upper 

Total emotion dysregulation .5102** 1.7395** .8875 .4313 1.6564
a
 

Emotional expressivity -.2433** -3.0882** .7514 .3402 1.4488
a
 

Secure attachment -.0086 -11.2085 .0967 -.0265 .3858 

Dismissive attachment -.0009 -5.1241 .0047 -.1232 .2366 

Preoccupied attachment -.0059 -9.0698 .0533 -.0786 .4043 

Fearful attachment .0159* 15.8337* .2510 .0776 .5734
a
 

*p < .05  **p < .01  
a
 confidence interval does not include zero 

Confidence intervals for the indirect effects reveal that total emotion 

dysregulation, emotional expressivity, and fearful attachment mediated between 

maternal emotional invalidation and NSSI frequency. Greater maternal emotional 

invalidation was associated with more frequent self-harm through increased emotion 

dysregulation, increased fearful attachment, and decreased emotional expressivity.  

In the models involving emotional expressivity and fearful attachment, 

respectively, as mediators, maternal invalidation had a significant effect on NSSI 

frequency when the mediator was controlled (emotional expressivity model, c`= 

1.6891, p < .05; fearful attachment model, c` = 2.1895, p < .01). Thus, these 

mediators only partially accounted for the effect of maternal invalidation and NSSI 

frequency. However, in the model involving emotion dysregulation as the mediator, 
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the direct effect of maternal invalidation on NSSI frequency when emotion 

dysregulation was controlled was nonsignificant (although the effect approached 

significance, c` = 1.5253, p = .06). This situation represents what Zhao et al. (2010) 

refer to as indirect-only mediation.  

Finally, simple mediation analyses were used to examine mediation of the 

relationship between paternal emotional invalidation and self-harm frequency. In each 

model, the total effect of paternal invalidation on NSSI frequency was significant 

(emotion dysregulation model, c = 2.8228, p < .01; emotional expressivity model, c = 

2.8261, p < .01; secure attachment model, c = 2.8261, p < .01; dismissive attachment 

model, c = 2.8261, p < .01; preoccupied attachment model, c = 2.8261, p < .01; 

fearful attachment model, c = 2.8261, p < .01). Thus, the sum of the direct effect of 

paternal invalidation and the indirect effect through the mediator was significant. 

However, only three indirect effects were significant, as shown in Table 7.5. below. 

Table 7.5. Simple indirect effects of paternal invalidation on self-harm through 

emotion dysregulation, emotional expressivity, and attachment 
    Bias-corrected and 

accelerated 95% CI 

Mediating variables Path between 

invalidation and 

mediator 

Path between 

mediator and 

NSSI 

Indirect 

effect 

Lower Upper 

Total emotion dysregulation .2703** 1.6442** .4444 .1858 .9167
a
 

Emotional expressivity -.1687** -3.1623** .5335 .1802 1.1730
a
 

Secure attachment -.0082 -10.3298 .0845 -.0353 .3466 

Dismissive attachment .0039 -4.9435 .0195 -.3109 .0707 

Preoccupied attachment -.0053 -9.1121 .0482 -.0841 .3826 

Fearful attachment .0181** 14.7639** .2678 .0635 .5732
a
 

*p < .05  **p < .01  
a
 confidence interval does not include zero 

Confidence intervals in Table 7.5. above show that there were significant 

indirect effects of paternal invalidation on self-harm frequency through total emotion 

dysregulation, emotional expressivity, and fearful attachment. Greater paternal 

emotional invalidation contributed to more frequent self-harm through increased 

emotional dysregulation, increased fearful attachment, and decreased emotional 
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expressivity. However, in each model, paternal invalidation had a significant effect of 

on NSSI frequency when the mediator was controlled (emotion dysregulation model, 

c` = 2.3783, p < .01; emotional expressivity model, c`= 2.2926, p < .01; fearful 

attachment model, c` = 2.5583, p < .01). Consequently, emotion dysregulation, 

emotional inexpressivity, and fearful attachment each accounted for only part of the 

relationship between paternal invalidation and NSSI frequency.  

7.2.1. Summary of simple mediation results 

For each type of emotional invalidation (total parental, maternal, and paternal 

invalidation), the effect of invalidation on NSSI frequency was mediated by emotional 

expressivity, fearful attachment, and total emotion dysregulation. Specifically, greater 

invalidation was associated with greater NSSI frequency through lower emotional 

expressivity, a higher level of fearful attachment, and greater emotion dysregulation. 

Total emotion dysregulation fully accounted for the effect of maternal invalidation on 

NSSI frequency. However, in all other simple mediation analyses, the mediator 

accounted for only part of the effect of invalidation on NSSI frequency. 

7.3. Mediation of relationship between emotional invalidation and NSSI: Multiple 

mediation models 

7.3.1. Multiple mediation models involving six components of emotion dysregulation 

Simple mediation analyses reported above showed that total emotion 

dysregulation mediated between emotional invalidation and self-harm frequency. The 

analyses reported next included the six DERS components as potential mediators, in 

order to determine the unique ability of each DERS factor to account for the 

relationship between invalidation and self-harm, independent of the other DERS 

components. A potential problem with multiple mediation is that correlations between 

the mediators may diminish specific indirect effects (Preacher & Hayes, 2008). 
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However, as described earlier (see page 165), the oblique rotation conducted during 

factors analysis of the DERS indicated that most factor correlations were below .3. 

Thus, the factors were considered to be suitable for use in a multiple mediation 

analysis. 

Presented here are the results of three multiple mediation analyses examining 

the effect of emotional invalidation scores, through the six DERS factors, on number 

of self-harm episodes over the past 12 months. The IVs in the three analyses were, 

respectively, total parental invalidation, maternal invalidation, and paternal 

invalidation. Each analysis is first described in terms of the total effect, direct effect, 

and total indirect effect. Then, each of the specific indirect effects is presented. 

Consistent with recommendations by Zhao et al. (2010), coefficients for each path (a, 

b, and c) are presented. Each analysis is then described in terms of contrasts between 

the significant indirect effects. Significant contrasts between significant and 

nonsignificant indirect effects will be mentioned; tables showing all contrasts 

(significant and nonsignificant) between significant and nonsignificant indirect effects 

are presented in Appendix E. 

7.3.3.1. Total parental invalidation 

The mediation model involving total parental invalidation as an independent 

variable and the six DERS factors as potential mediators had an R
2
 value of .1655; 

adjusted R
2
 was .1386. The total effect of parental invalidation on NSSI frequency 

was significant (c = 1.9421, p < 0.01). Thus, the combination of the direct effect of 

invalidation and each of the specific indirect effects through the mediators was 

significant. In addition, the total indirect effect of total parental invalidation on NSSI 

through the six DERS factors was different from zero (point estimate .3879, bias-

corrected and accelerated 95% confidence interval (BCa 95% CI) = .0380, .8227). 
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This indicates that the set of six emotion dysregulation variables mediated between 

emotional invalidation and NSSI frequency. The positive direction of the effect shows 

that greater parental invalidation was associated with greater NSSI frequency through 

greater emotion dysregulation. However, only two emotion dysregulation components 

made significant contributions to the relationship between invalidation and NSSI 

frequency when the other components were controlled, as shown in Table 7.6. below.  

Table 7.6. Specific indirect effects of total parental invalidation on NSSI frequency 

through DERS factors 
    Bias-corrected and 

accelerated 95% CI 

Mediating variable Path between 

invalidation and 

mediator 

Path between 

mediator and 

NSSI 

Specific 

indirect 

effect 

Lower Upper 

Nonacceptance .0474** -1.8012 -.0853 -.3307 .0434 

Impulse .0708** 5.5114* .3900 .1240 1.0310
a
 

Strategy .0561** 1.8939 .1062 -.2794 .3979 

Awareness .0313* 8.7383** .2739 .0799 .6586
a
 

Goals .0249* -3.7062 -.0923 -.4349 .0153 

Clarity .0487** -4.2016 -.2045 -.7878 .0389 

*p < .05  **p < .01  
a
 confidence interval does not include zero 

Confidence intervals reveal that only the specific indirect effects through 

Impulse and Awareness were different from zero. Thus, when the effects of other 

emotion dysregulation components were controlled, Impulse and Awareness were the 

only emotion dysregulation components to mediate between parental emotional 

invalidation and NSSI frequency. Greater parental invalidation led to greater NSSI 

frequency through increased difficulty with impulse control and emotional awareness. 

However, the direct effect of invalidation on NSSI frequency was significant (c` = 

1.5542, p < 0.01), indicating that only part of the effect of parental invalidation was 

accounted for by poor impulse control and poor emotional awareness. The contrast 

between the significant indirect effects was nonsignificant (point estimate .1161; BCa 

95% CI = -.1469, .5861). Thus, Impulse and Awareness were equally strong 

mediators of the relationship between total parental invalidation and NSSI frequency. 
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7.3.3.2. Maternal invalidation 

For the model involving maternal invalidation as an independent variable and 

the six DERS factors as potential mediators, R
2
 was .1593; adjusted R

2
 was .1338. The 

total effect (c path) of maternal invalidation on NSSI frequency was significant 

(2.4128, p < 0.01). The total indirect effect of maternal invalidation on NSSI through 

the six DERS factors was not significant, as indicated by the inclusion of zero in the 

confidence interval for the effect (point estimate .6114, BCa 95% CI = -.0983, 

1.4336). Thus, the set of six emotion dysregulation components did not mediate 

between maternal invalidation and NSSI frequency.  

Despite the lack of a significant total indirect effect of maternal emotional 

invalidation on NSSI frequency, specific indirect effects were examined, consistent 

with recommendations of Preacher and Hayes (2008). Specific indirect effects of 

maternal invalidation on NSSI frequency are presented in Table 7.7. below. 

Table 7.7. Specific indirect effects of maternal invalidation on NSSI frequency 

through DERS factors 
    Bias-corrected and 

accelerated 95% CI 

Mediating variable Path between 

invalidation and 

mediator 

Path between 

mediator and 

NSSI 

Specific 

indirect 

effect 

Lower Upper 

Nonacceptance .0921** -3.7194 -.3425 -1.0017 -.0414
a
 

Impulse .1301** 6.5584** .8535 .3229 1.9580
a
 

Strategy .0913** 2.8273 .2580 -.2441 .7993 

Awareness .0475** 10.6813** .5079 .1339 1.1917
a
 

Goals .0491** -2.8355 -.1391 -.7040 .1091 

Clarity .1000** -5.2625 -.5265 -1.6892 .0014 

*p < .05  **p < .01  
a
 confidence interval does not include zero 

As shown in Table 7.7. above, the multiple mediation analysis revealed 

significant specific indirect effects of maternal invalidation on self-harm through 

Nonacceptance, Impulse, and Awareness. Thus, although the combined set of six 

DERS factors did not mediate between maternal invalidation and NSSI, 

Nonacceptance, Impulse, and Awareness did mediate this relationship when the 
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contributions of other components of emotion dysregulation were controlled. 

However, these mediators only partially accounted for the relationship between 

maternal invalidation on self-harm, as indicated by a significant direct effect of 

maternal invalidation on NSSI frequency (1.8014, p < 0.05) when the mediators were 

controlled.  

For the effects through Impulse and Awareness, both a and b paths were 

positive. Thus, greater maternal invalidation was associated with more frequent NSSI 

through greater difficulties with impulse control and emotional awareness. 

In contrast, the specific indirect effect of maternal emotional invalidation on 

self-harm frequency through Nonacceptance was negative: Greater invalidation was 

associated with less frequent self-harm through increased difficulties with emotional 

acceptance. The fact that the indirect effect through Nonacceptance was negative, in 

contrast to the total effect and the other significant indirect effects, suggests that 

Nonacceptance was a suppressor variable in the relationship between maternal 

emotional invalidation and NSSI frequently. In order to confirm this, a post-hoc 

mediation analysis was conducted using the DERS factors, except for Nonacceptance, 

as mediators. The aim was to show that  the direct effect of maternal invalidation on 

NSSI was greater when Nonacceptance was included in the multiple mediation 

analysis (and was thus controlled) than when Nonacceptance was not included (and 

was thus not controlled). This post-hoc mediation analysis confirmed this. That is, the 

direct effect of maternal invalidation was smaller when Nonacceptance was not 

included in the model than when Nonacceptance was included in the model. Results 

of this analysis are presented in Appendix F. The contrasts between significant 

indirect effects are presented in Table 7.8. below. 
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Table 7.8. Maternal invalidation: Contrasts between significant specific indirect 

effects 
  Bias-corrected and  

accelerated 95% CI 

Mediators Contrast Lower Upper 

Nonacceptance and Impulse -1.1960 -2.5792  -.4545
a
 

Nonacceptance and Awareness -.8504 -1.9209  -.3170
a
 

Impulse and Awareness  .3457 -.1844  1.2603 
a
 confidence interval does not include zero 

 

A confidence interval that excludes zero indicates that the contrast between the 

indirect effects through Impulse and Awareness was not significant. Thus, Impulse 

and Awareness were equally strong mediators of the relationship between maternal 

emotional invalidation and NSSI frequency. However, these two indirect effects were 

different in magnitude from the significant indirect effect through Nonacceptance. 

This is consistent with the fact that the effect through Nonacceptance, a suppressor 

variable, was dominated by the other indirect effects.  

7.3.3.3. Paternal invalidation 

For the model involving paternal invalidation as the independent variable and 

the six DERS factors as potential mediators, R
2
 was .1571; adjusted R

2
 was .1299. The 

total effect of paternal invalidation on NSSI frequency was significant (c = 2.8228, p 

< 0.01). The total indirect effect of paternal invalidation on NSSI through the six 

DERS factors was different from zero (point estimate .6235, BCa 95% CI = .1384, 

1.3690). Thus, the set of six emotion dysregulation components mediated between 

paternal emotional invalidation and self-harm frequency. The positive direction of the 

total indirect effect indicates that greater paternal emotional invalidation was 

associated with greater emotion dysregulation, which was positively associated with 

NSSI frequency. However, as shown in Table 7.9. below, only two components of 

emotion dysregulation accounted for the relationship between paternal invalidation 

and NSSI when the other components were controlled.  
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Table 7.9. Specific indirect effects of paternal invalidation on NSSI frequency 

through DERS factors 
    Bias-corrected and 

accelerated 95% CI 

Mediating variable Path between 

invalidation and 

mediator 

Path between 

mediator and 

NSSI 

Specific 

indirect 

effect 

Lower Upper 

Nonacceptance .0349 -1.1954 -.0418 -.3355 .0392 

Impulse .0707* 5.8978** .4170 .0840 1.2224
a
 

Strategy .0724* 1.6869 .1222 -.4269 .5496 

Awareness .0366 8.4849** .3109 .0016 .8600
a
 

Goals .0251 -3.7519 -.0943 -.5680 .0198 

Clarity .0327 -2.7622 -.0904 -.6060 .0424 

*p < .05  **p < .01  
a
 confidence interval does not include zero 

 

Confidence intervals that exclude zero indicate that only the specific indirect 

effects through Impulse and Awareness were significant. Thus, these two variables 

mediated between paternal emotional invalidation and NSSI frequency when the 

effects of other emotion dysregulation components were controlled. Both indirect 

effects were positive, indicating that greater paternal emotional invalidation was 

associated with more frequent NSSI through greater difficulties with impulse control 

and emotional awareness. However, these mediators accounted for only part of the 

relationship between paternal invalidation and NSSI frequency, as indicated by the 

significant direct effect of paternal invalidation when the mediators were controlled 

(c`= 2.1992, p < .01). The contrast between the significant indirect effects was 

nonsignificant (point estimate .1061; BCa 95% CI = -.2927, .7307). Thus, Impulse 

and Awareness were equally strong mediators of the relationship between paternal 

emotional invalidation and frequency of self-harm.  

7.3.2. Multiple mediation models involving six components of emotion dysregulation 

and emotional expressivity 

One aim of the current research was to determine the unique ability of each 

component of emotional dysregulation to mediate the relationship between 
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invalidation and self-harm, when emotional expressivity is also considered. To this 

end, a series of multiple mediation analyses involving seven mediators – the six 

DERS factors, and emotional expressivity –  was conducted. Reported here are the 

results of three mediation analyses, with total parental invalidation, maternal 

invalidation, and paternal invalidation, respectively, as IVs.  

7.3.2.1. Total parental invalidation 

For the model involving total parental invalidation as the independent variable 

and the six DERS factors and emotional expressivity as potential mediators, R
2
 was 

.1982; adjusted R
2
 was .1679. The total effect of total parental invalidation on NSSI 

frequency was significant (c = 1.9484, p < 0.01). The total indirect effect of total 

parental invalidation on NSSI through the seven mediators was significant, as 

indicated by the exclusion of zero from the confidence interval for the effect (point 

estimate .6529, BCa 95% CI = .2866, 1.2114). Thus, the set of seven intervening 

variables mediated between total parental emotional invalidation and NSSI frequency. 

However, as shown in Table 7.10., when the effects of other potential mediators were 

controlled, only four mediators accounted for a significant portion of the relationship 

between parental invalidation and NSSI.  

Table 7.10. Specific indirect effects of total parental invalidation on NSSI frequency 

through DERS factors and emotional expressivity 
    Bias-corrected and 

accelerated 95% CI 

Mediating variable Path between 

invalidation and 

mediator 

Path between 

mediator and 

NSSI 

Specific 

indirect 

effect 

Lower Upper 

Nonacceptance .0444** -1.6599 -.0737 -.2896 .0520 

Impulse .0680** 5.8748** .3995 .1334 .9848
a
 

Strategy .0549** .6736 .0370 -.3960 .3054 

Awareness .0303* 7.4263** .2253 .0568 .5551
a
 

Goals .0234* -1.3462 -.0316 -.2968 .0728 

Clarity .0468** -5.6539 -.2644 -.8561 -.0014
a
 

Emotional 

expressivity 

-.1472** -2.4500* .3607 .1436 .7727
a
 

*p < .05  **p < .01  
a
 confidence interval does not include zero 



189 

 

Confidence intervals show that the indirect effects through emotional 

expressivity, Impulse, Awareness, and Clarity were significant. However, these 

mediators only partially accounted for the effect of parental invalidation on NSSI, as 

indicated by the significant effect of parental invalidation when the mediators were 

controlled (c` = 1.2955, p < 0.01).  

The direction of the a and b paths reveals that greater total parental 

invalidation led to more frequent NSSI through increased difficulties with impulse 

control and emotional awareness, and lower emotional expressivity. In contrast to 

these indirect effects and the total effect, the indirect effect through Clarity was 

negative: Greater invalidation led to less frequent NSSI through increased difficulty 

with emotional clarity. Thus, Clarity suppressed the relationship between total 

parental invalidation and NSSI frequency. A post-hoc mediation analysis confirmed 

this: When Clarity was not included as a mediator and thus not controlled, the direct 

effect of total parental invalidation on NSSI frequency was smaller in magnitude. 

Results of this post-hoc analysis are presented in Appendix F. Contrasts between 

significant specific indirect effects are presented in Table 7.11. below. 

Table 7.11. Total parental invalidation: Contrasts amongst significant indirect effects 
  Bias-corrected and 

 accelerated 95% CI 

Mediators Contrast Lower Upper 

Impulse and Awareness .1743 -.0867  .6430 

Impulse and Clarity .6639 .1957  1.6363
a
 

Impulse and emotional expressivity .0388 -.2312  .4475 

Awareness and Clarity .4897 .1277  1.3004
a
 

Awareness and emotional expressivity -.1354 -.4806  .1107 

Clarity and emotional expressivity -.6251 -1.5108  -.1869
a
 

a
 confidence interval does not include zero 

The significant indirect effect through Clarity differed discernibly in 

magnitude from the significant indirect effects through Impulse, Awareness, and 

emotional expressivity. However, the latter three significant effects did not differ 
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discernibly from each other in magnitude. Thus, Impulse, Awareness, and emotional 

expressivity were equally strong mediators of the relationship between parental 

emotional invalidation and NSSI frequency.  

7.3.2.2. Maternal invalidation 

For the multiple mediation model involving maternal invalidation as an 

independent variable and the six DERS factors and emotional expressivity as 

mediator, R
2
 was .1825; adjusted R

2
 was .1535. The total effect (c path) of maternal 

invalidation on NSSI frequency was significant, with a coefficient of 2.4405 (p < 

0.01). In addition, the total indirect effect of invalidation on NSSI through the set of 

seven mediators was significant (point estimate 1.0527, BCa 95% CI = .4156, 

2.0682). However, when the effects of other potential mediators were controlled, only 

four mediators made significant contributions to the relationship between maternal 

invalidation and NSSI frequency, as shown in Table 7.12. below. 

Table 7.12. Specific indirect effects of maternal invalidation on NSSI through DERS 

factors and emotional expressivity 
    Bias-corrected and 

accelerated 95% CI 

Mediating variable Path between 

invalidation and 

mediator 

Path between 

mediator and 

NSSI 

Specific 

indirect 

effect 

Lower Upper 

Nonacceptance .0883** -1.8794 -.1659 -.5694 .0737 

Impulse .1262** 6.3628** .8033 .3105 1.8760
a
 

Strategy .0905** .7857 .0711 -.5186 .5069 

Awareness .0471* 7.8205** .3682 .0975 .8990
a
 

Goals .0475** -1.6437 -.0780 -.5600 .1321 

Clarity .0975** -5.8845* -.5739 -1.7389 -.0386
a
 

Emotional 

expressivity 

-.2433** -2.5807** .6280 .2616 1.3509
a
 

*p < .05  **p < .01  
a
 confidence interval does not include zero 

Confidence intervals show that the indirect effects through Impulse, 

Awareness, Clarity, and emotional expressivity were different from zero. Thus, these 

variables were mediators of the relationship between maternal invalidation and NSSI 

frequency. The direct effect of maternal invalidation on NSSI frequency when the 
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mediators were controlled was nonsignificant (c` = 1.3878, p = 0.069), indicating that 

maternal invalidation was significantly associated with NSSI frequency only through 

the mediators. That is, Impulse, Awareness, Clarity, and emotional expressivity fully 

mediated the relationship between maternal invalidation and NSSI frequency. 

The direction of the a and b paths indicates that maternal invalidation was 

associated with greater NSSI frequency through greater difficulties with impulse 

control and emotional awareness, and lower emotional expressivity. In contrast to 

these indirect effects and the total effect of maternal invalidation, the indirect effect 

through Clarity was negative: Greater invalidation was associated with less frequent 

NSSI through greater difficulties with emotional clarity. Thus, Clarity was 

suppressing the relationship between maternal invalidation and NSSI. A post-hoc 

multiple mediation analysis confirmed this: When Clarity was not included as a 

mediator, and thus not controlled, the direct effect of maternal invalidation on NSSI 

frequency was smaller in magnitude (see Appendix F). Contrasts between significant 

indirect effects are presented in Table 7.13. below. 

Table 7.13. Maternal invalidation: Contrasts amongst significant indirect effects 
  Bias-corrected and  

accelerated 95% CI 

Mediators Contrast Lower Upper 

Impulse and Awareness .4350 -.0634  1.3221 

Impulse and Clarity 1.3772 .4974  3.1997
a
 

Impulse and emotional expressivity .1753 -.2637  .9216 

Awareness and Clarity .9421 .2376  2.3643
a
 

Awareness and emotional expressivity -.2597 -.8764  .1796 

Clarity and emotional expressivity -1.2019 -2.8242  -.3805
a
 

a
 confidence interval does not include zero 

Confidence intervals for the contrasts reveal that the significant indirect effects 

through Impulse, Awareness, and emotional expressivity did not differ from each 

other in terms of magnitude. Thus, these three variables were equally strong mediators 

of the relationship between maternal emotional invalidation and NSSI frequency. 
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However, these three indirect effects were discernibly different in magnitude from the 

significant indirect effect through Clarity.  

7.3.2.3. Paternal invalidation 

For the model involving paternal invalidation as the independent variable and 

the DERS factors and emotional expressivity as mediators, R
2
 was .1947; adjusted R

2
 

was .1643. The total effect of paternal invalidation on NSSI frequency was significant 

(c = 2.8261, p < 0.01). In addition, the total indirect effect of paternal invalidation on 

NSSI through the set of seven mediators was significant, as indicated by the exclusion 

of zero from the confidence interval for the effect (point estimate .9288, BCa 95% CI 

= .3735, 1.8940). However, as shown in Table 7.14. below, when the effects of other 

potential mediators were controlled, only two mediators accounted for a significant 

portion of the relationship between paternal invalidation and NSSI frequency.  

Table 7.14. Effect of paternal invalidation on NSSI through DERS factors and 

emotional expressivity 
    Bias-corrected and 

accelerated 95% CI 

Mediating variable Path between 

invalidation and 

mediator 

Path between 

mediator and 

NSSI 

Specific 

indirect 

effect 

Lower Upper 

Nonacceptance .0303 -1.1474 -.0347 -.2716 .0390 

Impulse .0670* 6.1781** .4138 .0914 1.1863
a
 

Strategy .0703** .4170 .0293 -.5848 .4015 

Awareness .0344 7.1407** .2454 -.0060 .7443 

Goals .0228 -1.2158 -.0277 -.4038 .0712 

Clarity .0297 -4.5617 -.1354 -.7113 .0174 

Emotional 

expressivity 

-.1687** -2.5970** .4381 .1389 1.0331
a
 

*p < .05  **p < .01  
a
 confidence interval does not include zero 

 

Confidence intervals show that the only indirect effects that were different 

from zero were those through Impulse and emotional expressivity. Thus, Impulse and 

emotional expressivity made unique contributions to the relationship between paternal 

emotional invalidation and NSSI frequency, above the effects of the other potential 

mediators. Greater paternal invalidation was associated with more frequent NSSI 
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through greater difficulties with impulse control and lower emotional expressivity. 

However, these mediators accounted for only part of the relationship between paternal 

emotional invalidation and NSSI, as indicated by the significant effect of paternal 

invalidation when the mediators were controlled (c` = 1.8973, p < 0.01). 

The contrast between the significant indirect effects was nonsignificant (point 

estimate -.0243; BCa 95% CI = -.4874, .5407). Thus, Impulse and emotional 

expressivity were equally strong mediators of the relationship between paternal 

emotional invalidation and NSSI frequency.  

7.3.3. Multiple mediation models involving six components of emotion dysregulation, 

emotional expressivity, and fearful attachment 

The next set of analyses examined eight potential mediators: the six DERS 

factors, emotional expressivity, and fearful attachment. Fearful attachment was 

included because it was the only attachment type that mediated between invalidation 

and NSSI frequency in the simple mediation models. 

7.3.3.1. Total parental invalidation 

The eight-mediator model in which total parental invalidation was the 

independent variable had an R
2
 value of .2008; adjusted R

2
 was .1668. The total effect 

(c path) of total parental invalidation on NSSI frequency was significant, with a 

coefficient of 1.9484 (p < 0.01). This indicates that the direct effect of invalidation on 

NSSI, combined with any indirect effects through the mediators, was significant. In 

addition, the total indirect effect of paternal invalidation on NSSI was different from 

zero (point estimate .6846, BCa 95% CI = .3138, 1.2603), indicating that the set of 

eight mediators accounted for a significant portion of the relationship between 

parental invalidation and NSSI frequency. However, as shown in Table 7.15. below, 

when the effects of other potential mediators were controlled, only four mediators 
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made a significant contribution to the relationship between parental invalidation and 

NSSI frequency.  

Table 7.15. Effect of total parental invalidation on NSSI through DERS factors, 

emotional expressivity, and fearful attachment 
    Bias-corrected and 

accelerated 95% CI 

Mediating variable Path between 

invalidation and 

mediator 

Path between 

mediator and 

NSSI 

Specific 

indirect 

effect 

Lower Upper 

Nonacceptance .0444** -1.6177 -.0719 -.2940 .0516 

Impulse .0680** 5.9139** .4022 .1287 .9701
a
 

Strategies .0549** .6538 .0359 -.3977 .3024 

Awareness .0303* 7.5195** .2281 .0589 .5768
a
 

Goals .0234* -1.4526 -.0340 -.3048 .0691 

Clarity .0468** -5.8421 -.2732 -.9029 -.0201
a
 

Emotional expressivity -.1472** -2.1820* .3213 .1232 .7431
a
 

Fearful attachment .0124** 6.1638 .0761 -.0038 .2372 

*p < .05  **p < .01  
a
 confidence interval does not include zero 

Confidence intervals show that the only indirect effects that were different 

from zero were those through Impulse, Awareness, Clarity, and emotional 

expressivity. Thus, these variables mediated between parental invalidation and NSSI 

frequency. However, only part of this relationship was accounted for by the 

mediators, as indicated by the significant direct effect of parental invalidation on 

NSSI frequency when the mediators were controlled (c` = 1.2639, p < 0.01).  

Examination of the a and b paths reveals that greater parental invalidation was 

associated with more frequent NSSI through greater difficulties with impulse control 

and emotional awareness, and lower emotional expressivity. However, in contrast to 

these indirect effects and the total effect of parental invalidation, the indirect effect 

through Clarity was negative: Greater parental invalidation predicted less frequent 

NSSI through greater difficulties with emotional clarity. Thus, Clarity was a 

suppressor variable in the relationship between parental invalidation and NSSI 

frequency in the eight-mediator model. This was confirmed by a post-hoc mediation 

analysis: When Clarity was not included as a mediator, and thus not controlled, the 
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direct effect of total parental invalidation on NSSI frequency was smaller in 

magnitude (see Appendix F). Contrasts among significant indirect effects are shown 

in Table 7.16. below. 

Table 7.16. Total parental invalidation: Contrasts among significant indirect effects 
  Bias-corrected and 

 accelerated 95% CI 

Mediators Contrast Lower Upper 

Impulse and Awareness .1741 -.0906 .6677 

Impulse and Clarity .6754 .2015 1.6093
a
 

Impulse and emotional expressivity .0809 -.1951 .5388 

Awareness and Clarity .5013 .1232 1.3127
a
 

Awareness and emotional expressivity -.0931 -.4441 .1873 

Clarity and emotional expressivity -.5945 -1.4454 -.1815
a
 

a
 confidence interval does not include zero 

As shown in Table 7.16. above, the significant indirect effect through Clarity 

differed in magnitude from each of the other significant indirect effects. No other 

significant differences among were evident.  

7.3.3.2 Maternal invalidation 

For the eight-mediator model involving maternal invalidation as an 

independent variable, R
2
 was .1873; adjusted R

2
 was .1546. The total effect of 

maternal invalidation on NSSI frequency was significant (c = 2.4405, p < 0.01). In 

addition, there was a significant total indirect effect of maternal invalidation on NSSI 

through the set of eight mediators (point estimate 1.0753, BCa 95% CI = .3834, 

2.0728), indicating that maternal invalidation had a significant effect on NSSI 

frequency through the set of eight mediators. However, as shown in Table 7.17. 

below, when the effects of other potential mediators were controlled, there were 

significant indirect effects through only five mediators. 
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Table 7.17. Specific indirect effects of maternal invalidation on NSSI frequency 

through DERS factors, emotional expressivity, and fearful attachment 
    Bias-corrected and 

accelerated 95% CI 

Mediating variable Path between 

invalidation and 

mediator 

Path between 

mediator and 

NSSI 

Specific 

indirect 

effect 

Lower Upper 

Nonacceptance .0883** -1.8616 -.1644 -.5457 .0701 

Impulse .1262** 6.3552** .8023 .2892 1.8673
a
 

Strategies .0905** .7271 .0658 -.5718 .4970 

Awareness .0471* 7.9623** .3749 .0839 .9207
a
 

Goals .0475* -1.6594 -.0787 -.5557 .1346 

Clarity .0975** -6.1739* -.6021 -1.7773 -.0360
a
 

Emotional expressivity -.2433** -2.2543* .5485 .2085 1.2582
a
 

Fearful attachment .0159* 8.1409 .1291 .0168 .3942
a
 

*p < .05  **p < .01  
a
 confidence interval does not include zero 

Confidence intervals show that the indirect effects that were different from 

zero were those through Impulse, Awareness, Clarity, emotional expressivity, and 

fearful attachment. Thus, each of these mediators accounted for a significant portion 

of the effect of maternal invalidation on NSSI frequency when the other mediators 

were controlled. The mediators fully mediated the relationship between maternal 

invalidation and NSSI, as indicated by the nonsignificant direct effect of maternal 

invalidation on NSSI frequency when the mediators were controlled (c` = 1.3651, p = 

.0736).  

Greater maternal invalidation predicted more frequent NSSI through greater 

difficulties with impulse control and emotional awareness, lower emotional 

expressivity, and a greater level of fearful attachment. In contrast to these indirect 

effects and the total effect of maternal invalidation, the indirect effect through Clarity 

was negative: Greater maternal invalidation was associated with less frequent self-

harm through greater difficulty with emotional clarity. This finding indicates that 

Clarity was a suppressor variable. This was confirmed by a post-hoc multiple 

mediation analysis: When Clarity was not included as a mediator, and thus not 

controlled, the direct effect of maternal invalidation on NSSI frequency was smaller 
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in magnitude. Results of the post-hoc analysis are presented in Appendix F. Contrasts 

among significant indirect effects are shown in Table 7.18. below. 

Table 7.18. Maternal invalidation: Contrasts among significant indirect effects 
  Bias-corrected and 

 accelerated 95% CI 

Mediators Contrast Lower Upper 

Impulse and Awareness .4274 -.0671 1.3272 

Impulse and Clarity 1.4044 .4711 3.2352
a
 

Impulse and emotional expressivity .2538 -.1955 1.0512 

Impulse and fearful attachment .6732 .1680 1.6043
a
 

Awareness and Clarity .9770 .2497 2.5350
a
 

Awareness and emotional expressivity -.1736 -.7740 .2742 

Awareness and fearful attachment .2458 -.0458 .6812 

Clarity and emotional expressivity -1.1507 -2.7294 -.3153
a
 

Clarity and fearful attachment -.7312 -1.9935 -.0962 

Emotional expressivity and fearful attachment .4195 .0683 1.0712
a
 

a
 confidence interval does not include zero 

As shown in Table 7.18. above, the indirect effect of maternal invalidation 

through fearful attachment was significantly smaller in magnitude than the indirect 

effects through Impulse and emotional expressivity.  

7.3.3.3 Paternal invalidation 

The eight-mediator model in which paternal invalidation was the independent 

variable had an R
2
 of .1970; adjusted R

2
 was .1627. The total effect of paternal 

invalidation on NSSI frequency was significant (c = 2.8261, p < 0.01). A total indirect 

effect that was different from zero (point estimate .9890, BCa 95% CI = .4126, 

2.0420) indicates that paternal invalidation had a significant effect on NSSI frequency 

through the set of eight mediators.  However, as shown in Table 7.19. below, when all 

potential mediators were controlled, only two mediators accounted for a significant 

portion of the relationship between paternal invalidation and NSSI frequency.  
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Table 7.19. Specific indirect effects of paternal invalidation on NSSI frequency 

through DERS factors, emotional expressivity, and fearful attachment 
    Bias-corrected and 

accelerated 95% CI 

Mediating variable Path between 

invalidation and 

mediator 

Path between 

mediator and 

NSSI 

Specific 

indirect 

effect 

Lower Upper 

Nonacceptance .0303 -1.1204 -.0339 -.2607 .0372 

Impulse .0670* 6.2110** .4160 .0843 1.2023
a
 

Strategies .0703** .4117 .0289 -.5911 .4220 

Awareness .0344 7.2376** .2487 -.0145 .7365 

Goals .0228 -1.3210 -.0301 -.3937 .0640 

Clarity .0297 -4.7655 -.1415 -.7155 .0175 

Emotional expressivity -.1687** -2.3438* .3954 .1210 1.0376
a
 

Fearful attachment .0181** 5.8138 .1055 -.0135 .3736 

*p < .05  **p < .01  
a
 confidence interval does not include zero 

Confidence intervals for the indirect effects indicate that only those through 

Impulse and emotional expressivity were different from zero. Thus, only Impulse and 

emotional expressivity mediated between paternal invalidation and NSSI when the 

other mediators were controlled. Specifically, greater paternal invalidation was 

associated with more frequent NSSI through greater difficulties with impulse control 

and lower emotional expressivity. However, these mediators accounted for only part 

of the relationship between paternal invalidation and NSSI frequency, as indicated by 

a significant direct effect of paternal invalidation when the mediators were controlled 

(c` = 1.8371, p < 0.05). The confidence interval for the contrast between the two 

significant indirect effects (point estimate .0206; BCa 95% CI = -.4562, .6336) shows 

that the difference between the indirect effects could not be distinguished from zero.  

Thus, poor impulse control and low emotional expressivity were equally strong 

mediators of the relationship between paternal invalidation and NSSI frequency.  

7.4. DERS components and NSSI frequency 

As will be addressed in the discussion, the current findings indicate a role of 

poor impulse control in mediating the effect of total parental, maternal, and paternal 

emotional invalidation on NSSI frequency. These findings contradict some prior 
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research (Gratz & Roemer, 2004; Slee et al., 2008) suggesting that impulsivity is not 

related to NSSI frequency. Thus, a post-hoc analysis was conducted in order to 

investigate a possible explanation for the current results. Specifically, it was possible 

that the relationship between impulsive behaviour and NSSI existed only in the form 

of an indirect effect of invalidation through impulsivity, and that there was no 

significant effect of impulsivity on NSSI when invalidation was not controlled. To 

investigate this possibility, post-hoc Spearman’s Rank Order correlation tests (two-

tailed) were conducted to examine the correlations between each DERS component 

and NSSI frequency. The correlation between impulsivity and NSSI frequency was of 

particular interest due to the difference in findings between the current study and prior 

research. 

NSSI frequency correlated positively with scores on five of the six DERS 

scales: Impulse, r(238) = 0.299, p < 0.01; Strategies, r(238) = 0.232, p < 0.01; 

Awareness, r(238) = 0.326, p < 0.01; Goals, r(238) = 0.129, p < 0.05; and Clarity, 

r(238) = 0.259, p < 0.01. NSSI frequency did not correlate significantly with 

nonacceptance. These results indicate that in addition to mediating between 

invalidation and NSSI frequency, Impulse was significantly associated with NSSI 

frequency. Thus, the relationship between Impulse and NSSI frequency exists not 

only in the form of an indirect effect of invalidation through Impulse, but also in the 

form of a highly significant zero-order correlation. 

7.5. Summary of multiple mediation results 

  For each of the three independent variables – total parental invalidation, 

maternal invalidation, and paternal invalidation – three sets of multiple mediation 

analyses were conducted. These involved, respectively, six mediators (the six DERS 

factors), seven mediators (the six DERS factors and emotional expressivity), and eight 
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mediators (the six DERS factors, emotional expressivity, and fearful attachment). 

Three variables emerged as particularly important in mediating the relationship 

between emotional invalidation and NSSI: difficulties with impulse control, poor 

emotional awareness, and low emotional expressivity. In every analysis in which they 

were included, greater difficulties with impulse control and lower emotional 

expressivity mediated a positive relationship between invalidation and NSSI 

frequency. Awareness mediated between invalidation and NSSI frequency in all 

analyses except the seven-mediator and eight-mediator analyses involving paternal 

invalidation as the independent variable. Fearful attachment mediated a positive 

indirect relationship between maternal invalidation and NSSI frequency in the eight-

mediator model.  

Suppressor variables were evident in five of the mediation models. In the six-

mediator model involving maternal invalidation as the independent variable, 

emotional nonacceptance was a suppressor: Greater maternal invalidation was 

associated with less frequent NSSI through greater difficulty with emotional 

acceptance. Poor emotional clarity was a suppressor variable in four mediation 

models: the seven-mediator and eight-mediators models involving total parental 

invalidation as the independent variables, and the seven-mediator and eight-mediator 

models in which maternal invalidation was an independent variable. In these models, 

greater invalidation predicted less frequent self-harm through greater difficulties with 

emotional clarity. Table 7.20. below provides a summary of the multiple mediation 

results. 
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Table 7.20. Summary of multiple mediation results 

Potential mediators Independent variable Mediators / suppressors Extent of 

mediation 

DERS factors 

(Nonacceptance, 

Impulse, Strategies, 

Awareness, Goals, 

Clarity)  

Parental invalidation Impulse 

Awareness 

Partial 

Maternal invalidation Impulse 

Awareness 

Nonacceptance (suppressor) 

Partial 

Paternal invalidation Impulse 

Awareness 

Partial 

DERS factors and 

emotional expressivity 

 

Parental invalidation Impulse 

Awareness 

Emotional expressivity 

Clarity (suppressor) 

Partial 

Maternal invalidation Impulse 

Awareness 

Emotional expressivity 

Clarity (suppressor) 

Complete 

Paternal invalidation Impulse 

Emotional expressivity 

Partial 

DERS factors, 

emotional expressivity, 

fearful attachment 

 

Parental invalidation Impulse 

Awareness 

Emotional expressivity 

Clarity (suppressor) 

Partial 

Maternal invalidation Impulse 

Awareness 

Emotional expressivity 

Fearful attachment 

Clarity (suppressor) 

Complete 

Paternal invalidation Impulse 

Emotional expressivity 

Partial 
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8. Discussion: Phase 1, Aim 2: Investigation of mediation of the relationship between 

emotional invalidation and NSSI 

Much research implicates childhood emotional invalidation in a range of 

negative psychological outcomes, including NSSI (e.g., Adrian et al., 2011; 

Buckholdt et al., 2009; Eisenberg et al., 1996; Fabes et al., 2001; Linehan, 1993; 

Sauer & Baer, 2009). However, the mechanisms through which emotional 

invalidation contributes to NSSI are unclear. Thus, the current research aimed to 

examine the ability of several variables to mediate the relationship between childhood 

emotional invalidation and adult self-harm. These variables were emotional 

expressivity, four attachment styles, and six components of emotion dysregulation. 

Examination of each mediator or each group of mediator involved three analyses: 

involving maternal emotional invalidation, paternal emotional invalidation, and total 

parental emotional invalidation, respectively, as independent variables.  

8.1. Support for hypotheses 

Simple mediation. First, simple mediation analyses examined each potential 

mediator separately. It was hypothesised that greater emotional invalidation (total 

parental, maternal, and paternal) would predict greater NSSI frequency through 

greater total emotion dysregulation, lower emotional expressivity, and greater fearful 

attachment. These hypotheses were supported. Emotion dysregulation fully mediated 

the relationship between maternal emotional invalidation and NSSI frequency. In each 

other simple mediation model, the mediator accounted for only part of the relationship 

between invalidation and NSSI. 

Multiple mediation. The multiple mediation analyses examined the unique 

ability of each potential mediator to account for the relationship between invalidation 
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and NSSI when other potential mediators were controlled. Potential mediators 

included in the six-, seven-, and eight-mediator models were, respectively, the six 

DERS factors; the DERS factors and emotional expressivity; and the DERS factors, 

emotional expressivity, and fearful attachment. It was predicted that greater 

invalidation would be associated with greater NSSI frequency through greater 

difficulty with emotional acceptance, greater difficulty accessing emotion regulation 

strategies, greater difficulty with impulse control, lower emotional expressivity, and a 

greater level of fearful attachment. Only the hypotheses regarding impulse control and 

emotional expressivity were supported in all analyses.  

Unexpectedly, poor emotional awareness emerged as a mediator in most 

analyses. In all but the seven-mediator and eight-mediator models involving paternal 

invalidation as the independent variable, greater invalidation predicted greater NSSI 

frequency through greater difficulty with emotional awareness. Also unexpected were 

the findings that emotional nonacceptance and poor emotional clarity acted as 

suppressor variables in several mediation models. In all cases of suppression, greater 

invalidation was associated with less frequent NSSI through greater difficulties with 

the specific component of emotion regulation (i.e., emotional acceptance or emotional 

clarity). 

In all but two multiple mediation analyses, mediation of the relationships 

between invalidation and NSSI frequency was only partial. Specifically, the effect of 

maternal invalidation on NSSI frequency was fully accounted for by poor impulse 

control, poor emotional awareness, and low emotional expressivity in the seven-

mediator model; and by these variables in addition to greater fearful attachment in the 

eight-mediator model. In all other analyses, emotional invalidation had a significant 

direct effect on NSSI frequency even when the mediators were controlled. 
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This section has summarised the results of the mediation analyses in terms of 

the predictions. Next, the practical significance of the findings will be addressed. 

Then, the variables that emerged as most important in the relationship between 

emotional invalidation and NSSI will be discussed in terms of prior research. 

Following this discussion, findings regarding suppression of the relationship between 

emotional invalidation and NSSI are discussed briefly.  

8.2. Practical significance of the findings 

The indirect effects of invalidation on NSSI through emotion dysregulation, 

emotional expressivity, and fearful attachment have been assessed in terms of their 

statistical significance. However, it is also important to address the practical 

significance of the variables, through examination of the effect size for each model. 

As explained by P. Snyder and Lawson (1993), R
2
 measures of variance-accounted-

for may overestimate the proportion of variance explained, due to sampling error. 

Consequently, some researchers (e.g., Leach & Hensen, 2007) suggest the use of 

adjusted R
2
 measures, which decrease the effect size to an extent determined by the 

factors that influence sampling error (e.g., sample size, number of predictors). 

However, within the current study, in each model, R
2
 and adjusted R

2
 were 

comparable, differing by approximately 3%.  

For each mediation model examined in the current study, the R
2
 value 

represents a small (approaching moderate) effect size (Ferguson, 2009). That is, each 

mediation model accounted for only a small amount of variance in NSSI frequency. 

The model that explained the smallest amount of variance in NSSI frequency involved 

paternal invalidation as the independent variable and the six DERS factors as 

mediators, and had an R
2
 of .1571 (adjusted R

2
 = .1299). The model that explained the 

greatest amount of variance in NSSI frequency included total parental invalidation as 
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the independent variable, and all DERS factors, emotional expressivity, and fearful 

attachment as mediators. This model had an R
2
 of .2008 (adjusted R

2
 = .1668).  

Two points should be noted regarding effect sizes in the current study. First, 

given that NSSI is a multiply determined behaviour (Nock, 2010), the absence of a 

large effect is not surprising. NSSI is related to various demographic factors, 

including gender, ethnicity, relationship status, education level, employment status, 

and age; in addition to many psychological variables, including depression, anxiety, 

obsessive compulsive disorder, drug and alcohol abuse, and posttraumatic stress 

disorder (de Klerk et al., 2011). Regression analyses have shown that, even when 

many predictors are considered, less than 50% of the variance in NSSI is accounted 

for. Madge et al. (2011) found that 37.7% of the variance in self-harm history was 

explained by a regression model including gender, depression, anxiety, impulsivity, 

self-esteem, and nine life events, including physical or sexual abuse, and problems 

within interpersonal relationships. Gratz (2006) found that 43% of the variance in 

self-harm status (frequent versus none) was accounted for by age, racial background, 

income, sexual orientation, childhood maltreatment, emotional inexpressivity, global 

affect intensity/reactivity, three 2-way interactions involving those variables, and one 

3-way interaction involving those variables. Thus, the finding that, at most, 20% of 

the variance in NSSI frequency was accounted for by the models in the current study 

is not surprising, especially considering that these models did not account for 

depression or anxiety.  

The second point is that, although considered small-moderate, the effects in 

the current study exceed the “recommended minimum effect size representing a 

practically significant effect” (Ferguson, 2009, p. 533). That is, the models explain a 

clinically significant amount of variance in NSSI frequency. Thus, discussion can 
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now turn to exploration of the variables that mediated the relationship between 

emotional invalidation in childhood and NSSI in adulthood. 

8.3. Interpretation of results 

The multiple mediation analyses investigated not simply the indirect effect 

through each mediator, but the specific indirect effect through each mediator when all 

other potential mediators in the model were controlled. That is, the analyses 

demonstrated the unique ability of each intervening variable to mediate the 

relationship between invalidation and NSSI when the effects of other potential 

mediators were controlled. The variables that emerged as significant mediators in 

several models were impulsive behaviour, poor awareness of emotion, and emotional 

expressivity. These three variables will be discussed with reference to prior research. 

In addition, fearful attachment, which emerged as a mediator in one model, will be 

discussed, as it was the only attachment style that mediated between invalidation and 

NSSI frequency. Finally, the two components of emotion regulation that emerged as 

suppressor variables in several mediation analyses will be discussed briefly. 

Discussed first are the emotion dysregulation components that mediated 

between emotional invalidation and NSSI. The current study used the ICES 

(Mountford et al., 2007) as a measure of invalidation and the DERS (Gratz & 

Roemer, 2004) as a measure of emotion dysregulation. No other research has used 

both these measures to explore the relationships between emotional invalidation, 

emotion dysregulation, and NSSI. Thus, notably, the current study is the first to 

investigate this relationship using a measure of invalidation designed to assess the 

construct as it is defined by Linehan (1993), and a validated multidimensional 

measure of emotion dysregulation. Consequently, the findings of the current study 
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make an important contribution to the literature regarding mechanisms through which 

emotional invalidation in childhood is associated with NSSI in adulthood. 

8.3.1 Difficulties controlling impulsive behaviour when distressed 

Difficulties controlling impulsive behaviours when distressed emerged as the 

most important contributor to the relationship between emotional invalidation in 

childhood and NSSI in adulthood. This component of emotional dysregulation made a 

significant unique contribution, additional to the effects of other DERS factors, 

emotional expressivity, and fearful attachment, to the relationship between emotional 

invalidation and NSSI. In fact, it was the only DERS factor that mediated the 

relationship between paternal invalidation and NSSI when DERS factors, emotional 

inexpressivity, and fearful attachment were included as potential mediators. Thus, 

poor impulse control appears to be a particularly robust mediator.  

No other research has used the same measures as those used in the current 

study to investigate the relationships between invalidation, emotion dysregulation, 

and NSSI. Thus, the current findings cannot be directly compared with prior research. 

However, the current findings can be discussed in terms of some relevant prior 

research. First, the finding regarding the positive relationship between invalidation 

and impulsivity is discussed with reference to prior theorising and research. Then, the 

finding of an association between impulsivity and NSSI is compared with prior 

findings. Next, the findings are compared with two studies that examined the role of 

emotion dysregulation in mediating between an aversive childhood emotional 

environment and NSSI. Finally, future directions for research regarding the role of 

impulsivity in mediating between invalidation and NSSI are discussed.   

The finding that emotional invalidation was positively associated with 

impulsive behaviour is consistent with prior theorising and research. A central feature 
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of emotionally invalidating environments is that children are not coached in the 

adaptive management of intense negative affect (Crowell et al., 2009; Linehan, 1993). 

Accordingly, Fabes et al. (2001) found that maternal emotional invalidation was 

positively associated with children’s emotional reactivity and negative affect 

intensity. Experiencing rapid increases in negative emotion, and experiencing intense 

negative affect, might predispose an individual to the use of impulsive and quick-

acting methods of regulating negative affect, rather than the considered use of other 

strategies that may take longer to take effect. Thus, emotional invalidation may 

contribute to the development of difficulties controlling impulsive behaviour through 

increased emotional reactivity and negative affect intensity. 

Further, invalidating environments may actually positively reinforce impulsive 

and extreme reactions to negative affect. Within an invalidating environment, 

caregiver responses to children’s negative affect and requests for assistance are often 

inconsistent; indeed, expressions of negative emotion and the need for assistance are 

often ignored (Crowell et al., 2009; Linehan, 1993). Consequently, over time, children 

may learn that impulsive and extreme reactions to negative affect are needed in order 

to elicit attention and assistance from caregivers (Crowell et al., 2009; Linehan, 

1993). That is, impulsive reactions to negative affect may be maintained by an 

environment that rewards such reactions. In light of the theorising and research 

described above, the current finding of a positive association between emotional 

invalidation and impulsivity is not surprising. 

In contrast, the positive relationship between impulsivity and NSSI that 

emerged in the current research is less consistent with prior research, due to the mixed 

results of prior studies. Some prior research demonstrates an association between 

impulsivity and NSSI. For example, Madge et al. (2011) showed that higher levels of 
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impulsivity as assessed by the Impulsivity Scale (Plutchik & van Praag, 1989) were 

associated with greater severity of NSSI. Similarly, a positive correlation between 

impulsivity and the presence of NSSI was found by Hawton et al. (2002) (also using 

Plutchik’s Impulsivity Scale), and by Weinberg and Klonsky (2012) (using the 

DERS) .  

However, the current results contradict those of several other prior studies. 

Gratz and Tull (2010) found that impulsivity was not correlated with NSSI in 

substance-abusing participants. It is possible that different components of emotion 

regulation underlie the use of NSSI in such a sample, compared to the current sample. 

However, research using non-substance-abusing participants also suggests that 

impulsivity is not reliably associated with NSSI. For example, Gratz and Roemer’s 

(2004) study using a university sample found that impulsivity correlated with NSSI 

frequency only in male participants; and Slee et al. (2008) found that the impulse 

component of the DERS was correlated with NSSI only after participants had 

received psychological treatment for NSSI. 

Like the results regarding the relationship between impulsivity and NSSI, the 

current findings regarding the role of impulsivity in mediating between invalidation 

and NSSI occur in the context of mixed prior findings. Two studies (Adrian et al., 

2011; Buckholdt et al., 2009) have examined the role of emotion dysregulation, as 

measured by the DERS, in mediating between an aversive emotional environment that 

involves emotional invalidation, and NSSI. Adrian et al. found that emotion 

dysregulation mediated between concurrent interpersonal problems within the family 

and NSSI, which suggests a potential role of impulsivity. However, the DERS 

components were not examined separately, and the assessment of family problems 

measured invalidation in addition to other issues. Consequently, although Adrian et 
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al.’s results suggest a role of emotion dysregulation in mediating between an aversive 

emotional environment and NSSI, it is not clear which features of the emotional 

environment and which components of emotion dysregulation were most important. 

The current research suggests that poor impulse control is a particularly important 

component of emotion dysregulation in the relationship between an aversive 

emotional environment (in this case, an emotionally invalidating childhood 

environment) and NSSI. 

Buckholdt et al.’s  (2009) study examined the role of the DERS components in 

mediating between emotional abuse that specifically involves emotional invalidation, 

and NSSI. In Buckholdt et al.’s study, the Impulse and Goals subscales of the DERS 

were combined to form a measure of an individual’s ability to modify emotions. 

Scores on this measure were positively associated with both emotional invalidation 

and NSSI, but did not mediate between the two variables.  

The emergence of poor impulse control as a mediator in the current study may 

appear to contradict Buckholdt et al.’s (2009) findings. However, Buckholdt et al.’s 

research differs in important ways from the current research. First, as mentioned 

above, Buckholdt et al. combined the Impulse and Goals subscales of the DERS. It is 

possible that the combination of these subscales obscured an indirect effect of 

invalidation on NSSI through difficulties with impulse control. Second, Buckholdt et 

al.’s study investigated parents’ responses to sadness only; in contrast, the measure 

used in the current study (the ICES; Mountford et al., 2007) investigates invalidation 

of a range of emotions. 

The third difference between the current research and Buckholdt et al.’s (2009) 

study pertains to the participants. Compared to the current participants, self-harming 

participants in Buckholdt et al.’s study self-harmed less frequently and less recently: 



211 

 

The most commonly reported frequency of self-harm was “yearly,” and many 

participants had ceased self-harming several years prior to the study. In contrast, all 

but one participant in the current study had engaged in self-harm during the past year, 

approximately 80% of participants had self-harmed during the past 4 weeks, and 

participants had engaged in a median of 30 episodes of self-harm over the past year. 

The number of years for which the current participants had been engaging in self-

harm was not assessed. However, the greater frequency and recency of self-harm in 

the current sample compared to Buckholdt et al.’s sample suggests a greater level of 

NSSI-related pathology. It is possible that difficulties controlling impulsive behaviour 

mediate the relationship between emotional invalidation and NSSI only for 

individuals with more severe frequent and persistent NSSI.   

In light of the conflicting findings regarding impulsivity, it may be useful for 

future research to examine whether certain features of impulsivity are more important 

than others in predicting NSSI and/or in mediating the relationship between 

invalidation and NSSI. Research has already begun to explore the possibility that 

NSSI is related to some components of impulsivity more than others. Lynam (2011) 

examined the relationship between NSSI and four domains of impulsivity in a sample 

of residents of a substance abuse treatment centre. The four domains were negative 

urgency (the tendency to act impulsively when distressed); lack of perseverance (the 

tendency to discontinue tasks when bored or frustrated); lack of premeditation (the 

propensity to act without regard to potential consequences); and sensation seeking 

(the tendency to seek exciting behaviours). Each of these components, except for 

sensation seeking, was positively correlated with frequency of NSSI. However, when 

all components of impulsivity were entered into a regression equation with borderline 

personality disorder symptoms, the only aspect of impulsivity to make a unique 
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contribution to NSSI was an interaction between negative urgency and lack of 

premeditation. Specifically, greater negative urgency predicted more frequent NSSI 

only amongst individuals who did not engage in premeditation regarding their 

behaviour. This finding is particularly important in that it demonstrates a unique 

effect of impulsivity over and above the effect of symptoms of borderline personality 

disorder, which is highly correlated with NSSI.  

The same four components of impulsivity were examined by Glenn and 

Klonsky (2010) in a sample of college students. The researchers found that, among 

self-harming individuals, lack of perseverance and lack of premeditation were 

positively associated with frequency of self-harm. The other two components of 

impulsivity (sensation seeking and urgency) were not associated with self-harm 

frequency.  

The studies referred to above (Glenn & Klonsky, 2010; Lynam et al., 2011) 

suggest that not all features of impulsive behaviour are associated with NSSI. The 

only feature of impulsivity found to be associated with NSSI in both studies was lack 

of premeditation. Consequently, it would be of interest to determine whether lack of 

premeditation is also more important than other features of impulsivity in mediating 

between invalidation and NSSI.  

8.3.2. Poor emotional awareness 

The second variable to emerge as a mediator between emotional invalidation 

and NSSI in the current study was poor emotional awareness. Greater emotional 

invalidation was associated with greater difficulties with emotional awareness, which 

in turn predicted greater frequency of NSSI. This was an unexpected finding.  

As described above, Adrian et al. (2011) found that emotion dysregulation 

mediated between an aversive negative emotional environment and NSSI, but did not 
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separate the DERS factors or isolate emotional invalidation from the other 

components of the aversive emotional environment. Thus, the unique role of 

awareness in mediating between emotional invalidation and NSSI is not certain. A 

similar issue exists in interpretation of Buckholdt et al.’s (2009) findings. Buckholdt 

et al. found that a measure of emotional monitoring, comprised of the DERS 

Awareness and Clarity subscales, was associated with neither parental responses nor 

NSSI. However, if poor emotional awareness was indeed related to either of these 

variables, the relationship may have been obscured by the combination of the 

Awareness and Clarity subscales, especially in light of the finding in the current 

research that poor emotional clarity may suppress the relationship between 

invalidation and NSSI frequency. Thus, the current findings regarding the role of poor 

emotional awareness in mediating between emotional invalidation and NSSI cannot 

be directly compared with results of prior research. 

However, the significant positive correlation between difficulties with 

emotional awareness and NSSI frequency can be examined in terms of prior findings.  

Like the current research, the study by Sim et al. (2009) showed that scores on the 

poor awareness subscale of the DERS were positively associated with NSSI 

frequency. Similarly, poor awareness, as measured by the DERS, was related to NSSI 

frequency in a sample of university students (Gratz & Roemer, 2004). In contrast, 

Gratz and Tull (2010) found that emotional awareness was not associated with NSSI 

in substance-abusing participants. The possibility that this absence of a correlation 

was due only to the sample used is questionable, given that another study (Weinberg 

& Klonsky, 2012) using a university sample found that the DERS awareness subscale 

was not correlated with the presence of NSSI.  
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As described above, there is considerable uncertainty in the NSSI literature 

regarding the influence of poor emotional awareness on self-harm. However, research 

outside the field of NSSI provides a potential explanation for the association between 

poor emotional awareness and NSSI found in the current study. McFarland and 

Buehler (1997) examined the extent to which people who focus on their negative 

affect (sensitisers) differ from those who deny their negative affect (repressors) in 

terms of their reactions to feedback. Although sensitisers experienced greater negative 

mood after receiving negative feedback than did repressors, they also recalled more 

positive events than did repressors subsequent to receiving negative feedback.  

McFarland and Buehler (1997) explain this result by suggesting that positive 

memories are recalled in order to repair negative mood, and that this can occur only if 

an individual acknowledges the negative mood. Such a possibility may help explain 

why participants in the current study who reported low emotional awareness reported 

more frequent NSSI than participants with greater emotional awareness. Specifically, 

participants with poor emotional awareness may have been chronically less aware of 

their negative affect and therefore less likely than other participants to repair negative 

mood through intentional use of adaptive emotional regulation strategies, such as 

recollection of positive experiences.  

It might be expected that low awareness of negative emotion would preclude 

the use of any strategies – including NSSI – aimed at repairing that mood. However, 

the increased negative affect resulting from failure to immediately use adaptive 

regulation strategies might lead to the use of maladaptive affect-regulation strategies, 

if these are available. An “available” emotional-regulation strategy might be one that 

has been used with success before. In the current study, this might be NSSI.  
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In other words, early acknowledgement of negative emotion may allow an 

individual to assess the emotion and recruit a mood-incongruent memory in order to 

repair the negative affect. In contrast, poor awareness of negative affect may result in 

a failure to recruit emotion repair strategies, and thus cause an increase in negative 

mood. When this negative mood becomes so intense that it cannot be ignored, the 

individual uses an extreme method of emotion regulation – self-harm.  

The results of the current study show that poor emotional awareness is not 

only associated with a greater frequency of self-harm, but also accounts for part of the 

effect of emotional invalidation on self-harm. This prompts the question of how 

emotional invalidation contributes to poor emotional awareness, which involves a 

lack of attention to and acknowledgement of emotions. Appropriate parental 

responses to the expression of emotion, such as the nurturing discussion of the causes 

and meaning of emotions might facilitate a child’s awareness of emotion (Linehan, 

1993). Specifically, appropriate parental responses to emotional expression might 

increase children’s comfort with, and decrease their fear of, intense emotion, and 

consequently increase their willingness to attend to and acknowledge emotions. Such 

a possibility is supported by research showing that emotional invalidation contributes 

to fear of emotion (Sampson, Mukherjee, Ukoumunne, Mullan, & Bullock, 2004) and 

avoidance of affect (Sturrock et al., 2009).  

In sum, emotional awareness might be a skill, the practice of which is 

encouraged by parental validation of children’s experience and expression of emotion. 

In contrast, if emotional expression is punished or ignored, then a child may not learn 

the value of attending to emotions. In this way, an emotionally invalidating 

environment may inhibit the development of emotional awareness by failing to 
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provide children with opportunities for learning about and becoming comfortable with 

emotional experiences.  

Alternatively, emotional invalidation might cause children to purposely inhibit 

the awareness and acknowledgement of emotion. Attending to and acknowledging 

emotion might initiate the expression of emotion. If individuals have learnt that 

emotion expression has negative consequences, then they might attempt to prevent the 

expression of emotion by inhibiting the first step in the process of responding to 

emotions – that is, attending to and acknowledging emotions.  

8.3.3. Emotional expressivity 

The next mediator to be discussed is emotional expressivity. This variable 

mediated the relationship between emotional invalidation (parental, maternal, and 

paternal) and NSSI. In each analysis, greater invalidation was associated with less 

emotional expressivity, which in turn predicted more frequent NSSI.  This finding is 

consistent with prior research that demonstrates a negative relationship between 

emotional expressivity and NSSI (Adrian et al., 2011; Dahlen & Martin, 2006; Gratz 

et al., 2006; Sim et al., 2009). In addition, the current finding is consistent with a 

previous finding that emotional expressivity mediated the effect of family 

interpersonal problems, including parents’ punishment, rejection, or neglect of 

adolescents’ emotions, on NSSI (Adrian et al., 2011). However, the current study 

appears to be the first to show that emotional expressivity mediates the relationship 

between emotional invalidation, as measured by the ICES, and frequency of NSSI.  

It is not surprising that reduced emotional expressivity is one mechanism 

through which emotional invalidation leads to self-harm. A behaviour that elicits 

punishment, ridicule, or other aversive consequences is unlikely to be repeated if it 

can be avoided. In addition, several studies have demonstrated mechanisms that may 
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account for the established relationship between emotional inexpressivity and self-

harm. For example, emotional inexpressivity has been linked to depression and 

hopelessness (Lynch et al., 2001), and social anhedonia (Butler et al., 2003; Kring et 

al., 1994). It has also been found that individuals are less likely to want to form 

friendships with emotionally inexpressive conversation partners, compared to 

conversation partners who expressed emotion (Butler et al., 2003). This finding 

suggests that the suppression of emotional expression might preclude the recruitment 

of social support during emotional distress, and thus reduce an individual’s ability to 

adaptively manage distress.  

An especially important feature of the current finding regarding emotional 

inexpressivity is that it not only mediates between emotional invalidation and self-

harm, it does so even when the effects of six components of emotion dysregulation on 

NSSI are simultaneously considered. This finding emphasises that both emotion 

dysregulation and emotional expressivity are important considerations in the 

treatment of NSSI. A focus on emotion dysregulation is necessary but not sufficient – 

emotional expressivity also ought to be addressed, due to its unique contribution to 

self-harm.  

8.3.4 Fearful attachment 

Fearful attachment was the only attachment style that mediated between 

emotional invalidation and NSSI in the simple mediation models. Further, in the 

eight-mediator model involving maternal invalidation as the independent variable, 

invalidation had a significant specific indirect effect on NSSI through fearful 

attachment. Thus, even when the effects of the six components of emotion 

dysregulation and emotional expressivity were controlled, fearful attachment 

accounted for a significant portion of the relationship between maternal emotional 
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invalidation and NSSI frequency. Specifically, greater maternal invalidation was 

associated with a higher level of fearful attachment, which predicted more frequent 

NSSI.  

In the multiple mediation model, fearful attachment did not mediate between 

paternal invalidation and NSSI frequency. Interestingly, though, the effect of 

invalidation on attachment was larger and more highly significant in the paternal 

invalidation model (.0181, p < .01) than in the maternal invalidation model (.0159, p 

< .05). Thus, the greater magnitude of the indirect effect in the maternal invalidation 

model appears to be due to the size of the (nonsignificant) path from attachment to 

NSSI. 

Although no prior research has investigated the four attachment style as 

mediators between Linehan’s (1993) conceptualisation of emotional invalidation and 

NSSI frequency, the current results can be compared with separate bodies of research 

regarding invalidation and attachment. In the context of such research, the current 

results are not surprising. Invalidation is characterised by inconsistent and punitive 

responses to emotional expression and requests for support. It is plausible that such 

responses inform the child not only that he or she is unworthy of acknowledgement 

and support, but also that others are not available to offer care and protection. These 

two expectancies – regarding one’s ability to elicit care and regarding others’ 

accessibility – are the hallmark of fearful attachment (Bowlby, 1973). 

It is understandable that, in turn, fearful attachment was the only attachment 

style to be associated with NSSI frequency in mediation models. Fearful attachment is 

based on negative working models of self and other, while the other two insecure 

attachment styles are based on a negative working model only of self (preoccupied), 

or only of others (dismissive attachment) (Bartholomew & Horowitz, 1991; Bowlby, 
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1973). Thus, theoretically, fearful attachment ought to be associated with a greater 

level of dysfunction, as it involves negative expectancies in both domains (self and 

other). 

The current findings represent an important extension of prior research 

regarding attachment and NSSI. Previous research has shown that attachment is 

related to the childhood experience of family conflict (Klohnen & Bera, 1998) and 

emotional mistreatment (Hankin, 2005), and is also associated with NSSI (Gormley & 

McNiel, 2010; Kimball & Diddams, 2007; Martin et al., 2011). Such findings raised 

the possibility that attachment may be one mechanism by which emotional 

invalidation in childhood contributes to NSSI in adulthood. However, the current 

study is the first to demonstrate that attachment, as measured by the Relationship 

Questionnaire (Bartholomew & Horowitz, 1991), mediates between emotional 

invalidation and NSSI. 

The current findings showed not only that fearful attachment was the only 

attachment style that mediates between invalidation and self-harm, but also that 

fearful attachment was the only attachment style related to NSSI frequency when 

invalidation was controlled. That is, the simple mediation analyses showed that none 

of secure attachment, preoccupied attachment, or dismissing attachment was related to 

NSSI when invalidation was controlled. This finding contributes to the literature 

regarding attachment and NSSI in two ways.  

First, although insecure attachment has been implicated as a risk factor for 

NSSI (Critchfield et al., 2008; Gratz, 2006; Hallab & Covic, 2010; Kimball & 

Diddams, 2007; Levesque et al., 2010; Martin et al., 2011), prior research has not 

indicated conclusively which type of insecure attachment is most important in 

influencing self-harm. This may be due partly to the way in which attachment has 
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been measured in prior studies: Many studies have instead examined the dimensions 

of attachment anxiety and attachment avoidance (Critchfield et al., 2008; Levesque et 

al., 2010), or has measured attachment security on a continuum (Hallab & Covic, 

2010; Hankin, 2005). Thus, prior research has not shown which of the four attachment 

styles arising from Bowlby’s (1973) attachment theory is most important in the 

aetiology of NSSI. Consequently, the current finding that only fearful attachment was 

associated with NSSI when emotional invalidation was controlled makes an important 

contribution to the existing NSSI literature.  

Second, the finding that only fearful attachment was related to NSSI when 

invalidation was controlled has methodological implications for research regarding 

the relationship between NSSI and self-harm. As described above, some studies have 

not examined the three insecure attachment styles that were assessed in the current 

study, but have instead examined the dimensions of attachment anxiety and 

attachment avoidance. Such research has produced inconsistent findings regarding the 

relative importance of attachment anxiety and attachment avoidance in relation to 

NSSI (Critchfield et al., 2008; Levesque et al., 2010). It is notable, then, that the 

current study indicates that the most important attachment style in relation to NSSI is 

based on a high level of attachment avoidance and attachment anxiety. This finding 

has an important implication for the examination of attachment as it relates to NSSI: 

Studies that attempt to determine whether attachment avoidance or attachment anxiety 

is more important may fail to capture the most important attachment-related 

contributor to self-harm: a combination of high attachment avoidance and high 

attachment anxiety. In this regard, the current finding indicates the value in 

distinguishing between three insecure attachment styles. 
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8.3.5. Suppression 

Consistent with Gratz and Roemer’s (2004) finding, a post-hoc Spearman’s 

Rank Order correlation revealed that poor emotional clarity was significantly and 

positively associated with NSSI (see page 199). However, in several of the multiple 

mediation models involving maternal invalidation and total parental invalidation as 

independent variables, poor emotional clarity had a significant negative effect on 

NSSI frequency when the effects of invalidation and other DERS components were 

partialled out. That is, path b, from poor clarity to NSSI frequency, was negative.  

Emotional nonacceptance also functioned as a suppressor variable in one 

analysis in the current study. In the six-mediator maternal invalidation model, there 

was a significant negative indirect effect of invalidation on NSSI frequency through 

nonacceptance. Although this indirect effect was significant, it is of interest to note 

that the negative path from nonacceptance to NSSI frequency was nonsignificant. 

That is, when the effects of invalidation and the other DERS components were 

partialled out, there was a negative and nonsignificant effect of emotional 

nonacceptance on NSSI frequency. Also of interest is that nonacceptance was the only 

DERS component that did not have a significant zero-order correlation with NSSI 

frequency. These results contrast with prior research that has demonstrated a 

significant positive relationship between emotional nonacceptance and NSSI (Gratz & 

Roemer, 2004; Gratz & Tull, 2010; Weinberg & Klonsky, 2012). 

The current results regarding emotional nonacceptance and poor emotional 

clarity present several possibilities for future research. Of particular interest is 

whether future research finds that when the effects of invalidation and other DERS 

components are partialled out, poor clarity has a significant negative effect on NSSI 

frequency. Also of interest is whether future research replicates the current findings 
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that nonacceptance and poor clarity suppress the relationship between maternal or 

total parental emotional invalidation and NSSI frequency. 

8.4. Research Aim 2: Summary 

Results of the current study reveal several mechanisms by which emotional 

invalidation in childhood contributes to the use of self-harm in adulthood. Emotional 

invalidation was shown to contribute to self-harm through fearful attachment, 

difficulties with impulse control, poor emotional awareness, and emotional 

inexpressivity. The results confirm prior findings regarding the relationships between 

these latter variables and self-harm, but add to prior research by showing that they 

partly account for the relationship between invalidation and self-harm. Further, the 

mediators contributed to this relationship even in the presence of the other 

components of emotional regulation. 

Poor impulse control, poor emotional awareness, and emotional inexpressivity 

were equally strong mediators of the relationship between invalidation and NSSI 

frequency. However, difficulty controlling impulsive behaviour was the most robust 

mediator: It was the only variable that mediated the effect of each type of invalidation 

(total parental, maternal, or paternal) on NSSI frequency, regardless of the number of 

other mediators included.  This finding is particularly interesting. Prior research has 

produced inconsistent findings regarding the relationship between impulsivity and 

NSSI, and also regarding the role of impulsivity in mediating between invalidation 

and NSSI. Notably, though, previous studies have been largely consistent in finding 

that impulsivity is not associated with self-harm, and does not mediate between 

invalidation and self-harm. However, the differences between prior and current results 

are likely due in part to methodological differences. Specifically, no prior research has 

used multiple mediation analyses to identify the unique role of Gratz and Roemer’s 
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(2004) individual components of emotion dysregulation in mediating between 

emotional invalidation, as it is described by Linehan (1993), and NSSI. Consequently, 

the current findings make an important contribution to the research regarding the role 

of emotion dysregulation in mediating between emotional invalidation and NSSI.
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9. Phase 2: Introduction 

Reported here is a second phase of research that focuses on the role of positive 

affect in NSSI. The potential for positive affect to trigger NSSI has received little 

consideration in prior research. However, Phase 1 of the current research showed that 

more than 40% of the participants had self-harmed at least occasionally in response to 

positive emotions of happiness, hope, excitement, and pride. The fact that many 

participants had self-harmed in response to emotions that have received little attention 

as causes of NSSI suggested the importance of examining this phenomenon further. 

Thus, a second phase of research examining two additional research aims – Aim 3 and 

Aim 4 – was conducted. These aims are described briefly below, before a review of 

relevant literature is presented. 

9.1. Aims of Phase 2 

Aim 3 of the current research is to describe self-harm that is triggered by 

positive affective-cognitive states. Description of this type of self-harm will involve 

examination of the specific positive feelings that trigger self-harm and the desired 

outcome of the self-harm. A supplementary aim is to identify distal factors that 

participants believe predispose them to the use of self-harm in response to positive 

emotion. Identification of triggers and functions will involve quantitative analysis of 

responses to the emotion checklist and function checklist in Phase 1, and qualitative 

analysis of descriptions of positive-affect-triggered NSSI obtained using a second 

survey. These descriptions will also be examined for participants’ identification of 

predisposing factors. 

Aim 4 involves examination of relevant Phase 1 quantitative data to compare 

participants whose self-harm is triggered by positive affect with individuals whose 

self-harm is triggered by negative affect only. These groups will be compared on 
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several variables: NSSI frequency, emotional invalidation, attachment, emotion 

dysregulation, and emotional expressivity. It is plausible to assume that if the two 

groups differ on these variables, they may benefit from different treatment foci. Given 

the finding (from Phase 1) that a nontrivial proportion of individuals engage in 

positive-emotion-triggered NSSI, any indication that these individuals differ from 

other self-harming individuals has the potential to inform treatment for a substantial 

number of self-harming individuals.  

Presented in the following section is a brief review of relevant findings from 

Phase 1 and prior research. For brevity, self-harm that is triggered by positive 

affective-cognitive states (e.g., positive emotions, thoughts, self-appraisals, etc.) will 

be referred to as positive-affect NSSI (PA NSSI). Self-harm that is triggered by 

negative affective-cognitive states will be referred to as negative-affect NSSI (NA 

NSSI). The term PA NSSI individuals will be used to refer to all individuals who 

engage in self-harm in response to positive affect. The term negative-affect-only 

(NAO) NSSI individuals or typical NSSI individuals will be used to refer to 

individuals who self-harm in response to negative affect only. 

9.2. Triggers and functions of positive-affect NSSI  

Little consideration has been given to the role of positive affect in triggering 

NSSI. However, outside the field of NSSI, there is evidence that a variety of positive 

affective-cognitive states may be experienced as aversive, and several studies suggest 

factors that may account for the fact that positive affect is aversive for some 

individuals. In addition, prior research unrelated to NSSI suggests that self-harm that 

is triggered by positive affect may serve several functions. This research is reviewed 

below. 
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As described in Phase 1, not all individuals react positively to positive 

emotional stimuli. Tull and Roemer (2007) found that participants with a history of 

uncued panic attacks used a greater frequency of negative words, and a greater 

number of different negative words, to describe their emotional reactions to a 

positive-emotion-eliciting film than did nonpanic participants, suggesting that these 

individuals experienced positive affect as somewhat unpleasant.  

Individuals who experience positive affect as aversive may attempt to alleviate 

positive feelings. Some participants in J. V. Wood et al.’s (2003) study reported 

purposely engaging in thoughts that would reduce, or distract themselves from, 

positive feelings about themselves. Happiness, excitement, and enthusiasm may also 

be experienced as unpleasant. Feldman et al. (2008) found that some participants 

dampened happiness, excitement, and enthusiasm by thinking that they did not 

deserve the positive experience, that the positive feelings would end, or that the 

expression of positive emotions would be interpreted by others as bragging.  

Feldman et al.’s (2008) and J. V. Wood et al.’s (2003) research indicates that a 

variety of specific affective states can be experienced as aversive. These affective 

states include positive self-referent feelings, happiness, excitement, and enthusiasm. 

No research has shown which positive emotion is most frequently the target of 

affective dampening. However, a tentative prediction is that NSSI is triggered more 

frequently by high-arousal positive affect, such as happiness or excitement, than by 

low-arousal positive affective states, such as the feeling of calm.  

This prediction is based on two bodies of research. First, research suggests that 

physiological arousal increases self-awareness (Wegner & Giuliano, 1980), and that 

highly arousing emotional stimuli receive greater attention allocation than emotional 

stimuli associated with low arousal (Leite, 2012). Consequently, it is plausible that 
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physiological arousal increases awareness of one’s emotion states, such that high-

arousal emotional states are more likely to be acted upon relative to low-arousal 

emotional states.  

Second, as discussed in Phase 1, prior research indicates that individuals prefer 

the experience of low-arousal negative affect to high-arousal negative affect (Vastfjall 

et al., 2001). Vastfjall et al. examined participants’ preferences for emotions that 

differed on two dimensions – valence (positive or negative) and arousal (high arousal 

or low arousal). It was found that low-arousal negative affect was preferred to high-

arousal negative affect. In contrast, high-arousal positive affect was preferred to all 

other types of emotion as a group (both types of negative affect, and low-arousal 

positive affect), although the preference for high-arousal positive affect was not 

significantly greater than that for low-arousal positive affect (Vastfjall et al., 2001). 

Thus, the preference for low-arousal emotion over high-arousal emotion appears to 

apply only to negative affect. However, it is suggested here that if positive emotion is 

experienced as aversive rather than pleasant, a preference for low-arousal positive 

affect may exist. That is, individuals for whom positive emotion is unpleasant may 

experience high-arousal positive emotion as particularly aversive. 

Feldman et al.’s (2008) and J. V. Wood et al.’s (2003) studies not only 

indicate several emotions that are subject to dampening attempts, but also suggest 

several factors that may underlie the tendency to engage in such attempts. One factor 

is a fear of the experience of intense positive emotion. Feldman et al. (2008) found 

that participants with a high level of vulnerability to mania (but who were not 

experiencing manic symptoms) were more likely than participants with a low level of 

such vulnerability to attempt to engage in cognitive strategies that would reduce the 

intensity and duration of positive affect. Thus, it is possible that NSSI may similarly 
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be used to reduce positive emotion in individuals who fear that the positive emotion 

will become uncontrollable. 

Attempts to reduce positive affect may also be motivated by negative thoughts 

about oneself. In J. V. Wood et al.’s (2003) and Feldman et al.’s (2008) studies, the 

tendency to use dampening strategies in response to positive affect was negatively 

correlated with self-esteem. Accordingly, it is possible that some individuals attempt 

to reduce positive affect through NSSI as a result of negative self-appraisal, including 

the belief that one does not deserve to experience positive affect. These beliefs and 

other forms of negative self-appraisal may also motivate the use of NSSI as self-

punishment for experiencing positive affect. Such a possibility is plausible, given the 

relationship between negative self-appraisals, self-punishment, and NSSI 

demonstrated in prior research (Briere & Gil, 1998; Klonsky, 2009; Lewis & Santor, 

2010) and in Phase 1 of the current study.  

Physiological factors may also partly explain why some individuals attempt to 

reduce or eliminate positive affect. Debate still exists regarding the extent to which 

positive emotions are associated with high or low physiological arousal (see Shiota, 

Neufeld, Yeung, Moser, & Perea, 2011). However, it is accepted that at least some 

positive emotions, such as excitement, are associated with increased activation of the 

sympathetic nervous system relative to neutral affect (Shiota et al., 2011). If such 

arousal is experienced as unpleasant, then it may prompt the use of NSSI for the 

purpose of eliminating the positive affect and thus down-regulating the physiological 

arousal.  

Discussed above is the possibility that NSSI is used to reduce positive affect. 

An alternative possibility is that some individuals hope to maintain the initial positive 

emotion, but alleviate or distract themselves from aversive affective-cognitive 
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consequences of the emotion. For example, happiness may be followed by negative 

affect resulting from the belief that happiness is not deserved (J. V. Wood et al., 

2003). In such cases, NSSI may be used as a distraction from the negative affective-

cognitive consequences of positive emotion.  

Another possible function of NSSI in relation to positive affect is expressive 

suppression. Most individuals are motivated to express emotion as part of the social 

sharing of emotional events (Rime et al., 1992), but some individuals also experience 

urges to inhibit the expression of emotion (King & Emmons, 1990; Tracshel, Gurtner, 

von Kanel, & Grosse Holtforth, 2010). Phase 1 of the current research showed that 

NSSI is one method used to suppress the expression of negative emotions. 

Consequently, it is possible that NSSI is also used for the specific purpose of 

preventing the verbal expression or other outward displays of positive affect.  

One way in which self-harm may prevent emotional expression relates to 

physiological arousal. There is evidence that high-arousal emotional stimuli receive 

greater attention than low-arousal stimuli (Leite, 2012). In addition, compared to 

participants induced to experience low emotional arousal, participants induced to 

experience high emotional arousal are more likely to share information (unrelated to 

the emotional experience) with others (Berger, 2011). Thus, there is reason to believe 

that emotional arousal may also induce the sharing of emotion, not just information, 

with others. That is, emotional arousal may increase the urge to express emotion – 

something that many self-harming individuals attempt to avoid (Gratz, 2006; Sim et 

al., 2009). Prior research (Weinberg & Klonsky, 2012) suggests that NSSI reduces the 

physiological arousal associated with emotion. Thus, it is possible that the NSSI-

induced reduction in physiological arousal also reduces the urge to express emotion. 
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In addition, NSSI may reduce the urge to express emotion through serving as a 

proxy for emotional expression. As noted previously, many individuals who attempt 

to avoid expressing emotion also have desires to express emotion (King & Emmons, 

1990; Tracshel et al., 2010). Several studies have demonstrated the use of self-harm to 

express self-hate (Gilbert et al., 2010; Klonsky, 2009; Lewis & Santor, 2010; 

Schoenleber & Berenbaum, 2012). Consequently, it is possible that self-harm is also 

used by some individuals to signify or express positive affect. The feeling of having 

expressed the emotion may reduce the desire to express the emotion in other ways.  

Thus far, the discussion of potential functions of positive-affect-related NSSI 

has addressed the down-regulation of positive affect or its consequences, self-

punishment, and expressive suppression. Indicated in such functions is the experience 

of at least one feature of positive affect – the initial positive affect, the affective-

cognitive result, or the expression of the emotion – as aversive. However, an 

alternative possibility is that positive affect is not experienced as aversive. Rather, 

positive affect may be desired, and, as a result of the ability of pain to induce the 

release of endorphins (Basbaum & Fields, 1984), NSSI may be used to increase 

positive affective states. However, participants’ descriptions of self-harm incidents in 

Phase 1 suggest that many self-harming individuals view themselves negatively. In 

addition, use of cognitive strategies for down-regulating positive affect is associated 

with low self-esteem (Feldman et al., 2008; J. V. Wood et al., 2003). Consequently, it 

is predicted that the use of NSSI to down-regulate positive affect will not only be the 

most common function of positive-affect NSSI, but will also be significantly more 

common than the use of NSSI for increasing positive affect. 

In sum, it is possible that NSSI is used for several functions in relation to 

positive affect. NSSI may be used to reduce positive affect or its aversive affective-
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cognitive consequences, increase positive affect, and prevent the expression of 

positive emotion. It also appears that a variety of positive affective-cognitive 

experiences may trigger NSSI. Studies described earlier (Feldman et al., 2008; J. V. 

Wood et al., 2003) suggest that self-referent positive affect (e.g., pride), happiness, 

excitement, and enthusiasm may be subject to dampening strategies, and some 

research (Leite, 2012; Vastfjall et al., 2001; Wegner & Giuliano, 1980) raises the 

possibility that high-arousal positive affect will be more likely than low-arousal 

positive affect to trigger NSSI. These possibilities will be explored through 

examination of function checklist data from Phase 1, and from descriptions of 

positive-affect-triggered NSSI collected in Phase 2.  

9.3. Individuals who self-harm in response to positive affect 

Aim 4 of the current research is to describe the individuals who engage in 

NSSI in response to positive affect. More than 40% of participants in Phase 1 had 

self-harmed in response to happiness, excitement, hope, or pride. However, nothing is 

known about individuals who self-harm in response to positive feelings, referred to 

here as positive-affect NSSI individuals, or PA NSSI individuals. Consequently, 

Phase 2 will begin to describe these individuals by comparing them to individuals 

who self-harm in response to negative affect only (referred to here as negative-affect-

only NSSI individuals, NAO NSSI individuals, or typical NSSI individuals) – these 

participants appear to form the largest group of self-harming individuals. Individuals 

who use NSSI to decrease positive affect cannot be assumed to be similar to those 

who use NSSI to increase positive affect – indeed, such a possibility seems unlikely. 

Thus, positive-affect NSSI individuals will be separated on the basis of whether they 

use NSSI in order to increase or decrease positive affect.  
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9.2.1. NSSI frequency  

Individuals who self-harm in order to reduce positive affect may have a greater 

level of distress than do individuals who self-harm in response to negative affect only. 

Research on affective dampening has shown that the use of cognitive strategies to 

reduce positive affect is positively associated with the tendency to ruminate on one’s 

perceived failures and negative emotions (Feldman et al., 2008), and with symptoms 

of panic disorder, social phobia, generalised anxiety disorder, obsessive compulsive 

disorder, and depression (Eisner et al., 2009; Feldman et al., 2008). In addition, the 

use of dampening strategies is negatively correlated with self-esteem (Eisner et al., 

2009; Feldman et al., 2008). These associations between cognitive dampening of 

positive affect and psychological symptoms suggests that the use of NSSI to reduce 

positive affect may also be associated with a greater level of overall psychological 

distress. If this is the case, then positive-affect-decreasing NSSI participants might be 

expected to self-harm more frequently than NAO NSSI participants.  

Given the lack of existing research regarding individuals who self-harm in 

response to positive affect, other possibilities cannot be ruled out. For example, it is 

possible that individuals who use NSSI to increase positive affect also self-harm more 

frequently than do typical NSSI individuals. No prediction is made regarding this 

possibility, as any prediction would be based on very tentative links between various 

bodies of research. Specifically, as will be described in a subsequent section, research 

findings from various fields, taken together, indicate that individuals who self-harm in 

order to increase positive affect may have experienced greater invalidation of positive 

affect during childhood than did typical NSSI individuals. In addition, prior research 

(Bornovalova et al., 2011; Gratz, 2006; Gratz & Roemer, 2004; Gratz & Tull, 2010; 

Sim et al., 2009; Slee et al., 2008) and the results of Phase 1 demonstrate a positive 
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relationship between emotional invalidation and NSSI frequency. Thus, if individuals 

who self-harm to increase positive affect experienced greater invalidation of positive 

affect during childhood than did typical NSSI individuals, they may also self-harm 

more frequently than typical NSSI individuals. However, the stronger evidence –the 

positive association between psychopathology and dampening of positive affect – 

favours the possibility that participants who use NSSI to decrease positive affect will 

report a greater number of self-harm episodes relative to typical NSSI participants. 

9.2.2. Other psychological variables 

Positive-affect NSSI individuals might differ from typical NSSI individuals 

not only in terms of NSSI frequency, but also in terms of other psychological 

variables of interest, such as emotional invalidation, emotion dysregulation, emotional 

expressivity, and attachment. There is little research to guide predictions regarding 

differences in emotion dysregulation, emotional expressivity, or attachment. Thus, no 

predictions are made regarding these variables. However, compared to typical NSSI 

individuals, individuals who use NSSI to decrease positive affect might be expected 

to have higher scores on items measuring childhood invalidation of positive affect. 

This possibility is consistent with two features of Linehan’s (1993) model of 

borderline personality disorder. First, although much research regarding emotional 

invalidation has focused on the invalidation of negative emotion only (e.g., Buckholdt 

et al., 2009; Eisenberg et al., 1996; Fabes et al., 2001), Linehan stated that expressions 

of positive affect may also be invalidated. Second, Linehan suggested that individuals 

internalise and carry into adulthood the invalidation experienced in childhood, and 

thus invalidate their own emotional experience as adults. Consequently, it is possible 

that invalidation of positive affect in childhood may predispose individuals to react 

negatively to positive affect and thus increase their risk of using NSSI as a method of 
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reducing positive affect. Consequently, compared to typical NSSI participants, 

positive-affect-decreasing NSSI participants may be expected to report greater 

invalidation of positive affect during childhood. 

The prediction described above seems plausible – theoretically, punitive 

responses to the expression of positive affect may lead to discomfort with positive 

affect. However, little is known about individuals who self-harm in response to 

positive affect. Thus, the prediction outlined above is based not on empirical 

evidence, but on supposition and logic. For this reason, the prediction is only 

tentative; indeed, findings may reveal quite a different relationship between positive-

affect self-harm and invalidation of positive emotion. For example, it is possible that 

invalidation of positive emotion is associated not with the use of NSSI to decrease 

positive affect, but with the use of NSSI to increase positive affect. That is, it is 

possible that positive-affect-increasing NSSI participants experienced greater 

invalidation of positive affect during childhood than did typical NSSI participants.  

Such a possibility is not inconceivable. Expressing positive affect allows 

individuals to “mark” a positive experience, and increases positive affect (Langston, 

1994, p. 1113). Thus, interpersonal sharing of positive emotions facilitates further 

increases in positive mood. However, in an emotionally invalidating environment, 

emotional expression is ridiculed, ignored, or punished (Linehan, 1993). Children 

whose expressions of positive affect are invalidated presumably do not learn that the 

sharing of positive emotion can enhance positive affect. Rather, it is likely that they 

learn that expression of positive affect has negative consequences (Linehan, 1993). 

Consequently, these individuals, as adults, may use methods other than emotional 

expression in order to enhance positive affect. NSSI may be one such method, as it 
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can activate the release of endorphins (Basbaum & Fields, 1984) and may serve to 

“mark” (Langston, 1994, p. 1113) the experience of positive affect.  

In sum, it is difficult to predict how individuals who self-harm in response to 

positive affect differ from typical self-harming individuals in terms of emotional 

expressivity, attachment, and emotion regulation. However, it seems possible that the 

use of self-harm in response to positive affect may be related to parents’ responses to 

children’s expression of positive affect. Theoretically, it is possible that both groups 

of positive-affect NSSI individuals (those who self-harm to decrease positive affect, 

and those who self-harm to increase positive affect) experienced greater invalidation 

of positive affect in childhood compared to typical NSSI individuals. However, the 

most credible prediction is that invalidation of positive affect in childhood is 

associated with discomfort with positive affect and with attempts to decrease positive 

affect. For this reason, it is predicted that individuals who use self-harm to decrease 

the experience of positive affect will report experiencing greater invalidation of 

positive affect compared to typical NSSI individuals. 

10. Phase 2: The Current Research 

10.1. Phase 2: Research aims 

As described above, Phase 2 has two aims, referred to as Aims 3 and 4 of the 

current study. The finding that NSSI is used predominantly to alleviate the experience 

of negative emotions has resulted in a research focus on negative emotion, such that 

the possible role of positive affect has been largely ignored. It is not suggested here 

that positive emotion triggers NSSI as frequently as does negative emotion; indeed, 

results of Phase 1 suggest that negative emotion is the primary trigger of NSSI. 

However, it appears that a substantial minority of self-harming individuals engage in 

NSSI in response to positive affect. Consequently, Phase 2 of the current research 
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aims to describe the triggers and functions of positive-affect NSSI, and to compare 

positive-affect NSSI participants with typical NSSI participants in terms of NSSI 

frequency, emotional invalidation, attachment, emotion dysregulation, and emotional 

expressivity. Presented below are six research questions. The first four correspond to 

Aim 3; the final two relate to Aim 4. 

10.2. Research questions 

1. What is the most common trigger of positive-affect NSSI? 

2. What is the most common affective-cognitive response to positive affect 

that triggers NSSI?  

3. What are the most common functions of positive-affect NSSI? 

4. What distal factors (e.g., childhood emotional invalidation) do participants 

identify as having predisposed them to the use of NSSI in response to positive affect? 

5. Do positive-affect NSSI participants differ from typical NSSI participants in 

terms of NSSI frequency?  

6. Do positive-affect NSSI participants differ from typical NSSI participants in 

terms of emotional invalidation, attachment, emotion dysregulation, and emotional 

expressivity?  

10.3. Predictions 

The research question regarding distal factors that participants identify as 

predisposing them to positive-affect NSSI is exploratory; consequently, no prediction 

is made in relation to this question. However, predictions are made regarding each 

other research question. These predictions are described below.  
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10.3.1. Features of positive-affect NSSI  

10.3.1.1. Triggers 

It is expected that the most frequently nominated trigger of positive-affect 

NSSI will be a high-arousal positive emotion (such as happiness or excitement). In 

addition, it is predicted that high-arousal positive emotions will be nominated as 

triggers more commonly than will low-arousal positive affect (such as feelings of 

content or relaxation). This prediction is consistent with research suggesting that 

greater attention is allocated to high-arousal affect than to low-arousal affect (Leite, 

2012). However, it is noted that the results of Phase 1 offered mixed support for the 

hypothesis regarding arousal levels of negative emotions that commonly trigger NSSI. 

The hypothesis that the most frequent trigger of positive-affect NSSI will be a 

high-arousal affective state cannot be assessed using the emotion checklist from 

Survey 1. This is because all four of the positive emotions included in the checklist 

are conceptualised as being associated with high arousal (Reisenzein, 1994; Russell, 

1980). Consequently, this hypothesis will be examined using Survey 2 data. 

10.3.1.2. Consequences of positive emotion  

 The NSSI literature reviewed in Study 1 suggests that self-harm is commonly 

triggered by negative self-appraisal, such as feelings of self-hate or perceptions of the 

self as worthless or inadequate (Klonsky, 2009; Lewis & Santor, 2010). In addition, 

the happiness literature reviewed above (Eisner et al., 2009; Feldman et al., 2008) 

indicates that low self-esteem is a correlate of the use of dampening strategies in 

response to positive affect. Thus, it is predicted that participants’ descriptions of 

positive-affect NSSI in Survey 2 will indicate that positive emotions elicit negative 

self-appraisal, such as beliefs that one does not deserve to feel positive emotion or 

thoughts that one is worthless.  
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10.3.1.3. Functions 

It is predicted that, in relation to each positive emotion, the two most common 

functions of positive-affect NSSI will be down-regulation of positive affect (e.g., 

reduction of emotion, release of emotion, or distraction from emotion), and self-

punishment. The prediction regarding down-regulation can be tested using data from 

the function checklist in Survey 1, and participants’ descriptions of positive-affect 

NSSI in Survey 2. The prediction regarding self-punishment can be assessed only 

through examination of participants’ descriptions of positive-affect self-harm in 

Survey 2, as the function checklist in Survey 1 did not include self-punishment.  

The prediction regarding the two most common functions of positive-affect 

NSSI is consistent with the expectation (described above) that positive affect will 

result in negative self-appraisal. The prediction is also consistent with prior findings 

(Briere & Gil, 1998; Kleindienst et al., 2008) reviewed in Phase 1, suggesting that 

punishment is a common purpose of self-harm, and with the Phase 1 results that 

replicated such findings. It is also predicted that down-regulation of positive affect 

will be significantly more common than up-regulation of positive affect. 

10.3.2. Differences between positive-affect NSSI participants and typical NSSI 

participants  

10.3.2.1. NSSI frequency 

On the basis of researching showing that various psychological symptoms 

are associated with the use of affective dampening (Feldman et al., 2008; J. V. Wood 

et al., 2003), it is predicted that positive-affect-reducing NSSI participants will report 

a greater number of NSSI episodes than will typical (negative-affect only) NSSI 

participants. No predictions are made regarding differences in NSSI frequency 

between positive-affect-increasing NSSI participants and typical NSSI participants.  
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10.3.2.2. Other psychological variables 

It is predicted that positive-affect-decreasing NSSI individuals will 

demonstrate higher scores on the five ICES items (the original three items and two 

additional items) representing invalidation of positive affect than will typical NSSI 

individuals. This prediction is based on Linehan’s (1993) suggestion that individuals 

carry into adulthood the emotional invalidation experienced in childhood. Thus, 

individuals who attempt to down-regulate positive affect in adulthood may be 

expected to report greater invalidation of positive affect compared to typical NSSI 

individuals. No predictions are made regarding differences in positive-emotion 

invalidation between positive-affect-increasing NSSI individuals and typical NSSI 

individuals. In addition, no predictions are made regarding group differences in 

attachment, emotion dysregulation, or emotional expressivity. 

10.4. Hypotheses 

Described above are five groups of predictions. In the section that follows, 

specific hypotheses are presented. The first four hypotheses describe the predicted 

triggers of positive-affect NSSI, cognitive-affect responses to these triggers, and 

functions of the resulting NSSI. The final two hypotheses describe the expected 

differences between positive-affect NSSI individuals and typical NSSI individuals. 

1. Positive affect associated with high arousal (e.g., happiness or excitement) 

will be the most commonly nominated trigger of positive-affect-related NSSI. 

2. In the descriptive task in Survey 2, the most commonly described response 

to positive emotion will involve negative self-appraisal, such as thoughts that the 

positive experience is not deserved, feelings of self-hate, or evaluations of oneself as 

worthless or inadequate. 
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3. In relation to each positive emotion included in the emotion checklist in 

Survey 1, the function most commonly endorsed will be a down-regulation function 

(e.g., reduction of the emotion, release of the emotion, or distraction from the 

emotion).  

In the descriptive task (Survey 2), the two most common functions of 

positive-emotion-related NSSI will be the down-regulation of positive affect 

(reducing, releasing, or distracting oneself from positive affect) and self-punishment. 

4. Down-regulation of positive affect will be endorsed as a function of NSSI 

significantly more frequently than will up-regulation of positive affect on the function 

checklist and in the descriptive task.  

5. Compared to participants who self-harm in response to negative affect 

only, positive-affect-decreasing NSSI individuals will self-harm more frequently. 

6. Compared to participants who self-harm in response to negative affect 

only, positive-affect-decreasing participants will score higher on the five ICES items 

(three original and two additional items) measuring childhood invalidation of positive 

affect. 

11. Method  

11.1. Participants 

Participants were 49 females and 1 male, aged 13 – 39 years (M = 20.4). The 

sample included 20 participants from the USA; 17 from the UK; 5 from Canada; 3 

from Australia; 2 from Germany; and 1 each from Italy, New Zealand, and Norway. 

11.2. Measures 

Survey 2 (see Appendix G) contained one open-ended question, in addition to 

questions requesting demographic data. The open-ended question asked participants 
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to describe their self-harm that occurs in response to positive emotions. Participants 

were invited to: 

tell us anything you want about the role of positive feelings in triggering 

your deliberate self-harm. You might like to include information about: 

Which positive feelings (e.g., feeling happy, hopeful, excited, or content) 

trigger your self-harm; the types of situations in which positive feelings 

trigger your self-harm (e.g., being alone, talking with friends, thinking 

about certain things); what you hope the self-harm will do to your positive 

feeling (e.g., increase the feeling, decrease the feeling, release the feeling, 

or stop you from showing other people that you feel a certain way); 

anything (e.g., beliefs, childhood experiences) that you believe has 

contributed to the fact that you self-harm when you are experiencing a 

positive feeling. 

The first page of the questionnaire contained informed consent materials.  

Some analyses in Phase 2 will involve examination of Phase 1 data. The 

materials used in Phase 1 have been described earlier. 

11.3. Procedure 

All procedures were approved by the Griffith University Human Research 

Ethics Committee. Participants were assured that their responses would be 

anonymous and that they could withdraw from participation at any time without 

consequence. 

Recruitment and survey administration. The processes of recruitment and 

survey administration for Survey 2 were the same as those for Survey 1, except that 

the recruitment advertisement (see Appendix H) was placed only on the Recover Your 

Life website. This is because comments on the website and emails to the author 
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suggested that most respondents to Survey 1 were recruited from the Recover Your 

Life website. Thus, this website was predicted to be a source of individuals who 

would be interested in taking part in Survey 2. Individuals could complete Survey 2 

regardless of whether they had completed Survey 1. 
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12. Results 

12.1. Triggers and functions of positive-affect NSSI: Quantitative data 

Aim 3 of the current research is to describe the triggers and functions of 

positive-affect NSSI. This aim will be achieved through analysis of quantitative data 

obtained in Phase 1, and qualitative data obtained in Phase 2. Presented first are the 

results from the emotion and function checklists from Phase 1.  

12.1.1. Triggers of positive-affect NSSI: Emotion checklist results 

On the emotion checklist, the most commonly endorsed frequency of self-

harm in response to the positive emotions of happiness, hope, excitement, and pride 

was “never.” However, a non-trivial proportion of participants had at least 

occasionally engaged in self-harm in response to positive emotions. In total, 138 

participants (42.5% of the 325 participants who responded to the emotion checklist) 

had engaged in self-harm in response to at least one positive emotion. No participant 

had engaged in NSSI exclusively in response to positive emotions.  

The positive affective-cognitive state endorsed by the greatest number of 

participants as a trigger of NSSI was happiness, endorsed by 38.8% of respondents as 

a trigger of NSSI. The percentage of participants endorsing each of the other positive 

emotions as triggers of NSSI was as follows: hope, 21.5%; excitement, 20.3%; and 

pride, 15.4%.  

A one-sample binomial test showed that the percentage of participants who 

endorsed using NSSI at least occasionally in response to happiness was significantly 

greater (p < .01) than the percentage of participants who endorsed using NSSI in 

response to hope, which was the second-most commonly nominated positive affective 

trigger of NSSI. Table 12.1. below shows the number of participants who endorsed 

each response option for each positive emotion. 
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Table 12.1. Number of participants who used NSSI in response to each positive 

emotion 
 Happy Hopeful Excited Proud 

Never 199 (61.2*) 255 (78.5) 259 (79.7) 275 (84.6) 

Rarely 72 (22.0) 49 (15.1) 38 (11.7) 32 (9.8) 

Sometimes, 

but not often 

41 (12.6) 15 (4.6) 19 (5.8) 9 (2.8) 

Frequently 10 (3.1) 4 (1.2) 7 (2.2) 8 (2.5) 

Always or 

almost always 

3 (0.9) 2 (0.6) 2 (0.6) 1 (0.3) 

* Percentage of participants 

 

12.1.2. Functions of positive-affect NSSI: Function checklist results 

Responses to the emotion checklist were examined to determine the number of 

participants who used NSSI for each function in relation to happiness, hope, 

excitement, and pride. It is important to note that the number of participants who 

endorsed using NSSI in response to a particular emotion is not the same as the 

number of participants who endorsed a function for NSSI related to that particular 

emotion. For example, 126 participants indicated that they had engaged in NSSI in 

response to happiness, but only 73 endorsed a function of happiness-related NSSI.  

For each positive emotion, Table 12.2. below shows the rate of endorsement of 

each function of NSSI, among only those participants who indicated a self-harm 

function for that emotion.  

Table 12.2. Percentage of participants who endorsed each function of specific-

emotion-related NSSI  
 Reduce Increase Release Distract Inhibit expression 

Happy (73†) 32.88 (24*) 46.58 (34)a 10.96 (8) 6.85 (5) 12.33 (9) 

Hopeful (34) 38.24 (13) 38.24 (13) 8.82 (3) 17.65 (6) 8.82 (3) 

Excited (39) 48.72 (19) 38.46 (15) 15.38 (6) 12.82 (5) 5.13 (2) 

Proud (29) 48.28 (14) 24.14 (7) 13.79 (4) 27.59 (8) 20.69 (6) 

† Number of participants who responded for a certain emotion by indicating any function of NSSI in 

response to that emotion.  

* Number of participants who endorsed a particular function. 

a Bold type indicates the function of NSSI that was most commonly endorsed in relation to a particular 

emotion. 
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It was hypothesised that the down-regulation of positive affect (emotion 

reduction, emotion release, or distraction from the emotion) would be the most 

commonly endorsed function of NSSI in relation to each of the positive emotions. 

None of the participants who endorsed using NSSI to increase a positive emotion also 

used NSSI to decrease the same emotion. Equal numbers of participants used NSSI to 

increase and decrease hope. In response to happiness, more participants used NSSI to 

increase than to decrease the emotion. For excitement and pride, more participants 

endorsed using NSSI to increase than to decrease the feeling. However, one-sample 

binomial tests revealed these differences were nonsignificant (happiness, p = .237; 

excitement, p = .607; pride, p = .189, exact significance test). 

12.1.3. Summary of quantitative data analysis  

Analysis of Phase 1 data relating to positive affect showed that a substantial 

minority (42.5%) of participants at least occasionally engaged in self-harm in 

response to positive emotion. Happiness was the most common positive affect trigger 

of NSSI and was endorsed significantly more frequently than each of the other 

positive affect triggers (hope, excitement, and pride). Although there were some 

differences between the proportions of participants who used NSSI to increase and 

decrease the positive emotions, these differences were nonsignificant. 

12.2. Triggers and functions of positive-affect NSSI: Qualitative data 

The second source of information regarding triggers and functions of positive-

affect NSSI was Survey 2. This survey invited participants to describe episodes of 

self-harm that were triggered by positive emotional stimuli. Participants’ descriptions 

were examined for triggers of positive-affect NSSI, affective-cognitive responses to 

the triggers, and functions of positive-affect NSSI. Below, the process of categorising 
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participants’ responses is summarised. Then, examples of triggers and functions are 

presented together, and data regarding these features are analysed. Finally, examples 

of affective-cognitive responses to positive emotional stimuli are presented, and data 

regarding these responses are analysed. 

The 50 participants described 74 scenarios of self-harm. Consistent with 

Glaser and Strauss’s (1967) grounded theory approach to data analysis, and with the 

procedure described in Phase 1, analysis of the qualitative data did not involve fitting 

the data into pre-existing categories. Rather, triggers, affective-cognitive responses, 

and functions were categorised on the basis of their main theme.  

An independent rater unaware of the hypotheses examined 23 descriptions of 

positive-affect NSSI. For each description, the second rater identified the positive 

feeling that triggered self-harm, the affective-cognitive response to the positive 

feeling, and the functions of NSSI. Thus, 69 items (three features in each of 23 

descriptions) were coded. The second rater’s coding for each of these 69 items was 

compared to the researcher’s coding. The researcher’s and independent rater’s 

respective codings of positive feelings that triggered NSSI were consistent for 22 of 

the 23 self-harm incidents; codings of affective-cognitive consequences of positive 

feelings were consistent for each of the 23 incidents, as were codings of the functions 

of NSSI. Thus, of the 69 codings made by the second rater (three features in each of 

23 descriptions), 68 (98.6%) were identical to those made by the researcher.  

12.2.1. Triggers and functions of positive-affect NSSI: NSSI descriptions 

Table 12.3. below lists the triggers (column 1), the number of scenarios in 

which each trigger occurred (column 2), the functions of the resulting NSSI relating to 

each trigger (column 3), and the number of scenarios in which each function applied 
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(column 4). In addition, excerpts from participants’ descriptions that illustrate each 

function are provided (column 5).  

Several points should be noted. First, some participants described positive 

events (e.g., being shown love; achieving a goal) rather than positive emotions as 

triggers of self-harm. In order to capture all instances of self-harm that were 

described, these descriptions were included in the analyses. Second, some incidents 

were triggered by more than one positive emotion. Third, not all participants 

described a function of NSSI. Thus, for each emotion, the total of the numbers in 

column 4 will not necessarily equal the number in column 2. Fourth, for brevity, 

words that do not add to the meaning have been removed from the excerpts in column 

5, and, in three instances (scenarios 5, 25, and 68) participants’ words have been 

paraphrased in order to aid readability; paraphrasing is indicated by square brackets. 

In addition, spelling mistakes have been corrected. Otherwise, the content in column 5 

presents participants’ responses exactly.
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Table 12.3. Examples of triggers and functions of positive-affect NSSI 

Emotion or event N Purpose of self-harm N Example 

Happiness  40 Down-regulation  23 Even if I felt “good” it didn’t matter because I was/am actually flawed 

through and through. I am evil, useless, ugly, stupid, worthless, waste 

of space. They must have made a mistake in whatever caused the 

“good feelings”. So harming put it all back in place. (scenario 6) 

  When I feel overwhelmingly positive, I self harm to decrease the 

feeling. (scenario 20) 

  It is to do with decreasing it I guess, because I don’t deserve it, because 

being happy isn’t a secure place, because the only way from positive 

feelings is down. (scenario 65) 

 Self-punishment 10 What happens is I go into recovery and I begin to believe MAYBE I 

can actually be happy. Maybe I can have a happy marriage. Maybe 

Jesus really has saved me. Maybe I can make a difference in this 

world. Maybe my life can get better! Then BAM! Some shit happens 

and knocks me down. I get back up... ok... BAM! ok…wow this isn’t 

looking very good but I will try again... BAM!!! ... NOW I get angry, I 

get mad at myself for almost falling into that trap again, for almost 

fooling myself that these things could have happened.  How fucking 

stupid am I?  It always comes back to this!  Enter self harm. I need to 

punish myself for ever feeling happy, and thinking it could stay that 

way. (scenario 10) 

   I felt that my happiness was undeserved, I felt that I had no right to feel 

this happy. So it was a way of punishing myself for something that I 

felt I didn’t deserve. (scenario 28) 
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Emotion or event N Purpose of self-harm N Example 

 Increase or maintain 

positive emotion 

3 Usually, it is a happy where I believe I can rely on only myself, not 

other people. The self harm increases my positive feeling. After [a 

friend] ignored my crisis by choice, I convinced myself I don’t need 

people, told myself I was so great. I sorta believed it, then I turned on 

some music, danced a little, and felt pretty good. I walked by and saw 

my pocketknife. I hesitated for only a second, then I grabbed it, 

dropped my shorts, and cut on my hip. I cleaned up, put on a bandaid, 

got on pajamas, went to bed and fell asleep. I woke up in a fabulous 

mood that carried throughout the day. It was great. (scenario 5)     

    Because I live with somebody it is hard to self-harm without getting 

noticed. So I will often stash a razor. When talking to my housemate, I 

will get happy thinking about where the razor blade is and thinking 

about being able to cut later. Then eventually I will cut, and be proud 

that I hid the cuts, and keep doing it. It makes me happy. (scenario 1) 

  Prevent expression 1 Back in school I was a bit of an outcast - but if I didn’t show what 

bothered me, people mostly left me alone and it didn’t escalate into bad 

bullying. But I found it difficult to keep only the bad things inside - it 

was either having a mask on or not. So I couldn’t show when I was 

upset or angry, but neither could I show much when I was happy or 

excited. That usually resulted in hurrying to my room back home to 

cut. It just allowed me to keep those smiles on the inside, and kept me 

calm. (scenario 48) 
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Emotion or event N Purpose of self-harm N Example 

  Earn the happiness 1 In my freshman year of college...I didn’t fit in very well. I was always 

convinced that the group didn’t want me hanging out with them, and 

that they were just pretending to be nice. One weekend, I remember 

them asking me to go out with them. The invitation made me ecstatic, 

but I knew that soon I would realize that it was fake, that they didn’t 

care for me, that they didn’t actually want me to go with them. So I 

made a deal with myself: if I just did this one thing, I would deserve to 

go with them, I would EARN it. I got a pin, about 1.25in long, and 

pushed it into my arm, as close to vertical as I could make it (sliding it 

in parallel to my arm under the skin didn’t really count). That way, for 

the rest of the night, whenever I moved my hand I could feel it (it was 

in the muscle), and it would tear a little more, and I would earn my 

happiness. It was a great night. (scenario 27) 

Excitement  10 Down-regulation 4 The self injury is to decrease the feeling if I am “excited” about 

something (i.e., looking forward to something). I do this because of the 

potential that whatever it is I’m looking forward to might not come to 

pass, and it sort of keeps the feeling “in check” & I might not be so 

upset if the event is cancelled. (scenario 34) 

   I think the emotion I am feeling is excitement, but labeling emotions is 

kind of hard for me. The reason I harm is to release the emotion. [Self-

harming in response to] anger is more about punishing myself in a way 

that will last and teach me and force me to be better. This isn’t about 

lasting or teaching. It’s only about releasing the feeling. I think I do it 

to make the feeling go away, but the thought isn’t given words in the 

moment. (scenario 68)    
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Emotion or event N Purpose of self-harm N Example 

 Self-punishment 2 When I get excited about meeting someone I think is cute I 

immediately feel stupid. I start thinking that I’m ugly and not good 

enough and I feel like I should hurt myself for being stupid.  (scenario 

22) 

    If I am really excited or happy about something, I tend to feel guilty 

that I am feeling that way, which leads to me punishing myself by 

means of self harm. (scenario 32) 

  Increase 2 Sometimes, I’ll self-harm just to further boost my mood if I’m 

anticipating something in the future. Almost like someone who 

celebrates by going out for a cigarette – I’m doing something that 

ultimately harms me, but at the time it just makes me feel even better. 

(scenario 73) 

Pride 8 Down-regulation  6 I have always had a fear that I would become one of those people that 

bragged about themselves so I hate feeling proud of myself. If I start 

thinking things like “Oh I did a good job on that” I feel the need to hurt 

myself and tell myself that I’m worthless. (scenario 21) 

    Sometimes when I feel proud or as though I have achieved something, 

I need to deflate myself to remember I should be modest. (scenario 60) 

  Self-punishment 1 I think that I’m being self-centred, or bragging (if I have told anyone 

that I’m proud, or showed it somehow, which can be as simple as 

grinning) and feel that I have sinned because I felt proud or because I 

am accepting praise that I don’t deserve. I need to punish myself. 

(scenario 62)  
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Emotion or event N Purpose of self-harm N Example 

Hope 5 Down-regulation 4 I find hope often leads to heartache so I try not to allow myself to feel 

it, and sometimes I use self harm to keep hope under control. (scenario 

39) 

    The feeling of hopefulness triggers me because in my experience, 

being hopeful has always led to being let down. If I let the feeling of 

being hopeful out through self harm then, when I am inevitably let 

down, the fall isn’t as long or as hard. (scenario 50) 

  Self-punishment 1 I wanted to hurt myself to punish myself for hope, to remind myself 

that it could not last. (scenario 58) 

Being shown love  4 Remind of low self-worth  1 While I sometimes crave love and affection, I do not deserve either so 

the start of new relationships or friends/family treating me to things or 

showing me love, can make me feel uncomfortable and awkward, so I 

self harm to redress the balance, to “keep me in my place” and that will 

often result in cutting words (“nothing” or “no-one”, etc.). Reminding 

myself that’s what I am is strangely comforting. (scenario 38) 

  Avoid processing of others’ 

emotional expression 

1 It’s hard to deal with shows of love or friendship. I do like that my 

partner makes it clear he loves me, but when it’s overly so it’s a bit 

much to deal with, which tempts me to hurt myself. In part because I 

feel insecure, but also it’s a very basic reaction of “Enough. Can't 

process this now, get blade” and my mind shuts down a bit. (scenario 

49) 

Unspecified 

positive event 

3 Generate feeling 1 In reaction to what I should have had a positive feeling about but could 

not feel I would cut to let myself feel and allow that emotion to come 

out. (scenario 9) 
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Emotion or event N Purpose of self-harm N Example 

  Reminder of positive event 1 If something big happens, good or bad, I want a scar to remember it. I 

know what each and every one of my scars are from, and I can tell you 

the day, place, and the time to the hour. (scenario 35) 

Mania 3 Down-regulation 2 When I am more aware of my mania and would like it to stop. If I have 

an obligation, or would just like to function better I will cut in order to 

calm myself down.  In this case I am definitely trying to decrease the 

positive emotions. Most frequently it is because I am overwhelmed 

with positive emotions and I have a school related task and I need a 

way to focus. (scenario 31) 

    Another positive feeling that triggers SI is manic episodes (y’know, the 

peaks of the peaks and valleys of being bipolar). When I’m manic I 

don’t realize what I’m doing until I’ve done it, and I usually get lost 

within the rush of happiness. In order to get back “down to earth”, I 

have to do something to feel alive. (scenario 46)  

Contentment 2 Return to typical affective 

state 

1 Seeing as I’ve felt depressed for a number of years now, in my 

response I’m referring to my “not entirely depressed” emotions as 

“positive” emotions. I feel uncomfortable being relieved of my usually 

depressed feelings, like I’m not sure how to deal with this slightly 

more upbeat feeling. Because it’s so foreign and uncomfortable to me, 

I often feel the urge to self-harm because that’s a predictable and 

comforting feeling that brings me back to current times. (scenario 2) 

Sexual pleasure 2 Reduce feeling 1 Sometimes I hurt myself after experiencing sexual pleasure, and I don't 

know why but it makes me feel ashamed. I just want to stop myself 

from feeling it. (scenario 59) 
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Emotion or event N Purpose of self-harm N Example 

  Return to typical affective 

state 

1 Most of the time I act on the urge to cut afterwards, it brings me back 

up to feeling normal. (scenario 15) 

Goal achievement 1 Self-reward 1 Since mostly stopping [self-injury] I use it as a reward in certain 

situations. Because it was so hard to stop and not use it as a coping 

mechanism I found the only way I could cut down was using it as a 

reward instead of a punishment. For instance, I’m trying to get fit and 

healthier so if I do a lot of exercise and eat healthily for a week, I can 

cut. (scenario 25)   

Feeling self-worth 1 Return to typical affective 

state 

1 After a few years of help from my Clinical Psychologist and GP, it 

finally began to dawn on me that maybe they were right and I was the 

one who was mistaken. My “core beliefs” encouraged to me to believe 

that I was unacceptable, bad, worthless etc. And yet maybe I wasn’t 

rubbish like I believed. All of a sudden I was feeling something I had 

never really felt before; maybe I mattered.  At the same time as I was 

having some little tingles of “positive” feelings I was also struck with 

intense fear. I don’t know how to feel like I matter. I felt a sense of 

unease, because in some ways hiding in my feeling of being rubbish 

felt safe, familiar, predictable. I chose to run away from these intense 

and somewhat unfamiliar emotions and deliberately burnt my arm. 

(scenario 42) 
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As shown in Table 12.3. above, the 50 participants described 11 types of 

positive emotions or events that triggered NSSI. The four most commonly nominated 

triggers were those assessed in the emotion checklist in Phase 1: happiness (N = 40), 

excitement (N = 10), pride (N = 8), and hope (N = 5). The remaining triggers were 

each nominated in four or fewer descriptions of self-harm.  

It was hypothesised that the most commonly nominated trigger of positive-

affect NSSI would be a feeling associated with high physiological arousal. Each of the 

four most common affective triggers are regarded as being associated with high 

arousal (Reisenzein, 1994; Russell, 1980). The only low-arousal positive affective 

state identified as a trigger of NSSI was contentment (N = 2). A one-sample binomial 

test showed that a significantly greater proportion of self-harm incidents were 

triggered by happiness than by contentment (p < .01). Thus, in support of the 

hypothesis, the most common category of trigger was high-arousal positive affect, and 

the proportion of incidents involving this trigger was significantly greater than the 

proportion of incidents involving a low-arousal trigger.  

Analysis of functions will focus on the 58 episodes (78.4% of the 74 episodes 

described) that included at least one of the four most commonly nominated triggers. It 

was hypothesised that the two most common functions of positive-affect NSSI would 

be down-regulation of positive affect, and self-punishment. For the episodes that were 

triggered by any of the four most commonly nominated triggers, down-regulation was 

the most common function of NSSI, and self-punishment was the second most 

frequently described function. A one-sample binomial test showed that, among the 

incidents triggered by happiness, the number of incidents in which self-harm 

functioned to down-regulate positive emotion (N = 23, 57.5%) was significantly 
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greater than the number of incidents in which self-harm was used for self-punishment 

(N = 10, 25%; p < .01).  

Comparisons of the frequency of down-regulation and punishment were not 

conducted in relation to self-harm triggered by the other positive emotions, due to the 

low number of participants who described incidents triggered by emotions other than 

happiness. However, when all 58 incidents involving one of the four most common 

triggers were combined, down-regulation (N = 35, 60.3%) was significantly more 

common than self-punishment (N = 13, 22.4%; p < .01).  

It was also hypothesised that down-regulation of positive affect would be a 

significantly more common function than up-regulation of positive affect. A one-

sample binomial test revealed a significant difference (p < .01) between the number of 

participants who used NSSI to down-regulate happiness (N = 23) and the number of 

participants who used NSSI to increase happiness (N = 3). Thus, in relation to 

happiness, down-regulation was a significantly more common function than was up-

regulation. Such tests were not conducted for the other emotions due to the low 

number of participants who used NSSI in response to positive emotions other than 

happiness. However, when all 58 incidents involving the four most common triggers 

were combined, the use of self-harm for down-regulation (N = 35, 60.3%) was 

significantly more common than the use of self-harm to increase positive emotion (N 

= 5, 8.6%; p < .01).  In addition, when all 58 incidents were combined, the use of 

NSSI for self-punishment (N = 13, 22.4%) was significantly more common than the 

use of NSSI for increasing positive affect (N = 5, 8.6%; p < .01). 

Next, self-harm descriptions were examined for affective-cognitive reactions 

to the triggering emotional stimulus. Such reactions were articulated in 46 

descriptions of NSSI (some of which contained several reactions). Table 12.4. below 
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presents the categories of affective-cognitive reactions to positive emotional stimuli, 

the number of scenarios in which each category was nominated, and excerpts that 

demonstrate each type of reaction. Words that do not contribute to meaning have been 

omitted; otherwise, the content presents participants’ descriptions exactly. 
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Table 12.4. Thoughts or feelings activated by positive emotion 

Thought or feeling activated by 

positive emotion 

N Example 

Negative self-appraisal 22 When I did achieve those things although I felt proud of myself for achieving such feats I had been 

almost programmed in a way to believe that it wasn’t good enough. (scenario 13) 

 This was in response to a feeling that I did not deserve the happiness, that I was somehow 

unworthy of feeling good. (scenario 29) 

  I don’t deserve to be happy. I was such an awful person when I was younger. I still feel like a bad 

person. I truly hate myself. And, I don’t want to be happy in a life where I know I’m not wanted. 

(scenario 14) 

Discomfort / unfamiliarity with 

positive feeling 

11 If I feel my positive emotions getting stirred more than I’m comfortable with I will self harm. 

(scenario 33) 

  The feeling of being content is strange to me. (scenario 71) 

Fear of positive emotion ending 10 If I feel hopeful for something, there’s always a niggling thought in the back of my head that 

everything is going to go wrong at the end. (scenario 19) 

  I find being happy or content quite difficult to handle (as I know what will follow)… the 

subsequent huge crash. (scenario 37) 

Feeling of vulnerability 3 Basically anytime I been with my friends for an extended period of time. Then when I am alone, 

that’s when I feel most vulnerable. I feel content, but vulnerable. I guess what I’m looking for 

when I self harm during this time is a sense of numbness. (scenario 4)  

  Even though I enjoy having positive feelings, I felt like they were out of place and that I needed to 

control them better. I needed to be more guarded, as I felt too vulnerable while being happy among 

many other people. (scenario 51) 
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Perceived inability to contain or 

control emotion 

3 I have self-harmed in response to intense feelings of love – a feeling so euphoric and so nerve-

wracking that I could not contain it. The goal of the self-harm in this situation is to contain the 

intensity of my emotion to keep me from feeling like I’m going to burst apart. (scenario 12)  

  However, when I do get excited I tend to get nervous and I feel like I have a loss of control. 

(scenario 18) 

  I tend to feel out of control when I get really excited or happy and I self harm so I will feel more in 

control. (scenario 32) 
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As shown in Table 12.4 above, negative self-appraisal was the most common 

response to positive emotional stimuli. A one-sample binomial test showed that 

negative-self appraisal (N = 22) was significantly more common than was the next 

most frequent response, which was a feeling of unfamiliarity with positive emotion (N 

= 11; p < .01). 

12.2.2. Predisposing factors: NSSI descriptions 

Participants’ descriptions were also examined for beliefs about distal factors 

that contribute to their use of NSSI in response to positive emotion. No predictions 

were made regarding such factors. Ten participants provided information about 

childhood or personality variables to which they specifically attributed their positive-

emotion-related NSSI. Each of these statements is presented. 

I speculate that my upbringing in a family where emotion was not freely 

expressed contributes to the way I deal with my emotions through self-harm. 

(scenario 12) 

 

I’ve always had a “poker face” of sorts, and I dislike the idea of people being 

able to “read me” or be able to predict what I do. (scenario 20) 

 

When growing up, I was taught not to show emotion, whether it be positive 

or negative. So I think that is where my belief that I need to punish myself 

for showing emotion comes from. (scenario 32) 

 

The positive feeling straight away converts into anger at myself for feeling 

inferior. I think the inferiority mind set comes from growing up with a 

disabled sibling and no or very little (but drunk) father around. (scenario 40) 

 

I grew up with a mentally ill mother, who kept bringing herself down. I kept 

hearing the “no, I don't deserve this”. And she would then walk around, 

mumbling to herself how terrible she was, all that self-destructive stuff. I 

picked this up. (scenario 46) 

 

Back in school I was a bit of an outcast – but if I didn’t show what bothered 

me, people mostly left me alone and it didn’t escalate into bad bullying. But I 

found it difficult to keep only the bad things inside. So I couldn’t show when 

I was upset, but neither could I show much when I was happy or excited. 

(scenario 48) 

 

My mom keeps telling me that I'm too childish. (scenario 55) 
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I have OCD, at a 30 on the Y-BOCS scale. One main issue is scrupulosity. 

When I feel pride I feel like it is sinning and that I need to punish myself. 

(scenario 62) 

 

I’m not sure why I self harm. My mothers are supportive of me, there’s no 

abuse or anything. I feel like it’s just myself that is wrong enough to harm. If 

confidence counts as a positive emotion, I suppose [self-harm in response to 

confidence] ties in with my values of humility and simplicity and 

selflessness. (scenario 70) 

 

As a child I did not experience content. I was raised in an abusive home until 

I was removed and place in foster care. I was moved around a lot so the 

feeling of being content is strange to me I also tend to do it when something 

good has happened in my life as if I do not feel that I deserve to have good 

things happen. (scenario 72) 

 

Two other participants described features of their childhood, but did not 

explicitly attribute their self-harm to these features:  

I have always felt something missing in my life due to the lack of the 

stereotypical “father-daughter” bond that we are supposed to have. (scenario 

9) 

 

When I was young and still now my dad has been aggressive and violent: 

shoving, throwing things, dragging me around and smacking. (scenario 64) 

 

12.2.3. Summary of qualitative data analysis  

The four most commonly nominated affective triggers in the descriptive task 

were, in descending order of frequency, happiness, excitement, pride, and hope, each 

of which is associated with high arousal (Reisenzein, 1994; Russell, 1980). 

Happiness, the most common trigger, was nominated as a trigger in a significantly 

greater number of episodes than was contentment, a low-arousal feeling. For the four 

most commonly nominated affective triggers, down-regulation was the most common 

function, and self-punishment was the second most common function. In relation to 

happiness, and in relation to the four most common affective triggers combined, 

down-regulation was significantly more common than was up-regulation. Similarly, 

in relation to the four most common triggers combined, the use of NSSI for self-
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punishment was significantly more common than the use of NSSI for affective up-

regulation. 

Negative-self appraisal was the most common affective-cognitive consequence 

of positive feelings or events. This type of consequence was significantly more 

common than was the next most common result, which was the feeling of 

unfamiliarity regarding the experience of positive emotion or a positive event. In 

describing factors that may have contributed to their use of self-harm in response to 

positive emotion, participants implicated personality, events or environments that led 

to the inhibition of positive affect, and parental modelling of affective down-

regulation.  

12.3. Do positive-affect NSSI participants differ from negative-affect participants? 

The analyses reported in the prior sections addressed the first goal of Phase 2 

of the current research: to describe NSSI that is triggered by positive affect. The next 

goal of Phase 2, addressed in the subsequent sections, is to determine whether 

participants whose NSSI is triggered by positive affect differ from participants whose 

self-harm is triggered by negative affect only. Happiness was the positive emotion 

endorsed by the greatest number of participants as a trigger of NSSI. Thus, 

participants who self-harmed in response to happiness were chosen for comparison 

with typical NSSI individuals. The groups were compared on self-harm frequency, 

emotional invalidation, attachment, emotion dysregulation, and emotional 

expressivity. All data used in these comparisons were sourced from responses to 

Survey 1. 

Several abbreviated terms and acronyms will be used to refer to groups of 

participants. Individuals who self-harm in response to happiness will be referred to as 

happy-affect NSSI individuals or HA NSSI individuals. Those who use NSSI to 



263 

 

increase happiness will be referred to as happiness-increasing NSSI participants or HI 

NSSI participants; the term happiness-decreasing NSSI participants or HD NSSI 

participants will refer to individuals who use NSSI to decrease happiness. Individuals 

who self-harm in response to negative affect only will be referred to as negative-

affect-only NSSI individuals, NAO NSSI individuals, or typical NSSI individuals. 

It was recognised that participants who use NSSI to increase happiness might 

differ in terms of other characteristics from participants who use NSSI to decrease 

happiness; also, no participant used NSSI for to both decrease and increase happiness. 

Thus, HA NSSI participants were categorised according to whether they used NSSI to 

increase happiness or to decrease happiness. Categorisation in this manner captured 

58 of the 73 participants who reported a function for happiness-related NSSI; 15 HA 

NSSI participants used NSSI for a function other than decreasing or increasing 

happiness. However, in some analyses, it was of interest to determine whether all HA 

NSSI participants, regardless of function, differed from typical participants. Thus, 

some analyses examined all HA NSSI participants. Participants were classified as 

self-harming in response to happiness only if they indicated a function for happiness-

related NSSI. If they indicated on the emotion checklist that they self-harmed in 

response to happiness, but selected “not applicable; never a reason for my self-harm” 

in relation to happiness on the function checklist, they were not classified as self-

harming in response to happiness.  

12.3.1. NSSI frequency 

Phase 2 of the current research asked whether the frequency of NSSI episodes 

differs between participants on the basis of whether they engaged in happiness-related 

NSSI. Due to the severe skew of the NSSI frequency data that could not be corrected 

by various transformations (as described in Phase 1), independent-samples median 
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tests – nonparametric tests – were used. Table 12.5 shows the mean and median 

number of NSSI episodes over the past 12 months for each group of participants. 

Table 12.5. Mean and median number of NSSI episodes over the past 12 months 
Participant group Mean (SD) Median 

NAO NSSI participants 82.00 (170.21) 26.00 

HA NSSI participants 118.45 (213.207) 45.00 

HI NSSI participants 130.91 (234.70) 62.50 

HD NSSI participants 81.45 (102.35) 47.50 

 

It was hypothesised that happiness-decreasing NSSI participants would report 

a greater number of NSSI episodes over the past 12 months than would typical NSSI 

participants. This hypothesis was not supported. The median number of NSSI 

episodes did not differ between happiness-decreasing NSSI participants and typical 

NSSI participants (p = .269); nor did it differ between HA NSSI participants and 

typical NSSI participants (p = .062), or between happiness-decreasing NSSI 

participants and happiness-increasing NSSI participants (p = .704). However, 

happiness-increasing NSSI participants reported a significantly greater number of 

NSSI episodes (median = 62.5) than did typical NSSI participants (median = 26.0; p < 

.05).    

 12.3.2. Other psychological variables 

A series of independent-samples t-tests examined whether participants who 

used NSSI in response to happiness differed from typical NSSI participants in terms 

of emotional invalidation, attachment, emotion dysregulation, and emotional 

expressivity. In regard to emotional invalidation, groups were compared on total 

parental emotional invalidation, maternal invalidation, and paternal invalidation. They 

were also compared on each of the five ICES items assessing positive-emotion 

invalidation (two of which were created specifically for the current study); and on 

total positive invalidation, which was the sum of scores on the five items measuring 
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invalidation of positive affect (for maternal invalidation, paternal invalidation, and 

total parental invalidation). Comparing groups on attachment involved comparing 

scores on each of four attachment styles: secure, preoccupied, dismissing, and fearful. 

Comparison of emotion dysregulation across groups involved comparing total 

emotion dysregulation scores, and scores on each of the six emotion dysregulation 

subscales (Nonacceptance, Awareness, Impulse, Clarity, Goals, and Strategies; Gratz 

& Roemer, 2004). First, HD NSSI participants were first compared to typical NSSI 

participants. Then, HI NSSI participants and typical participants were compared. 

Finally, HD NSSI participants were compared with HI NSSI participants.  

As described above, comparison of groups on emotional invalidation, 

attachment, emotion dysregulation, and emotional expressivity entailed a large 

number of analyses. Consequently, there was a high risk of Type I errors. To reduce 

this risk, an alpha level of .01 was adopted as the criterion for significance. No group 

differences were significant. Results are presented in Appendix I. 
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13. Discussion: Phase 2 

Responses to Survey 1 revealed that a substantial number of participants had 

engaged in self-harm in response to happiness, hope, excitement, and pride. Given 

that no research has thoroughly investigated the role of positive emotion as a cause of 

NSSI, this finding was worthy of further investigation. Consequently, a second phase 

of research was conducted. Phase 2 had two aims, referred to as Aims 3 and 4 of the 

current research. These aims were, respectively, to describe NSSI that occurs in 

response to positive affect, and to compare the individuals who engage in this type of 

self-harm with those who self-harm in response to negative affect only (typical self-

harming participants). Phase 2 addressed these aims through examination of relevant 

data obtained from Survey 1, and the administration of a second survey that focused 

entirely on the role of positive affect in NSSI.  

13.1. Research Aim 3: Describing positive-affect NSSI  

In the sections that follow, results relevant to Aim 3 are discussed in terms of 

the research questions and hypotheses. Then, results are interpreted with reference to 

prior research. Affective triggers are described first. 

13.1.1. Affective triggers 

The first research question concerned the positive feelings that trigger self-

harm. In Survey 1, happiness, hope, excitement, and pride were endorsed as triggers 

of NSSI by 38.8%, 21.5%, 20.2%, and 15.3% of respondents, respectively. In Survey 

2, the four most frequently nominated positive-affect triggers of NSSI were, 

interestingly, the same as the four emotions assessed in Survey 1. In descending order 

of frequency, the four triggers most commonly nominated in the descriptive task were 

happiness, excitement, pride, and hope. 
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It was hypothesised that the most commonly nominated positive-affect trigger 

of NSSI would be an emotion associated with high arousal. Data from Survey 1 were 

not used to test this hypothesis, as each of the four positive emotions included in the 

emotion checklist are regarded as high-arousal feelings (Reisenzein, 1994; Russell, 

1980). However, responses to Survey 2 supported the hypothesis. Happiness, a high-

arousal emotion and the most commonly nominated trigger, was nominated in a 

significantly greater number of episodes than was the feeling of content, which was 

the only low-arousal affective trigger described by participants.  

13.1.2. Affective-cognitive consequences of positive affect.  

Data from Survey 2 were used to address the second research question, which 

concerned the affective-cognitive consequences of positive affect. It was predicted 

that the most commonly nominated consequence would be negative self-appraisal, 

such as perceptions of the self as underserving of positive experiences. This 

hypothesis was supported. Negative self-appraisal was the most frequently described 

consequence of positive affect, and was significantly more common than the next 

most prevalent result of positive affect – the feeling of unfamiliarity.  

13.1.3. Functions of positive-affect NSSI  

The third research question related to functions of NSSI, and was addressed 

using data from both surveys. It was predicted that the function most commonly 

endorsed in the emotion checklist in Survey 1 would be related to emotional down-

regulation (i.e., reduction of emotion, release of emotion, or distraction from 

emotion). This hypothesis was not supported. In relation to each positive emotion, the 

use of NSSI to increase the emotion was as common as the use of NSSI to down-

regulate the emotion.  
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The open-ended nature of the question in Survey 2 allowed for a prediction 

regarding functions other than those assessed in the function checklist in Survey 1. 

Thus, it was predicted that the two functions most commonly nominated in Survey 2 

would be down-regulation and self-punishment. This was supported: For happiness, 

excitement, pride, and hope, the most common function was down-regulation, and the 

second most common function was self-punishment.  

It was also predicted that, in both surveys, the use of NSSI for emotion down-

regulation would be significantly more common than the use of NSSI to increase the 

emotion. This hypothesis was only partly supported. As mentioned above, in Survey 

1, down-regulation and up-regulation of positive emotion were equally common 

functions of NSSI. In Survey 2, however, a significantly greater proportion of 

participants described using NSSI to down-regulate positive affect than to increase 

positive affect.  

13.1.4. Predisposing factors 

The fourth research question related to the distal factors that participants 

would identify as predisposing them to the use of NSSI in response to positive affect. 

Only 10 participants described such factors. These participants identified personality 

factors (e.g., moral beliefs), events or environments that encouraged the inhibition of 

positive affect, and parental modelling of affective down-regulation as factors that 

contributed to their use of positive-affect NSSI.  

13.1.5. Interpretation of findings 

Several results regarding the use of NSSI in response to positive emotion are 

worthy of discussion. Presented first is a discussion of the potential role of emotional 

arousal in positive-affect NSSI. This is followed by a discussion of down-regulation 

and self-punishment, the functions that were most frequently nominated in Survey 2. 
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Next, the use of NSSI to increase positive emotions is addressed. Finally, possible 

predisposing factors are discussed.  

13.1.5.1. Emotional arousal and positive-affect NSSI 

In participants’ descriptions of positive-affect NSSI, emotions associated with 

high-arousal (happiness, excitement, pride, and hope) were nominated as triggers of 

self-harm significantly more frequently than was contentment, the only low-arousal 

positive feeling described as a trigger. The dominance of high-arousal affective states 

as triggers of positive-affect NSSI may reflect the effects of arousal on self-awareness 

and attention to emotions. As described earlier, research suggests that high 

physiological arousal facilitates self-awareness (Wegner & Giuliano, 1980). If an 

individual has a negative self-perception, then greater self-awareness is likely to be 

aversive (Baumeister, 1990). Thus, the self-awareness facilitated by high emotional 

arousal may prompt the use of NSSI to shift self-awareness from highly meaningful 

awareness (such as awareness of one’s inadequacy or negative traits) to less-

meaningful awareness (such as awareness of physical sensations) (Baumeister, 1990). 

However, most participants described using NSSI not to reduce the negative self-

appraisal, but to reduce the antecedent positive affect. Thus, another explanation for 

the association between high-arousal emotion and positive emotion might be more 

applicable to the current participants.  

Another potential explanation of the role of emotional arousal involves its 

effect on attention to emotions. Highly arousing emotional stimuli receive greater 

attention than do less arousing emotional stimuli (Leite, 2012). Thus, it is possible 

that high-arousal positive emotions, such as happiness and excitement, are attended to 

more thoroughly than are low-arousal positive feelings, such as contentment. A 

feeling that commands attention might, in turn, be more likely than less salient 
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emotions to trigger negative affective-cognitive responses such as negative self-

appraisal. In this way, high-arousal positive emotions may be experienced as more 

aversive than low-arousal positive emotions, and thus may be more likely to trigger 

self-harm. This possibility presents an interesting topic for further research. 

Specifically, it would be of interest to determine whether, among individuals who 

hold negative self-appraisals, highly arousing positive emotion is especially salient 

and thus is particularly likely to trigger negative self-appraisal. 

13.1.5.2. Use of NSSI to for emotion down-regulation and for self-punishment 

As expected, the most frequently described functions of positive-affect NSSI 

in Survey 2 were the down-regulation of positive affect and self-punishment. Why is 

positive affect so aversive that it is unwanted or is a cause for self-punishment? A 

potential answer to this question can be found in participants’ descriptions of their 

affective-cognitive responses to positive affect. Participants reported experiencing a 

range of consequent negative feelings and beliefs, including feelings of fear and 

confusion, and beliefs that the positive emotion would be followed by intense 

negative emotion. However, as expected, the most frequently described reaction to 

positive affect was negative self-appraisal, including self-hate and the perception of 

oneself as undeserving of positive emotion, generally unworthy of positive 

experiences, fundamentally flawed, or “bad.” It is suggested here that these negative 

responses made the experience of positive affect unpleasant, and thus drove the use of 

NSSI to down-regulate the positive affect and for self-punishment. 

This proposed causal relationship is supported by the way in which 

participants described their self-harm. For example, one participant stated “I am evil, 

useless, ugly, stupid, worthless, waste of space. They must have made a mistake in 

whatever caused the ‘good feelings’. So harming put it all back in place” (scenario 6). 
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In this statement the participant describes a causal relationship between the negative 

self-directed feeling and the use of self-harm to reduce the positive feeling. The 

association between negative self-appraisal and attempts to decrease positive affect is 

consistent with prior research regarding dampening of positive emotion. Feldman et 

al. (2008) and J. V. Wood et al. (2003) found that the use of strategies to reduce 

positive affect was negatively correlated with self-esteem. 

Participants’ expressed tendency to use NSSI for the reduction of positive 

emotion or for self-punishment is especially notable due to one factor in particular. As 

mentioned above, for many participants, the experience of positive affect activated 

intense negative self-directed feelings. It might be expected that NSSI would be used 

to decrease these negative responses. Alternatively, it might be predicted that the 

process of describing these responses would prime participants to retrospectively 

assign to their NSSI a function of reducing this negative affect. For this reason, it is 

especially compelling that most participants indicated that the target of NSSI was not 

the resulting negative self-appraisal but, rather, the antecedent positive emotion. 

The use of NSSI to reduce positive affect, rather than the consequent negative 

self-appraisal, is noteworthy in terms of what it may represent. Presumably, the use of 

NSSI to reduce the antecedent positive emotion and the use of NSSI to reduce the 

consequent negative feeling have the same effect – the reduction of discomfort 

associated with positive emotion. However, these two functions of NSSI may 

represent different phenomena. Use of NSSI primarily to decrease discomfort 

resulting from positive affect might suggest an effort to accept the positive emotion, 

and recognition that the negative response was unjustified. In contrast, attempts to 

reduce the positive emotion rather than the negative self-appraisal suggest that 

negative self-appraisal may be an accepted part of the participants’ self-concepts. A 
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comparable belief might have motivated the use of self-harm for self-punishment. 

That is, the use of NSSI for self-punishment might reflect a belief that the positive 

emotion, not the negative emotion, is erroneous.  

In sum, it is possible that the discomfort caused by the incongruence of the 

positive emotion and the negative feelings towards the self meant that one of these 

affective experiences needed to be modified. Most participants chose to modify the 

positive emotion through using NSSI to down-regulate the feeling. Thus, participants 

appeared to believe that the emotion that needed correcting was not the intense 

negative feeling about themselves, but the initial antecedent positive affect.  

No other research has thoroughly investigated the role of positive affect as a 

cause of self-harm. Thus, future research might test the suggestion made here 

regarding the relationships among positive emotion, negative self-appraisal, and self-

harm. For example, further research might examine whether negative self-appraisal 

mediates between positive emotion and self-harm. Alternatively, further research 

might examine a moderated relationship, whereby positive affect triggers self-harm, 

only in individuals who have a stable negative self-perception. 

As described above, Survey 2 showed that NSSI was used primarily to down-

regulate positive affect, and suggested that the reason participants wished to decrease 

positive affect was that it triggered negative self-appraisal, including the perception of 

oneself as unworthy of positive experience. However, discussion of the findings 

regarding positive affect would be remiss without also addressing a particular finding 

from Survey 1: For each positive emotion, the use of NSSI to increase the emotion 

was as common as the use of NSSI to decrease the emotion.  
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13.1.5.3. Use of NSSI to increase positive affect 

In one way, the finding that many people use NSSI to increase happiness is not 

surprising. Specifically, it is accepted that NSSI is used to decrease negative emotion. 

Using NSSI to increase positive affect, such as happiness, excitement, hope, and 

pride, is consistent with this goal. However, it is difficult to conceptualise how 

causing physical damage and, in some individuals, pain, to oneself can increase 

positive affect. Thus, the next section discusses possible explanations for the positive-

affect-increasing effect of NSSI. 

One possibility is that some participants feel a sense of ownership over their 

self-harm, and gain a sense of identity from engaging in NSSI. One participant who 

described positive-emotion-related NSSI stated that she is “very possessive of [self-

harm].” Another description, although referring to negative-emotion-related NSSI, 

offers support for the possibility that ownership of NSSI contributes to its use as a 

positive-affect-increasing behaviour: “It is the one thing which is uniquely mine.” In 

turn, these feelings of ownership and identity may increase feelings of happiness and 

pride. For example, a participant who described self-harm in the context of positive 

emotion stated that “When talking to my housemate, I will get happy thinking about 

where the razor blade is. Then eventually I will cut, and be proud that I hid the cuts. It 

makes me happy.” Another description suggests that feelings of excitement may also 

be increased by the secretive nature of self-harm: “I felt a twisted feeling of elation, 

that I was doing this and nobody knew. It felt like my little secret, my little guilty 

pleasure that I could turn to when things got bad.”  

The finding that some participants gain a sense of identity through NSSI may 

reflect borderline personality disorder characteristics. The incidence of borderline 

personality disorder within the current sample is unknown; however, the disorder is 
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overrepresented within self-harming populations relative to the general population 

(e.g., Sansone et al., 2002). Consequently, a high rate of borderline personality 

disorder may be assumed to exist among the participants. This disorder is associated 

with an unstable sense of self (American Psychiatric Association, 2000). Thus, in 

combination with the negative-reinforcing properties of NSSI, the sense of identity 

derived from engaging in NSSI may contribute to its use. This certainly appeared to 

be the case for several participants in the current study.  

Another potential explanation for the ability of NSSI to increase positive affect 

involves affirmation of an individual’s self-reliance. Participants’ descriptions of self-

harm reveal that NSSI can reaffirm an individual’s ability to influence their own 

moods, rather than be influenced by others. For example, one participant who used 

NSSI to increase happiness explained: “It is a happy where I believe I can rely on 

only myself, not other people (…) The self harm increases my positive feeling. … I 

(…) convinced myself I don’t need people, told myself I was so great.” This 

description alludes to the possibility that some individuals achieve happiness and 

pride through demonstrating their agency over their emotions.  

The sense of agency that some individuals appear to achieve through self-harm 

may also explain why self-harm is used to increase hope. Hope is based partly on the 

belief that one is able to achieve goals (Erikson, Post, & Paige, 1975; C. R. Snyder et 

al., 1991); thus, demonstrating an ability to control one’s emotions may give 

participants hope regarding their ability to control other domains of their life. The 

desire to reaffirm one’s independence and control over one’s own emotions is 

conceptually consistent with the reluctance to rely on others that characterises fearful 

attachment (Bartholomew & Horowitz, 1991), which is strikingly overrepresented in 

the current sample.  
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13.1.5.4 Differences between Survey 1 and Survey 2 

As described above, in Survey 1, the use of NSSI to increase positive affect 

was reported as frequently as the use of NSSI to down-regulate positive affect. In 

contrast, in Survey 2, down-regulation of positive affect was significantly more 

common than up-regulation. The difference between data sources in terms of the 

indicated function of positive-emotion-related NSSI is puzzling. Respondents to both 

surveys were predominantly female, with a mean age of approximately 21 years, and 

primarily from the USA or the UK. Thus, the difference in survey results in terms of 

increasing and decreasing positive affect is unlikely to reflect a difference in 

participant demographic characteristics.  

Instead, it is possible that the focus of the surveys attracted different groups of 

self-harming individuals. Survey 1 was advertised as containing several questions 

about self-harm and other psychological variables. Survey 2 was advertised as relating 

only to NSSI that is used in response to positive emotion. Thus, Survey 2 may have 

been especially appealing to individuals who very frequently engage in positive-affect 

NSSI, and consequently may have attracted a greater proportion of such participants 

compared to Survey 1. It is possible that the function of positive-affect NSSI differs 

between people who occasionally engage in this type of NSSI and those who 

frequently engage in this type of NSSI. Specifically, the latter might be especially 

likely to use NSSI to decrease happiness. 

In addition, Survey 2 consisted of an open-ended question that invited 

participants to describe positive-affect NSSI. In contrast, Survey 1 requested that 

participants indicate which of a list of functions apply to their self-harm. One of the 

functions listed was increasing the emotion. The inclusion of this function may have 

primed participants to recall episodes of NSSI that functioned to increase positive 
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affect. However, if such episodes were rare, then they may not have been described in 

participants’ responses to the open-ended question in Survey 2. That is, the open-

ended nature of the Survey 2 question may have allowed more typical functions, such 

as affective down-regulation and self-punishment, to emerge. 

13.1.5.5. Predisposing factors 

Only a small number of participants described factors that they believed 

contributed to their use of positive-affect NSSI. However, they provide a starting 

point for the examination of factors that contribute to the use of self-harm in response 

to positive affect. Socialisation of emotion, including emotional invalidation, has been 

implicated in self-harm that is used in response to negative emotion (Adrian et al., 

2011; Buckholdt et al., 2009; Linehan, 1993). However, no research has examined the 

contribution of emotion socialisation to positive-affect-related self-harm. This is 

despite Linehan’s (1993) suggestion that the expression of positive emotions, beliefs, 

or plans may be subject to invalidation through, for example, being attributed to a lack 

of maturity. The current results provide initial support this suggestion. Four of the 10 

participants who described factors that they believed contributed to their use of NSSI 

in response to positive affect described emotion socialisation as such a factor: One 

participant described a family in which emotion was not freely expressed (scenario 

12); another recounted being taught not to show positive or negative emotion 

(scenario 32); a third participant recalled her mother’s beliefs that she did not deserve 

positive experiences (scenario 46); and another participant described being told by her 

mother that she was too childish (scenario 55).  

These descriptions support Linehan’s (1993) assertion that emotional 

invalidation may apply to positive affect. Future research might examine whether the 

invalidation of specific types of positive emotion is particularly potent in terms of 
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contributing to the use of NSSI or other maladaptive behaviours in response to 

positive affect. For example, the expression of self-referent positive feelings, such as 

pride, might be especially likely to be subject to invalidation. 

This section has addressed Aim 3, which involved description of features of 

positive-affect NSSI. Four research questions were addressed. These questions, 

respectively, related to positive emotions that triggered NSSI, affective-cognitive 

consequences of these emotions, functions of positive-affect NSSI, and factors that 

participants identified as predisposing them to positive-affect NSSI. 

13.1.6. Summary of Aim 3 

Results suggest that happiness is the positive emotion that most commonly 

triggers NSSI, and that high-arousal positive affective states (such as happiness, 

excitement, pride, and hope) are significantly more likely to trigger NSSI than are 

low-arousal positive feelings, such as contentment. In Survey 1, using NSSI for up-

regulation of positive affect was as common as using NSSI for down-regulation of 

positive affect. In Survey 2, however, down-regulation of positive affect was most 

common, and appeared to be motivated by negative self-appraisal. This finding is 

consistent with prior research showing that cognitive down-regulation of positive 

affect is associated with low self-esteem (Feldman et al., 2008; J. V. Wood et al., 

2003). In addition, participants’ descriptions of NSSI are consistent with Linehan’s 

(1993) suggestion that positive affect, not just negative affect, may be subject to 

invalidation in some individuals.    

 13.2. Research Aim 4: Differences between typical NSSI participants and positive-

affect NSSI participants  

Discussed next are results regarding Aim 4 of the current research: comparison 

of positive-affect NSSI individuals with typical NSSI individuals. Individuals whose 
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self-harm is triggered by positive affect have not previously been described in the 

psychological literature. The current study examined a specific group of these 

individuals: those who self-harm in response to happiness. Two research questions 

were posed: One concerned group differences in NSSI frequency; the second related 

to group differences on other psychological variables. The following sections 

summarise the results relating to each of these research questions. Then, the findings 

are interpreted with reference to relevant literature. 

13.2.1. NSSI frequency 

Research has shown that dampening of positive affect is positively associated 

with symptoms of various psychological disorders, including generalised anxiety 

disorder, obsessive compulsive disorder, and depression (Feldman et al., 2008; J. V. 

Wood et al., 2003). Due to the possibility that the psychological pathology associated 

with affective dampening would contribute to a greater frequency of NSSI, it was 

hypothesised that HD NSSI participants would report having engaged in a greater 

number of NSSI episodes over the past 12 months compared to typical NSSI 

participants. This hypothesis was not supported. The number of NSSI episodes 

reported by HD NSSI participants did not differ significantly from that reported by 

typical NSSI participants. However, participants who used NSSI to increase happiness 

reported a significantly greater number of NSSI episodes than did typical NSSI 

participants. HD NSSI participants and HI NSSI participants did not differ in terms of 

NSSI frequency.  

13.2.2. Other psychological characteristics  

Two groups of participants who self-harmed in response to happiness (those 

who used self-harm to decrease happiness, and those who used self-harm to increase 

happiness) were compared with typical NSSI participants, that is, participants who 
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used NSSI only in response to negative emotion. It was predicted that happiness-

decreasing NSSI participants would score higher than typical NSSI participants on the 

positive emotion invalidation subscale, consisting of five items relating to invalidation 

of positive affect. This hypothesis was not supported. Surprisingly, neither group of 

participants who self-harmed in response to happiness differed from typical NSSI 

participants on any of the psychological variables assessed: four attachment styles 

(secure, preoccupied, dismissing, and fearful); total emotion dysregulation and six 

components of emotion dysregulation ((Nonacceptance, Awareness, Impulse, Clarity, 

Goals, and Strategies; Gratz & Roemer, 2004); total parental invalidation, maternal 

emotional invalidation, and paternal invalidation; and emotional expressivity. In 

addition, happiness-decreasing NSSI participants did not differ from happiness-

increasing NSSI participants on any of these variables. The lack of differences 

between groups on the variables examined in the current study may reflect the finding 

that participants who self-harmed in response to happiness also self-harmed in 

response to a range of negative emotions and, in this way, were similar to the typical 

participants.  

Another possibility is that variables not assessed in the current study account 

for the use of self-harm in response to happiness and other types of positive affect. 

One factor that may distinguish between individuals who use NSSI to increase 

happiness and those who self-harm in response to negative emotions only is a desire 

for control over one’s positive feelings. Happiness can result from factors that are not 

entirely within an individual’s control. Indeed, one of the main causes of happiness is 

other people. The formation of social bonds is an especially influential predictor of 

happiness (Baumeister & Leary, 1995; Demir & Ozdemir, 2010; Demir & 

Weitekamp, 2007), in part because friendships satisfy needs to feel autonomous, 
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competent, and loved (Demir & Ozdemir, 2010). Even when the effects of number of 

friends and personality are controlled, friendship quality makes a significant 

contribution to happiness (Demir & Weitekamp, 2007). In fact, satisfaction with 

activities with friends and family appears to be a greater predictor of happiness than is 

personality (H. Cooper, Okamura, & Gurka, 1992). Consequently, an individual’s 

happiness is, to a large extent, influenced by other people.  

For some individuals, allowing their happiness to be influenced by other 

people may create a feeling of vulnerability regarding potential disappointment. These 

individuals may gain a sense of security from feeling that only they are able to induce 

or increase their positive feelings. Indeed, some participants who engaged in positive-

affect NSSI expressed satisfaction in their ability to influence their own emotions. For 

such participants, NSSI may be one way of inducing or increasing positive affect, due 

to the release of endorphins that accompanies self-harm (Leibenluft et al., 1987). 

Consequently, future research might examine whether individuals who use self-harm 

to increase happiness are distinguished from typical NSSI individuals by a greater 

desire for control over positive affect. 

An interesting possibility is that a similar desire may account for the use of 

NSSI to decrease happiness. For some individuals, the lack of total control over 

causes of their positive feelings may be anxiety provoking. Such individuals may use 

NSSI to decrease happiness, such that they gain a sense of control over the causes of 

their feelings.    

Another factor that may distinguish between typical NSSI individuals and 

happiness-decreasing NSSI individuals is beliefs regarding the expression of positive 

affect. Feldman et al. (2008) found that some participants who engaged in affective 

dampening believed that the expression of positive affect would be interpreted by 
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others as bragging. Thus, for some individuals, beliefs that the expression of 

happiness will be judged negatively by others may motivate the use of NSSI to 

diminish the feeling of happiness. The reduction of the feeling may preclude the need 

to inhibit the expression of positive affect; such a possibility may explain why 

happiness-decreasing NSSI individuals did not differ from typical NSSI individuals 

on emotional expressivity.  

13.3. Summary and implications of Phase 2 results 

The current study is the first to elicit descriptions of self-harm that occurs in 

response to positive affect. Results show that self-harm is triggered by a range of 

positive affective experiences, including happiness, excitement, pride, and hope. 

Happiness appears to be the positive emotion that most commonly triggers self-harm, 

and the resulting self-harm has a variety of functions, including both increasing the 

emotion and decreasing the emotion. The results suggest that individuals use self-

harm to either increase or decrease happiness – they do not use self-harm for both 

functions. Consequently, individuals who use self-harm in response to happiness 

appear to consist of two groups that may have different treatment needs.  

For individuals who use self-harm to decrease happiness, intense negative self-

regard may be an especially important focus of treatment. For many participants in 

Survey 2, positive affective experiences triggered feelings of self-hate or the 

perception of oneself as worthless or undeserving; such responses appear to have 

motivated the use of NSSI to reduce the positive emotion. Thus, the current study 

concurs with existing literature (Klonsky, 2009; Lewis & Santor, 2010; Nock et al., 

2009; Sim et al., 2009) regarding the importance of negative self-regard in NSSI, and 

builds upon the existing literature by showing that negative self-regard plays a 

substantial role in positive-emotion-related NSSI. In addition, the results emphasise 
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the importance of addressing this feeling in psychological treatment for self-harm and 

associated dysfunction, as recommended by Linehan (1993). 

A substantial proportion of self-harming individuals report self-harming in 

response to positive emotion. Thus, it is important to examine variables that 

distinguish these individuals from typical self-harming individuals and that may partly 

explain the use of self-harm in response to positive affect. Interestingly, neither 

happiness-decreasing NSSI individuals nor happiness-increasing NSSI individuals 

differed from typical NSSI participants on attachment, emotional invalidation, 

emotion dysregulation, or emotional expressivity. Thus, there is scope for further 

research to investigate variables that contribute to happiness-related self-harm. Such 

variables may include a desire for control over one’s own emotional experiences, and 

beliefs regarding the expression of positive affect.  
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14. General Discussion 

 The current study makes several contributions to the research regarding self-

harm. Described first are the ways in which the current findings contribute to 

knowledge regarding situational triggers of self-harm, functions of self-harm, the 

factors that mediate between emotional invalidation and self-harm, and the use of 

self-harm in response to positive affect. Then, methodological implications of the 

current study are addressed. Next, limitations of the study are described. The 

discussion ends with recommendations for future research. 

14.1 Main findings 

The current study contributes to a limited body of research regarding 

situational triggers of self-harm. Many studies, including recent studies, have 

investigated the emotional triggers of self-harm (Briere & Gil, 1998; Chapman & 

Dixon-Gordon, 2007; Gilbert et al., 2010; Kleindienst et al., 2008; Klonsky, 2009; 

Laye-Gindhu & Schonert-Reichl, 2005; Lewis & Santor, 2008, 2010; Nock et al., 

2009; Schoenleber & Berenbaum, 2012; Scoliers et al., 2009; Sim et al., 2009). 

Relatively few studies (Bancroft et al., 1977; Linehan et al., 1986; Mahadevan et al., 

2010; Welch & Linehan, 2002) have examined situational triggers. The current study 

suggests that aversive interpersonal events, such as engaging in conflict with others, 

being rejected by others, or committing interpersonal transgression against others, are 

especially common situational triggers of self-harm.  

In addition, the current study contributes new findings to research regarding 

functions of self-harm. First, an expressive suppression function of self-harm was 

revealed. Self-harm was used to suppress the expression of many negative affective 

experiences, especially hurt feelings. Second, responses to an open-ended question in 

the current study revealed subtleties regarding the self-punishment function of NSSI. 
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Many participants described the use of self-harm not only as a deserved consequence, 

but as a way of “fixing” oneself or permitting oneself to move on from perceived 

wrongdoings.   

Results also contribute to the field by adding support for predictions inherent 

in Linehan’s (1993) model of borderline personality disorder and related dysfunction. 

Linehan suggested that emotional invalidation during childhood leads to difficulty 

with emotion regulation, which in turn contributes to self-harm. The current study 

supported this prediction: Emotion dysregulation mediated between emotional 

invalidation in childhood and self-harm frequency in adulthood.  

Another benefit of the current study was the use of a measure of emotional 

invalidation that corresponds to Linehan’s (1993) conceptualisation of emotional 

invalidation. Several prior studies examining emotional invalidation have used 

measures of emotional abuse or have not separated the effects of emotional 

invalidation from those of other variables (Adrian et al., 2011; Buckholdt et al., 2009; 

Martin et al., 2011; Sim et al., 2009). In contrast, the ICES (Mountford et al., 2007) 

used in the current study more directly measures the central component of emotional 

invalidation, as conceptualised by Linehan. Consequently, the mediation analyses 

conducted in the current study were a suitable test of Linehan’s theory regarding the 

role of emotion dysregulation in mediating between emotional invalidation and self-

harm. 

Another valuable feature of the current study is its use of multiple mediation 

analyses, which allowed identification of the components of emotion dysregulation 

that were particularly influential in the relationship between emotional invalidation 

and self-harm. Of the six components in Gratz and Roemer’s (2004) conceptualisation 

of emotion dysregulation, difficulty controlling impulsive behaviour when distressed 
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and poor emotional awareness emerged as especially important. These variables made 

significant unique contributions to the relationship between emotional invalidation 

and self-harm, even when the effects of other components of emotion dysregulation 

were controlled. These findings are a valuable extension of prior research, which has 

not used multiple mediation to examine the unique effects of the individual 

components of emotion dysregulation. Emotional inexpressivity and fearful 

attachment also made significant unique contributions to the relationship between 

emotional invalidation and NSSI frequency.   

Also noteworthy is the proportion of participants who reported being 

insecurely attached. Of the participants who were categorised as demonstrating one 

attachment style, 96.4% were insecurely attached. Particularly alarming was the 

finding that 68.9% were fearfully attached. No other research has reported the 

proportions of self-harming individuals who can be categorised as demonstrating each 

attachment style. Consequently, the current results make an important contribution to 

self-harm research, by suggesting a factor that may contribute to self-harm and that 

may consequently be an appropriate target of psychological treatment for self-harm.  

Perhaps the most significant contribution of the current study is the description 

of self-harm that is triggered by positive affect, and the depiction of the individuals 

who engage in such self-harm. A substantial minority of self-harming participants 

engaged in NSSI in response to happiness and other positive emotions, including 

hope, excitement, and pride. Negative self-appraisal appears to be a factor that is 

proximally associated with the use of self-harm in response to positive emotions. 

However, the distal factors that underlie the use of positive-affect NSSI are unclear, 

as the current study suggests that individuals who engage in positive-affect self-harm 
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do not differ from typical NSSI individuals on attachment, emotional invalidation, 

emotion dysregulation, or emotional expressivity.  

14.2. Methodological implications 

The ICES (Mountford et al., 2007) contains three items measuring invalidation 

of positive affect. Consistent with the current study’s unique focus on the role of 

positive affect in self-harm, two additional items measuring invalidation of positive 

emotion were included. Each of these two items had a high item-total correlation with 

the ICES. This suggests not only that the addition of such items does not reduce the 

reliability of ICES, but also that invalidation of negative and positive emotion may 

co-occur. Consequently, the addition of items measuring invalidation of positive 

affect is not detrimental, and may be beneficial, to the study of emotional invalidation 

and self-harm. 

Another methodological implication of the current study relates to the use of 

open-ended questions. Responses to such questions might reveal features of self-harm 

that differ from those described in responses to closed-ended questions. In the current 

study, responses to the closed-ended emotion checklist suggested that low-arousal 

negative emotions were the most frequent triggers of self-harm. However, in the 

open-ended question about typical NSSI episodes, such emotions were nominated 

infrequently, and high-arousal emotions, such as anger, predominated. Similarly, 

information revealed in participants’ descriptions of positive-affect NSSI differed 

from that provided in response to the closed-ended question in Survey 1. Specifically, 

participants’ spontaneous descriptions of positive-affect NSSI suggested that the use 

of NSSI to down-regulate positive affect was significantly more common than the use 

of NSSI to increase positive affect. In contrast, responses to the function checklist in 

Survey 1 suggested that, for each of the four positive emotions assessed (happiness, 
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hope, excitement, and pride), NSSI that served to increase positive emotion was as 

common as NSSI that functioned to decrease positive emotion. Thus, the use of open-

ended questions may reveal features of self-harm different to those that emerge in 

participants’ responses to closed-ended questions.  

The current results indicate the value of distinguishing between various types 

of aversive interpersonal events in the examination of situational triggers of NSSI. In 

the current study, different types of aversive interpersonal events were differentially 

associated with anger, guilt, self-anger, hurt feelings, and feelings of abandonment. 

Further, a certain type of event (annoying others) was more likely than other events 

(interpersonal conflict; being rejected) to trigger NSSI for the purpose of self-

punishment. Thus, there appears to be an argument for separating various types of 

interpersonal triggers rather than grouping them together as aversive interpersonal 

events. 

14.3. Limitations 

Several limitations must be considered when results of the current study are 

interpreted. A potential limitation of the current research is the predominance of 

females in the sample. There are conflicting reports regarding whether the self-

harming population consists predominantly of females (e.g., Hawton et al., 2002), or 

contains approximately equal numbers of males and females (e.g., Gratz & Roemer, 

2004; Lewis & Santor, 2008). If the latter is the case, then the results of the current 

study are generalisable to only half of the self-harming population. The sample was 

recruited from self-harm support websites which, perhaps, are more likely to be used 

as a source of support by females than by males. Consequently, if the gender 

composition of the current sample does not represent that of the self-harming 
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population, this discrepancy may have resulted from the use of an online support 

community as a source of participants. 

There is also a limit to the generalisability of Phase 2 findings regarding the 

use of NSSI in response to positive affect. Describing these individuals involved 

comparing them with typical NSSI participants. However, of the positive-affect NSSI 

participants, only those who self-harmed in response to happiness were used in these 

comparisons. This is because participants whose NSSI is triggered by one positive 

emotion could not be assumed to be similar to participants whose NSSI is triggered by 

another positive emotion, especially in the absence of detailed knowledge regarding 

positive affect in NSSI. Indeed, different positive emotions are associated with 

different patterns of autonomic nervous system activation (Kreibig, Gendolla, & 

Scherer, 2010; Shiota et al., 2011). Consequently, the apparent absence of differences 

between individuals who self-harm in response to happiness and typical NSSI 

individuals may not apply to individuals who self-harm in response to positive 

feelings other than happiness.  

Similarly, the current findings regarding group differences do not necessarily 

apply to all individuals who self-harm in response to happiness. As no prior research 

has thoroughly examined these individuals, an assumption that they form a 

homogenous group was unwarranted. For instance, those who self-harm to increase 

happiness may well have differed from those who self-harm to decrease happiness. 

Consequently, participants who self-harmed in response to happiness were 

categorised according to the function of their happiness-related NSSI. Unfortunately, 

categorising participants in this manner may have excluded participants who self-

harmed in response to happiness but were unable to articulate the function of this self-

harm.  
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Results suggest that there may be many such individuals. The emotion 

checklist asked participants to indicate whether they self-harmed in response to 

certain emotions: 126 endorsed happiness as a trigger. Next, the function checklist 

asked participants to endorse one or more of several functions of their self-harm, to 

nominate other functions that were not listed, or to endorse the statement “not 

applicable; never a reason for my self-harm” in relation to each emotion. Only 73 

participants indicated a function of happiness-related NSSI, while many who had 

earlier reported self-harming in response to happiness selected “not applicable; never 

a reason for my self-harm.” This finding is not easy to explain. A potential 

explanation is that some participants carelessly indicated on the emotion checklist that 

they self-harmed in response to happiness. Then, when they encountered the function 

checklist, they may have more carefully considered whether they did indeed self-harm 

in response to happiness, and indicated correctly that they did not. If this were the 

case, then the function checklist captured all participants who self-harmed in response 

to happiness.  

However, it is also possible that some participants who correctly reported self-

harming in response to happiness were unable to articulate the function of the self-

harm, and thus selected the “not applicable” response option. If this were the case, 

then categorising participants according to the function of their happiness-related 

NSSI did not capture all participants who self-harmed in response to happiness. Thus, 

the results of comparisons between participants who self-harmed in response to 

happiness and typical NSSI participants would not be applicable to individuals who 

are unable to identify or articulate the function of their happiness-related NSSI. 

It must also be remembered that only participants who used NSSI to decrease 

or increase happiness were compared with typical NSSI participants. This is because 
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categorising participants according to whether they used NSSI to increase or decrease 

happiness  resulted in two groups of sufficient number for statistical analysis. In 

addition, this categorisation resulted in two mutually exclusive groups; no participant 

used NSSI to both increase and decrease happiness. However, categorisation in this 

manner captured only 58 of the 73 participants who reported a function of happiness-

related NSSI; the remaining 15 participants used happiness-related NSSI for other 

purposes (distraction from happiness, releasing happiness, or inhibiting the expression 

of happiness). Consequently, the current research does not demonstrate whether these 

individuals differ from typical NSSI individuals in terms of attachment, emotional 

invalidation, emotion dysregulation, or emotional expressivity.  

The types of measures used in the current study must also be considered. The 

use of retrospective reports of childhood emotional invalidation limits the confidence 

with which causal inferences can be made regarding the relationship between 

invalidation and self-harm. Specifically, a mood-congruent recall bias (Bower, 1981; 

Watkins, Vache, Verney, Muller, & Mathews, 1996) may have resulted in 

participants’ assessments of childhood emotional invalidation being influenced by 

their current psychological distress. Even though some research (G. W. Brown et al., 

2007) supports the validity of retrospective reports of childhood maltreatment, 

longitudinal studies that involve observation of parent-child interactions and that 

follow individuals into adulthood would be particularly valuable in establishing a 

causal relationship between emotional invalidation and self-harm.  

Additionally, the use of self-report measures of emotional expressivity, 

emotion dysregulation, and attachment do not preclude the possibility of self-report 

bias (see Bartholomew and Shaver (1998) and Mikulincer and Florian (1999) 

regarding self-report measures of attachment). For example, mood-congruent recall 
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(Bower, 1981; Watkins et al., 1996) might have meant that current psychological 

distress led participants to overreport difficulties with emotion regulation, emotional 

expressivity, or attachment. In addition, Mikulincer and Florian (1999) suggest that 

social-desirability bias may influence self-reported attachment. A combination of self-

report, peer report, interview, and behavioural measures of these variables may 

produce results of greater validity.  

14.4. Recommendations for future research 

Despite the potential limitations of the current research, the results might 

prove useful in indicating valuable directions for future research. On the basis of the 

current findings, several recommendations for future research are proposed. These 

recommendations include further examination of the association between specific 

emotional triggers and functions of self-harm; more detailed investigation of specific 

affective triggers and functions of self-harm; identification and description of 

subgroups of self-harming individuals; and clarification of the developmental 

trajectory of self-harm.  

Knowledge of which emotions are associated with certain functions of NSSI 

may give rise to a greater understanding of self-harm. It is suggested here that 

participant descriptions of NSSI episodes are particularly useful in providing 

information about the emotions and functions that participants view as most 

significant. However, in the current study, using these descriptions to determine 

associations between specific emotions and specific functions of NSSI was difficult, 

due to the presence of many emotions within individual episodes. In such cases, it was 

not possible to determine whether the nominated function of NSSI applied to one or 

another of the emotions.  
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Thus, future studies that examine participants’ descriptions of NSSI in order to 

determine associations between emotions and NSSI functions may benefit from 

asking participants to nominate the dominant emotion, or indicate which emotion was 

the target of the NSSI. It is recognised that some situations give rise to  multiple 

emotions (Stein & Trabasso, 1992; Stets, 2010), which may differ in valence (Ebner-

Priemer et al., 2008). This experience of conflicting emotions is particularly common 

among individuals with borderline personality disorder (Ebner-Priemer et al., 2008), a 

population characterised by high rates of NSSI (American Psychiatric Association, 

2000). Thus, it is not expected that episodes of NSSI are preceded by only one 

emotion. However, it may be possible that, within an episode of NSSI, not all 

emotions are the target of the intended function NSSI. If this is the case, then knowing 

which functions apply to which emotions may help inform treatment by indicating 

which goals of affect regulation (e.g., minimising an emotion; releasing an emotion) 

are particularly difficult to achieve in adaptive ways in relation to certain emotion. 

Knowing, for example, that anger is especially likely to trigger NSSI for the purpose 

of releasing the pent-up feeling of the emotion might indicate that treatment ought to 

address adaptive methods of reducing the physiological arousal associated with anger.  

Future research might also focus on more detailed examination of affective 

triggers of self-harm. Consistent with prior research (Briere & Gil, 1998; Kleindienst 

et al., 2008; Klonsky, 2009; Nock et al., 2009; Sim et al., 2009), Phase 2 of the 

current study revealed that self-hate and other forms of negative self-appraisal were 

common triggers of self-harm. There may be value in future research that describes in 

more detail the aetiology and experience of negative self-appraisal within self-

harming individuals. Issues that could be addressed include whether negative self-

regard is a chronically activated feeling or is particularly likely to arise as a result of 
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certain types of events. In addition, future research might examine the relationship 

between childhood emotional invalidation and self-hate. Results of such research 

might inform treatment efforts to address what appears to be a motivating factor in 

many incidents of self-harm.  

The current study revealed an expressive suppression function of self-harm. 

This function has not previously been examined, despite recognition of the fact that 

self-harming individuals attempt to inhibit emotional expression (Adrian et al., 2011; 

Dahlen & Martin, 2006; Gratz, 2006; Sim et al., 2009). Expressive suppression was 

the most common function of self-harm in relation to hurt feelings; however, the 

motivation underlying expressive suppression of hurt feelings is not known. One 

motivating factor may be the fear that the expression of hurt will result in 

abandonment. This is because hurt feelings often arise as a result of negative events in 

interpersonal relationships and, consequently, the expression of hurt feelings can 

imply dissatisfaction with an interpersonal relationship (Leary et al., 1998). Another 

possible motivation underlying expressive suppression of hurt feelings is a belief that 

the perpetrator would engage in hurtful acts again if they knew that they had hurt the 

victim’s feelings. Knowledge of factors that motivate the expressive suppression of 

hurt feelings may guide treatment aimed at reducing the frequency with which 

individuals use self-harm for this function.  

An important aim for future studies is to continue to examine individuals who 

self-harm in response to positive emotions. Prior to this study, these individuals had 

received little research attention. However, they represent a substantial proportion of 

the self-harming population. Thus, there is a need for continued examination of these 

individuals to determine whether their treatment needs differ from those of the 

majority of self-harming individuals. 
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One of the most pressing needs within self-harm research is to clarify the 

emotion dysregulation components through which emotional invalidation may 

contribute to self-harm. Linehan (1993) implicates the experience of emotional 

invalidation and the consequent difficulties with emotion regulation in the aetiology 

of borderline personality disorder and associated pathology, including self-harm. 

Studies conducted by Gratz and colleagues (Gratz & Gunderson, 2006; Gratz & 

Roemer, 2008; Gratz & Tull, 2010) and by other researchers (Sim et al., 2009; Slee et 

al., 2008) have confirmed the relationship between emotion dysregulation and self-

harm. However, no prior research has examined the unique contribution of each 

component of emotion dysregulation to the relationship between emotional 

invalidation and NSSI. The current results suggest that the most robust mediator of 

this relationship was difficulties with impulsive behaviour – a component of emotion 

regulation that was often found in prior research not to be associated with self-harm. 

Thus, further research is needed to clarify the role of the various components of 

emotion dysregulation in mediating between invalidation and self-harm.  

14.5. Conclusion  

A substantial proportion of the population engages in nonsuicidal self-injury. 

The negative physical, emotional, and social consequences of self-harm, combined 

with its prevalence, emphasise the need for effective treatments. The development of 

such treatment requires a thorough understanding of self-harm. The current study 

contributes to the understanding of self-harm by adding to the small body of research 

regarding situational triggers of self-harm, and by supporting and extending upon 

prior findings regarding emotional triggers and functions of self-harm. In addition, the 

current results demonstrate mechanisms by which emotional invalidation in childhood 

may contribute to the use of self-harm in adulthood. Further, this study describes a 
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group of self-harming individuals who have not previously been the focus of thorough 

investigation – individuals who self-harm in response to positive emotions. It is hoped 

that future research will continue to investigate this group of individuals. However, 

one of the most urgent needs in self-harm research is further clarification of the 

emotion dysregulation components that mediate between emotional invalidation and 

self-harm.  
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Appendix A. Survey 1, including informed consent materials 

 

A Study of Deliberate Self-Harm 

(Protocol number PSY/B3/10/HREC) 

 

Questionnaire Coversheet 

 

Who is conducting this research? 

Chief Investigator: Dr Penelope Davis    

 Griffith University 

 School of Psychology, Mt Gravatt    

  

  p.davis@griffith.edu.au 

        

Researcher:  Miss Andrea Kittila    

Griffith University 

School of Psychology, Mt Gravatt 

   a.kittila@griffith.edu.au 

 

Why is this research being conducted? 

In this research, we are interested in learning more about the feelings that trigger 

deliberate self-harm, and the functions of deliberate self-harm. We are also interested 

in the experience and expression of emotion, now and in childhood, of adults who 

engage in self-harm. In addition, we are interested in the thoughts that people who 

engage in deliberate self-harm have about relationships.  

 

This research is being conducted as part of the Researcher’s PhD degree in 

psychology, being undertaken at Griffith University. 

 

What you will be asked to do 

You will be asked several questions about your self-harm, including how many times 

you have deliberately hurt yourself in the past 12 months, the feelings that trigger 

your self-harm, and the functions of your self-harm. You will also be asked to 

describe one or two episodes of your self-harm. You will also be asked several 

questions about your thoughts and feelings regarding your relationships with other 

people, and about your emotions. Your participation in this research is expected to 

take between 25 and 45 minutes.  

 

How participants were selected 

You have been invited to participate because you are a member of an online group for 

people who engage in deliberate self-harm, or for people who have health issues that 

are sometimes associated with deliberate self-harm. You may also have been directed 

to this research by a member of an online group who thought that you might be 

interested. You must be aged 18 years or over to take part in this research. 

 

Expected benefits 

Your participation will help researchers to understand more about the complexity of 

deliberate self-harm, and may contribute to the improvement of psychological 

treatments for people who want assistance with coping.  



297 

 

 

You will not directly benefit from participating in this research. However, you may 

feel that participating in this research helps you to understand a bit more about your 

own deliberate self-harm. 

 

Risks to you 

Participation will involve answering questions about your deliberate self-harm, and 

describing one or two instances of your self-harm. It is possible that participating may 

induce emotional distress. As a result, we advise that people who are having 

difficulty managing their deliberate self-harm do not participate in this study. 

 

Confidentiality 

We guarantee that all the information you provide will be kept confidential and that 

no identifying information will be recorded on your survey. This means that the 

information that you provide will not be able to be traced to you. If you have any 

questions, please feel free to email the Chief Investigator or the Researcher listed 

above. 

 

IP addresses (which can identify the computer you are using) will not be collected 

when you complete the survey, so there is no way that responses can be traced to 

you. 

 

Your participation is voluntary 

Your participation is voluntary and you may withdraw at any time.  

 

Questions/further information 

If you have any questions regarding the project you may contact the Chief 

Investigator or the Researcher.  

 

Ethical conduct of this research 

Griffith University conducts research in accordance with the National Statement on 

Ethical Conduct in Human Research. If you have any concerns or complaints about 

the ethical conduct of the research project you should contact the Senior Manager, 

Research Ethics and Integrity, on 3735 5585 or research-ethics@griffith.edu.au  

 

Feedback to you 

If you would like to see an email summary of the results when the entire study is 

completed, you can leave your preferred contact email with the Researcher, who will 

send out a summary of the group results. The data from this study may be included in 

the Researcher’s PhD thesis and in journal publications, but no information 

identifying participants will be included. 

 

You may contact Penelope Davis at p.davis@griffith.edu.au to discuss any concerns 

associated with your participation in this research. Alternatively, if your participation 

in this research causes you any distress, or if you would like to discuss any issues that 

may arise as a result of your participation, we suggest that you make use of the 

resources listed on the website that directed you here, or on the Recover Your Life 

website (www.recoveryourlife.com).  

 

 

mailto:p.davis@griffith.edu.au
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Please note: Submission of a completed or partially completed questionnaire will 

be accepted as an expression of consent and willingness to participate in this 

study.  
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1. We are interested in knowing how many times in the last 12 months, and in the past 

4 weeks, you have purposely harmed yourself by doing things like cutting yourself 

with a knife or any other object or burning yourself. If you hurt yourself several times 

during one episode, for example, if you cut yourself 3 times within the space of a few 

minutes, please count this as one episode.  

 

Approximately how many times in the last 12 months have you hurt yourself?  

 

Approximately how many times in the past 4 weeks have you hurt yourself?  

 

 

2. Sometimes people who hurt themselves do it in response to certain emotions or 

feelings. We are interested in knowing which feelings make you want to hurt yourself. 

Please tick the boxes below to indicate how often each feeling is a reason for your 

self-harm. It is ok if you give several feelings the same rating, for example, if there 

are several feelings that are “always or almost always” a reason for your self-harm.  

 
My self-harm is 

triggered by 

feeling ... 

Never  Rarely  Sometimes, 

but not often 
Frequently  Always or 

almost 

always  
Sad      

Angry      

Happy      

Hurt      

Guilty       

Ashamed        

Hopeful      

Bored      

Anxious      

Jealous      

Frustrated      

Excited      

Rejected      

Proud      

Empty      

 

If there are other feelings that contribute to your self-harm, please write them here and 

tell us how often this emotion is a trigger of your self-harm.  

 

3. For the feelings that do make you want to hurt yourself, what do you hope that the 

self-harm will do to these feelings or to the way that you react to them? Please tick the 

boxes below to tell us what you hope will happen to these feelings when you hurt 

yourself. Please don’t respond to the feelings that aren’t a cause of your self-harm 

(that is, the feelings that you said were never a reason for your self-harm). It is ok if 

you tick several boxes for the one feeling, and if you tick the same box for several 

feelings.  



300 

 

 
When I hurt 

myself, I hope 

that my self-

harm will... 

Not 

applicable; 

never a 

reason for 

my self-

harm 

Reduce 

this 

feeling; 

make me 

feel it less 

strongly  

Increase 

this 

feeling; 

make me 

feel it more 

strongly 

Release 
this 

pent-up 

feeling 

Distract 

me from 

the 

feeling 

Stop me from 

displaying  this 

feeling to other 

people, e.g., stop 

me from telling 

people that I feel 

this way or acting 

like I feel this 

way 

Sad       

Angry       

Happy       

Hurt       

Guilty        

Ashamed         

Hopeful       

Bored       

Anxious       

Jealous       

Frustrated       

Excited       

Rejected       

Proud       

Empty       

 

If you listed other feelings in the previous question, please list them again here and 

tell us what you hope your self-harm will do to these feelings. Also, if there are other 

things that you hope your self-harm will do to any of your feelings, please tell us what 

you hope that is. 

 

It is really important that you remember that you can stop doing this questionnaire at 

any time if you want to. If you read the next question and think that answering it 

would make you feel really distressed, please do not answer it.  

 

4. We would like you to tell us about two episodes of self-harm that you would 

describe as relatively typical for you; that is, episodes where the triggering events and 

feelings were similar to the triggers that often contribute to your self-harm. We are 

interested in knowing the event that led to the self-harm, what you were feeling, and 

what you hoped would happen to the feeling/s when you self-harmed. If you don’t 

want to tell us about two episodes, that’s fine; you can tell us about just one episode. 

We do not need you to describe the type of self-harm that you used; the things 

that we are interested in are the events and feelings that contributed to your self-

harm.  
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5. The following questions address your experiences of how your parents responded 

to your emotions when you were young. For each item, please choose the rating from 

1 to 5 that most closely reflects your experience up to the age of 18 years. 

 

1 – Never 

2 – Rarely 

3 – Some of the time 

4 – Most of the time 

5 – All of the time 

 

Because your parents may have been very different, please rate them separately. The 

left hand column is to rate your mother, and the right hand column is to rate your 

father. 

 

Mother During my childhood... Father 

 My parents would become angry if I disagreed with them.  

 When I was anxious, my parents ignored this.  

 If I was happy, my parents would be sarcastic and say things 

like: “What are you smiling at?” 

 

 If I was upset, my parents said things like: “I'll give you 

something to really cry about!” 

 

 My parents made me feel OK if I told them I didn't understand 

something difficult the first time. 

 

 If I was really happy about something, my parents would share 

my joy and would be happy as well.  

 

 If I was pleased because I had done well at school, my parents 

would say things like: “Don't get too confident”. 

 

 If I said I couldn't do something, my parents would say things 

like: “You're being difficult on purpose”. 

 

 My parents would understand and help me if I couldn't do 

something straight away. 

 

 My parents used to say things like: “Talking about worries just 

makes them worse”. 

 

 When I was really excited about something, my parents would 

act like it was no big deal and I would feel silly for being excited.  

 

 If I couldn't do something however hard I tried, my parents told 

me I was lazy. 

 

 My parents would explode with anger if I made decisions 

without asking them first. 

 

 When I was miserable, my parents asked me what was upsetting 

me, so that they could help me. 

 

 If I couldn't solve a problem, my parents would say things like: 

“Don't be so stupid — even an idiot could do that!” 

 

 When I talked about my plans for the future, my parents listened 

to me and encouraged me. 
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6. Please indicate how often the following statements apply to you by writing the 

appropriate number from the scale below on the line beside each item:  

 

Almost never  

(0-10%) 

Sometimes 

(11-35%) 

About half the time  

(36-65%) 

Most of the time 

 (66-90%) 

Always or 

almost always 

 (91-100%) 

1 2 3 4 5 

  

 

1) I am clear about my feelings.   

2) I pay attention to how I feel.   

3) I experience my emotions as overwhelming and out of control.   

4) I have no idea how I am feeling.   

5) I have difficulty making sense out of my feelings.   

6) I am attentive to my feelings.   

7) I know exactly how I am feeling.   

8) I care about what I am feeling.   

9) I am confused about how I feel.   

10) When I’m upset, I acknowledge my emotions.   

11) When I’m upset, I become angry with myself for feeling that 

way.  

 

12) When I’m upset, I become embarrassed for feeling that way.   

13) When I’m upset, I have difficulty getting work done.   

14) When I’m upset, I become out of control.   

15) When I’m upset, I believe that I will remain that way for a long 

time.  

 

16) When I’m upset, I believe that I’ll end up feeling very depressed.   

17) When I’m upset, I believe that my feelings are valid and 

important.  

 

18) When I’m upset, I have difficulty focusing on other things.   

19) When I’m upset, I feel out of control.   

20) When I’m upset, I can still get things done.   

21) When I’m upset, I feel ashamed with myself for feeling that way.   

22) When I’m upset, I know that I can find a way to eventually feel 

better.  

 

23) When I’m upset, I feel like I am weak.   

24) When I’m upset, I feel like I can remain in control of my 

behaviors.  

 

25) When I’m upset, I feel guilty for feeling that way.   

26) When I’m upset, I have difficulty concentrating.   

27) When I’m upset, I have difficulty controlling my behaviors.   

28) When I’m upset, I believe that there is nothing I can do to make 

myself feel better.  

 

29) When I’m upset, I become irritated with myself for feeling that 

way.  

 

30) When I’m upset, I start to feel very bad about myself.   

31) When I’m upset, I believe that wallowing in it is all I can do.   

32) When I’m upset, I lose control over my behaviors.   

33) When I’m upset, I have difficulty thinking about anything else.   
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34) When I’m upset, I take time to figure out what I’m really feeling.   

35) When I’m upset, it takes me a long time to feel better.   

36) When I’m upset, my emotions feel overwhelming.  

 

7. Now we would like you to tell us about your expression of emotion. The following 

statements deal with you and your emotions. For each of the statements, please select 

a number from the scale below and write that number in the blank column.  

 

Never 

true 

Rarely true Occasionally 

true 

Usually true Almost 

always true 

Always true 

1 2 3 4 5 6 

 

 

I don’t express my emotions to other people.  

Even when I’m experiencing strong feelings, I don’t express them 

outwardly. 

 

Other people believe me to be very emotional.  

People can “read” my emotions.  

I keep my feelings to myself.  

Other people aren’t easily able to observe what I’m feeling.  

I display my emotions to other people.  

People think of me as an unemotional person.  

I don’t like to let other people see how I am feeling.  

I can’t hide the way I am feeling.  

I am not very emotionally expressive.  

I am often considered indifferent by others.  

I am able to cry in front of other people.  

Even if I am feeling very emotional, I don’t let others see my feelings.  

I think of myself as emotionally expressive.  

The way I feel is different from how others think I feel.  

I hold my feelings in.  

 

 

8. Below are four descriptions of some of the ways in which people relate to each 

other. Please rate the extent to which each description matches the way that you relate 

to other people you know pretty well. Circling 1 means that the statement is not at all 

like you, and circling 7 means that the statement is a lot like you. 

 

1. It is easy for me to become emotionally close to others. I am comfortable 

depending on others and having others depend on me. I don't worry about being alone 

or having others not accept me. 

 

Not at all like me     A lot like me 

1 2 3 4 5 6 7 
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2. I am comfortable without close emotional relationships. It is very important to me 

to feel independent and self-sufficient, and I prefer not to depend on others or have 

others depend on me. 

 

Not at all like me     A lot like me 

1 2 3 4 5 6 7 

 

 

3. I want to be completely emotionally intimate with others, but I often find that 

others are reluctant to get as close as I would like. I am uncomfortable being without 

close relationships, but I sometimes worry that others don't value me as much as I 

value them. 

 

Not at all like me     A lot like me 

1 2 3 4 5 6 7 

 

 

4. I am uncomfortable getting close to others. I want emotionally close relationships, 

but I find it difficult to trust others completely, or to depend on them. I worry that I 

will be hurt if I allow myself to become too close to others. 

 

Not at all like me     A lot like me 

1 2 3 4 5 6 7 

 

 

9. In this final section, we are interested in events that cause you to experience 

positive feelings. So, now we would like you to tell us about something that you’re 

looking forward to, and the positive feelings that you will experience. The event can 

be simple, like reading a good book, having a good night’s sleep, or eating a nice 

meal; or something more major. It can be something that is definitely happening at a 

specific time (e.g., going to a party next weekend), or something that might happen at 

some point in time (e.g., buying a house, having children). The positive feelings can 

be anything – for example, feeling excited, contented, happy, relaxed, or a sense of 

personal achievement.  
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Appendix B. Recruitment advertisement, Survey 1 

 

Griffith University 

A Study of Deliberate Self-Harm 
 

(Protocol number PSY/B3/10/HREC) 

 

Hello, my name is Andrea Kittila and I am a graduate student of psychology at 

Griffith University in Queensland, Australia. For my research I am looking for people 

aged 18 years and over who have deliberately hurt themselves at least once in the last 

12 months and who are interested in taking part in my study of deliberate self-harm. 

This study will further researchers’ understanding of the feelings that trigger self-

harm, the functions of self-harm, and the emotions of people who engage in deliberate 

self-harm.  

 

I am aware that members of online groups may have been contacted by people who 

appear to be posing as health professionals, or whose requests raise suspicion 

regarding the purpose of the research. Consequently, I would like to emphasise the 

following points: 

 I am conducting this research as part of my PhD degree in psychology, being 

undertaken at Griffith University in Brisbane, Australia. 

 The chief investigator (Dr Penelope Davis) is my PhD supervisor, and has had 

many years’ experience in conducting, supervising, and publishing research. 

 The research has been approved by Griffith University’s ethical review board. 

 The survey does not mention any pharmaceutical companies or treatments. 

 The survey does not ask any questions about your identity or address, and your 

responses cannot be traced to you. 

 The survey does not attempt to involve you in any groups, financial schemes, 

or further research. 

 Participation will not cost you anything (other than the cost of using the 

internet). 

 

We expect that your participation will take between 25 and 45 minutes.  

 

It is possible that participating in this study may cause emotional distress. For this 

reason, we advise that people who are having difficulty managing their self-harm 

may not wish to participate in this study. All participants will receive an 

information sheet that provides details of a website that provides support for people 

who engage in self-harm; we advise that you make use of this website if your 

participation causes you distress.  

 

Ethical conduct of this research 

Griffith University conducts research in accordance with the National Statement on 

Ethical Conduct in Human Research. If you have any concerns or complaints about 

the ethical conduct of the research project you should contact the Senior Manager, 

Research Ethics and Integrity, on (07) 3735 5585 (if in Australia) or research-

ethics@griffith.edu.au 

 

mailto:research-ethics@griffith.edu.au
mailto:research-ethics@griffith.edu.au
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IP addresses (which can identify the computer you are using) will not be collected 

when you complete the survey, so there is no way that responses can be traced to 

you. 

 

If you would like more information about the current study, please feel welcome to 

contact Dr Penelope Davis (the chief investigator) at p.davis@griffith.edu.au, or me 

(Andrea Kittila, the researcher) at a.kittila@griffith.edu.au. 

 

To take part in this survey, please click on the following link or copy and paste this 

address into your internet address bar:  http://www.surveymonkey.com/s/KTSH7YD 

 

mailto:p.davis@griffith.edu.au
mailto:a.kittila@griffith.edu.au
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Appendix C. Situational triggers of NSSI identified in descriptive task, Survey 1 

 

Situational trigger N 

Interpersonal conflict, aggression, or tension 66 

Being rejected, ignored, or excluded 26 

Distressing memories 24 

Employment or study demands 19 

Betraying, disappointing, or annoying 

someone 

16 

Poor performance in work, school, sport etc. 13 

Social isolation 12 

Exposed to weight-related stimuli 11 

Criticised by others 11 

Awkward interaction 9  

General bad day 8 

Betrayed by others 7 

NSSI concerns (e.g., scars seen by others; 

scars fading) 

6 

Dismissive treatment by health professional 6 

Alone, no event, self-harm tool was 

available 

6 

Bullied 6 

Distressing dream or mental imagery 4 

Improvement in mood 4 

Disclosed trauma 4 

Pretending to be happy 3 

Activities limited by anxiety  3 

Regrettable consensual sexual encounter 3 

Transsexuality or gender confusion 3 

Trauma (e.g., friend attempted suicide; 

friend's baby died) 

3 

Someone disclosed something distressing; 

received bad news 

2 

Unable to sleep 2 

Upcoming appointment 2 

Poor physical health 2 

Psychosis 2 

Disappointed by event or stranger 2 

Others concerned for participant 1 

Friend engaged in NSSI 1 

Paranoia regarding health 1 

Forced to eat 1 

Unable to change situation 1 

Mild dissociation during conflict 1 
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Appendix D. Correlation matrix for DERS items 

 

Correlation of items 1-36 with items 1-18 

 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 

1 
 

 
 

1.000 .504 .190 .527 .486 .397 .517 .350 .394 .388 .143 .127 .027 .172 .085 .078 .390 -.023 

2 .504 1.000 .027 .454 .249 .633 .424 .504 .295 .477 .039 .030 -.026 .086 -.018 -.010 .330 -.119 

3 .190 .027 1.000 .181 .302 .105 .208 .045 .247 .126 .321 .094 .229 .538 .452 .427 .002 .277 

4 .527 .454 .181 1.000 .630 .270 .509 .336 .578 .305 .148 .103 -.012 .187 .039 .029 .273 .016 

5 .486 .249 .302 .630 1.000 .118 .449 .239 .556 .177 .181 .193 .108 .287 .197 .165 .163 .158 

6 .397 .633 .105 .270 .118 1.000 .467 .496 .191 .448 .014 .057 -.056 .112 .068 .026 .393 -.018 

7 .517 .424 .208 .509 .449 .467 1.000 .340 .499 .298 -.010 .110 .018 .157 .075 .039 .330 .050 

8 .350 .504 .045 .336 .239 .496 .340 1.000 .143 .368 .016 .060 -.137 .062 .039 .026 .436 -.087 

9 .394 .295 .247 .578 .556 .191 .499 .143 1.000 .165 .238 .255 .191 .256 .134 .103 .178 .181 

10 .388 .477 .126 .305 .177 .448 .298 .368 .165 1.000 .167 .140 -.040 .048 -.016 .019 .371 -.082 

11 .143 .039 .321 .148 .181 .014 -.010 .016 .238 .167 1.000 .616 .239 .355 .304 .317 .118 .175 

12 .127 .030 .094 .103 .193 .057 .110 .060 .255 .140 .616 1.000 .283 .197 .289 .244 .120 .186 

13 .027 -.026 .229 -.012 .108 -.056 .018 -.137 .191 -.040 .239 .283 1.000 .337 .354 .263 -.069 .607 

14 .172 .086 .538 .187 .287 .112 .157 .062 .256 .048 .355 .197 .337 1.000 .456 .329 .022 .327 

15 .085 -.018 .452 .039 .197 .068 .075 .039 .134 -.016 .304 .289 .354 .456 1.000 .769 .061 .369 

16 .078 -.010 .427 .029 .165 .026 .039 .026 .103 .019 .317 .244 .263 .329 .769 1.000 .050 .324 

17 .390 .330 .002 .273 .163 .393 .330 .436 .178 .371 .118 .120 -.069 .022 .061 .050 1.000 -.101 

18 -.023 -.119 .277 .016 .158 -.018 .050 -.087 .181 -.082 .175 .186 .607 .327 .369 .324 -.101 1.000 

19 .199 .104 .566 .203 .257 .115 .161 .108 .289 .078 .343 .217 .284 .720 .422 .277 .141 .305 

20 .129 .040 .162 .055 .116 .075 .190 -.002 .116 .052 -.011 .057 .435 .285 .220 .159 .060 .448 
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21 .171 .130 .204 .172 .262 .113 .164 .127 .255 .216 .598 .681 .176 .201 .300 .291 .216 .093 

22 .198 .130 .210 .089 .061 .259 .175 .122 .128 .219 .010 .023 .127 .117 .309 .257 .168 .035 

23 .171 .124 .287 .161 .151 .147 .167 .128 .148 .128 .473 .464 .252 .268 .318 .330 .230 .206 

24 .197 .072 .430 .094 .172 .139 .202 .045 .229 .147 .071 .014 .202 .482 .235 .235 .129 .257 

25 .180 .097 .264 .179 .224 .069 .136 .074 .202 .157 .606 .587 .213 .189 .347 .335 .202 .091 

26 .019 -.079 .269 .063 .173 -.022 .073 -.116 .193 -.086 .200 .198 .673 .351 .343 .278 -.019 .656 

27 .177 .125 .509 .205 .254 .092 .144 .077 .177 .096 .203 .081 .243 .694 .379 .339 .044 .255 

28 .161 .048 .431 .204 .287 .181 .168 .052 .249 .122 .242 .187 .291 .357 .528 .467 .056 .300 

29 .156 .033 .340 .191 .287 .054 .116 .087 .235 .194 .672 .534 .299 .357 .351 .345 .233 .259 

30 .093 -.012 .410 .183 .239 .092 .157 .079 .201 .087 .421 .290 .190 .310 .423 .504 .218 .222 

31 .066 .013 .298 .131 .203 .030 .122 .026 .150 .059 .227 .185 .188 .275 .506 .561 .031 .246 

32 .238 .133 .494 .251 .283 .146 .170 .132 .214 .125 .227 .095 .222 .726 .386 .347 .092 .251 

33 .101 -.136 .332 .093 .180 -.043 .054 -.091 .180 -.041 .293 .240 .513 .369 .450 .462 -.037 .536 

34 .105 .243 .081 .024 .013 .295 .172 .237 -.075 .221 -.081 -.060 -.098 -.097 -.014 -.028 .294 -.028 

35 .097 -.053 .385 .106 .169 .101 .139 -.010 .168 -.069 .224 .203 .285 .330 .585 .544 .062 .268 

36 .155 .028 .616 .135 .223 .064 .148 -.037 .271 .027 .343 .248 .335 .452 .404 .399 .040 .277 
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Appendix D continued. Correlation matrix for DERS items: Correlation of items 1-36 with items 19-36 

 19 20 21 22 23 24 25 26 27 28 29 30 31 32 33 34 35 36 

1 .199 .129 .171 .198 .171 .197 .180 .019 .177 .161 .156 .093 .066 .238 .101 .105 .097 .155 

2 .104 .040 .130 .130 .124 .072 .097 -.079 .125 .048 .033 -.012 .013 .133 -.136 .243 -.053 .028 

3 .566 .162 .204 .210 .287 .430 .264 .269 .509 .431 .340 .410 .298 .494 .332 .081 .385 .616 

4 .203 .055 .172 .089 .161 .094 .179 .063 .205 .204 .191 .183 .131 .251 .093 .024 .106 .135 

5 .257 .116 .262 .061 .151 .172 .224 .173 .254 .287 .287 .239 .203 .283 .180 .013 .169 .223 

6 .115 .075 .113 .259 .147 .139 .069 -.022 .092 .181 .054 .092 .030 .146 -.043 .295 .101 .064 

7 .161 .190 .164 .175 .167 .202 .136 .073 .144 .168 .116 .157 .122 .170 .054 .172 .139 .148 

8 .108 -.002 .127 .122 .128 .045 .074 -.116 .077 .052 .087 .079 .026 .132 -.091 .237 -.010 -.037 

9 .289 .116 .255 .128 .148 .229 .202 .193 .177 .249 .235 .201 .150 .214 .180 -.075 .168 .271 

10 .078 .052 .216 .219 .128 .147 .157 -.086 .096 .122 .194 .087 .059 .125 -.041 .221 -.069 .027 

11 .343 -.011 .598 .010 .473 .071 .606 .200 .203 .242 .672 .421 .227 .227 .293 -.081 .224 .343 

12 .217 .057 .681 .023 .464 .014 .587 .198 .081 .187 .534 .290 .185 .095 .240 -.060 .203 .248 

13 .284 .435 .176 .127 .252 .202 .213 .673 .243 .291 .299 .190 .188 .222 .513 -.098 .285 .335 

14 .720 .285 .201 .117 .268 .482 .189 .351 .694 .357 .357 .310 .275 .726 .369 -.097 .330 .452 

15 .422 .220 .300 .309 .318 .235 .347 .343 .379 .528 .351 .423 .506 .386 .450 -.014 .585 .404 

16 .277 .159 .291 .257 .330 .235 .335 .278 .339 .467 .345 .504 .561 .347 .462 -.028 .544 .399 

17 .141 .060 .216 .168 .230 .129 .202 -.019 .044 .056 .233 .218 .031 .092 -.037 .294 .062 .040 

18 .305 .448 .093 .035 .206 .257 .091 .656 .255 .300 .259 .222 .246 .251 .536 -.028 .268 .277 

19 1.000 .172 .267 .148 .339 .411 .278 .322 .605 .332 .398 .302 .241 .612 .321 -.014 .278 .496 

20 .172 1.000 .023 .215 .140 .425 .029 .475 .271 .286 .095 .106 .188 .258 .357 .040 .208 .155 

21 .267 .023 1.000 .066 .494 .059 .797 .160 .186 .211 .661 .381 .216 .158 .208 -.056 .246 .311 

22 .148 .215 .066 1.000 .192 .301 .030 .090 .143 .470 .034 .186 .260 .166 .165 .167 .279 .185 
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23 .339 .140 .494 .192 1.000 .141 .474 .232 .240 .373 .525 .420 .285 .234 .305 .112 .327 .391 

24 .411 .425 .059 .301 .141 1.000 .067 .273 .541 .279 .186 .206 .220 .526 .315 .070 .176 .307 

25 .278 .029 .797 .030 .474 .067 1.000 .212 .231 .240 .644 .413 .251 .179 .195 -.090 .305 .286 

26 .322 .475 .160 .090 .232 .273 .212 1.000 .321 .291 .310 .251 .232 .302 .606 -.068 .356 .354 

27 .605 .271 .186 .143 .240 .541 .231 .321 1.000 .381 .290 .303 .331 .842 .348 -.071 .312 .419 

28 .332 .286 .211 .470 .373 .279 .240 .291 .381 1.000 .317 .407 .511 .380 .414 .016 .525 .359 

29 .398 .095 .661 .034 .525 .186 .644 .310 .290 .317 1.000 .527 .284 .310 .365 -.060 .268 .335 

30 .302 .106 .381 .186 .420 .206 .413 .251 .303 .407 .527 1.000 .373 .351 .434 -.020 .459 .421 

31 .241 .188 .216 .260 .285 .220 .251 .232 .331 .511 .284 .373 1.000 .380 .486 -.054 .495 .280 

32 .612 .258 .158 .166 .234 .526 .179 .302 .842 .380 .310 .351 .380 1.000 .425 -.068 .340 .390 

33 .321 .357 .208 .165 .305 .315 .195 .606 .348 .414 .365 .434 .486 .425 1.000 -.130 .547 .472 

34 -.014 .040 -.056 .167 .112 .070 -.090 -.068 -.071 .016 -.060 -.020 -.054 -.068 -.130 1.000 -.094 -.084 

35 .278 .208 .246 .279 .327 .176 .305 .356 .312 .525 .268 .459 .495 .340 .547 -.094 1.000 .487 

36 .496 .155 .311 .185 .391 .307 .286 .354 .419 .359 .335 .421 .280 .390 .472 -.084 .487 1.000 

 

1: I am clear about my feelings (R*); 2: I pay attention to how I feel (R); 3: I experience my emotions as overwhelming and out of control; 4: I have no idea how I am feeling; 

5: I have difficulty making sense out of my feelings; 6: I am attentive to my feelings (R); 7: I know exactly how I am feeling (R); 8: I care about what I am feeling (R); 9: I 

am confused about how I feel; 10: When I’m upset, I acknowledge my emotions (R); 11: When I’m upset, I become angry with myself for feeling that way; 12: When I’m 

upset, I become embarrassed for feeling that way; 13: When I’m upset, I have difficulty getting work done; 14: When I’m upset, I become out of control; 15: When I’m upset, 

I believe that I will remain that way for a long time; 16: When I’m upset, I believe that I’ll end up feeling very depressed; 17: When I’m upset, I believe that my feelings are 

valid and important (R); 18: When I’m upset, I have difficulty focusing on other things; 19: When I’m upset, I feel out of control; 20:When I’m upset, I can still get things 

done (R); 21: When I’m upset, I feel ashamed with myself for feeling that way; 22: When I’m upset, I know that I can find a way to eventually feel better (R); 23: When I’m 

upset, I feel like I am weak; 24: When I’m upset, I feel like I can remain in control of my behaviors (R); 25: When I’m upset, I feel guilty for feeling that way; 26: When I’m 

upset, I have difficulty concentrating; 27: When I’m upset, I have difficulty controlling my behaviors; 28: When I’m upset, I believe that there is nothing I can do to make 

myself feel better; 29: When I’m upset, I become irritated with myself for feeling that way; 30: When I’m upset, I start to feel very bad about myself; 31: When I’m upset, I 

believe that wallowing in it is all I can do; 32: When I’m upset, I lose control over my behaviors; 33: When I’m upset, I have difficulty thinking about anything else; 34: 

When I’m upset, I take time to figure out what I’m really feeling (R); 35: When I’m upset, it takes me a long time to feel better; 36: When I’m upset, my emotions feel 

overwhelming. *R =  item is reverse scored.
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Appendix E. Contrasts between significant and nonsignificant specific indirect effects 

 

Six-mediator total parental invalidation model: Contrasts between significant and 

nonsignificant specific indirect effects 
  Bias-corrected and  

accelerated 95% CI 

Mediators Contrast Lower Upper 

Nonacceptance and Impulse -.4753 -1.2075  -.1467
a
 

Impulse and Strategy .2838 -.1337  1.2255 

Impulse and Goals  .4823 .1399  1.2646
a
 

Impulse and Clarity .5945 .1416  1.5476
a
 

Nonacceptance and Awareness -.3952 -.8722  -.1062
a
 

Strategies and Awareness -.1677 -.8332  .1932 

Awareness and Goals .3662 .1217  .7921
a
 

Awareness and Clarity .4784 .1067  1.3100
a
 

a
 confidence interval does not include zero 

 

Six-mediator maternal invalidation model: Contrasts between significant and 

nonsignificant specific indirect effects 
  Bias-corrected and  

accelerated 95% CI 

Mediators Contrast Lower Upper 

Nonacceptance and Strategies -.6005 -1.4715  -.0206
a
 

Nonacceptance and Goals -.2033 -.8970  .2746 

Nonacceptance and Clarity .1840 -.5024  1.4096 

Impulse and Strategies .5955 .1101  2.0730 

Impulse and Goals .9927 .3308  2.4259
a
 

Impulse and Clarity 1.3800 .4625  3.2075
a
 

Strategies and Awareness -.2499 -1.2512  .3665 

Awareness and Goals .6470 .1657  1.4953
a
 

Awareness and Clarity 1.0343 .2875  2.7053
a
 

a
 confidence interval does not include zero 
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Six-mediator paternal invalidation model: Contrasts between significant and 

nonsignificant indirect effects 
  Bias-corrected and  

accelerated 95% CI 

Mediators Contrast Lower Upper 

Nonacceptance and Impulse -.4587 -1.3048  -.0824
a
 

Impulse and Strategies .2948 -.2199  1.6331 

Impulse and Goals .5113 .0924  1.5045
a
 

Impulse and Clarity .5074 .0883  1.5552
a
 

Nonacceptance and Awareness -.3526 -.9783  -.0259
a
 

Strategies and Awareness .2164 -.2872  .9038 

Awareness and Goals .4051 .0385  1.0058
a
 

Awareness and Clarity .4013 .0227  1.2881
a
 

a
 confidence interval does not include zero 

 

Seven-mediator total parental invalidation model: Contrasts between significant and 

nonsignificant indirect effects 
  Bias-corrected and  

accelerated 95% CI 

Mediators Contrast Lower Upper 

Nonacceptance and Impulse -.4733 -1.1342  -.1352
a
 

Impulse and Goals .4311 .1121  1.0984
a
 

Impulse and Strategies .3625 -.0479  1.3491 

Nonacceptance and Awareness -.2990 -.7295  -.0677
a
 

Awareness and Goals .2568 .0492  .5979
a
 

Strategies and Awareness -.1883 -.8584  .1597 

Nonacceptance and Clarity .1906 -.1292  .8499 

Goals and Clarity .2328 -.0699 .8833 

Strategy and Clarity .3014 -.0362  .9269 

Nonacceptance and emotional expressivity -.4345 -.8596  -.1666
a
 

Goals and emotional expressivity -.3923 -.8723  -.1263
a
 

Strategies and emotional expressivity -.3237 -1.1112  .0252 
a
 confidence interval does not include zero 
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Seven-mediator maternal invalidation model: Contrasts between significant and 

nonsignificant indirect effects 
  Bias-corrected and 

accelerated 95% CI 

Mediators Contrast Lower Upper 

Nonacceptance and Impulse -.9692 -2.2673  -.3711
a
 

Impulse and Strategies .7322 .0125  2.2910
a
 

Impulse and Goals .8813 .2750  2.2147
a
 

Nonacceptance and Awareness -.5341 -1.2909  -.1593
a
 

Strategies and Awareness -.2971 -1.2521  .2365 

Awareness and Goals .4462 .0791  1.0775
a
 

Nonacceptance and Clarity  .4080 -.2414  1.6235 

Strategies and Clarity .6450 .0516  1.7780
a
 

Goals and Clarity .4959 -.0976  1.6539 

Nonacceptance and emotional expressivity -.7939 -1.6138  -.3457
a
 

Strategies and emotional expressivity -.5569 -1.7728  -.0092
a
 

Goals and emotional expressivity -.7060 -1.6472  -.2370
a
 

a
 confidence interval does not include zero 

 

Seven-mediator paternal invalidation model: Contrasts between significant and 

nonsignificant indirect effects 
  Bias-corrected and 

accelerated 95% CI 

Mediators Contrast Lower Upper 

Nonacceptance. and Impulse .4485 -1.2841  -.0946
a
 

Impulse and Strategy .3845 -.1166  1.7281 

Impulse and Awareness .1684 -.1991  .7746 

Impulse and Goals .4415 .0707  1.3571
a
 

Impulse and Clarity .5492 .1260  1.6241
a
 

Nonacceptance. and emotional expressivity -.4729 -1.0656  -.1538
a
 

Strategies and emotional expressivity -.4088 -1.4093  .0816 

Awareness and emotional expressivity -.1927 -.6957  .1891 

Goals and emotional expressivity -.4658 -1.1466  -.1356
a
 

Clarity and emotional expressivity -.5736 -1.5185  -.1594
a
 

a
 confidence interval does not include zero 
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Eight-mediator total parental invalidation model: Contrasts between significant and 

nonsignificant indirect effects 
  Bias-corrected and 

accelerated 95% CI 

Mediators Contrast Lower Upper 

Nonacceptance and Impulse -.4741 -1.1620 -.1381
a
 

Impulse and Strategies .3663 -.0641 1.2863 

Impulse and Goals .4363 .1156 1.1599
a
 

Impulse and fearful attachment .3261 .0507 .8461
a
 

Nonacceptance and Awareness  -.3000 -.7752 -.0701
a
 

Strategies and Awareness -.1922 -.8470 .1584 

Awareness and Goals .2622 .0485 .6215
a
 

Awareness and fearful attachment .1520 -.0289 .4422 

Nonacceptance and emotional expressivity -.3931 -.8433 -.1453
a
 

Strategies and emotional expressivity -.2854 -1.0059 .0504 

Goals and emotional expressivity -.3553 -.8529 -.1096 

Emotional expressivity and fearful attachment .2451 .0376 .6686
a
 

a
 confidence interval does not include zero 

 

Eight-mediator maternal invalidation model: Contrasts between significant and 

nonsignificant indirect effects 
  Bias-corrected and 

accelerated 95% CI 

Mediators Contrast Lower Upper 

Nonacceptance and Impulse -.9667 -2.1970 -.3355
a
 

Impulse and Strategies .7365 .0326 2.2940
a
 

Impulse and Goals .8810 .2541 2.1472
a
 

Nonacceptance and Awareness  -.5392 -1.2348 -.1540
a
 

Strategies and Awareness -.3091 -1.3573 .2123 

Awareness and Goals .4536 .0707 1.0546
a
 

Nonacceptance and emotional expressivity -.7129 -1.4860 -.2777
a
 

Strategies and emotional expressivity -.4827 -1.7251 .0526 

Goals and emotional expressivity -.6273 -1.5381 -.1831
a
 

Nonacceptance and fearful attachment -.2934 -.7978 -.0438
a
 

Strategies and fearful attachment -.0633 -.8309 .3578 

Goals and fearful attachment -.2078 -.7640 .0461 
a
 confidence interval does not include zero 
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Eight-mediator paternal invalidation model: Contrasts between significant and 

nonsignificant indirect effects 
  Bias-corrected and 

accelerated 95% CI 

Mediators Contrast Lower Upper 

Nonacceptance and Impulse .4499 -1.2703 -.0827
a
 

Impulse and Strategies .3871 -.1177 1.8278 

Impulse and Awareness .1673 -.2211 .7961 

Impulse and Goals .4461 .0744 1.3554
a
 

Impulse and Clarity .5575 .1142 1.6684
a
 

Impulse and fearful attachment .3105 -.0469 1.0463 

Nonacceptance and emotional expressivity -.4293 -1.0365 -.1334
a
 

Strategies and emotional expressivity -.3665 -1.4801 .1250 

Awareness and emotional expressivity -.1467 -.6496 .2595 

Goals and emotional expressivity -.4255 -1.1079 -.1126
a
 

Clarity and emotional expressivity -.5369 -1.5586 -.1478
a
 

Emotional expressivity and fearful attachment .2899 -.0047 .9230 
a
 confidence interval does not include zero 
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Appendix F. Suppression effects 

Direct effect of independent variable, and R
2 

of mediation model, when suppressor 

variables were and were not included as mediators  
Independent variable Mediators Direct effect R

2
 (adjusted R

2
) 

Maternal invalidation DERS factors  1.8014* .1593 (.1338)  

 DERS factors except for 

Nonacceptance 

1.6678 * .1500 (.1281) 

Total parental invalidation Emotional exp.; DERS factors  1.2955** .1982 (.1679) 

 Emotional exp.; DERS factors except 

for Clarity 

1.2010** .1852 (.1584) 

Maternal invalidation Emotional exp.; DERS factors  1.3878 .1825 (.1535) 

 Emotional exp.; DERS factors except 

for Clarity 

1.0977 .1684 (.1426) 

Total parental invalidation Emotional exp.; FA; DERS factors  1.9484** .2008 (.1668) 

 Emotional exp.; FA; DERS factors 

except for Clarity 

1.1721* .1870 (.1564) 

Maternal invalidation Emotional exp.; FA; DERS factors  1.3651** .1873 (.1546) 

 Emotional exp.; FA; DERS factors 

except for Clarity 

1.0664 .1718 (.1424) 

Note: Emotional exp. = emotional expressivity; FA = fearful attachment 

* p < .05  **p < .01 
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Appendix G. Survey 2, including informed consent materials  

 
Griffith University 

 

A Study of Positive Emotions and Deliberate Self-Harm 

(Protocol number PSY/B3/10/HREC) 

 

Questionnaire Coversheet 

 

Who is conducting this research? 

Chief Investigator: Dr Penelope Davis    

 Griffith University 

 School of Psychology, Mt Gravatt    

  

  p.davis@griffith.edu.au 

        

Researcher:  Miss Andrea Kittila    

Griffith University 

School of Psychology, Mt Gravatt 

   a.kittila@griffith.edu.au 

 

Why is this research being conducted? 

In this research, we are interested in learning more about the role of positive emotions 

in deliberate self-harm.  

 

This research is being conducted as part of the Researcher’s PhD degree in 

psychology, being undertaken at Griffith University. 

 

What you will be asked to do 

You will be asked to do only one thing: tell us about the role of positive emotions in 

your deliberate self-harm. You can write as little or as much as you want. We want to 

know what you think is relevant. Some things you might like to tell us about are the 

kinds of positive emotions that trigger self-harm, and why you think that positive 

emotions are a trigger. Your participation in this research is expected to take between 

5 and 20 minutes, depending on how much you want to write.  

 

How participants were selected 

You have been invited to participate because you are a member of an online group for 

people who engage in deliberate self-harm, or for people who have health issues that 

are sometimes associated with deliberate self-harm. You may also have been directed 

to this research by a member of an online group who thought that you might be 

interested. You must be aged 18 years or over to take part in this research. 

 

Expected benefits 

Your participation will help researchers to understand more about the complexity of 

deliberate self-harm, and may contribute to the improvement of psychological 

treatments for people who want assistance with coping.  
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You will not directly benefit from participating in this research. However, you may 

feel that participating in this research helps you to understand a bit more about your 

own deliberate self-harm. 

 

 

Risks to you 

Participation will involve writing about your deliberate self-harm. It is possible that 

participating may induce emotional distress. As a result, we advise that people who 

are having difficulty managing their deliberate self-harm do not participate in 

this study. 

 

Confidentiality 

We guarantee that all the information you provide will be kept confidential and that 

no identifying information will be recorded on your survey. This means that the 

information that you provide will not be able to be traced to you. If you have any 

questions, please feel free to email the Chief Investigator or the Researcher listed 

above. 

 

IP addresses (which can identify the computer you are using) will not be collected 

when you complete the survey, so there is no way that responses can be traced to 

you. 

 

Your participation is voluntary 

Your participation is voluntary and you may withdraw at any time.  

 

Questions/further information 

If you have any questions regarding the project you may contact the Chief 

Investigator or the Researcher.  

 

Ethical conduct of this research 

Griffith University conducts research in accordance with the National Statement on 

Ethical Conduct in Human Research. If you have any concerns or complaints about 

the ethical conduct of the research project you should contact the Senior Manager, 

Research Ethics and Integrity, on 3735 5585 or research-ethics@griffith.edu.au  

 

Feedback to you 

If you would like to see an email summary of the results when the entire study is 

completed, you can leave your preferred contact email with the Researcher, who will 

send out a summary of the group results. The data from this study may be included in 

the Researcher’s PhD thesis and in journal publications, but no information 

identifying participants will be included. 

 

You may contact Penelope Davis at p.davis@griffith.edu.au to discuss any concerns 

associated with your participation in this research. Alternatively, if your participation 

in this research causes you any distress, or if you would like to discuss any issues that 

may arise as a result of your participation, we suggest that you make use of the 

resources listed on the website that directed you here, or on the Recover Your Life 

website (www.recoveryourlife.com).  

 

 

mailto:p.davis@griffith.edu.au
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Please note: Submission of a completed or partially completed questionnaire will 

be accepted as an expression of consent and willingness to participate in this 

study.  

 

We are interested in knowing about the positive feelings that trigger deliberate self-

harm. In the space below, please tell us anything you want about the role of 

positive feelings in triggering your deliberate self-harm. You might like to include 

information about: 

- Which positive feelings (e.g., feeling happy, hopeful, excited, or content) 

trigger your self-harm  

- The types of situations in which positive feelings trigger your self-harm (e.g., 

being alone, talking with friends, thinking about certain things) 

- What you hope the self-harm will do to your positive feeling (e.g., increase the 

feeling, decrease the feeling, release the feeling, or stop you from showing 

other people that you feel a certain way) 

- Anything (e.g., beliefs, childhood experiences) that you believe has 

contributed to the fact that you self-harm when you are experiencing a positive 

feeling 

 

There are no right or wrong answers; we are interested in your own experiences. 

 

Basically, we are interested in knowing anything that you think is relevant to your 

self-harm that occurs in response to positive emotions. Please write as much as you 

want. 

 

Please tell us your age:  

 

Please tell us your gender: 

 

In which country do you currently live? 
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Appendix H. Recruitment advertisement, Survey 2 

 

Griffith University 

A Study of Positive Emotions and  

Deliberate Self-Harm 
 

(Protocol number PSY/B3/10/HREC) 

 

Hello, my name is Andrea Kittila and I am a graduate student of psychology at 

Griffith University in Queensland, Australia. For my research I am looking for people 

aged 18 years and over who have deliberately hurt themselves at least once in the last 

12 months in response to positive feelings (for example, happiness, hope, 

contentment, or excitement) and who are interested in taking part in my study of 

deliberate self-harm. This study will further researchers’ understanding of the 

relationship between positive emotions and deliberate self-harm.  

 

I am aware that members of online groups may have been contacted by people who 

appear to be posing as health professionals, or whose requests raise suspicion 

regarding the purpose of the research. Consequently, I would like to emphasise the 

following points: 

 I am conducting this research as part of my PhD degree in psychology, being 

undertaken at Griffith University in Brisbane, Australia. 

 The chief investigator (Dr Penelope Davis) is my PhD supervisor, and has had 

many years’ experience in conducting, supervising, and publishing research. 

 The research has been approved by Griffith University’s ethical review board. 

 The survey does not mention any pharmaceutical companies or treatments. 

 The survey does not ask any questions about your identity or address, and your 

responses cannot be traced to you. 

 The survey does not attempt to involve you in any groups, financial schemes, 

or further research. 

 Participation will not cost you anything (other than the cost of using the 

internet). 

 

We expect that your participation will take between 5 and 20 minutes.  

 

It is possible that participating in this study may cause emotional distress. For this 

reason, we advise that people who are having difficulty managing their self-harm 

may not wish to participate in this study. All participants will receive an 

information sheet that provides details of a website that provides support for people 

who engage in self-harm; we advise that you make use of this website if your 

participation causes you distress.  

 

Ethical conduct of this research 

Griffith University conducts research in accordance with the National Statement on 

Ethical Conduct in Human Research. If you have any concerns or complaints about 

the ethical conduct of the research project you should contact the Senior Manager, 
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Research Ethics and Integrity, on (07) 3735 5585 (if in Australia) or research-

ethics@griffith.edu.au 

 

IP addresses (which can identify the computer you are using) will not be collected 

when you complete the survey, so there is no way that responses can be traced to 

you. 

 

If you would like more information about the current study, please feel welcome to 

contact Dr Penelope Davis (the chief investigator) at p.davis@griffith.edu.au, or me 

(Andrea Kittila, the researcher) at a.kittila@griffith.edu.au. 

 

To take part in this survey, please copy and paste this address into your internet 

address bar:  http://www.surveymonkey.com/s/RRFZM5J 

mailto:research-ethics@griffith.edu.au
mailto:research-ethics@griffith.edu.au
mailto:p.davis@griffith.edu.au
mailto:a.kittila@griffith.edu.au
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Appendix I. Comparison of groups on attachment, emotional invalidation, emotion 

dysregulation, and emotional expressivity 

 

Comparison of NAO NSSI participants and HD NSSI participants  
 NAO NSSI 

participants (N) 

HD NSSI 

participants (N) 

t 

Secure attachment 2.23 (182) 2.50 (18) -.592 

Dismissive attachment 3.59 (182) 4.22 (18) -1.329 

Preoccupied attachment 3.52 (182) 2.94 (18) 1.101 

Fearful attachment 5.69 (182) 5.83 (18) -.361 

Maternal invalidation 40.26 (191) 46.89 (18) -1.815 

Paternal invalidation 41.35 (180) 48.41 (17) -1.793 

Total invalidation 81.61 (180) 95.00 (17) -2.080* 

Total positive invalidation 23.99 (177) 27.71 (17) -1.681 

Mother sarcastic 1.99 (191) 2.44 (18) -1.507 

Mother not share happiness 
a
 2.62 (191) 2.89 (18) -.924 

Mother invalidate confidence 1.98 (191) 2.50 (18) -1.840 

Mother disregard excitement 
a
 2.42 (190) 3.11 (18) -2.288* 

Mother discourage plans 2.78 (191) 3.00 (18) -.661 

Total maternal positive invalidation 11.78 (190) 13.94 (18) -1.764 

Father sarcastic 2.02 (181) 2.35 (17) -1.034 

Father not share happiness 
a
 2.84 (179) 3.35 (17) -1.574 

Father invalidate confidence 1.92 (181) 2.12 (17) -.715 

Father disregard excitement 
a
 2.46 (180) 2.65 (17) -.575 

Father discourage plans 3.01 (180) 3.41 (17) -1.111 

Total paternal positive invalidation 12.25 (178) 13.88 (17) -1.265 

Total emotional dysregulation 130.62 (185 ) 133.83 (18) -.647 

Emotional nonacceptance 22.75 (185) 24.94  (18) -1.636 

Poor impulse control 24.17 (185) 24.56 (18) -.236 

Lack of ER strategies 25.35 (185) 25.94 (18) -.415 

Poor emotional awareness 21.16 (185) 21.17 (18) -.009 

Difficulties with goal behaviour 19.43 (185) 18.17 (18) 1.283 

Poor emotional clarity 17.26 (185) 19.11 (18) -1.791 

Emotional expressivity 44.97 (182) 43.17 (18) .532 

* p < .05  
a 
Item developed for the current study 
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Comparison of NAO NSSI participants and HI NSSI participants 
 NAO NSSI 

participants (N) 

HI NSSI 

participants (N) 

t 

Secure attachment 2.23 (182) 2.95 (21) -2.234* 

Dismissive attachment 3.59 (182) 3.86 (21) -.606 

Preoccupied attachment 3.52 (182) 3.76 (21) -.494 

Fearful attachment 5.69 (182) 6.00 (21) -.838 

Maternal invalidation 40.26 (191) 44.46 (28) -1.415 

Paternal invalidation 41.35 (180) 44.24 (25) -.894 

Total invalidation 81.61 (180) 88.24 (25) -1.268 

Total positive invalidation 23.99 (177) 27.40 (25) -1.895 

Mother sarcastic 1.99 (191) 2.71 (28) -2.906* 

Mother not share happiness 
a
 2.62 (191) 3.04 (28) -1.733 

Mother invalidate confidence 1.98 (191) 2.29 (28) -1.300 

Mother disregard excitement 
a
 2.42 (190) 2.79 (28) -1.482 

Mother discourage plans 2.78 (191) 2.93 (28) -.543 

Total maternal positive invalidation 11.78 (190) 13.75 (28) -1.947 

Father sarcastic 2.02 (181) 2.08 (25) -.225 

Father not share happiness 
a
 2.84 (179) 3.36 (25) -1.906 

Father invalidate confidence 1.92 (181) 2.16 (25) -1.018 

Father disregard excitement 
a
 2.46 (180) 2.60 (25) -.519 

Father discourage plans 3.01 (180) 3.44 (25) -1.428 

Total paternal positive invalidation 12.25 (178) 13.64 (25) -1.329 

Total emotional dysregulation 130.62 (185) 134.58 (24) -.886 

Emotional nonacceptance 22.75 (185) 23.21 (24) -.382 

Poor impulse control 24.17 (185) 25.25 (24) -.759 

Lack of ER strategies 25.35 (185) 24.17 (24) .928 

Poor emotional awareness 21.16 (185) 22.67 (24) -1.503 

Difficulties with goal behaviour 19.43 (185) 19.38 (24) .060 

Poor emotional clarity 17.26 (185) 19.58 (24) -2.517* 

Emotional expressivity 44.97 (182) 38.67 (21) 1.996* 

* p < .05  
a 
Item developed for the current study 
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Comparison of HD NSSI participants and HI NSSI participants 
 HD NSSI 

participants 

HI NSSI 

participants 

t 

Secure attachment 2.50 2.95 -.826 

Dismissive attachment 4.22 3.86 .573 

Preoccupied attachment 2.94 3.76 -1.296 

Fearful attachment 5.83 6.00 -.393 

Maternal invalidation 46.89 44.46 .502 

Paternal invalidation 48.41 44.24 .878 

Total invalidation 95.00 88.24 .822 

Total positive invalidation 27.71 27.40 .109 

Mother sarcastic 2.44 2.71 -.617 

Mother not share happiness 
a
 2.89 3.04 -.421 

Mother invalidate confidence 2.50 2.29 .546 

Mother disregard excitement 
a
 3.11 2.79 .876 

Mother discourage plans 3.00 2.93 .180 

Total maternal positive invalidation 13.94 13.75 .122 

Father sarcastic 2.35 2.08 .594 

Father not share happiness 
a
 3.35 3.36 -.019 

Father invalidate confidence 2.12 2.16 -.111 

Father disregard excitement 
a
 2.65 2.60 -110 

Father discourage plans 3.41 3.44 -.065 

Total paternal positive invalidation 13.88 13.64 .153 

Total emotional dysregulation 133.83 134.58 -.116 

Emotional nonacceptance 24.94 23.21 1.060 

Poor impulse control 24.56 25.25 -.361 

Lack of ER strategies 25.94 24.17 .979 

Poor emotional awareness 21.17 22.67 -.971 

Difficulties with goal behaviour 18.17 19.38 -1.014 

Poor emotional clarity 19.11 19.58 -.364 

Emotional expressivity 43.17 38.67 1.233 
a 
Item developed for the current study 
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