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 Repetitive self-mutilation (RSM) has become increasingly prevalent among adolescents. 

Empirical research has pinpointed several correlates of this behavior, but the initiation and 

maintenance of RSM among adolescents are not well understood. The experiential avoidance 

model (EAM) proposes that self-mutilation is a behavior that allows for the avoidance or 

alteration of unwanted internal experiences, and that it is negatively reinforced with repetition. 

The current study explored the usefulness of the EAM as an explanatory theory for adolescent 

RSM, with the additional incorporation of issues of social context. Adolescents (N = 211) from 

three school-based samples completed self-report questionnaires. One-third of students reported 

at least one incident of purposeful, non-suicidal self-mutilation and 16% had engaged in self-

mutilation repeatedly within the past 6 months. Both regression and group analyses indicated that 

adolescents who engage in RSM report greater psychological distress, a greater incidence of 

functionally equivalent behaviors, and greater exposure to self-mutilation among peers and/or in 

the media, when compared to their counterparts who have not engaged in RSM. Suicidal 

ideation/behaviors were consistently the strongest predictors of current self-mutilation behaviors. 

Clinical implications, limitations, and suggestions for future research are discussed. 
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CHAPTER 1  

INTRODUCTION AND LITERATURE REVIEW 

The concept of self-mutilation has only recently been explored in depth in the 

psychological literature, although case studies of severe self-injury were presented as early as the 

early 1900s (Emerson, 1914, in Rosenthal et al., 1972). Unfortunately, repetitive self-mutilation 

(RSM) is still not well-understood, perhaps due to the socially repellant nature of the topic. 

Reactions to individuals who intentionally cause harm to their bodies range from detachment to 

disgust, and these behaviors are sometimes viewed as highly pathological (Favazza, 1996; 

Selekman, 2002; Strong, 1998). Cultural psychiatrist, Dr. Armando Favazza, faced significant 

struggles attempting to publish his text on self-mutilation and body modification. Publishers’ 

responses to his book included comments that it was “disgusting,” and that Favazza was 

“‘somewhat strange’ to have picked self-mutilation as a topic” (1996, p. xv). The term “self-

mutilation” is less frequently used in the literature than the term “self-harm” or “self-injury.” The 

term “self-harm” has been viewed by some as less stigmatizing than “self-mutilation” (Gratz, 

2001). Unfortunately, “self-harm” has been used in a variety of ways to refer to a broad spectrum 

of self-destructive behaviors. For the current project, the specific term “repetitive self-

mutilation” (RSM) will be used add clarity to the observed behavior and reduce misuse of 

research findings, despite the stigma attached to the phrase.  

 

Toward a Working Definition of Repetitive Self-Mutilation 

In this book we present a riddle. 
- from the book, Self-Mutilation  

 
Another reason that RSM may not be well-understood is the lack of a good, clear, and 

universally applied working definition. What exactly constitutes self-mutilation? A sweep of the 
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self-mutilation literature yields several definitions for this behavior. Self-mutilation and similar 

behaviors have been referred to as auto-aggression, deliberate self-harm, self-injurious 

behaviors, delicate self-cutting, purposive accidents, self-poisoning, self-wounding, suicidal 

gestures, and parasuicide, to name a few (Feldman, 1988; Skegg, 2005; Suyemoto, 1998). 

However, there are notable differences in the specific behaviors that constitute each definition.  

Skegg (2005) conceptualized self-harm on a continuum that included level of lethality 

and amount of visible tissue damage, and ranged from deliberate recklessness on one end (e.g., 

risk-taking behaviors) to traditional methods of suicide on the other (e.g., shooting). Some 

studies on self-harm incorporate this entire range into a single measure (Sansone, Wiederman, & 

Sansone, 1998) whereas others define self-harm only as acts that yield visible injury (Gratz, 

2001). Following the parameters outlined by Suyemoto (1998) and Pattison and Kahan (1983), 

the definition of repetitive self-mutilation (RSM) in the current study involves the following 

components: directness, level of social acceptability, suicidal intent, psychological state, degree 

of damage, and number of episodes. These parameters were chosen because they are descriptive 

of the behavior itself, and allow for clear discrimination among different self-mutilation 

behaviors. 

 

Direct vs. Indirect 

 RSM is defined here as a direct self-destructive behavior because it occurs within a short 

period of time with some awareness of the visible effects (e.g., self-burning). In contrast, indirect 

self-destructive behaviors occur over an extended period of time and without awareness or 

regard for the long-term effects (e.g., alcohol abuse, risk-taking with cars). In the former, there is 
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a conscious intent of self-harm, whereas the latter implies self-harm as secondary (Faberow, 

1980). 

 

Social Acceptability 

 Self-mutilation sometimes occurs within the context of a healing ritual or social bonding 

exercise. Examples of these include self-cutting during a trance state at the Abidji New Year’s 

Festival (Favazza, 1996) or engaging in konjo-yaki (literally “self-burning to prove oneself a man 

with guts”) within Japanese juvenile detention facilities (Matsumoto et al., 2005). Although this 

type of mutilation is directly inflicted and incurs physical damage, it is generally socially 

acceptable by the broader social context. In contrast, RSM is not engaged in solely for its social 

acceptance or ritualistic function. Although peer group acceptance may play a role in the later 

initiation and maintenance of RSM, the behavior itself is not broadly socially acceptable. 

 

Suicidal Intent 

There is widespread confusion surrounding the relationship between suicidal intent and 

self-mutilating behavior. A slashed wrist of moderate severity may appear to indicate suicidal 

intent, but by definition, RSM is carried out without such intent. Part of the overlap and 

confusion originated with Menninger’s (1935) original conceptualization of self-mutilation as an 

act of “partial suicide” or “antisuicide” that allowed an individual to forestall suicide. The more 

modern term of “parasuicide” perpetuates the linguistic link between RSM and truly suicidal 

behavior, although parasuicide typically includes a broader range of behaviors, such as self-

poisoning (Skegg, 2005).  

Although suicidal intent does not accompany RSM behavior as such, empirical research 
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indicates that the two concepts continue to be intertwined.  Walsh and Rosen (1988) warn that 

although self-mutilation behaviors and suicidal behaviors can be differentiated, it should not be 

assumed that individuals who self-mutilate will never be suicidal. Individuals who self-mutilate 

are more likely to have made a suicide attempt in the past and also endorse higher level of 

suicidal ideation than individuals who do not self-mutilate. However, it is important to note that 

suicide attempts for such individuals are identified as distinct behaviors from self-mutilative 

injuries (Langbehn & Pfohl, 1993; Lloyd, 1997).  

 

Psychological State 

RSM is considered a type of moderate/superficial self-mutilation (Favazza, 1996). 

Moderate/Superficial self-mutilation results in only mild to moderate tissue damage, and is 

characterized by skin cutting and burning. Some of the reported psychological states of 

individuals who engage in RSM include feelings of depression, unbearable tension, intense anger 

or anxiety, dissociation or unreality, a desire to control or to manipulate others, and a need for 

self-punishment (Laye-Gindhu & Schonert-Reichl, 2005; Nixon, Cloutier, & Aggarwal, 2002). 

In contrast, major self-mutilation refers to behaviors that result in severe or life-

threatening bodily alterations. Examples include autocastration, eye enucleation, or limb 

amputation. Such self-inflicted injuries are generally the result of a psychotic episode, 

intoxication, or are driven by a desire to alter the appearance of one’s biological sex. Stereotypic 

self-mutilation refers to highly repetitive, fixed patterns of self-injury that result in mild to severe 

tissue damage. This behavior is more prevalent in institutionalized settings, and most commonly 

seen among individuals with cognitive impairments (e.g., autism, mental retardation, Lesch-

Nyan syndrome, and Prader-Willi syndrome (Favazza, 1996), although many of these individuals 
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also engage in self-injurious behaviors that are not stereotypic. Individuals who engage in RSM 

typically do not engage in RSM to self-stimulate, nor do they engage in RSM in the driven, 

contentless pattern often seen with stereotypic self-mutilation or as a result of psychosis. 

 

Degree of Damage and Lethality 

Tissue damage associated with RSM behavior ranges in severity from mild to moderate, 

and carries a low risk of immediate lethality. Additionally, individuals who engage in RSM 

typically use multiple methods of self-harm and produce different types of damage (Favazza & 

Conterio, 1989; Herpertz, 1995). Favazza and Conterio (1989) found that 75% of their sample of 

females (ages 14 to 71) who habitually engaged in self-mutilation used multiple methods, with 

the majority engaging in skin cutting (72%), skin burning (35%), and self-hitting/self-battery 

(30%). Other, less common forms include interference with wound healing, dripping harsh 

chemicals (e.g., bleach or lye) onto the skin, rubbing glass into the skin, and bone breaking 

(Favazza & Conterio, 1989; Gratz, 2001; Herpertz, 1995; Rosenthal et al., 1972; Ross & McKay, 

1979).  

For the purposes of this study, tissue-damaging behaviors such as hair-pulling 

(trichotillomania) and skin picking are excluded from the definition of RSM. Although skin 

picking is a form of self-injury by definition, this behavior is frequently related to genetic 

disorders (e.g., Lesch-Nyan syndrome), drug reactions, and skin disorders (Neziroglu & 

Mencebo, 2001). In addition, trichotillomania has already been classified as an Impulse Control 

Disorder Not Otherwise Specified, and is studied as a separate disorder in and of itself (DSM-IV-

TR; American Psychiatric Association, 2000).  
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Number of Episodes 

 RSM, by definition, is a repetitive behavior. Many operational definitions of self-harm 

simply assessed for the presence or absence of any history of self-harm. Gratz (2001) argued that 

there are likely significant differences between individuals who engage in self-harming 

behaviors only once or twice, and those who chronically engage in repetitive self-harm 

behaviors. For the purposes of the current study, the repetitive component is highly salient for 

differentiating between individuals who have tried and abandoned self-mutilation as a failed 

coping mechanism, and those who continue to engage in RSM.  Therefore, to be considered 

repetitive self-mutilation (RSM), the behavior must occur a minimum of five times. This 

number, although perhaps viewed as an arbitrary cutoff, was chosen for the current study based 

on empirical findings. Langbehn and Pfohl (1993) found that a majority of patients admitted to a 

psychiatric hospital for RSM had engaged in self-mutilating behavior five or more times. 

Pattison and Kahan’s (1983) review of the literature also indicated a marked skew toward 

multiple episodes, with 59% experiencing five to 100 episodes. In addition, half of Rosenthal et 

al.’s (1972) “wrist-cutter” inpatient population had cut themselves on more than five occasions.  

 

A Working Definition of Repetitive Self-Mutilation 

Repetitive self-mutilation is defined in this study as direct, socially unacceptable, 

repetitive behavior that causes mild to moderate physical injury. These behaviors lack suicidal 

intent and are not associated with cognitive impairment. To be considered RSM, self-mutilation 

of any kind or combination must have occurred a minimum of five times. Repetitive acts of self-

injury that are culturally sanctioned (e.g., self-flagellation for religious purposes) or do not serve 

the function of regulating affect (e.g., body piercing as individualistic expression) are not 
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included. Therefore, this study focuses on a narrower class of behavior than is associated with 

overall, general self-mutilation (which may or may not be culturally sanctioned) and behavior 

that is slightly different from Gratz’s (2001) definition of deliberate self-harm (which could be 

defined as only a single incident). Additionally, the definition of RSM used here is more specific 

than parasuicide and differs from self-poisoning, in that RSM generally carries a mild to 

moderate lethality risk and results in a directly-inflicted injury against one’s body. Finally, RSM 

encompasses a broader range of behaviors than “delicate self-cutting” or “wrist-cutting 

syndrome” to also include self-burning, prevention of wound healing, skin gouging/cutting, etc., 

but not to the extent of resulting in major bodily injury, such as eye enucleation or autocastration.  

 

The Problem of Repetitive Self-Mutilation (RSM) among Adolescents 

My memories are fuzzy – I don’t remember chronological sequence 
or how old I was. I think it started when I was about 13. 

- Adolescent RSM Practitioner 
 
 As previously emphasized, the difficulties associated with the lack of universal definition 

of RSM have led to varying statistics from the research on this population. Favazza (1996), 

Suyemoto (1998), and Walsh and Rosen (1988) provide good reviews of the recent rates of 

deliberate self-harm in general. Studies that utilized a similar definition of RSM as the working 

definition used in the current study will be the focus of the following prevalence statistics. 

 

General Hospitals 

  Hospital records are often used to evaluate the prevalence of self-mutilation. 

Unfortunately, this tactic results in an underrepresentation of actual numbers, as many self-

mutilation cases involve only mild to moderate harm that can be easily treated by the individual, 
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resulting in little or no contact with a doctor or hospital. Additionally, level of suicidal intent is 

often not assessed in hospital records. However, such records are important for evaluating the 

level and type of damage inflicted, and trends over time. 

 Hospital admissions for deliberate self-harm (including self-poisoning and self-injury) 

indicate that the rate of this behavior in 2000 was up 28% for female patients in comparison to 

hospital admissions for this behavior in 1990. In addition, records indicate that the behavior was 

likely to be repetitive (Hawton et al., 2003). Olfson and colleagues (2005) evaluated hospital 

admissions of individuals ages 5 to 20 for “self-inflicted injuries.” Results indicated that there 

was significant increase from 1990 to 2000 in the proportion of annual youth hospitalizations 

that involved self-cutting (4.3% to 13.2%, respectively). Although researchers did not indicate 

whether suicidal intent accompanied this behavior, they did note that cutting was the sole 

behavior that increased the most over this ten year period. Other behaviors, such as drug 

ingestion, significantly decreased.  

 

Inpatient 

Rates of self-mutilation among adolescent inpatients are high. Lipschitz and colleagues 

(1999) noted a prevalence rate of 39%, and DiClemente, Ponton, & Hartley (1991) reported a 

much higher rate of 61% of their adolescent inpatient sample. Although the latter study included 

the “Blood Brothers” ceremony rituals as self-cutting behavior, the researchers never found 

group ceremonial behavior to constitute the sole cutting incident by an individual. In contrast, the 

incidence rate of self-mutilation among the general adult psychiatric population is much lower 

than in the adolescent inpatient population, with adult rates ranging widely from 4% to 21% 
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(Briere & Gil, 1998; Darche, 1990; Doctors, 1981; Feldman, 1988; Langbehn & Pfohl, 1993; 

Pao, 1969). 

 

Prisons 

Ellis and colleagues (2002) consider self-mutilation a “violent phenomenon” so it is 

therefore not surprising that a high rate of self-mutilation has been found among institutionalized 

violent and antisocial youth. It is estimated that between 30% and 40% of this special population 

engages in self-mutilation (Feldman, 1988; Penn, Esposito, Schaeffer, Fritz, & Spirito, 2003). 

 

Outpatient 

 The age of onset for repetitive self-mutilation is typically early to middle adolescence, 

with the average age of onset between 12 and 17 years of age (Favazza & Conterio, 1989; Nixon, 

Cloutier & Aggarwal, 2002; Rosenthal et al., 1972). Therefore, it is not unusual that Suyemoto 

and MacDonald’s (1995) survey of outpatient therapists indicated that 47% have seen at least 

one adolescent who self-mutilated. Additionally, individuals who frequently self-mutilate often 

have a more lengthy history of contact with mental health professionals prior to admission to 

psychiatric facilities than their counterparts who do not mutilate (Dulit et al., 1994; Langbehn & 

Pfohl, 1993). They are also more likely to receive mental health services of all types, including 

seeing a psychiatrist or other form of mental health professional, and receiving inpatient 

treatment (Romans et al., 1995). However, little additional data is available on specific 

prevalence rates among adolescent outpatient populations.  

 

 9



 

Community Samples 

A study which examined prevalence rates of self mutilation among community samples 

indicated that approximately 4% of the general adult population (Mean Age = 46, Range = 18-

90) reported a history of self mutilation (Briere & Gil, 1998). Lloyd’s (1997) study of self-

mutilation among 368 high school students indicated that 39% of students had engaged in self-

mutilation at some point. In this sample, the behavior was likely to be repeated (the median 

number of episodes was 8) and varied, as individuals who self-mutilated engaged in an average 

of four different types of self-mutilation, the most prominent being cutting, self-hitting, and 

biting. 

A Canadian study of high school students in grades 7 to 11 reported a self-mutilation 

prevalence rate of 13.9%, with almost twice as many adolescent girls as boys reporting these acts 

(Ross & Heath, 2002). Hawton, Rodham, Evans, and Weatherall (2002) found that 6.9% of their 

school-aged participants reported an act of deliberate self harm in the previous year, although 

their definition included self-mutilation and self-poisoning. They also reported a prevalence 

estimate of 11.2% for female adolescents 15 to 16 years of age. 

 Favazza, DeRosear, and Conterio (1989) found that 14% of a general sample of college 

students reported at least one episode of self-mutilation, which is higher than what is reported in 

the general adult population. However, two more recent studies cited much higher prevalence 

rates (35% to 38%) of deliberate self-harm among undergraduate psychology students (Gratz, 

2001; Gratz, Conrad, & Roemer, 2002).  

 

Peer and Media Influences on RSM 

On yet another occasion during a heated argument with Prince Charles, 
she picked up a penknife lying on his dressing table and cut her chest and 
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her thighs. Although she was bleeding, her husband scorned her. As ever, 
he thought she was faking her problems. 

- Andrew Morton on Princess Diana 
 
Peers, Contagion, and RSM 

Social acceptability, competition, and peer influence appear to be important components 

in the instigation and repetition of adolescent self-mutilation. Early descriptions of 

institutionalized “wrist-slashers” indicate that such individuals may cluster as a social group, and 

form a strong, long-lasting group identification as “cutters.” As early as the 1960s, Grunebaum 

and Klerman (1967) refer to “co-conspiratorial dyads” between two individuals who treat wrist 

cutting as a form of bonding, as well as a form of competition. There may be competition to be 

the “chief cutter” and to prove themselves as the most unhappy on the inpatient treatment ward 

(Graff & Mailin, 1967; Grunebaum & Klerman, 1967; Rosen & Walsh, 1989).  

These findings are consistent with more recent observations that self-mutilative acts are 

often “clustered” in time, indicating that RSM behavior in others may trigger RSM among 

repeaters, or even an initiation of self-mutilation among previously naïve individuals (Taiminen 

et al., 1998; Walsh & Rosen, 1985). Individuals who do not engage in such behavior before 

inpatient admission may first learn this behavior from fellow patients. Among a small sample of 

inpatient adolescents, approximately half of the patients began to self-cut for the first time while 

in the hospital (Ghaziuddin, Tsai, Naylor, & Ghaziuddin, 1992). Gardner and Gardner (1975) 

reported a similar finding, in that 14 of 22 non-psychotic female self-cutters in their study 

engaged in their first episode of self cutting after inpatient admission. 

This behavior is evident beyond institutionalized and inpatient youth. Anecdotal accounts 

by a school counselor, teacher, and youth minister who work regularly with adolescents indicate 

that RSM is becoming more common among middle and high school students. These students 
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often do not demonstrate any other form of pathology, and the behavior is often instigated by a 

“ringleader” and/or a small, close-knit group of peers. When the leader or one member of the 

group stops engaging in RSM, moves away, or graduates, this behavior in the others appears to 

dissipate (Brand, personal communication, August 2006; Hamilton, personal communication, 

June 2006; Martin, personal communication, January 2006).  

Empirical evidence supports these anecdotal accounts. Hawton, Rodham, Evans, and 

Weatherall (2002) reported that awareness of self-harming peers was a strong risk factor for 

RSM in their school-aged sample. Nock and Prinstein (2005) also found that a large proportion 

of adolescents in their sample had friends who engaged in self-mutilation, and that the number of 

RSM incidents among friends was associated with self-reported positive reinforcement aspects 

of RSM behavior (e.g., engaging in RSM to feel like part of a group; see also Nock & Prinstein, 

2004). Ross and McKay (1979) observed that 86% of the girls in an adolescent correctional 

facility carved words, letters, or insignia on the skin to indicate group membership and control. 

Ross and McKay (1979) also commented on the “carving parties” held at the Grandview School 

for delinquent adolescent girls, and Favazza (1996) reported recent interactions with a teenager 

who belonged to a “cut of the month” club (p. 240). Therefore, given that self-mutilation is 

influenced by social factors, group process variables should be emphasized in any understanding 

of RSM (Walsh & Rosen, 1988).  

 

Media Influences on RSM 

The influence of media on the perpetuation or initiation of RSM is not well-understood, 

and only recently has any form of media influence been empirically studied (Whitlock, Powers, 

& Eckenrode, 2006). Although the media is encouraged to downplay focus or sensationalism 
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regarding suicidal deaths (Hawton & Williams, 2002), there is not a similar unspoken policy for 

RSM. After Diana, Princess of Wales, reported that she engaged in RSM, there appeared to be an 

upsurge in the attention paid to this behavior by the popular media. In addition, several famous 

actors and musicians, such as Johnny Depp and Angelina Jolie, have reported engaging in this 

behavior, therefore providing role models for media consumers. Although a large number of 

Websites are dedicated to defining self-mutilation and encouraging individuals to seek 

appropriate help, the internet is also a source for personal Websites that provide individuals who 

choose to self-mutilate with space to post personal experiences and pictures, learn new self-

mutilating techniques, and tips for how not to get caught (e.g., the now dismantled Website “Pro-

Self-Injury”, http://razorblades.tribe.net). Whitlock, Powers, and Eckenrode (2006) recently 

published a study on the phenomenon of self-injury discussions on internet message boards. 

They concluded with their empirical analyses that message boards provide a “powerful vehicle 

for bringing together self-injurious adolescents” (Whitlock, Powers, & Eckenrode, 2006, p. 415). 

In addition, these researches found that although message boards could be positive and 

supportive in nature, these message boards “may also expose vulnerable adolescents to a 

subculture in which self-injury is normalized and encouraged” (p. 415). 

 Not all media influences are inherently negative, but they have the potential to introduce 

the concept to naïve young readers. A recent novel by Patricia McCormack, Cut, focused on the 

plight of the 13 year-old institutionalized Callie, who gradually comes to understand the reasons 

behind her self-mutilating behavior. Other such books are available for young readers as well 

(e.g., Thin Skin by Emma Forrest, and Crosses by Shelley Stoehr). The film Thirteen highlights a 

young girl’s struggle with identity development, drugs, and sex, and exposes her use of sports 

wrist bands to cover up an acquired habit of cutting. Although the fashion of wearing wrist bands 
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and long sleeves has recently become popularized by young pop singers such as Avril Lavigne, it 

has been observed as a way of covering scars among youth who engage in RSM. It is important 

to note, however, that these particular influences have not been empirically studied. 

 

Correlates of RSM  

Childhood Abuse 

 Childhood sexual and physical abuse. Although childhood abuse was not specifically 

evaluated in the current study, it is important to include a brief review of this literature when 

discussing self-mutilation correlates. Childhood sexual and physical abuse are major risk factors 

for the development of psychological problems later in life, including self-mutilation (see 

Browne & Finkelhor, 1986, for a review; van der Kolk, Perry, & Herman, 1991). Although a 

history of abuse does not exist in all cases of RSM, it has been well documented that childhood 

sexual abuse, physical abuse, and neglect are common among individuals who self-mutilate 

(Ghaziuddin, Tsai, Naylor, & Ghaziuddin, 1992; Mina & Gallop, 1998; Romans et al., 1995; 

Zlotnick et al., 1996). In fact, research has indicated that a history of abuse is a risk factor for 

later engaging in self-mutilating behaviors (van der Kolk, Perry, & Herman, 1991) and that this 

appears to hold true even when level of suicidal ideation is taken into account (Langbehn & 

Pfohl, 1993). However, the risk for self-mutilation may depend on several variables associated 

with the abuse, including the duration of the abuse, relationship to the perpetrator, and the type 

of physical or sexual assault (Turell & Armsworth, 2000). 

Childhood neglect and early loss. Parental neglect is an understudied form of abuse that 

has been characterized as exposure to probable or imminent harm, and/or can be seen in children 

who fail to thrive due to a lack of attention to their basic needs. Neglectful family environments 
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are characterized by chaos, lack of warmth and empathy, and unresolved family conflict. In 

addition, neglectful families (neglectful mothers in particular) tend to be less expressive of 

positive affect, less willing to assume responsibility for feelings, and demonstrate greater 

difficulty expressing feelings than non-neglectful families (see Connell-Carrick, 2003, for a 

review of this literature). 

Indeed, patient-reported parental neglect is highly associated with self-cutting behaviors, 

and predicts continued cutting behaviors (van der Kolk, Perry, & Herman, 1991). In a study of 

self-mutilation among adult survivors of childhood sexual abuse, Romans and colleagues (1995) 

found that individuals who self-mutilated were more likely than individuals who did not self-

mutilate to report a low care and high control relationship with both their father and mother. 

Results of a four-year longitudinal study by van der Kolk, Perry, and Herman (1991) indicated 

that although childhood trauma (physical/sexual abuse, witnessing domestic violence) played a 

heavy role in the initiation of self-destructive behaviors, overall neglect (emotional and physical 

neglect, significant separations, and family chaos) was the most powerful predictor of further 

self-destructive behavior.  

Early separation or loss of a primary caregiver through death, divorce, or placement in 

foster care is also associated with later RSM. Carroll and colleagues (1980) found that patients 

who self-mutilate are more likely to have lost at least one parent before the age of 10 than 

individuals who did not mutilate. Additionally, being a child of divorced or separated parents, 

growing up in a family in which there was marital discord, and prolonged separation from 

caregivers also increase risk for RSM and are related to continued cutting behaviors (Romans et 

al., 1995; Skegg, 2005; van der Kolk, Perry, & Herman, 1991). 
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Problem-Avoidance Coping and Alexithymia  

Although it may be assumed that resorting to self-mutilation represents a problem-

solving deficit, research does not support the idea that individuals who engage in RSM have poor 

problem-solving skills overall. Instead, these individuals tend to perceive themselves as having 

less control over interpersonal situations and engage in more problem-avoidance coping 

strategies (Haines & Williams, 1997). Therefore, it may be that those who self-mutilate do not 

have major deficits in problem-focused coping and problem-solving, but that other factors (e.g., 

stress, depersonalization, psychophysiological responses) precipitate the substitution of self-

mutilation as an impulsive, problem- and emotion-avoidance coping strategy. 

Alexithymia, literally “no words for feelings,” has been primarily studied in the context 

of psychosomatic disorders. However, more recent research incorporating alexithymia with the 

RSM research indicates that individuals who engage in RSM tend to have higher alexithymia 

scores than their counterparts who did not mutilate (Zlotnick et al., 1996). A study by 

Berenbaum (1996) indicated that alexithymia is also significantly related to history of childhood 

abuse and a personality disorder diagnosis. Therefore, it is not surprising that Paivio and 

McCullough (2004) found alexithymia to mediate the relationship between all forms of 

childhood maltreatment (except for sexual abuse) and later self-mutilation.  

  

Clinical Correlates 

Overall psychological impairment. Overall mental health impairment has been linked to 

RSM. Darche (1990) found that adolescents who self-mutilate tend to report more severe 

symptomatology and evidence a higher global severity index on the SCL-90-R than adolescents 

who do not self-mutilate. Sansone and colleagues (2005) found that there was a significant 
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correlation between number of Axis I disorders and number of self-harming behaviors when 

borderline personality disorder was not comorbid; however, it should be noted that these 

researchers included self-poisoning, attempted suicide, and indirect, reckless behaviors in their 

definition of self-harm.  

Borderline personality disorder. Again, although borderline pathology is not specifically 

evaluated in this study, this personality disorder is commonly mentioned in the self-mutilation 

literature and deserves mention here. One of the nine DSM-IV-TR criteria for borderline 

personality disorder (BPD) is “recurrent suicidal behavior, gestures, or threats, or self-mutilating 

behavior” (APA, 2000, p. 710). Therefore, it is not surprising that self-mutilating behavior is 

often studied solely in the context of this particular personality disorder (Chapman, Specht, & 

Cellucci, 2005; Kwawer, 2980; Leibenluft, Gardner, & Cowdry, 1987; Sansone, Gaither, Songer, 

& Allen, 2005; Shearer, 1994). In fact, the term “borderline self-mutilator” was used in earlier 

literature as an alternative to the original term “wrist-cutter” (Leibenluft, Gardner, & Cowdry, 

1987). In some areas, self-mutilation has been considered somewhat “clinically synonymous” 

with BPD and a hallmark of this personality disorder (Sansone, Gaither, Songer, & Gallen, 2005; 

Shearer, 1994). Although this generalization is not accurate in all cases, research has upheld the 

strong association between RSM and BPD (Langbehn & Pfohl, 1993; Simeon et al., 1992). 

Frequency of self-harm behavior is positively correlated with greater severity of BPD symptoms 

(Chapman, Specht, & Cellucci, 2005), lower Global Assessment of Functioning (GAF) scores 

(Shearer, 1994), and a BPD diagnosis in general (Andover et al., 2005; Sansone, Gaither, 

Songer, & Gallen, 2005). 

The strong historical association between RSM and BPD carries with it diagnostic 

challenges. The existence of RSM behavior may lead some mental health professionals to lean 
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more heavily toward a borderline conceptualization of a client, therefore biasing further 

diagnostic considerations. There is also a myth that all adolescents who self-mutilate are 

“borderlines” (Selekman, 2002). Such judgment can be premature and can influence both 

perceptions of the client and treatment considerations for an adolescent entering the mental 

health system. Unfortunately, it is not uncommon to automatically assign adolescents a diagnosis 

of BPD when evidence of RSM is present (Ghazziudin, Tsai, Naylor, & Ghaziuddin, 1992; 

Taiminen, 1998), when in actuality, RSM has been associated with a wide variety of psychiatric 

diagnoses and symptoms, including depression, psychosis, and anxiety disorders (Favazza, 1996; 

Sansone, Gaither, Songer, & Allen, 2005). 

Depression and suicidal behaviors. Depressed mood is a relatively common symptom 

among individuals who self-mutilate. Major depression and dysthymia were the Axis I disorders 

most commonly assigned among a small sample of adolescents who reported RSM (Ghaziuddin, 

Tsai, Naylor, & Ghaziuddin, 1992). Among a sample of hospitalized adolescents who engage in 

RSM, the most common reason endorsed for engaging in self-injury was to cope with feelings of 

depression (Nixon, Cloutier, & Aggarwal, 2002). Additionally, individuals who self-mutilate 

tend to have clinically significant depression scores on the Beck Depression Inventory (both the 

original and second versions) and the Achenbach Youth Self-Report, and also report sleep 

disturbance, low self-confidence, and frequent suicidal ideation (Andover et al., 2005; Cyr et al., 

2005; Darche, 1990; Nixon, Cloutier, & Aggarwal, 2002). Overwhelming feelings of guilt and 

need for punishment have also been associated with RSM (Gratz, 2001).  

As previously mentioned, history of multiple suicide attempts and endorsement of 

suicidal ideation is not uncommon among individuals who engage in RSM (Rodham, Hawton, & 

Evans, 2004; Simpson & Porter, 1981; Walsh & Rosen, 1988). Suicidal thoughts or plans were 
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among the few variables that significantly differentiated RSM groups from non-RSM control 

groups in three separate studies (Parker et al., 2005). In addition, number of past suicide attempts 

and current suicidal ideation separately and significantly increase the risk of frequent mutilation 

among inpatients with borderline personality disorder (Dulit et al., 1994). However, hopelessness 

was not endorsed with greater frequency by individuals who self-mutilate and have personality 

disorder than their non-mutilating counterparts, regardless of level of suicidal ideation (Simeon 

et al., 1992).   

Anxiety. Case study reports of self-mutilation have suggested that self-mutilation occurs 

due to a need for tension release. Individuals who engage in RSM have described feelings similar 

to that of popping a balloon or allowing emotions to rush out of their bodies during episodes of 

self-mutilation (Favazza, 1996; Ross & McKay, 1979; Strong, 1998; Turp, 2003). Empirical 

research has supported the existence of high anxiety among this population, as RSM has been 

positively correlated with the total number of reported anxiety symptoms (Andover et al., 2005) 

and generally increased feelings of anxiety (Langbehn & Pfohl, 1993). 

Due to the repetitive nature of RSM, this behavior has also been conceptualized as a 

disorder that involves compulsivity, particularly after the self-mutilation behavior becomes 

repetitive. As such, researchers have explored the relationship between RSM and OCD. Simeon, 

Stein, and Hollander (1995) reported that RSM was frequently comorbid with OCD. In 

Langbehn and Pfohl’s (1993) study of psychiatric inpatients, compulsion was associated with 

approximately half of the self-mutilating cases.  

Posttraumatic stress disorder (PTSD) is another anxiety disorder significantly associated 

with RSM. Zlotnick and colleagues (1997) found that individuals who abuse substances and are 

exposed to distressing traumatic events at any age are more likely to engage in RSM than 
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substance abusers without a history of trauma. Shearer (1994) substantiated this finding among 

patients diagnosed with borderline personality disorder, indicating that RSM was significantly 

correlated with features of posttraumatic stress disorder (measured by the Impact of Events 

Scale). In addition, PTSD was among the most prevalent problems reported on the Trauma 

Symptom Checklist for Children for adolescent sex abuse victims categorized as “high self-

harmers” (Cyr et al., 2005). Taken together, these results indicate that exposure to trauma and 

later development of PTSD symptoms are not uncommon among individuals who self-mutilate. 

Dissociation. Dissociation and its variants are widely cited in the literature as an 

associated feature of RSM (Skegg, 2005; Turell & Armsworth, 2000; Zlotnick et al., 1996). 

Grunebaum and Klerman (1967) speculated early on that the relative lack of pain typically felt 

during wrist cutting “may represent a special form of isolation or dissociation” (p. 529). Gardner 

and Gardner (1975) reported that each of the individuals who engaged in self-cutting within their 

sample suffered depersonalization immediately before self-mutilating, and that a high proportion 

claimed to feel no pain while cutting themselves. Additionally, dissociative symptoms as 

measured by the Dissociative Experiences Scale (DES) occur more frequently among individuals 

who self-mutilate than their non-mutilating counterparts, and significantly predict future self-

mutilating behaviors (van der Kolk, Perry, & Herman, 1991; Zlotnick, et al., 1996). One of the 

few studies that evaluated factors related to cessation of RSM found that a decrease in self-

reported dissociation predicted a decrease in self-harm nine months later among adolescents 

referred to Child Protective Services (Cyr et al., 2005). However, Shearer (1994) reported that 

approximately 37% of a sample of patients who self-mutilated denied even modest dissociative 

experiences in relation to their self-injury behaviors. Therefore, although dissociation may be 

associated with RSM, it may not be a core feature of all self-mutilating experiences. 
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Eating disorders. RSM is common among individuals with eating disorders. 

Approximately two-thirds of patients with eating disorders (anorexia nervosa and bulimia 

nervosa) report an urge to harm or have engaged in at least one self-injurious behavior (Claes, 

Vandereycken, & Vertommen, 2005; Davis & Karvinen, 2002; Favaro & Santonastaso, 1999, 

2000). Favazza and Conterio (1988) reported that specific rates of RSM are 35% among 

anorectics and 40% among individuals with bulimia nervosa. Among a sample of individuals 

with borderline personality disorder, a comorbid Axis I diagnosis of bulimia is more common 

among those who frequently self-mutilate. Although a similarly significant relationship was not 

found for anorexia nervosa, the authors reported a statistical trend toward a relationship between 

frequent mutilation and this particular eating disorder (Dulit et al., 1994).  

Substance abuse. History of substance abuse is common among self-those who self-

mutilate, particularly the use of alcohol, cocaine, marijuana, and/or hallucinogens (Langbehn & 

Pfohl, 1993; Parker, 2005; Shearer, 1994; Romans et al., 1995). In addition, RSM may have 

similarly “addictive” qualities. Nixon, Cloutier, and Aggarwal (2002) evaluated this possibility 

among adolescents who self-mutilate, and found that there was an exponential increase in 

frequency or severity of RSM after its initiation. Additionally, despite being upset by the 

behavior, individuals reported being unwilling or unable to cease the behavior. A similar pattern 

of addiction to endogenous opioids has been postulated to underlie eating disorder pathology 

(Davis & Claridge, 1998). Therefore, the high rate of comorbidity of eating disorders, substance 

abuse, and RSM might be expected.  
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Evidence of Experiential Avoidance in Correlates of RSM 

She wanted to run, but she couldn't outrun the Zone... 
    - The teenage Angie from Ashes to Ashes 

 
Experiential avoidance involves any behavior that alters the form or frequency of 

unwanted private events and/or the contexts that elicit them. Although the terms “emotional 

avoidance” and “cognitive avoidance” have been used in to refer to the avoidance of specific 

thoughts or emotions, experiential avoidance involves escaping, avoiding, or modifying a broad 

spectrum of private events, including emotions, thoughts, memories, and somatic sensations 

(Hayes, Wilson, Gifford, Follette, & Strosahl, 1996). Therefore, experiential avoidance broadly 

subsumes behaviors such as thought suppression, alexithymia, and avoidant coping strategies 

(Hayes et al., 1996).  

Hayes et al. (1996) argue that experiential avoidance plays a significant role in the 

etiology and maintenance of a subgroup of symptoms within clinical disorders. In other words, 

when avoidance behaviors are pervasive or ineffective, the result may be a clinical disorder or 

the exacerbation of an existing disorder (Chapman, Gratz, & Brown, 2006; Hayes et al., 1996). If 

RSM is conceptualized as an experiential avoidance strategy, it is not surprising that this 

behavior has been significantly correlated with a wide range of clinical symptoms and 

syndromes. In addition, the concept of experiential avoidance appears to unify the existing 

empirical research on the multiple correlates of RSM, as individuals who utilize one form of 

experiential avoidance behavior may be likely to make use of another form.  

 

Childhood Abuse 

Hayes et al. (1996) suggested that experiential avoidance is inherently associated with 

childhood sexual abuse, as early abuse experiences are often associated with affective responses 
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such as guilt, shame, fear, and rage. Therefore, if a child views these experiences and emotional 

responses as intensely negative, then these responses would theoretically be avoided with equal 

intensity. Additionally, close interpersonal relationships may also be avoided, as the context of 

such relationships may re-stimulate negative thoughts and feelings. Empirical research has 

upheld this relationship between experiential avoidance and childhood sexual abuse. Rosenthal 

and colleagues (2005) not only found that experiential avoidance and severity of childhood 

sexual abuse were highly correlated, but also found that chronic experiential avoidance tends to 

exacerbate the relationship between childhood sexual abuse and later psychological distress in 

adulthood. Krause, Mendelson, and Lynch (2003) reported similar findings, in that chronic 

emotional inhibition (e.g., thought suppression) fully mediated the relationship between 

childhood emotional invalidation and adult psychological distress.  

 

Problem-Avoidance Coping and Alexithymia 

As previously mentioned, experiential avoidance includes behaviors such as problem-

avoidance coping. Alexithymia is also subsumed under the construct of experiential avoidance, 

as an absence of the ability to access and/or label emotions and thoughts precludes individuals 

from being able to evaluate and struggle with internal events (Blackledge & Hayes, 2001). 

Individuals with alexithymia are described as having little or no private internal life that is easily 

accessible, and also with being preoccupied with external objects and events as a way of 

comprehending otherwise internal events (Nemiah, 1996). Therefore, it would be expected that 

these forms of experiential avoidance would be found among individuals who engage in RSM. 

Indeed, individuals who engage in RSM tend to engage in more problem-avoidance coping 

strategies (Haines & Williams, 1997). The concept of alexithymia has also recently been applied 
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to RSM populations, and empirical research has indicated a strong relationship between 

alexithymia and RSM (Zlotnick et al., 1996).  

 

Clinical Correlates 

Borderline personality disorder(BPD). BPD is characterized by intense emotional 

distress, feelings of emptiness, and fears of real or imagined abandonment (APA, 2000), coupled 

with poor coping strategies and deficient interpersonal skills (Linehan, 1993). In addition, BPD 

has been empirically associated with lower tolerance for psychological distress (Lejuez, 

Daughters, Wolf, Kosson, & Lynch, 2004, in Chapman, Gratz, & Brown, 2006) and greater use 

of avoidance coping strategies (Bijttebier & Vertommen, 1999). Rosenthal and colleagues (2005) 

found that thought suppression (one form of experiential avoidance) mediated the relationship 

between negative affect and borderline symptoms, even when history of childhood sexual abuse 

was controlled. Therefore, self-mutilation and other repetitive self-destructive behaviors 

commonly found among individuals with BPD can arguably function to provide temporary 

emotional escape or relief from these inner experiences through providing experiential avoidance 

(Hayes et al., 1996).  

Depression and suicidal behaviors. Depression is associated with experiential avoidance 

and nonacceptance of emotional responses (Tull et al., 2004; Wegner & Zanakos, 1994). In 

addition, it is thought to be exacerbated by thought suppression, a form of experiential avoidance 

(Wenzlaff & Bates, 1998, in Chapman, Gratz, & Brown, 2006). In addition, the relationship 

between RSM and suicidal ideation/behavior is not surprising when suicidal behavior is viewed 

as a form of experiential avoidance. Hayes et al. (1996) argue that suicide is a “final ineffective 

 24



 

avoidance strategy” that is often motivated by a need to flee aversive events, and is coupled with 

avoidance-based problem solving. 

Anxiety. Adolescents who engage in RSM often cite feelings of psychological relief from 

anxiety, depression, or frustration, generally in the form of release from unbearable tension 

(Herpertz, 1995; Laye-Gindhu & Schonert-Reichl, 2005; Nixon, Cloutier, & Aggarwal, 2002). 

Psychophysiological studies of self-mutilation have indicated the existence of biological 

mechanisms that underlie the psychological experience of “relief” often felt after self-mutilation. 

Although the detailed biological underpinnings of RSM are beyond the scope of this paper, they 

deserve brief mention as one reason for the repetitive nature of RSM. Haines, Williams, Brain, 

and Wilson (1995) used guided imagery to evaluate psychophysiological and subjective 

responses of individuals who self-mutilate versus individuals who did not engage in that 

behavior. In contrast to those who did not self-mutilate, the former group experienced a decrease 

in psychophysiological and subjective responses while viewing self-mutilation imagery, 

indicating that such behavior produces tension reduction. Individuals who demonstrate high 

experiential avoidance also demonstrate this tendency for attenuated reactivity to unpleasant 

stimuli (Sloan, 2004). 

Additionally, the relationship between RSM as experiential avoidance and OCD is not 

unexpected, given that OCD as a disorder is characterized by significant avoidance of 

unacceptable experiences through the use of strategies such as compulsive checking, counting, 

and cleaning behaviors. In addition, experiential avoidance has been demonstrated to mediate the 

relationship between traumatic events and PTSD symptoms (Orcutt, Pickett, & Pope, 2005), and 

experiential avoidance, not dissociation, predicted PTSD symptoms two months later (Marx & 

Sloan, 2005). Individuals who frequently use avoidance strategies such as thought suppression, 
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avoidance of trauma reminders, and emotional numbing, may also be at increased risk for using 

RSM as an experiential avoidance strategy. 

Dissociation. Some individuals who engage in RSM may do so as a means to stop feeling 

numb or to end feelings of unreality (Briere & Gil, 1998; Favazza, 1996; Strong, 1998). Forms of 

dissociation (e.g. depersonalization, derealization) can be used quite effectively to temporarily 

avoid inner experiences or external contexts. It seems counterintuitive, then, that an individual 

would choose to implement RSM to end dissociation, an apparently effective, albeit temporary, 

strategy to avoid unwanted experiences. However, if dissociation has become an automatic 

coping strategy that “numbs” oneself to negative experiences, then the feeling of dissociation 

may not always be desired or comfortable. The experience of depersonalization or feelings of 

unreality may cause an uncomfortable tension state that needs to be avoided as well. In addition, 

RSM does not always “end” this dissociative state. Rather, it has been argued that that self-

mutilation may function to continue feelings of dissociation if desired (Himber, 1994). 

Alternatively, self-mutilation may act as a secondary behavior that funnels unbearable inner 

experiences into a tangible, externalized form (i.e., visible evidence of internal experiences) that 

can be more easily tolerated (Favazza, 1996; Strong, 1998). Therefore, the use of RSM to end a 

dissociative state may result in continued experiential avoidance in some form. At this point, 

these views toward the relationship between dissociation and RSM are fairly speculative, as 

individuals who engage in RSM do not consistently report the same function or purpose for each 

episode of RSM.  

Eating disorders. Eating disordered behaviors such as binge eating have been 

conceptualized as a form of “escape behavior” (Tassava & Ruderman, 1999). In fact, an 

associated feature of anorexia is avoidance of thoughts or feelings related to body image and 
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weight, and it has been suggested that food restriction is an attempt to avoid or reduce negative 

thoughts related to body image and weight (Heffner, Sperry, Eifert, & Detweiler, 2002). Binge 

eating and bulimia nervosa behaviors also appear to be driven by a need to avoid negative affect 

(Tassava & Ruderman, 1999). Additional evidence of eating disorders as a form of experiential 

avoidance is the significant correlation with other avoidance strategies, including RSM (Claes, 

Vandereycken, & Vertommen, 2005; Favazza, DeRosear, & Conterio, 1989) and substance 

abuse (see Holderness, Brooks-Gunn, & Warren, 1994, for a review). Risk factors for and 

clinical correlates of eating disorders are similar to that of RSM, and include childhood sexual 

abuse (Favaro & Santonastaso, 2000), as well as depression and anxiety (Favaro & Santonastaso, 

1999, 2000).  

Substance abuse. Drug use is a highly effective way to avoid experiences such as stress, 

cravings, aversive bodily states, and other unwanted inner experiences. Substance abuse and 

dependence are also common among individuals with traumatic histories (Ouimette & Brown, 

2003), affective and anxiety disorders (Solhkhah & Armentano, 2002), borderline personality 

disorder (Grilo et al., 1997; Rounsaville et al., 1998), and eating disorders (Katz, 1992; Wolfe & 

Maisto, 2000), all of which are also clinical correlates of RSM. Once again, the use of one 

avoidance strategy appears to be related to the use of another. 

 

The Experiential Avoidance Model (EAM) of RSM 

I think my greatest fear is to be forgotten… At least I know I exist when I 
cut. 

- Self-injury message board post  
 

 As previously mentioned, despite the increasing amount of research focused on the topic, 

repetitive self-mutilation (RSM) is still not a well-understood phenomenon. This is due to the 
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social stigma of RSM, a lack of consistent definition of the behavior, and a lack of unifying, 

theoretical framework that explores the functions of this behavior as a repetitive cycle. The 

experiential avoidance model (EAM; Chapman, Gratz, & Brown, 2006) proposes that RSM 

belongs to a set of experientially avoidant behaviors that serve the similar function of allowing 

escape or avoidance from unwanted inner experiences.  

 

Functions of RSM 

 The idea of RSM as experiential avoidance is not a new one, although the specifics of the 

EAM are unique. Leibenluft, Gardner, & Cowdry (1987) used a five-stage model to describe the 

typical cycle of self-mutilation among individuals with borderline personality disorder: 1) 

precipitating event (e.g., loss of a significant relationship), 2) escalation of dysphoria (tension or 

anger), 3) attempts to prevent self-mutilation, 4) the self-mutilation act, and 5) the aftermath, 

generally relief from tension. This last stage is most salient to the concept of RSM as experiential 

avoidance. Levenkron’s (1988) model of self-mutilation also included escalating feelings of 

tension or psychological unease followed by a deliberate act of self-harm and feelings of 

psychological or emotional relief. In both of these stage models, as well as with the EAM, relief 

from psychological or emotional tension plays a central role in the purpose of self-mutilation. 

Therefore, although this tension relief is temporary, the act of RSM can be a powerful tool for 

temporarily “short-circuiting” uncomfortable exposure to overwhelming feelings. 

  

Outline of the EAM 

 The experiential avoidance model (EAM), as proposed by Chapman, Gratz, and Brown 

(2006), outlines a framework for conceptualizing RSM as one of several behaviors that allows 
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for the avoidance of unwanted experiences. The EAM also provides several tenets that explain 

why RSM behavior is cyclical in nature. Although the EAM incorporates information regarding 

the typical cycle of RSM and factors that contribute to the repetition of this behavior, it does not 

specifically incorporate social contact with self-mutilation (e.g., through peers or media) on the 

initiation or maintenance of RSM. In the current study, contact with self-mutilation through 

peers and the media was incorporated into the EAM to increase applicability to today’s 

adolescent population. 

RSM as part of a functional response class. As mentioned previously, many correlates of 

RSM involve experiential avoidance (EA). Behaviors that may appear different from RSM on 

the surface may be actually serving the same function. The EAM proposed that this function is 

the avoidance of psychological distress, overwhelming emotions, and/or negative affect. Given 

that a variety of behaviors, including binge eating, substance abuse, suicidal ideation and 

dissociation, may be conducted for the same purpose, it is not surprising that individuals who 

engage in RSM demonstrate a tendency to use these other strategies as well. 

Coping deficits. Individuals who engage in RSM are theorized to experience one or more 

of the following coping deficits: 1) high emotional intensity, 2) poor distress tolerance, 3) 

difficulty regulating emotions when aroused, and 4) an emotion regulation skill deficit 

(Chapman, Gratz, & Brown, 2006). There is evidence of this idea in the treatment literature, as 

dialectical behavior therapy (DBT; Linehan, 1993), which incorporates a focus on distress 

tolerance and skills training, is effective in reducing self-harming behaviors.  

The cyclical nature of RSM. According to the EAM, repetitive self-mutilation results in 

temporary relief in the form of either escape from an unwanted experience or a reduction in the 

intensity of the experience. This avoidance can take multiple forms, including reducing feelings 
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of depression or anxiety, eliminating cognitive dissonance regarding self-punishment, or 

decreasing feelings of unreality or lack of control. Temporary escape from these negative inner 

experiences therefore negatively reinforces the self-mutilating behavior. An assumption of this 

model is that self-mutilation becomes a repeated cycle due to four related tenets: 1) experiential 

avoidance has paradoxical effects, 2) the aversive emotional response is not extinguished, 3) the 

existence of rule-governed behavior, and 4) the habituation of factors that would generally 

constrain this behavior.  

Tenet 1: Paradoxical effects. The act of avoiding or escaping emotions through RSM 

actually increases the likelihood of a rebound effect. Research has indicated that chronic use of 

experiential avoidance strategies (e.g., thought suppression, emotional avoidance) may actually 

increase psychological distress (Gross & Levenson, 1997; Lynch et al., 2001; Wegner & Gold, 

1995). Within the EAM, it is proposed that heightened avoidance of an emotion or thought 

results in an increased frequency or intensified experience of that emotion or thought, triggering 

further RSM and a repetition of the cycle.  

Tenet 2: Aversive response is not extinguished. Lack of exposure to the unwanted 

experience through the use of repeated experiential avoidance (RSM or a functionally equivalent 

behavior) precludes any opportunity for an individual to learn that the experience is non-

threatening. Additionally, if peers are avoiding unwanted experiences in a similar manner, there 

may be no opportunity to witness these experiences as non-threatening to others. Therefore, the 

aversive emotional response is not extinguished.  

Tenet 3: Rule-governed behavior. The principle of rule-governed behavior is also 

assumed to underlie the repetition of RSM, and experiential avoidance in general. Rule-governed 

behavior is based on the idea that verbal rules specify relationships between behaviors and 
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consequences. For example, rule-governed behavior such as RSM occurs in response to a verbal 

rule that specifies a relationship between self-mutilation and some consequence (e.g., “If I burn 

myself, I will feel better”; Hayes et al., 1996). Such verbal rules can also come from peer groups 

(“If I cut myself, I will be noticed and popular”) and the media (e.g., “The movie star Angelina 

Jolie is successful and cool, so if I cut I can also be successful and cool”), and can work to 

positively reinforce the behavior. Unfortunately, adhering rigidly to rule-governed behavior may 

reduce the likelihood that an individual would learn from the unpleasant consequences of self-

mutilation and implement a more flexible response style. In addition, the presence of 

psychological distress in combination with such verbal rules increases the probability that such 

behavior will occur (Hayes, Kohlenberg, & Melancon, 1989, in Chapman, Gratz, & Brown, 

2006). 

Tenet 4: Immunity.  The final tenet is that the individual becomes increasingly immune 

(referred to as “habituation” by Chapman, Gratz, & Brown, 2006) to the negative consequences 

of RSM, such as pain, social stigma, shame, or fear of exposure. In other words, the negative 

consequences of physical or emotional stimuli that may function to otherwise attenuate RSM 

become commonplace and evaluated less negatively with repeated episodes. With repetition, 

RSM gradually becomes an automatic, conditioned response to emotional arousal. Increasing 

immunity to negative consequences may be especially problematic for those who surround 

themselves with peers who also engage in RSM, or who spend much of their time pursuing 

resources on self-injury on the internet or through other forms of media. The social stigma, 

shame, or fear of exposure that would be expected to lessen RSM behavior may simply be 

nonexistent.  
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Statement of Purpose and Hypotheses 

The purpose of the current study was to evaluate the applicability of the experiential 

avoidance model theory to self-mutilating behavior among adolescents, and to incorporate the 

roles of peer contagion and media as factors influencing the use of RSM as a specific 

experiential avoidance strategy. Another purpose of this study was to evaluate individuals who 

no longer self-mutilate with those who continue to do so, and those who have never implemented 

this strategy. Little research has been conducted on individuals who have attempted to use self-

mutilation as a coping strategy and later abandoned it, in comparison to those who continue to 

engage in self-mutilation repetitively. 

Although research has demonstrated a link between borderline personality disorder, child 

abuse, and later RSM behaviors, such relationships were not explored in the current study. The 

reasons for this were threefold. First, the investigator did not endorse the idea that a borderline 

personality disorder diagnosis could be appropriately applied to young adolescents, particularly 

with self-report measures. Second, there exists a wealth of research that links childhood abuse 

and neglect with later RSM behaviors. However, the purpose of this study was to examine the 

relationship between current experiential avoidance and RSM, regardless of the origination of 

the distress. Third, recapitulation of such events could be traumatic for some participants. Given 

the wealth of extant information on childhood abuse and RSM, the possible psychological cost to 

participants outweighed the benefit of adding such information to the current literature.  

The following hypotheses were explored: 

Hypothesis 1. Adolescents who reported engaging in self-mutilating behaviors would 

report more psychological distress, more experiential avoidance, more exposure to self-

mutilation among peers and/or the media, and greater use of other experiential avoidance 
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behaviors (e.g., substance abuse) than those who reported never engaging in self-mutilating 

behaviors.  

Hypothesis 2. As adolescents engaged in self-mutilation behaviors with greater severity, 

the level of reported psychological distress, experiential avoidance, and exposure to self-

mutilation in peers/media would increase. In other words, there would be a positive relationship 

between the frequency and variety of self-mutilating behaviors and psychological distress, 

experiential avoidance, and exposure to self-mutilation among peers/media. 

Hypothesis 3. Individuals who reported high levels of psychological distress and/or high 

experiential avoidance would report more severe self-mutilating behaviors if they additionally 

reported exposure to self-mutilation. In other words, the relationship between distress and/or 

experiential avoidance and severity of self-mutilation would be moderated by level of exposure 

to self-mutilation through peers and the media.  

Hypothesis 4a. Adolescents who currently engage in RSM behaviors or other experiential 

avoidance behaviors (e.g., substance abuse) would report higher experiential avoidance than 

adolescents who had ceased engaging in RSM or had never engaged in RSM and did not engage 

in other experiential avoidance behaviors. 

Hypothesis 4b. Adolescents who reported currently engaging in multiple experiential 

avoidance behaviors would report greater experiential avoidance than adolescents who reported 

engaging in only one form, or no forms. In addition, adolescents who reported engaging in only 

one form of experiential avoidance behavior would report greater experiential avoidance than 

adolescents who reported engaging in no forms.  
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CHAPTER 2  

METHOD 

Participants 

Participants (original N = 212) were recruited from three separate sites, including one 

academy for academically accelerated high school students located on a university campus (n = 

85), one rural public school in a small community (grades 8 through 12; n = 65), and one public 

high school in a city of approximately 100,000 (grades 9 through 12; n = 60), all of which were 

located in the same geographic region of the south-central United States. The purpose of using 

multiple sites was to increase generalizability of the findings to multiple adolescent samples, and 

to allow for between-group comparisons among different educational environments.  

 

Overall Sample Demographics  

Demographic statistics for the overall sample and each data collection site are located on 

Table 1. All participants included in the data analyses were a minimum age of 13 and a 

maximum age of 18 (M = 16.22, SD = 1.23). Data from one participant were excluded entirely 

from data analyses when it was discovered that the participant’s age reported on the survey was 

19, outside of the parameters of the original proposal. Grade in school ranged from grade 8 to 

grade 12. Biological sex of participants was evenly split between male (n = 102; 48.3%) and 

female (n = 107; 50.7%; n = 2 missing). Several ethnic groups and sexual orientations were also 

represented in the overall sample (see Table 1). However, demographic characteristics varied 

widely between data collection sites. For example, grade range was fairly truncated for 

individuals from the academy (grade range = 10 to 12) in comparison to participants from the 

rural public school (grades range = 8 to 12), thus resulting in different age ranges as well. In 
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addition, a high percentage (38.8%), n = 33) of academy participants reported an Asian 

American ethnic identity, a finding that was not duplicated among other data collection sites (see 

Table 1). 

 

Comparison of Demographic Characteristics across Sites 

 Demographic differences among data collection sites were evaluated using either one-

way analysis of variance (ANOVA) with Tukey HSD range tests, or chi-square analysis. Results 

indicated that there was a significant difference among data collection sites regarding mean age, 

Welch’s F(2, 111.04) = 10.30, p < .001 (see Table 1). In addition, post-hoc Tukey HSD range 

tests indicated that both academy and urban public school participants were significantly older 

than rural public school participants. 

Chi-square analysis indicated that there were no significant differences among sites 

regarding biological sex, χ2 (2, N = 209) = 4.56, p = ns, or heterosexual to non-heterosexual 

sexual orientation ratios, χ2 (2, N = 210) = .82, p = ns. However, other analyses indicated several 

significant differences among sites on grade in school, χ2 (8, N = 211) = 113.34, p < .001, a 

finding that was consistent across sites (see Table 1). Ethnicity was also evaluated through 

comparing observed and expected frequencies for reported ethnicities. Responses were first 

collapsed into four groups (White Non-Hispanic, Hispanic American, Asian-American, and 

Other) so as to avoid violating assumptions of the chi-square test. Results indicated significant 

differences in ethnic makeup across the three data collection sites, χ2 (8, N = 210) = 66.28, p < 

.001 (see Table 1). Therefore, given the significantly different demographic makeup of each data 

collection site, it was determined that all further analyses should evaluate each of the three data 

collection sites separately, in addition to evaluating the sample as a whole.  
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Measures 

Demographic Information 

Demographic information was collected using a brief list of questions regarding age, 

grade in school, biological sex, sexual orientation, and ethnicity (see Table 1 for demographic 

statistics). 

 

Repetitive Self-Mutilation  

Incidents of self-mutilation were measured using an altered form of the Deliberate Self-

Harm Inventory (DSHI; Gratz, 2001), a 17-item, behaviorally-based self-report questionnaire. 

The DSHI assesses the existence of several types of self-mutilation using a yes/no format (e.g., 

burned self with cigarette, carved words into skin), as well as frequency, severity, and duration 

of each type. Instructions explicitly state that the behaviors must be conducted intentionally and 

without suicidal intent. This measure requires a 6th grade reading level. 

For the current study, the format of the original DSHI was altered by the current author to 

increase speed and clarity of responding. Additionally, questions regarding the total duration and 

incidence of hospitalization were deleted from the questionnaire, as these questions were not 

considered germane to the hypotheses of this study. Anchors were later added to the final format, 

so as to minimize error and improve accuracy of responses, and the original measure author 

approved the use of these changes for the current study (Gratz, personal communication, August 

22, 2006). 

The DSHI has demonstrated high internal consistency among college undergraduates (α 

= .82) and adequate test-retest reliability over a period of 2 to 4 weeks (Φ = .68, p < .001; Gratz, 

2001). Administration of a translated DSHI, minus the last open-ended question, to an inpatient 
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sample yielded similar internal consistency (α = .81) and test-retest reliability of the sum of self-

harming behaviors at 7 to 150 days (r = .91; Fliege et al., 2006). Additionally, the DSHI 

demonstrated adequate construct, convergent, and discriminant validity in a preliminary study 

using undergraduate students (Gratz, 2001). Specifically, evidence of self-harm as rated by the 

DSHI was not significantly correlated with age, hours employed per week, or history of therapy, 

but frequency of self-harm as measured by the DSHI was significantly correlated with borderline 

personality organization (Gratz, 2001). Construct validity of the DSHI was determined through 

measuring the association between evidence of self-harm on the DSHI (a dichotomous variable) 

with another dichotomous measure of self-harm (the self-harm item from the Suicide Behaviors 

Questionnaire by Marsha Linehan; Gratz, 2001). 

Internal consistency reliability was also calculated for the DSHI in this study, despite the 

fact that the current investigator conceptualized repetitive self-mutilation as a cause indicator 

(Bollen, 1989). In other words, it would be expected that the endorsement of different types of 

self-injury would indicate psychological distress, although endorsement of one type (e.g., self-

scratching) would not necessarily be expected to be highly correlated with endorsement of 

another type (e.g., self-burning). However, empirical research cited previously in this paper 

indicates that individuals who engage in RSM typically engage in multiple forms. Internal 

reliability consistency for the current study sample was good (α = .77 to  .86). 

Frequency data from the DSHI were quantified in two ways. First, an Evidence of Self-

Mutilation score was created by assigning a score of “1” to participants who answered “Yes” to 

any of the first 16 items. If the behavior reported in item 17 fit with the definition of repetitive 

self-mutilation, then this resulted in a score of “1” as well (e.g., “punched something until caused 

a bruise”, but not “cut self with barbed wire” if participant previously reported engaging in 
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cutting behavior). All other participants were assigned a score of “0” (see Table 2).  

Second, a Frequency of Self-Mutilation score was created to measure frequency of 

overall self-mutilating behavior, using the maximum score on the frequency question (“How 

many times have you done this”; ranged from “Never” or 0, to “More than 20”, or 5; see Table 

2). Third, a Sum of Self-Mutilation score was calculated only for participants with a reported 

history of self-mutilation to assess the total number of types of self-injurious behaviors that an 

individual reported engaging in at any time. This score was calculated by adding the number of 

“Yes” responses given on the 17 DSHI items (ranged from 1 to 17; see Table 2). 

Additionally, participants were given an RSM Status Score (ranging from 1 to 4), 

consistent with the operational definition of RSM used in the current study. An RSM Status 

Score of 1 indicated that the participant reported engaging in no self-mutilation behavior at any 

time. A score of 2 indicated that a participant had engaged in any self-mutilation behavior less 

than 5 times. A score of 3 indicated that a participant had engaged in any form of RSM (5 or 

more times), but not in the past 6 months, and a score of 4 indicated engagement in RSM in the 

past 6 months (see Table 2).  

 

Peer and Media Contact 

A checklist was constructed by the principal investigator to assess general knowledge of 

self-mutilation, as well as knowledge of it before and after initiating self-mutilating behavior. 

Participants were given a brief definition of self-mutilation, and asked to respond “Yes” or “No” 

to six statements referring to different media and peer contact (e.g., “I knew people who did it 

talked about it” and “I saw it in a movie or TV show”). Results were quantified through using a 

sum of “Yes” responses for the initial six statements, resulting in a Peer/Media Contact Score 
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with each score ranging from 0 to 6 (see Table 2). Individuals who answered “Yes” to any of the 

items on the Deliberate Self-Harm Inventory were asked to respond to the six statements again, 

this time indicating whether or not they had had any of these six peer and media contacts before 

and/or after their first self-injury episode. Responses to the next six statements were also 

summed, resulting in a Before First Time and After First Time score, each ranging from 0 to 6 

(see Table 2). In addition, a final question was posed to participants who had previously engaged 

in self-mutilation to assess engagement in self-injurious behavior with another individual (“Have 

you ever engaged in self-injury with another person?”) and was assessed separately (see Table 

3).  

 

Adolescent Psychopathology 

Several areas of reported adolescent psychopathology were assessed using the Adolescent 

Psychopathology Scale – Short FormTM (APS-SFTM; 1998) assessment instrument (W. M. 

Reynolds, Psychological Assessment Resources, Inc., Lutz, FL, www.parinc.com). The APS-SF 

was designed for use with individuals 12 to 19 years of age, requires a 3rd grade reading level, 

and takes approximately 15-20 minutes to complete. The measure consists of 115 items that use 

a variety of answer formats, including true/false and multiple frequency formats. For example, 

some items use the format “never or almost never,” “sometimes,” and “nearly all the time.” 

Others use the different format of “never,” “1 to 2 times a week,” and “three or more times per 

week.” Substance abuse frequency is assessed using a 5-point frequency of drug use scale (1 = 

never, 5 = nearly every day). 

The APS-SF scales correlate highly with the original, long form (r > .90 for 11 of 12 

scales; Reynolds, 1998). Original internal consistency reliability for the clinical scales ranges 
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from acceptable to high (α = .80 to .91; median α = .84). Test-retest reliability at a 2-week period 

ranged from α = .76 to α = .91 (median α = .84; Reynolds, 1998). 

Responses are separated into 12 clinical scales and 2 validity scales (Defensiveness and 

Consistency). The validity scales were used to assess overall response style. Data from invalid 

APS-SF profiles were excluded from analysis (Defensiveness scores greater than T = 80, and 

Consistency scores greater than T = 90), as per cautionary statements in the APS-SF manual 

(Reynolds, 1998). Scores on each of the clinical scales were assessed using the APS-SF Scoring 

Program and based on T-scores subsequently produced by the APS-SF Clinical Score Report 

(Reynolds, 1998). 

The APS-SF Eating Disturbance (EAT), Substance Abuse (SUB), and Suicide (SUI) 

clinical scales were used separately to assess the level of other experiential avoidance strategies. 

Internal consistency reliabilities for the overall sample and each data collection site on the APS-

SF EAT, SUB, and SUI scales were adequate (Cronbach’s α = .83 to .88, .74 to .84, and .87 to 

.93, respectively; see Table 4)  

However, initial bivariate correlation analyses indicated a high level of mutilcollinearity 

among several APS-SF clinical scales (Pearson’s r > .85; e.g., APS-SF Major Depression, APS-

Generalized Anxiety, and APS-SF Posttraumatic Stress). This was in part due to a very few 

overlapping items between subscales, but also due to the high correlation that is often seen 

between clinical disorders such as depression and anxiety. Therefore, a factor analysis with an 

oblique rotation was conducted using the twelve clinical scales for the overall sample. Oblique 

rotation was chosen for two reasons. First, a high correlation exists between several of the APS-

SF clinical scales, indicating the appropriateness of an oblique versus the more common varimax 

option. Second, the original factor analysis used by Reynolds (1998) utilized an oblique rotation. 
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Results yielded a two factor solution of the APS-SF scales that mirrored in content the original 

two-factor solution reported in the APS-SF manual (Reynolds, 1998; see Table 5). These two 

factors (APS-SF Factor 1 and APS-SF Factor 2) accounted for 66.2% of the total variance. APS-

SF Factor 1 consisted of seven scales (DEP, SCP, PTS, GAD, IPP, EAT, and SUI) and could be 

characterized as internalizing symptomatology and disorders. This factor had high positive 

loadings, ranging from .55 to .90, and had fairly weak loadings on the second APS-SF factor (-

.014 for DEP to .278 for SUI). APS-SF Factor 2 consisted of five scales (CND, OPD, AVP, 

ADP, and SUB) and could be characterized as externalizing symptomatology and disorders. This 

factor had fairly high positive loadings (.56 to .96), and fairly weak loadings on the first APS-SF 

factor (-.230 for CND to .287 for AVP; see Table 5). 

A second factor analysis with an oblique rotation was conducted on nine of the clinical 

scales, excluding those subscales that were proposed to specifically measure experiential 

avoidance (APS-SF EAT, SUB, and SUI). Again, these results yielded a two factor solution that 

mirrored in content the results from the first factor analysis, and accounted for 74% of the total 

variance (see Table 6). The first (rotated) factor (APS-SF Factor 1b) consisted of five scales 

(DEP, PTS, GAD, SCP, and IPP) with high positive loadings, ranging from .74 to .93. The 

second factor (APS-SF Factor 2b) consisted of four scales (CND, AVP, OPD, and ADP), had 

fairly high positive loadings (.46 to .99). These two factors from this second analysis were used 

when specific experiential avoidance scales (APS-SF EAT, SUB, and/or SUI) were incorporated 

as separate and unique variables in any analysis. 

In addition, means and standard deviations were computed for the following APS-SF 

subscales: APS-SF Eating Disturbance, APS-SF Substance Abuse, and APS-SF Suicide. As 

previously stated, APS-SF subscales were evaluated initially using T-scores, and T-scores were 
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then averaged appropriately to form separate factors, based on results from the aforementioned 

factor analyses. Means and standard deviations were then computed for the four previously 

mentioned APS-SF factor scales (see Tables 2 and 7).  

Initially, dissociation was to be measured using specific items from the APS-SF that were 

assumed to measure dissociative tendencies. However, although the APS-SF yields a trauma-

related subscore, very few of the items could be said to target dissociation per se. Therefore, the 

practice of incorporating a specific measure of dissociation in this study was discontinued. 

 

Social Desirability 

Level of social desirability was initially measured using the 13-item version of the 

Marlowe-Crowne Social Desirability Scale, also known as the Marlowe-Crowne Form C (M-C 

Form C; Reynolds, 1982). Each of the thirteen items was answered using a true/false format, and 

included items such as “No matter who I’m talking to, I’m always a good listener.” A mean 

social desirability score was calculated by conducting the necessary reverse-scoring on eight of 

the thirteen items, and then averaging the number of true (dummy coded 1) and false (dummy 

coded 0) responses. For the purposes of the current study, the language of 9 of the items was 

altered slightly by the principal investigator, to lower the reading level to a 6th grade reading 

level (as measured by Flesch-Kincaid in Microsoft Word ® 2002). For example, the original 

item, “I am always courteous, even to people who are disagreeable,” was altered to read, “I am 

always polite, even to people who are unpleasant.” 

The M-C Form C has previously demonstrated an acceptable level of reliability (Kuder 

Richardson-20 = .74 to.76; Reynolds, 1982; Zook & Sipps, 1985) and a high level of correlation 

with the original form (r = .93, p < .001; Reynolds, 1982) for adult samples. Test-retest 
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reliability at 6 weeks has also been shown to be acceptable (r = .74; Zook & Sipps, 1985).  

However, the altered version of the M-C Form C did not yield an acceptable level of 

reliability for the overall sample in this study (KR-20 = .58), nor for any of the subsamples (KR-

20 = .49 to .63; see Table 4). Another measure of social desirability (the APS-SF Defensiveness 

scale) was then considered as an alternative measure of social desirability. However, internal 

consistency reliability for this six-item subscale was not adequate for the overall sample (α = 

.53), nor the separate data collection sites (α = .47 to .66; see Table 4). Therefore, no measure of 

social desirability was considered in the final data analyses. 

 

Experiential Avoidance 

Descriptive data for the experiential avoidance scales, including means/standard 

deviations and normality statistics, are all located on Table 2. The revised Avoidance and Fusion 

Questionnaire for Youth (AFQ-Y; Greco, Murrell, & Coyne, 2005), is a 17-item measure used to 

assess psychological inflexibility, generated by the following three areas: 1) cognitive fusion 

(e.g., “My thoughts and feelings mess up my life”), 2) experiential avoidance (e.g., “I push away 

thoughts and feelings that I don’t like”) and 3) inaction or behavioral ineffectiveness in the 

presence of unwanted internal experiences (e.g., “I can’t be a good friend when I feel upset”). 

Each item is rated on a five-point scale (0 = Not at All True; 4 = Very True), with higher scores 

indicating greater psychological inflexibility. Total summed scores range from 0 to 68, whereas 

total mean scores range from 0 to 4. The original 25-item version of the AFQ-Y was used among 

individuals 9 to 17 years of age, with good reports of item comprehension. Additionally, the 

AFQ-Y has demonstrated good convergent and construct validity, as scores correlated with 

behavioral health measures and also with overlapping measures of acceptance, mindfulness, and 
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thought suppression (Greco, Ball, Dew, Lambert, & Baer, in review). The original version also 

demonstrated high internal consistency among community samples of students, ranging in age 

from 10 to 17 (α = .90 to .93; Greco, Ball, Dew, Lambert, & Baer, in review). Internal 

consistency reliability of the 17-item version for the current study’s overall sample and three 

subsamples was high (α = .81 to .87; see Table 4). 

The White Bear Suppression Inventory (WBSI; Wegner & Zanakos, 1994) was used to 

assess for chronic thought suppression. The WBSI consists of 15 items that are answered on a 

five-point Likert-type scale (1 = strongly disagree and 5 = strongly agree). A total score (sums 

ranging from 15 to 75; means ranging from 1 to 5) indicates overall reported thought 

suppression, with higher scores indicating greater thought suppression tendencies. The WBSI has 

demonstrated good internal consistency reliability (α = .87 to .89), good test-retest reliability at 1 

week (r = .92) and adequate test-retest reliability at 3 weeks to 3 months (r = .69; Wegner & 

Zanakos, 1994). Item 15 was slightly altered for use with this population, in that the word 

“intruding” was defined parenthetically for reader clarification as “coming into”. Even after this 

slight alteration, the internal consistency reliability for the overall sample and separate 

subsamples in this study was consistently high across samples (α = .84 to .89; see Table 4). 

As previously mentioned, alexithymia can be viewed as a form of experiential avoidance. 

The Toronto Alexithymia Scale-20 (TAS-20; Bagby, Parker, & Taylor, 1994a, 1994b) is a 20-

item measure used to assess indicators of alexithymia, most commonly in the area of 

psychosomatic research. However, this measure and its predecessor, the TAS, have been used 

more recently in the literature on self-mutilation (Berenbaum, 1996; Paivio & McCullough, 

2004; Zlotnick et al., 1996). Each item is answered on a 5-point Likert-type scale (1 = strongly 

disagree, 5 = strongly agree) with higher scores indicating greater reported alexithymia. Final 
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scoring procedures consisted of reverse-scoring five of the items (Parker, Taylor, & Bagby, 

2003), and then taking the mean of the 20 items (final scores ranging from 1 to 5).  

The TAS-20 has demonstrated adequate internal consistency reliability among college 

students (α ≥ .74; Parker, Bagby, Taylor, Endler, & Schmitz, 1993), young adults (α = .82; 

Lumley, Gustavson, Partridge, & Labouvie-Vief, 2005), general community samples (α = .86; 

Parker, Taylor, & Bagby, 2003), and outpatients (α = .87; Cleland, Magura, Foote, Rosenblum, 

& Kosanke, 2005). For the current study, a glossary for seven different terms was created and 

added before each page of the TAS-20 for the purposes of this study, so as to increase reader 

understanding of terms such as “innermost” and “analyze.” Internal consistency reliability for the 

TAS-20 for the overall sample and subsamples in the current study was good (α = .79 to .80; see 

Table 4).  

The authors of the TAS-20 proposed the use of a three-factor model (Parker, Taylor, & 

Bagby, 2003) that includes factors for difficulty identifying feelings, difficulty describing 

feelings, and externally-oriented thinking. However, the use of a three-factor solution as the 

“best fit” has been disputed (Cleland, Magura, Foote, Rosenblum, & Kosanke, 2005). In 

addition, the third factor (externally-oriented thinking) has demonstrated a consistent pattern of 

lower internal consistency reliability than the other two factors (Lumley, Gustavson, Partridge, & 

Labouvie-Vief, 2005; Parker, Taylor, & Bagby, 2003; Taylor, Bagby, & Parker, 2003). These 

findings were mirrored in the current study (Factor 1 α = .88; Factor 2 α = .73; Factor 3 α = .40; 

see Table 4). As a result, only the overall TAS-20 mean score was used in data analyses. 

 

Procedure 

All of the procedures followed in this study were approved by the local institutional 
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review board, as well as by administrators at each of the data collection sites. 

 

Specific Recruitment Procedure at the Rural School 

To recruit participants from the rural high school, the principal researcher or delegate 

visited various English classes offered to students in grades 8 through 12. The project was 

introduced and explained, and cover letters and consent forms were distributed to each student in 

attendance. An announcement was made by teachers in English classrooms approximately one to 

two days before data collection was to take place, reminding students of the project and the need 

for signed consent and assent forms.  

 

Specific Recruitment Procedure at the Urban School 

To recruit participants from the larger public high school, the principal researcher either 

designated teachers in specified classrooms to introduce the study, or visited the classroom in 

person. Due to academic and schedule conflicts and concerns by the school’s administration, 

classrooms visited included only specified career and technology classes, or group music classes. 

Teachers of the career and technology classes explained the nature of the project and distributed 

cover letters and consent forms to students, whereas the project was explained to students in the 

group music classes by the principal researcher. Teachers were notified to remind students about 

the project approximately two days before the scheduled data collection date. 

 

Specific Recruitment Procedure at the Academy  

To recruit participants from the academically accelerated academy, flyers about the 

project and the contact information for the researcher were made available at the residence hall 
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front desk. Additionally, live-in staff members were given multiple announcements to read 

during the weekly residence hall meeting with the students, and flyers were distributed to student 

mailboxes during the final week of data collection. Due to the fact that these students live away 

from home, a cover letter and consent form was mailed to each student’s parent to fill out and 

return to the researcher within two weeks. Following a poor response rate from student 

participants after the initial mailing, the cover letter and consent form was made available to 

parents and students via the academy’s official academic Website. The response rate increased 

after this change and further direct advertisement to students. 

 

Gaining Informed Consent 

The purpose, risks, and benefits of the study were detailed in a cover letter and attached 

to the informed consent form that was either distributed to all potential participants in person, 

mailed to current parents/guardians, or posted on the school’s Website for downloading, 

depending on the data collection site. Contact information for the principal investigator and 

research advisor was located on the informed consent sheet, if parents/guardians or potential 

participants had questions about the study. Potential participants at the high school locations 

were given approximately week to have the informed consent signed by a parent or guardian if 

they were under the age of 18. Parents or guardians of students at the academically accelerated 

academy were given approximately two weeks to return the informed consent by mail, or via 

their child. Signed assent was also required for all participants. Participants at the high schools 

who were 18 were allowed to sign the form themselves. 
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Instructions and Sequence 

Questions regarding informed consent and assent by a minor were answered by the 

principal investigator or research assistant before any individual participated in the study. 

Participants were instructed to complete the questionnaire in full, and not to skip any questions. 

The principal investigator and/or a research assistant were available to assist participants in 

understanding or defining any unknown terms. Participants were given approximately one hour 

and twenty minutes to complete the questionnaire.  

 

Compensation 

Students at the public schools who chose to participate in this study were compensated 

through the use of a raffle. All students who participated had their names entered into three 

separate drawings to win $50. Students at the academically accelerated academy filled out the 

questionnaire during personal time. Therefore, permission was granted by academy officials to 

grant two community service credit hours (toward an average of 12.5 to 25 hours required per 

semester of students who wish to graduate with honors) in exchange for participation in this 

study. 

 

Provisions for Counseling 

Each participant was provided with a copy of the consent form that included contact 

information for the principal researcher and advisor. In addition, school counselors at each data 

collection site were notified regarding the nature of the study and potential risks of participation 

in the study, so as to further assist their students if necessary. 



 

CHAPTER 3  

RESULTS 

 The purpose of the data analyses was to explore applicability of the experiential 

avoidance model (EAM; Chapman, Gratz, & Brown, 2006) as an explanatory model for 

adolescent repetitive self-mutilation (RSM). The analyses incorporated both correlation and 

regression analyses, as well as group comparison analyses. Comparison statistics (discussed 

below) indicated that there was a pattern of significant demographic and primary scale 

differences between data collection sites and male/female participants as a whole. However, the 

sample size breakdown did not allow for an appropriate use of 2 (sex) by 3 (site) analysis of 

variance for each of the hypotheses (Keppel, 1991). For example, in some cases this would have 

caused cell sizes to be less than 3 or the cell size ratio to be in excess of 7 to 1. Therefore, all 

analyses were run for the overall sample, separately for each biological sex, and separately for 

each data collection site.  

In addition, there is a risk of a high Type I error rate in this study, due to the use of 

repeated comparisons, both within each hypothesis and across each subgroup. To reduce the 

probability of a Type I error, Bonferroni corrections were consistently implemented when testing 

hypotheses requiring group comparison analysis. The reader is directed to each hypothesis-

specific table for details regarding the exact alpha level(s) implemented in each case. In addition, 

a conservative approach was taken when Tukey HSD range tests were implemented (α < .01). 

Although this approach may increase the probability of making a Type II error, it is the opinion 

of the principal investigator that the purpose of this project is to explore the existence of 

substantial, clinically applicable variables related to self-mutilation behavior. In addition, effect 

sizes are reported for each major hypothesis and post-hoc statistic to assess for clinical, and not 
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necessarily statistical, relevance.  

 

Initial Data Entry Procedures 

Initially, the Evidence of Self-Mutilation, Frequency of Self-Mutilation, and Repetitive 

Self-Mutilation (RSM) Status scores were calculated using results on the Deliberate Self-Harm 

Inventory (DSHI), as previously outlined in the Measures section. Three subscale scores were 

also calculated and entered for questions regarding peer and media contact (Peer/Media Contact 

Score, Before First Time, After First Time). Also, results from the Adolescent Psychopathology 

Scale – Short Form (APS-SF) were scored using the associated software (Reynolds, 1998). The 

resulting T-scores for each scale were entered as data. The validity scales of the APS-SF were 

also examined, and invalid profiles were removed from any further analyses. In this study, two 

individuals’ responses on the APS-SF were excluded from further analyses due to excessively 

high (T > 80) APS-SF Defensiveness subscale scores, according to parameters suggested by 

Reynolds (1998). This conservative cutoff was used due to the poor internal consistency 

reliability of the APS-SF DEF subscale, reported previously. No participant responses yielded an 

invalid APS-SF Consistency score. 

 

Data Transformations 

 Three variables were in need of data transformation, due to extremely high levels of skew 

and kurtosis, Tukey’s ladder of power transformation (Tukey, 1977) was consulted. The first 

variable transformed was the APS-SF Suicide T score, which was normalized through using an 

inverse transformation (1/original). The second variable in need of transformation was the Sum 

of Self-Mutilation Score, which was transformed by using a square root (√ ) transformation.   
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 Finally, the APS-SF Substance Abuse T score proved to be too highly skewed to be 

normalized with traditional methods suggested by Tukey (1977). Instead, four points on a 

continuum were created from the continuous data: 1) No reported substance use (64.9% of 

sample), 2) One Substance Rarely (8.5%), 3) Multiple Substances At Times (10.4%), and 4) 

Multiple Substances More Frequently (11.8%; see Table 7). This new continuum was used as a 

measure of substance abuse in all further analyses that required the use of a continuous variable. 

When cutoff scores were required for the creation of groups, the original Substance Abuse T 

scores were used. 

 

Descriptive Statistics for Self-Mutilation 

Descriptive statistics were gathered for data regarding self-mutilation (see Tables 3, 8, 

and 9). Although a majority (65.4%) reported no history of self-mutilation, approximately 1/3 of 

the sample (34.1%) reported engaging in self-mutilation at some point in their lives. 

Additionally, 16% of the overall sample reporting evidence of RSM in the past six months.  

Among participants who reported engaging in self-mutilation, the mean number of types of self-

injurious behaviors was 3.06 (SD = 2.65) and the median was 2, which was much lower than the 

median number of 8 previously reported by Lloyd (1997). A comparison of findings by Lloyd 

(1997) and Gratz (2001) with the present study indicate several similarities and differences, and 

can be found in Table 10. Significant differences were observed between male and female 

participants, as well as among data collection sites, and will be discussed further in the Results 

section on inferential statistics. 

The most common form of self-injury was cutting of the wrist, arms, or body (19% of 

“Yes” responses), followed closely by severe scratching (13.7%), and sticking self with sharp 
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objects (10.4%). The least common methods were using bleach or other abrasive chemicals to 

scrub the skin (0.9%), breaking own bones (0.9%), and dripping acid on the skin (0.5%). 

However, there was at least one “Yes” response to each of the 16 self-harm descriptions listed on 

the DSHI (see Table 9). 

 

Descriptive Statistics for Peer/Media Contact 

Preliminary descriptive statistics were gathered for data regarding peer and media contact 

(see Tables 3, 8, 11, and 12). Results indicate that participants answered “yes” to an average of 

three out of six peer/media questions (M = 3.06, SD = 2.65). Specifically, 85% of the participants 

stated that they had seen someone self-injure in a movie or on TV. Approximately three-fourths 

of the sample knew individuals who self-injured and talked about self-injury. Two-thirds had 

read about self-injury in a book or magazine, but less than half (44.1%) reported having close 

friends who self-injured. Approximately one quarter had learned about self-injury on the internet 

(see Table 11). Approximately 5% of the overall participant sample reported having self-injured 

with another person at least once, and approximately 15% of individuals with a history of self-

injury had done so with another person at least once. 

For participants who reported self-mutilating behaviors (n = 65), the mean number of 

“yes” responses before the first episode of self-mutilation was 2.69 (SD = 1.78), in contrast to a 

mean of 3.83 (SD = 1.68) after the first episode. However, these percentages were not consistent 

across biological sex, as male participants reported a Before First Time mean score of 2.67 (SD = 

1.83) and an After First Time mean score of 2.95 (SD = 1.76). In contrast, female participants 

reported a Before First Time mean score of 2.70 (SD = 1.77), and an After First Time mean score 

of 4.23 (SD = 1.50; see Table 3). 
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Comparison of Scales across Sites 

 Differences across sites for primary scales were evaluated using multiple one-way 

analysis of variance (ANOVA), and Tukey HSD range tests used to produce comparisons 

between each site (Table 13). Bonferroni adjustments were implemented based on the number of 

comparisons. The reader is directed to the specific table following each analysis for an 

examination of the unique p-values implemented in each case. Welch’s F statistic is reported 

when necessary, due to a combination of unequal sample sizes and heterogeneity of variance on 

several comparisons. Results from repeated ANOVAs indicated significant differences among 

the three sites on APS-SF Factors 1 and 2, Welch’s F (2, 118.80) = 6.56, p < .001, and Welch’s 

F (2, 111.75) = 16.00, p < .0001. In addition, there were significant differences among sites on 

the APS-SF Substance Abuse and Suicide scales, Welch’s F (2, 107.41) = 13.46, p < .0001, and 

Welch’s F (2, 118.96) = 3.90, p < .006 (see Table 13). Post-hoc Tukey HSD range tests indicated 

several specific differences between sites, primarily between the academy and the rural sites (see 

Table 13). In general, the trend indicated that participants from the rural public school reported 

higher mean scores on these measures, followed by students from the urban public school, with 

students from the academy reporting the lowest scores on the primary scales. 

Further comparisons of scores related to self-mutilation, using a combination of chi-

square and one-way analysis of variance (ANOVA), indicated that there were significant 

differences in general between the three sites on Evidence of Self-Mutilation (χ2(2) = 15.63, p < 

.01) and RSM Status scores, Welch’s F (2, 121.73) = 8.22, p < .001), as well as specific 

between-site differences on the Frequency of Self-Mutilation scores, Welch’s F (2, 126.51 = 

4.54, p < .01; see Table 8). Again, the trend indicates that participants from the rural public 

school reported higher incidence and frequency of self-mutilation, and had the highest 
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percentage of students who engaged in recent RSM, both while alone and with others. This was 

followed in numbers by participants in the urban public school, with students from the academy 

reporting the lowest numbers. However, for individuals who reported engaging in self-mutilation 

behaviors, results from repeated one-way ANOVAs indicated no significant differences among 

the three sites on the Sum of Self-Mutilation or on measures of Peer/Media contact (see Table 8). 

  

Comparison of Scales across Biological Sex 

T-tests with Bonferroni corrections were used to compare responses of male and female 

participants on each primary scale (Table 7). Results indicate that female participants reported 

significantly higher scores than their male counterparts on the following scales: APS-SF Factor 1 

(t = 6.74, p < .0001), APS-SF Eating Disturbance (t = 8.16, p < .0001), APS-SF Suicide (t = 

2.91, p < .006), as well as the AFQ-Y (t = 2.82, p <.006) and the WBSI (t =3.82, p < .0001; see 

Table 7).  

As with site comparisons, a combination of chi-square and t-tests with Bonferroni 

corrections was used to compare male and female participant scores related to self-mutilation. 

These comparisons indicated that female participant data yielded significantly higher mean 

scores on the Evidence of Self-Mutilation (χ2(1) = 8.72, p < .01), RSM Status (t = 4.37, p < 

.0002), and Frequency of Self-Mutilation scores (t = 3.60, p < .002; see Table 3). In addition, t-

test comparisons were significantly higher for females on overall Peer/Media Contact scores (t = 

3.88, p < .008) and After First Time scores (t = 2.85, p < .008). However, t-test comparisons 

indicated no significant differences on the Sum of Self-Mutilation behaviors among individuals 

who reported this behavior (t = .17, p = ns), nor on the Before First Time score (t = .38, p = ns) 

initiation of self-mutilation (see Table 8).  
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Hypothesis Testing 

Hypothesis 1a: Adolescents who reported engaging in self-mutilating behaviors would report 
more psychological distress, more experiential avoidance, more exposure to self-mutilation 
among peers and/or the media, and greater use of other experiential avoidance behaviors (e.g., 
substance abuse) than those who reported never engaging in self-mutilating behaviors. 

  
Results from a series of one-tailed t-tests (with appropriate Bonferroni corrections) 

indicated that participants with a history of self-mutilation had significantly higher scores on all 

of the areas predicted by Hypothesis 1. Given the substantially different sample sizes for the 

Evidence of Self-mutilation (n = 71) and No Evidence of Self-mutilation (n = 135) groups, t 

values with equal variances not assumed and associated adjusted degrees of freedom are reported 

for any comparisons in which heterogeneity of variance (as tested by a Levene’s test of 

homogeneity of variance) was observed. 

H1a: Psychological distress. Mean scores on APS-SF Factor 1 (internalizing 

symptomatology) and APS-SF Factor 2 (externalizing symptomatology) differed significantly as 

a function of evidence of self-mutilation, t (1, 103.12) = 5.98, and t (1, 99.86) = 4.67, 

respectively, both p < .0001 (see Table 14). In addition, APS-SF Factor 1b (Internalizing, minus 

Suicide and Eating Disorder scales) and APS-SF Factor 2b (Externalizing, minus Substance 

Abuse scales) differed significantly as a function of evidence of self-mutilation, t (1, 112.92) = 

5.81 and t (1, 109.75) = 4.52, both p < .0001. In each of these cases, the effect size (as measured 

by Cohen’s d) fell within the moderate to large range (.69 to .93; see Table 14). This indicates 

that there is a moderate to large practical association between reporting history of self-mutilation 

and higher overall psychological distress. 

However, APS-SF Factors 1, 1b, and 2 mean scores only differed significantly as a 

function of evidence of self-mutilation for female participants when both sexes were analyzed 

separately (Cohen’s d = 1.07, .99, and .80, respectively; see Table 15). Although APS-SF Factor 
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2b differed as a function of self-mutilation history for both males and females, the effect size was 

only moderate for the male sample (d =.59) in contrast to a larger effect size for the female 

sample (d = .80).  

When the same analysis was run separately for each of the three data collection sites, a 

mixed pattern emerged. Only participant data from the rural and urban schools indicated 

consistent differences in APS-SF Factors 1 and 1b as a function of self-mutilation history (see 

Table 16), and different pattern for these schools emerged for APS-SF Factors 2 and 2b. In 

addition, academy students with a history of self-mutilation did not differ from their peers on 

either APS-SF Factor 1 or APS-SF Factor 2 (see Table 16). 

H1a: Functionally equivalent behaviors. APS-SF Eating Disturbance, APS-SF Substance 

Abuse, and APS-SF Suicide scale scores also differed significantly as a function of evidence of 

self-mutilation for the overall sample, t (1, 110.92) = 3.12, t (1, 99.56) = 3.75, and t (1, 88.17) = 

6.09, respectively, all p < .0001 (Cohen’s d = .48, .62, and .89, respectively; see Table 14). This 

pattern of significance was consistent when the same analysis was run for female participants, 

and the effect sizes appeared stronger (Cohen’s d = .57, .74, and 1.04, respectively; see Table 

15).  

However, results again were mixed when the different data collection sites were analyzed 

separately. For example, rural participant data indicated significant differences as a function of 

self-mutilation history on the APS-SF Substance Abuse (t (1, 59.32) = 3.80, Cohen’s d = .86, p < 

.001) and APS-SF Suicide (t (= 48.58) = 4.43, p < .0001, Cohen’s d = 1.00) scores, but not the 

APS-SF Eating Disturbance score (t (1, 61.66) = 1.89, p = ns at the Bonferroni corrected level ; 

see Table 16). Urban participant data indicated significant differences only on the APS-SF 

Suicide score, t (1, 16.91) = 4.11, p < .001, Cohen’s d = 1.26. Academy participants 

 56



 

demonstrated no differences on these scores as a function of self-mutilation history.  

H1a: Experiential avoidance. One-tailed t-tests indicated that mean scores on WBSI and 

the TAS-20 (measures of experiential avoidance) significantly differed as a function of evidence 

of self-mutilation, particularly for thought suppression as measured by the WBSI, t (1, 208) = 

4.81, p < .0001, Cohen’s d = .71, and t (1, 209) = 2.76, p < .005, Cohen’s d = .41, respectively 

(see Table 14). No differences were found on mean scores of the AFQ-Y, t (1, 209) = 2.02, p = 

ns. Again, this pattern was mirrored among female participants when analyzed as a whole, but 

not for male participant data (see Table 15). When each data collection site was analyzed 

separately, there were no consistent differences on experiential avoidance measures as a function 

of history of self-mutilation (see Table 16).    

H1a: Peer/Media contact. Peer/Media Contact scores significantly differed as a function 

of evidence of self-mutilation for the overall sample, t (1, 208) = 3.95, p < .0001, Cohen’s d = 

.58 (see Table 14). However, when the different subsamples were analyzed separately, this 

difference in Peer/Media Contact score as a function of history of self-mutilation was seen only 

for female participants as a whole, and participants from the rural high school, t (1, 105) = 4.00, 

p < .0001, Cohen’s d = .78, and t (1, 63) = 3.64 p < .001, Cohen’s d  = .89, respectively (see 

Tables 15 and 16). Peer/media Contact scores did not differ significantly as a function of 

evidence of self-mutilation for male participants as whole, or for participants from either the 

urban high school or the academy. 

Hypothesis 1b. Further group comparisons were conducted to evaluate the differences 

between adolescents with differing levels of self-mutilating behaviors. Although there were not 

enough participants in each subgroup to run this analyses per site or sex (Keppel, 1991), there 

were sufficient participants to compare adolescents with no history of self-mutilation (RSM 
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Status Score = 1; n = 135), with both those with less than five incidents overall (RSM Status 

Score = 2; n = 34), and those who recently and repetitively self-mutilated (RSM Status Score = 

4; n = 33). Adolescents with an RSM Status Score of 3 (“history of RSM, but not in the past six 

months”) were excluded from this analysis due to low subgroup size (n = 4). 

Results from a one-way analysis of variance (with Bonferroni corrections) indicated that, 

as hypothesized, the three groups differed significantly on all measures of psychological distress, 

experiential avoidance, and peer/media contact, except for the AFQ-Y, Welch’s F (2, 62.95) = 

3.27, p = ns (see Table 17). In addition, effect sizes for each variable ranged from medium 

(partial eta-squared, or ηp
2 = .10 for TAS-20 and Substance Abuse scores) to large (partial eta-

squared, or ηp
2 = .37 for APS-SF Suicide scores). Moreover, Tukey HSD post-hoc tests at the p < 

.01 level consistently indicate that although individuals with an RSM Status Score of 4 differed 

significantly from the other two groups, those with an RSM Status Score of 1 and 2 did not differ 

significantly from each other on any of these measures, except for Peer/Media Contact scores 

(see Table 17).  

 

Hypothesis 2: As adolescents engaged in self-mutilation behaviors with greater severity, the 
level of reported psychological distress, experiential avoidance, and exposure to self-mutilation 
in peers/media would increase. In other words, there would be a positive relationship between 
the frequency and variety of self-mutilating behaviors and psychological distress, experiential 
avoidance, and exposure to self-mutilation among peers/media.  
 

H2: Psychological distress. A one-tailed correlation analysis, using Pearson’s r, indicated 

that Frequency of Self-Mutilation was significantly positively correlated with the following 

measures of psychological distress: APS-SF Factor 1 (r = .52, r2 = .27), APS-SF Factor 1b (r = 

.48, r2 = .23), APS-SF Factor 2 (r = .42, r2 = .18), and APS-SF Factor 2b (r = .38, r2 = .14; all p 

< .01; see Table 18). This pattern of significant correlations was consistent when male and 
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female subgroups were separately analyzed, as well as for correlation analyses of data from the 

rural and urban high schools. However, there were no significant correlations between the APS-

SF Factors 2 or 2b (externalizing symptomatology) and Frequency of Self-Mutilation among 

academy participants (r = .10 and .12, respectively, both r2 = .01). 

H2: Functionally equivalent behaviors. In addition, there was a significant relationship 

between Frequency of Self-Mutilation, and the APS-SF Eating Disturbance (r = .28, r2 = .08), 

APS-SF Substance Abuse (r = .30, r2 = .09), and APS-SF Suicide (r = .57, r2 = .32; all p < .01; 

see Table 18) scales for the overall sample. Again, this pattern was consistent when female 

participant data were analyzed separately, as well as when rural and urban high school student 

data were analyzed. However, there was no relationship between Frequency of Self-Mutilation 

and the APS-SF Eating Disturbance scale for either male participants (r = -.01, p = ns), or 

students from the academy (r = .02, p = ns), nor was there a relationship between the APS-SF 

Substance Abuse scale and Frequency of Self-Mutilation scores for academy participants (r =     

-.14; see Table 18).  

H2: Experiential avoidance. Frequency of Self-Mutilation was also significantly 

positively correlated with mean scores of the experiential avoidance scales for the overall 

sample, more specifically the mean scores on the AFQ-Y (r = .17, p < .01, r2 = .03), the WBSI (r 

= .38, p <.001, r2 = .14), and the TAS-20 (r = .29, p < .01, r2 = .08). This pattern was consistent 

for female participants, and participants from the urban high school. However, no significant 

relationship was found between the AFQ-Y mean scores and Frequency of Self-Mutilation for 

male participants, nor for academy or rural high school participants when analyzed separately. In 

addition, the TAS-20 was not significantly correlated with Frequency of Self-Mutilation for male 

participants or academy participants.  
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Although Frequency of Self-Mutilation was significantly positively correlated with the 

overall Peer/Media Contact (r = .31, p < .01, r2 = .10) and After First Time score (r = .50, p < 

.01, r2 = .25), there was no significant relationship with the Before First Time score (r = -.14, p = 

ns; see Table 18). This pattern was consistent for female participant data when analyzed 

separately, as well as for participant data from rural and urban high schools. However, there was 

not a relationship between the Frequency of Self-Mutilation score and the overall Peer/Media 

Contact score for male participants or academy participants, although there was there a 

significantly positive relationship between the Frequency of Self-Mutilation score and After First 

Time score for individuals with a history of self-mutilation within these two subgroups. 

Interestingly, a significant negative correlation was seen between Frequency of Self-Mutilation 

and Before First Time scores for academy participants who reported a history of self-mutilation 

(r = -.57, p < .01, r2 = .32; see Table 18). 

This one-way correlation analysis with the aforementioned measures and subgroups was 

repeated using other measures of severity of self-mutilation, specifically the Sum of Self-

Mutilation score (range = 0 to 17) and RSM Status score (range = 1 to 4). A nearly identical 

relationship pattern emerged when these scores were substituted (see Tables 19 and 20). 

 

Hypothesis 3: Individuals who reported high levels of psychological distress and/or high 
experiential avoidance would report more severe self-mutilating behaviors if they additionally 
reported exposure to self-mutilation. In other words, the relationship between distress and/or 
experiential avoidance and severity of self-mutilation would be moderated by level of exposure 
to self-mutilation through peers and the media. 
  

A product variable moderator analysis, as outlined by Baron and Kenny (1986), was used 

to test peer/media exposure as moderator of the relationship between the dependent variable 

(RSM Status Score) and independent variables that were significantly and consistently correlated 
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to RSM Status Score (e.g., indicators of psychological distress and/or experiential avoidance). 

Four separate hierarchical multiple regression analyses (HMR) were used to evaluate the 

moderating effects of Peer/Media Contact before the initiation of self-mutilating behaviors 

(Before First Time score) on the relationship between three separate measures of psychological 

distress (APS-SF Factors 1 and 1b, APS-SF Suicide score) and severity of self-mutilation (RSM 

Status Score), as well as the relationship between a measure of experiential avoidance (WBSI 

mean scores) and severity of self-mutilation (RSM Status Score). These independent variables 

(e.g., APS-SF Factor 1) were chosen specifically because they consistently and significantly 

correlated with RSM Status Score in the overall sample. In addition, given the nature of the 

proposed moderator variable, this analysis was conducted solely using participants who reported 

a history of self-mutilation and answered the questions regarding peer/media Contact before the 

first episode of self-mutilation. 

In each of the four HMR analyses, the independent variable (e.g., APS-SF Factor 1) was 

entered at Step 1, and the potential moderator (Before First Time score) were entered at Step 2. 

The standardized cross-product of the independent and moderator centered scores (original 

scores minus the mean score) was entered as a separate variable in Step 2 to evaluate the 

potential moderating effect of the Before First Time score on the relationship between each 

independent variable and RSM Status. 

 Results indicate that the Before First Time score (peer/media contact prior to the first 

episode) did not have a significant moderating effect on any of the relationships tested (see 

Tables 21, 22, 23, and 24).  

 

Hypothesis 4a: Adolescents who currently engage in RSM behaviors or other experiential 
avoidance behaviors (e.g., substance abuse) would report higher experiential avoidance than 
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adolescents who had ceased engaging in RSM or had never engaged in RSM and did not engage 
in other experiential avoidance behaviors.  
 

This hypothesis was tested by initially separating participants into two groups, based on 

response: No Evidence of Experiential Avoidance Behavior(s) (Group 1) and Evidence of 

Experiential Avoidance Behavior (Group 2). Group 2 (n = 80) was comprised of individuals with 

any of the following: RSM Status Score of 4, significant elevations (defined as T ≥ 60) on the 

APS-SF Eating Disturbance (EAT), Substance Abuse (SUB), or Suicide (SUI) clinical scales. 

Group 1 (No Evidence of EA behaviors; n = 131) included individuals with an RSM Status score 

of 1, 2, or 3, and no significant elevation on any of the aforementioned scales. The cutoff score 

of T ≥ 60 was used for two reasons. First, a score of 60 and above indicates a minimum of a 

subclinical symptom score to a maximum severe clinical symptom score on the APS-SF 

(Reynolds, 1998). Second, the mean scores on the APS-SF subscales and factor scales for the 

overall sample and various subsamples did not ever reach a T score of 60, indicating that scores 

within the “normal range” (T < 60; Reynolds, 1998) tended to be typical in this study. 

Multiple t-tests (with Bonferroni corrections) were used to compare the two groups on 

the following experiential avoidance measures: AFQ-Y, WBSI, and TAS-20. Results indicate 

that individuals who reported any evidence of functionally equivalent behaviors (e.g., substance 

abuse and/or eating disturbance) had significantly higher scores on the AFQ-Y, t (1, 209) = 5.41, 

the WBSI, t (1, 209) = 5.81, and the TAS-20, t (1, 209) = 5.13, all p < .0002 (see Table 25). 

Effect sizes for these analyses fell within the moderate to large range (Cohen’s d = .75, .82, and 

.72, respectively). This pattern was consistent for female participants as a subgroup, as well as 

participants from the rural and urban public schools when their data was analyzed separately. 

However, there were no significant differences between male participants with experiential 

avoidant behaviors and those without on the AFQ-Y, WBSI, or the TAS-20. In addition, 
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academy participants who reported experiential avoidant behaviors differed from their 

counterparts only in that they reported significantly higher scores on the WBSI (see Table 25). 

 

Hypothesis 4b: Adolescents who reported currently engaging in multiple experiential avoidance 
behaviors would report greater experiential avoidance than adolescents who reported engaging in 
only one form, or no forms. In addition, adolescents who reported engaging in only one form of 
experiential avoidance behavior would report greater experiential avoidance than adolescents 
who reported engaging in no forms.  
 

This hypothesis was first tested by initially separating participants into three groups based 

on response: Group 1 (no evidence of EA behaviors), Group 2 (evidence of one EA behavior), 

and Group 3 (evidence of multiple EA behaviors). The last group, Group 3 (n = 35), was 

comprised of individuals with two or more of the following four elements: an RSM Status Score 

of 4, significant elevations (T ≥ 60) on the APS-SF Eating Disturbance (EAT), Substance Abuse 

(SUB), and/or Suicide (SUI) clinical scales. Group 2 (n = 45) was comprised of individuals with 

only one of the aforementioned elements. Group 1 (n = 131) included individuals with no 

evidence of these elements.  

Repeated one-way analysis of variances (ANOVAs) indicated that the three experiential 

groups differed significantly on the AFQ-Y, F (2, 208) = 15.02, WBSI, F (2, 207) = 21.51, and 

TAS-20, F (2, 208) = 19.00, all p < .0002 (see Table 26), with scores increasing as a function of 

the number of functionally equivalent, experiential avoidance behaviors. Effect sizes (partial eta-

squared) were large for each of the comparisons (�p
2 = 13, .17, and .16, respectively). Tukey 

HSD post-hoc tests indicated that there were significant differences between Groups 1 (no EA) 

and 2 (one EA), and between Groups 1 (no EA) and 3 (multiple EA) on the AFQ-Y and WBSI, 

at the p < .01 level. However, the pattern shifted for the TAS-20, in that there were significant 
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differences between Groups 1 and 3, and Groups 2 and 3 on the TAS-20, at the p < .01 level (see 

Table 26).  

As seen with previous analyses, these findings for the overall sample were not consistent 

when various subgroups were analyzed using the same analyses. For example, there were no 

differences between the three experiential avoidance groups (multiple EA, single EA, and no 

EA) on any of the experiential avoidance measures when male participants and academy 

participants were analyzed separately (see Table 26). However, all other analyses for the female 

subgroup were significant (see Table 26), and effect sizes were large for the AFQ-Y (ηp
2 = .15), 

the WBSI (ηp
2 = .27) and the TAS-20 (ηp

2 = .24). In addition, it is interesting to note that whereas 

the AFQ-Y and WBSI differed significantly as a function of the number of experiential 

avoidance behaviors for urban high school participants (ηp
2  = .28 and .33, respectively; see Table 

26), this was not the case with rural school participants (AFQ-Y differences not significant; 

WBSI ηp
2 = .21, and TAS-20 ηp

2 = .26). It was evident that there were no consistently significant 

Tukey HSD post-hoc tests among the three sites (see Table 26).  

Hypothesis 4b – Continuous analysis. A second way the relationship between experiential 

avoidance self-reports and functionally equivalent, experiential avoidance behaviors was 

analyzed was through the use of hierarchical multiple regression (HMR). HMR was used to 

evaluate the variance accounted for by different types of experiential avoidance (e.g., WBSI 

mean score as a measure of thought suppression) on actual experiential avoidance behaviors 

(e.g., Eating Disorder T scores). The total number of experiential avoidance behaviors served as 

the dependent variable, which was calculated by summing the presence/absence of each of the 

following: RSM Status Score of 4, significant elevations on the APS-SF Eating Disturbance 

(EAT), Substance Abuse (SUB), and Suicide (SUI) clinical scales (total range = 0 to 4). Mean 
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scores for the AFQ-Y were entered in Step 1, WBSI on Step 2, and TAS-20 on Step 3.  

Results from the HMR indicated that the three experiential avoidance measures 

accounted for a significant proportion of the variance in the total number of experiential 

avoidance behaviors, Adjusted R2 = .24, F(3, 206) = 22.49, p < .001 (see Table 27). In other 

words, results on these measures accounted for 24% of the variance in experiential avoidance 

behaviors. However, it is important to note that as mean scores from the WBSI and the TAS-20 

were added to the analysis, the variance accounted for by the AFQ-Y fell below significance in 

the final model (final standardized β = .23, 24., and .11, respectively). This indicates that the 

other two scales function to fully mediate the relationship between the AFQ-Y and the actual 

experiential avoidance behaviors. An identical pattern was found when female participant data 

were examined separately (adjusted R2 = .35; see Table 28). However, this regression model was 

not at all significant for male participants. Results per site mirror previous patterns in that there 

were no significant findings for academy students (see Table 29), but that the experiential 

avoidance measures accounted for approximately 32% of the variance in experiential avoidance 

behaviors (adjusted R2 = .32 for both) for both rural and urban school students (see Table 29).  

In addition to these overall findings, it appears that alexithymia (as measured by the 

TAS-20) was a more significant mediator between avoidance/fusion (as measured by the AFQ-

Y) and experiential avoidance behaviors for students from the rural public school. In contrast, 

thought suppression (as measured by the WBSI) was the mediator between avoidance/fusion and 

experiential avoidance behaviors for students from the urban public school. 

 

Post-Hoc Analyses 

 Clinical prediction of self-mutilation. Several post-hoc stepwise multiple regression 
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analyses were conducted to evaluate the weight of particular measurable variables in predicting 

the severity of self-mutilation behaviors. As the hypothesis testing indicates, there are several 

scale scores and variables that appear to be consistently associated with an increase in self-

mutilation behavior. In addition, it appears that predictor variables may differ by sex for this 

sample of adolescents. Although stepwise regression is often criticized for its lack of theoretical 

underpinning and its use is discouraged (Cohen, West, Aiken, & Cohen, 2002), this approach 

was chosen as a tool for building upon the theory-driven findings produced thus far. 

  First, a correlation matrix between the measurable variables and RSM Status Score was 

constructed for the overall sample, as well as for each of the subsamples (by sex and by site). 

Only variables that could be easily and accurately measured by clinical practitioners were 

included in this analysis. Therefore, the APS-SF Factor scores were not included, as their 

calculation goes beyond the scoring capabilities of the original APS-SF scoring protocol. In 

addition, demographic variables such as age and ethnicity were included in these matrices. 

Second, variables significant at the p < .01 level were chosen for inclusion in the stepwise HMR 

analysis for that particular group (e.g., the male participants only). Standard inclusion (r < .05) 

and removal (r > .10) criteria were used for the stepwise HMR. 

 The initial model produced for the overall sample indicated that four variables predicted 

approximately 42% of the variance in RSM Status (adjusted R2 = .42), with each variable adding 

a significant proportion of the variance when added to the model. In rank order, these variables 

are: APS-SF Suicide score (R2 change = .35, p < .001), Peer/Media Contact score (R2 change = 

.04. p < .001), APS-SF Substance Abuse score (R2 change = .02, p < .05), and Biological Sex (R2 

change = .01, p < .05; see Table 30).  

 When male participant data were analyzed separately, the resulting model produced three 
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variables that predicted approximately 30% of the variance in RSM Status (adjusted R2 = .30), 

with each variable adding a significant proportion of the variance when added to the model. In 

rank order, these variables are: APS-SF Suicide score (R2 change = .35, p < .001), Grade in 

School (negatively related; R2 change = .04, p < .05), and APS-SF Substance Abuse score (R2 

change = .03, p < .03; see Table 31).  In contrast, two variables worked to predict 44% of the 

variance in RSM Status for female participants as a whole: APS-SF Suicide score (R2 change = 

.38, p <.001) and Peer/Media Contact score (R2 change = .07, p < .001; see Table 32). 

 Site-by-site analyses indicated different patterns as well. For the academy participants, 

APS-SF Suicide score (R2 change = .11, p < .01) and female biological Sex (R2 change = .05, p < 

.05) together predicted a rather small, but significant proportion of the RSM Status variance 

(adjusted R2 = .14; see Table 33). In contrast, four variables predicted 53% of the RSM Status 

variance among rural school participants: APS-SF Suicide scores (R2 change = .40, p < .001), 

Peer/Media Contact (R2 change = .09, p < .01), APS-SF Substance Abuse (R2 change = .03, p < 

.05), and lower TAS-20 mean scores (R2 change = .03, p < .05; see Table 34). Urban public 

school students demonstrated yet another pattern. The APS-SF Suicide scores (R2 change = .39, 

p < .001) and WBSI mean score (R2 change = .11, p < .001) together accounted for 

approximately 48% of the variance in RSM Status scores (see Table 35).  
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CHAPTER 4  

DISCUSSION 

This project yielded several unique findings regarding the current practice of self-

mutilation among adolescents. Several adaptations of adult measures were successfully utilized 

in this study, whereas other adaptations did not yield acceptable internal consistency reliability 

with this sample for inclusion in this project. Overall, results indicated that self-mutilation, both 

repetitive and non-repetitive, was relatively common among a community sample of adolescents. 

In addition, several components of the experiential avoidance model (Chapman, Gratz, & Brown, 

2006) were empirically support by this study, and were applicable specifically for female 

adolescents who engage in repetitive self-mutilation (RSM). However, the current study also 

indicated that a social component may play a strong role in the initiation and repetition of RSM 

among adolescents, although the temporal relationships of these factors remain unknown. 

Finally, clinical applications, project limitations, and suggestions for future research are 

discussed. 

 

Evaluation of Measures Utilized 

Measuring Self-Mutilation  

An adapted form of the Deliberate Self-Harm Inventory (DSHI; Gratz, 2001) was 

successfully used to measure patterns of self-mutilations among adolescents. This new version, 

which was altered to increase speed and clarity of responding, went through several revisions 

and included input from the original measure author (Gratz, personal communication, August 22, 

2006). Even with these alterations, internal consistency reliability was good for the current study 

sample (α = .77 to .86). Although these numbers may appear to be less than stellar, it should be 
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recalled that self-mutilation in this study was conceptualized as a cause indicator (Bollen, 1989). 

As such, endorsement of one type of self-mutilation did not necessarily indicate that an 

individual would endorse another type. These initial findings indicated that the truncated format 

with its use of anchors may be appropriate for use with an adolescent population, and/or with a 

study in which clarity and speed of responding is of highest priority. 

 

Experiential Avoidance Measures 

 The Avoidance and Fusion Questionnaire for Youth (AFQ-Y; Greco, Murrell & Coyne, 

2005) demonstrated adequate internal consistency reliability for the current study, consistent 

with prior studies that used this measure with child and adolescent samples. A slightly altered 

version of the White Bear Suppression Inventory (WBSI; Wegner & Zanakos, 1994) also yielded 

high internal consistency reliability with this sample, consistent with previous findings with 

adults (Wegner & Zanakos, 1994). 

 The Toronto Alexithymia Scale-20 (TAS-20; Bagby, Parker, & Taylor, 1994a, 1994b) 

was used in its original form in this study due to copyright issues. However, this scale appears to 

have been developed and validated solely with an adult population, and several of the original 

vocabulary terms used fell above a 6th grade reading level (as assessed by Flesch-Kincaid in 

Microsoft Word ® 2002). To respect the copyright status of the measure while at the same time 

accommodating the lower reading level of some younger participants, a glossary was provided 

for terms such as “innermost” and “analyze”. The driving force(s) behind the good internal 

consistency reliability for the current sample (i.e., the original measure by itself and/or the 

addition of the glossary) are unclear.   
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Social Desirability  

An altered version of the Marlowe-Crowne Social Desirability Scale, Form C (M-C Form 

C; Reynolds, 1982) proved to be inadequate for use with this sample. As stated previously, the 

language of a majority of the items was minimally altered to reduce the reading level to 6th 

grade. Although this could be the source of the low internal consistency reliability (KR-20 = 

.58), it is important to note that another measure of social desirability developed specifically with 

and for adolescents yielded low reliability as well (APS-SF Defensiveness Scale; α = .53). This 

indicates that perhaps the construct of social desirability may need to be conceptualized and 

measured differently with the adolescent population. 

 

Psychological Distress  

Although this study attempted to evaluate several areas of psychological symptom 

patterns through the use of the Adolescent Psychopathology Scale-Short Form (APS-SF, 

Reynolds, 1998), there was a high level of multicollinearity between several symptom areas 

(e.g., anxiety, depression, and PTSD symptoms). This resulted in the use of factor analysis to 

group symptoms together into two usable factors. This two-factor structure mirrored the findings 

of Reynolds (1998). This finding indicates that an overall measure of distress may be more 

useful in evaluating adolescents than attempting to delineate a specific cluster of psychological 

symptoms. In addition, this finding is consistent with the conceptualization that several types of 

behavioral disorders share common features (Hayes et al., 1996).   

 

Functionally Equivalent Behaviors 

Three specific subscales on the APS-SF were chosen to represent common behaviors that 
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are proposed to be part of the same functional class of behaviors. The theorized purpose of these 

behaviors is to avoid unwanted or negative internal experiences. Although dissociation was 

proposed as one of these original behaviors, the APS-SF question format did not allow for an 

accurate, useful assessment of dissociation per se. On reflection, using a separate measure of 

dissociation would have yielded useful information for this study. The three final subscales 

utilized from the APS-SF measured eating disturbance, substance abuse, and suicidal 

ideation/behaviors. Results indicated a high level of internal consistency reliability for each of 

these subscales.  

 

The Problem of RSM 

RSM is Common  

Despite the variety of demographic profiles and educational environments sampled in this 

study, knowledge and practice of self-mutilation was not foreign to these adolescents. 

Approximately 1/3 of the entire sample had engaged in some form of self-mutilation at least 

once, consistent with findings reported by Lloyd (1997) and Gratz, Conrad, and Roemer (2002), 

but higher than estimates provided by Ross and Heath’s (2002) survey of Canadian youth. Each 

of the self-mutilation behaviors listed on the truncated Deliberate Self Harm Inventory (Gratz, 

2001) was attempted by at least one of the 211 participants. The most common methods included 

cutting of the wrist, arms, or body, severe scratching, and sticking self with sharp objects. 

Approximately 15% of individuals with a history of self-injury had engaged in this behavior with 

another person at least once. Although research exists regarding contagion effects and self-

mutilation competitiveness within inpatient facilities, little is known about the phenomenon of 

self-mutilating with others. 
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In addition, 16% of the overall sample reported engaging in repetitive (more than 5 

times) self-mutilating behaviors in the past six months, therefore e meeting the operational 

definition for RSM in this study. This number was relatively consistent with findings by Gratz 

(2001) in a college sample (15% reported self-mutilating ≥ 10 times) and in a Swedish 

adolescent population (Lundh et al., 2007; 13.8% reported engaging in RSM “many times”). 

Among individuals who had ever engaged in self-mutilation, the average number of self-

mutilating behaviors was approximately three and the median was two. This finding contrasts 

with prior research which indicated that adolescents who self-mutilate engage in a broader 

number of self-mutilating behaviors (Lloyd, 1997). However, the study by Lloyd (1997) utilized 

the Functional Assessment of Self-Mutilation (Lloyd, Kelley, & Hope, 1997) to measure self-

mutilating behaviors, and utilized a different and somewhat broader definition of self-mutilation. 

The smaller mean and median findings in the current study may be a result of using a narrower 

and more specific definition of self-mutilation that included only visible tissue damage, and did 

not include behaviors such as over-the-counter drug overdose, tattooing, or trichotillomania. 

The current study also indicated that a vast majority of the participants had viewed at 

least one episode of self-injury in a TV show or a movie and/or had read about self-injury in a 

book or magazine. Not surprisingly, adolescents from the academically accelerated school had 

the highest percentage of students who learned about self-injury on the internet (35.3%). 

Although approximately only half had a close friend who self injured, three-quarters of 

participants reported knowing someone who self-injured. Over 90% of urban public school 

students knew someone who self-injured, followed in numbers by rural and academy students. 

All of these statistics point to the finding that self-injurious behavior is not a rare or hidden 
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behavior in contemporary school environments. Indeed, this is consistent with the idea that self-

mutilation is on the rise among youth (Olfson et al., 2005). 

 

Sex Differences Exist  

The current study indicated that there were significant differences between males and 

females in their reporting of self-mutilation behaviors. Females were more likely to report a 

history of any form of self-mutilation, and were more likely to have engaged in this behavior 

with greater frequency and severity. Prior research has yielded conflicting findings regarding the 

differing prevalence rates of self-mutilation among males and females. For example, Briere and 

Gil (1998) reported equivalent prevalence rates of self-mutilation in their samples of a general 

and clinical population adults. Gratz (2001) reported that self-harm, as measured by the DSHI, 

was not significantly related to sex of the college-age participants. Nock and Prinstein (2004) 

found no sex differences in the existence of self-mutilation among a sample of inpatient 

adolescents. However, Ross and Heath (2002) who recently researched self-mutilation via semi-

structured interview among a community sample of adolescents reported that girls reported rates 

of self-mutilation of almost double that of the boys (64% vs. 34%, respectively), which 

proportionally consistent with the findings of the current study (44% vs. 25%). Therefore, 

prevalence rate differences may be a product of several factors, including a potential age cohort 

effect, the treatment setting, and how self-mutilation is measured. Given the literature, it is likely 

that sex differences may not exist among adolescents who are seeking intensive outpatient or 

inpatient treatment, but that female adolescents in community samples are more likely to have 

ever attempted this behavior. 

In the current study, female adolescents who engaged in self-mutilation were not more 
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likely than their male counterparts to have engaged in more types of self-mutilating behaviors. 

Therefore, although self-mutilation may be more common in general among female adolescents, 

the breadth of self-mutilation behaviors does not differ when males who self-mutilate are 

compared to females. 

Additionally, the trend per data collection site indicated that participants from the rural 

public school reported the highest incidence rate and frequency of self-mutilation, as well as the 

highest percentage of students engaging in recent RSM, followed in numbers by students from 

the urban public school, with students from the academy reporting the lowest numbers. However, 

participants from the rural school were not more likely than students at other schools to engage 

in more types of self-mutilating behaviors. Taken together, these results imply that although 

prevalence rates and severity of the behavior may vary based on the specific population, no 

population is devoid of such behaviors. Even the lowest rates of self-mutilation, found among 

students at an academy for academically advanced students, were not small by any means 

(23.5% of academy participants reported history of any self-mutilation, 7.1% of academy 

participants were categorized as meeting the definition for RSM). Additionally, as seen with 

male-female comparisons, when adolescents from each site who self-mutilate are compared to 

adolescents from other sites, the breadth of the behavior does not significantly differ. 

It is important to note at this point that there was a specific subgroup of participants 

(female participants from the rural public school) who reported a high incidence of self-

mutilation (63% of n = 38, with 47% categorized as RSM), as well as high scores on several 

other measures (e.g., measures of psychological distress and avoidance/cognitive fusion). In 

contrast, male participants from the academy tended to report very low incidence of self-

mutilation, and also relatively low scores on several other measures. Therefore, although overall 
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findings may indicate a large practical effect, comparisons when broken down by sex and by site 

do not always yield parallel findings. The potential influence of these differences will be 

discussed further in the section on limitations and suggestions for future research. 

 

The Experiential Avoidance Model (EAM) as a Valid Explanatory Model 

 Results from this project generally supported several underlying components of the 

experiential avoidance model (Chapman, Gratz, & Brown, 2006) of repetitive self-mutilation as 

a viable explanatory model for adolescent self-mutilation behaviors. The underlying tenets of the 

EAM and findings from the broader literature on experiential avoidance indicate that self-

mutilation is one in a functional class of behaviors that allows for the avoidance of unwanted 

inner experiences. This behavior then becomes repetitive due to 1) use of chronic avoidance 

strategies (e.g., thought suppression) which have a paradoxical effect, 2) a resulting lack of 

exposure to the “threatening” unwanted experience, 3) adherence to rule-governed behavior (i.e., 

cognitive fusion) and 4) lack of immunity to negative consequences.  

 

RSM is Related to Unwanted Inner Experiences 

Originally, it was proposed that adolescents with any history of self-mutilation would 

differ significantly from their counterparts without a self-mutilation history on measures of 

psychological distress. In fact, adolescents in this study who reported any history of self-

mutilation reported significantly higher levels of psychological distress (i.e., internalizing and 

externalizing symptomatology) than adolescents who reported no history of self-mutilation. This 

strong relationship between psychological distress and severity of self-mutilation was upheld 

with correlation analyses as well, resulting in a moderate to large effect for psychological 
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distress on frequency of self-mutilation, number of different types used, and overall severity of 

self-mutilation behaviors.  

 However, the underlying concept of the experiential avoidance model (EAM) indicates 

that it is the repetition of self-mutilation that becomes critical. Therefore, instead of evaluating 

self-mutilation in terms of a simple “yes/no” dichotomy, it was important to evaluate adolescents 

who repeated their behavior as compared to adolescents who did not repeat the behavior and 

adolescents who never engaged in self-mutilation. Although initial results indicated a significant 

difference between individuals with and without a history of self-mutilation, further analyses 

indicated that data for adolescents who engage in RSM may be responsible for this statistical 

finding. Overall, adolescents who engaged in recent and repetitive self-mutilation (≥ 5 times, 

within the past 6 months) reported a higher level of both internalizing and externalizing 

psychological distress symptoms than those who have engaged in the behavior non-repetitively 

(< 5 times) and than those who have never engaged this behavior. Furthermore, adolescents who 

engaged in this behavior non-repetitively did not differ significantly from those who had never 

engaged in self-mutilation behavior.  

Therefore, there appears to be a significant point of difference between repeaters and 

non-repeaters/non-self-mutilators in terms of overall psychological distress. This finding was 

consistent, even when symptoms of functionally equivalent behavior such as suicidal 

ideation/behavior were removed from the two broader measures of psychological distress. 

Although it is not inappropriate to consider self-mutilation on a continuum with psychological 

distress, given the results of the correlation analyses in this study and other research findings 

(e.g., Darch, 1990; Nixon, Cloutier, & Aggarwal, 2002; Ross & Heath, 2002), more detailed 

analyses from this study indicate that adolescents who do not engage in self-mutilation are not 

 76



 

significantly different from those who attempt the practice and abandon it before it becomes 

repetitive. This upholds the concept that adolescents who engage in repetitive self-mutilation 

may do so as a way of chronically avoiding some sort of unwanted negative experience. 

However, it must be noted that these findings did not generalize to male participants 

when their data was analyzed separately, nor were the findings consistent across data collection 

site. In addition, sample size prevented a comparison of repeaters and non-repeaters/non-

attempters per site and per data collection site. Therefore, it is not known if the critical point of 

difference in psychological distress between repeaters and non-repeaters/non-attempters is 

consistent across sex and site. 

 

RSM is Related to Chronic Use of Experiential Avoidance  

Overall, experiential avoidance was highly positively related to the severity of self-

mutilation, as measured by frequency, number of types of behavior, and severity/recency of self-

mutilation. In particular, thought suppression seemed to produce the largest and most consistent 

practical effect across sites and samples. Thought suppression also stood out as a way to clearly 

differentiate adolescents with a history of self-mutilation from those with no history, and to 

further differentiate adolescents who repeatedly self-mutilate from non-repeaters and non-

attempters. Alexithymia also differentiated these groups, with results that were accompanied by a 

moderate effect size, and again, there was a critical point of differentiation between repeaters and 

non-repeaters/non-attempters. In contrast, level of avoidance and cognitive fusion (as measured 

by the AFQ-Y in this study) did not differentiate those with a self-mutilation history from those 

without, nor did it separate repeaters from non-repeaters for the overall sample. However, these 

overall findings do add support to Tenet 1 of the EAM, in that RSM is related to the chronic use 
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of experiential avoidance tactics such as thought suppression and alexithymia. 

 The caveat to these findings is that this pattern was not consistent for male participants as 

a subgroup, and was not consistent across data collection sites, nor could analyses involving 

comparisons of repeaters with non-repeaters and non-attempters be conducted due to issues 

regarding sample size. In addition, there were significant male/female differences on measures of 

experiential avoidance. Specifically, female participants reported higher levels of thought 

suppression and avoidance/cognitive fusion than their male counterparts.  

Although thought suppression appears to be a consistent differentiating variable across 

sites, alexithymia and, particularly, avoidance/fusion as measured in this study may be much less 

salient for specific subgroups, particularly adolescent males. In contrast, thought suppression and 

alexithymia firmly differentiated females with a history of self-mutilation from females without 

such history. This could be due to a function of sample size and power, given the highly reduced 

critical p-value implemented in this study. The male/female difference may also be a result of a 

different underlying explanation of self-mutilation behavior for these two groups, and/or 

different gender-related response styles to the measures used.  

However, despite these caveats, this research does firmly indicate that experiential 

avoidance as measured by thought suppression is consistently linked to repetition of self-

mutilation among adolescents. Alexithymia may be a more salient concept when predicting 

female adolescent RSM, although it is less likely to be salient for male counterparts. 

Surprisingly, avoidance and cognitive fusion as measured by the AFQ-Y, a measure of 

established reliability and validity (Greco, Murrell, & Coyne, 2005) did not factor into any of the 

significant results. One explanation for this finding is that the AFQ-Y may be viewed as a 

measure of an individual’s general approach towards life difficulties, whereas the TAS-20 and 
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WBSI measure more specific behaviors regarding thought suppression and emotional expression. 

Therefore, a general life approach that involves experiential avoidance and cognitive fusion may 

be initially related to self-mutilation behaviors among females, but the process through which 

this approach is expressed may be through the more specific behaviors of suppression specific 

thoughts and/or emotions. 

 

RSM is Related to Functionally Equivalent Behaviors 

Overall, all three functionally equivalent behaviors (symptoms of eating disturbances, 

substance abuse, and suicidal ideation/behaviors) occurred with greater severity among 

adolescents with a history of self-mutilation and increased in severity as the severity of the self-

mutilation behaviors increased. In addition, existence and severity level of these functionally 

equivalent behaviors differentiated adolescents who engaged in repetitive self-mutilation from 

their non-repeating/non-attempting counterparts. The effect size was particularly high for 

suicidal ideation/behaviors. This finding adds further empirical support to the relationship 

between self-mutilation and suicidal ideation/behaviors among adolescents (Parker et al., 2005; 

Simpson & Porter, 1981; Rodham, Hawton, & Evans, 2004).  

However, none of these functionally equivalent behaviors was more or less common 

among male adolescents with a history of self-mutilation, and the pattern was not consistent 

across data collection sites. In particular, suicidal ideation/behaviors did not differentiate 

adolescents with a history of self-mutilation from those without among academy students. This 

further supports the idea that perhaps a different theoretical model for self-mutilation for male 

adolescents exists, and a concern regarding the utility of using self-reported suicidal 
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ideation/behavior scores to predict self-mutilation behaviors among adolescents in certain 

academic contexts. 

 

RSM is One of a Functionally Equivalent Class 

One of the major components of the EAM is that self-mutilation is one behavior in a 

functional class of behaviors that allows for experiential avoidance. Therefore, it was not 

surprising to see the strong positive correlations and associated moderate to large effect sizes 

between self-mutilation severity and the symptom severity of other functionally equivalent 

behaviors (i.e., substance abuse, eating disturbance, and suicidal ideation/behaviors). The only 

exceptions to this finding were the lack of relationship between eating disturbance symptoms and 

self-mutilation severity for male participants, and the lack of relationship between substance 

abuse and self-mutilation severity for academy participants. Then again, this finding can also be 

explained by relatively low self-reported rates of eating disorders among males in general, and a 

lack of reported substance abuse among academy participants due strict prohibitions regarding 

substance use in the academy. 

Theoretically, it would be predicted that individuals who chronically use experiential 

avoidance tactics (e.g., thought suppression) would also use a range of available experiential 

avoidance behaviors, perhaps interchangeably or dependent on the context. This research 

indicated that adolescents who reported currently engaging in one or more functionally 

equivalent behaviors (RSM, substance abuse, eating disturbance, and suicidal ideation/behaviors) 

significantly differed from their counterparts in that they also report greater avoidance and 

cognitive fusion, thought suppression, and alexithymia. The effect sizes for these differences 

ranged from moderate to large.  
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Furthermore, there were overall differences in level of chronic experiential avoidance 

tactics depending on the number of functionally equivalent behaviors reported (i.e., multiple 

behaviors vs. one behavior vs. none). Specifically, adolescents who reported multiple 

functionally equivalent behaviors reported more chronic experiential avoidance than those who 

reported engaging in none of those behaviors. Again, it is important to note that this pattern was 

not consistent for males or participants from the academy when the data was analyzed separately. 

This indicates that, at least for some adolescents, experiential avoidance tactics are highly related 

to using any of a number of functionally equivalent behaviors. 

 

Social Environment is Important 

One disadvantage of the EAM with respect to explaining self-mutilating behavior for 

adolescents is that the theoretical model does not stress the role of social environment in 

perpetuating RSM. Although Tenets 3 and 4 of the EAM indicate that learned, rule-governed 

behaviors play an important role in the development of RSM and that immunity to the 

consequences fails to inhibit the behavior, social environment is never specifically pinpointed. 

This social element may be particularly salient for adolescents who engage in self-mutilation, as 

peer and media influences are highly influential during this developmental period. However, 

although several researchers have evaluated the role of peers in self-injury among inpatients 

(e.g., Rosen & Walsh, 1989; Taimenan et al., 1998) and the roles of positive and negative 

reinforcement among adolescent psychiatric inpatients (Nock & Prinstein, 2004, 2005), there is 

very little research on peer influence in community samples or the impact of media imagery on 

this behavior. One exception is a recently published study on internet message boards (Whitlock, 

Powers, & Eckenrode, 2007). 
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One purpose of this study was to begin exploring the social aspect of self-mutilation 

among adolescents as a way of prompting further research into self-mutilation as a potential 

epidemic among existing youth. As previously stated in this discussion, a majority of adolescents 

in this study reported at least some exposure to self-mutilation through peers or media. In 

addition, the level of peer/media contact did not differ among the three educational 

environments. However, female participants reported a higher number of peer/media contacts in 

their lives than did male participants, particularly contacts after initiation of self-mutilation 

behavior. In addition, level of peer/media contact successfully differentiated female adolescents 

with a history of self-mutilation from females without such history, and the frequency of self-

mutilating behaviors was significantly positively related with the number of reported peer/media 

contacts for this subgroup. 

 Furthermore, it appears that exposure to models of self-mutilation among peers and 

media is significantly related in a stepwise fashion to concurrent severity of self-mutilating 

behaviors. Specifically, adolescents with no evidence of self-mutilation could be differentiated 

from non-repeaters through an analysis of peer/media contacts, and non-repeaters reported lower 

peer/media contacts than those who recently engaged in RSM. These findings can be viewed as 

supporting Tenet 4 of the EAM, in that individuals who repeatedly engage in self-mutilation may 

eventually become immune to the negative consequences of self-mutilation simply because they 

are more exposed (either purposefully or through circumstance) to sources that actively model 

and/or condone such behavior. Additionally, individuals in this study who attempt but do not 

repeat self-mutilating behaviors reported only moderate exposure to peer/media contacts. It is 

possible that non-repeaters have a more balanced exposure to dual influences that simultaneously 

stigmatize and condone self-mutilation, therefore curtailing any potential repetition of self-
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mutilation. Despite the finding in this study that a majority of these adolescents are exposed to 

some form of self-mutilation among peers or in the media, it appears that simple exposure to one 

or two sources is not enough to prompt mimicry of the behavior. A vast majority of adolescents 

in this study (65%) did not initiate this behavior, but it nevertheless appears that the overall level 

of peer/media contacts is significantly lower among those who did not. This follows with Nock 

and Prinstein’s (2004, 2005) conclusions that the number of self-injury incidents among friends 

was associated with a positive reinforcement function of self-mutilation behaviors. 

Additionally, there are several findings from this study alluding to the existence of a 

temporal relationship that deserves further research. First, there were no differences between 

male and female adolescents regarding the amount of peer/media contacts reported before 

initiation of self-mutilation. However, there was a significant increase in peer/media contacts 

after initiation of self-mutilation for female adolescents. In addition, the severity of self-

mutilating behaviors was highly positively correlated with reported peer/media contacts after 

initiation of self-mutilation among adolescents who reported this behavior, particularly for 

female adolescents. No such relationship existed between peer/media contacts before self-

mutilation initiation and severity of current self-mutilation behavior.  

One potential interpretation of these findings is that peer/media contacts interact with 

self-mutilation in a causal feedback loop. For example, adolescents (particularly females) who 

engage in self-mutilation may be initially exposed to one or two poignant models of self-

mutilation. Such contacts, coupled with psychological distress and/or practices of experiential 

avoidance, could prompt the initial self-mutilation episode. However, as seen with this study, 

peer/media exposure increases at some point after initiation of this behavior, and this post-

initiation exposure differentiates various levels of self-mutilation behavior for females. 
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Therefore, it is hypothesized that adolescents (particularly female adolescents) who engage in an 

initial episode of self-mutilation may seek out further models and images of such behaviors. 

These models and images could take a variety of forms, depending on one’s context and 

preferences (e.g., internet images for adolescents who are more computer-oriented and/or 

introverted). If the self-mutilation behavior is supported within an inner social network and this 

behavior functions to temporarily provide avoidance of unwanted inner experiences, it would be 

expected that the behavior would then become repetitive. Female adolescents may be more likely 

to do as a much due to the tendency for females to solicit more social support than males 

(Fuhrer, Stansfield, Chemali, & Shipley, 1999, in Whitlock, Powers, & Eckenrode, 2007). 

 

Clinical Applicability of RSM Predictions 

 One underlying purpose of this study was to evaluate ways that this research could be 

used by clinicians who work regularly with adolescents. At present, there may be a stereotype 

about the “type” of patient who would present with repetitive self-mutilation. Therefore, it may 

not be uncommon for clinicians of all experience levels to view adolescent self-mutilation as 

more likely among young females with a history of sexual abuse and/or significant borderline 

features. Unfortunately, this prototype may prevent early detection of self-mutilating behaviors 

or risk for attempting such behaviors by automatically screening out potential candidates (e.g., 

male adolescents).  

 Various regression analyses were implemented in this study and yielded several clinically 

applicable findings for professionals who choose to utilize measures of psychological distress 

and experiential avoidance with their adolescent clients. It was found that results on the AFQ-Y, 

WBSI, and TAS-20 accounted for a significant proportion (24%) of the variance in the total 
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number of functionally equivalent behaviors (eating disturbance, substance abuse, suicidal 

ideation/behaviors, and RSM). The exception is that these findings were not consistent for male 

adolescents when evaluated separately. However, through using measures of experiential 

avoidance (e.g., thought suppression), it may be possible to predict the amount or severity of 

experiential avoidance behaviors (e.g., substance abuse) in which an adolescent (particularly a 

female adolescent) is engaging. Given the brief nature of these measures, such as the WBSI, 

these measures have significant clinical utility when a clinician wishes to use a less face-valid 

assessment of potentially severe behaviors. 

 In addition, it is interesting to note that thought suppression and alexithymia fully 

mediate the relationship between avoidance/cognitive fusion as measured by the AFQ-Y, and the 

number of functionally equivalent behaviors. One potential explanation for this finding is that 

both the White Bear Suppression Inventory and the 20-item Toronto Alexithymia Scale ask 

about thoughts, feelings, and behaviors that are not necessarily tied to any particular context 

(e.g., “My thoughts frequently return to one idea”) whereas the AFQ-Y specifically makes 

inquiries that involve context or a certain amount of judgment (e.g., “I don’t try out new things if 

I am afraid of messing up”). One explanation is that attitudes regarding avoidance and cognitive 

fusion, as measured by the AFQ-Y, translate into functionally equivalent behavior through the 

use of other, more specific experiential avoidance behaviors, such as the use of chronic thought 

suppression and/or alexithymia.  

 Stepwise multiple regression analyses were also used to delineate specific measures that 

could be of clinical utility in predicting RSM. Overall psychological distress as measured by the 

two factor scores was not included in these analyses due to the fact that these scores are not 

standard output on the APS-SF, and would likely not be hand-calculated by the typical clinician. 
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For the overall sample, it was found that the APS-SF Suicide score, Peer/Media Contact score, 

APS-SF Substance Abuse score, and Biological Sex together predicted over 40% of the variance 

in RSM status. In other words, higher scores on the three variables mentioned as well as being of 

female biological sex was predictive of a higher RSM score.  

However, as consistently seen with this project, there have been significant male-female 

differences in the explanatory ability of the EAM. For female participants in this sample, the 

most useful variables for predicting almost half of the variance in the RSM status appear to be 

the APS-SF Suicide score and the Peer/Media Contact score. In contrast, for male participants in 

this sample, the most useful variables for predicting RSM status appear to be high APS-SF 

Suicide scores, lower grade in school, and APS-SF Substance Abuse scores. There were also 

different patterns by site, with the APS-SF Suicide score being the only consistently strong 

predictor. Taken together, this indicates that suicidal ideation/behaviors, as measured by only six 

items on the APS-SF (Reynolds, 1998), predict the combination of recency and severity of self-

mutilation among adolescents. In addition, social contact with self-mutilation may be more 

salient for female adolescents. Therefore, inquiries into an adolescent’s social context, including 

the use of literature and internet sites that discuss self-mutilation, are vital. In contrast, substance 

abuse may be a more salient “red flag” for potential self-mutilating behaviors among male 

adolescents. 

 

Limitations and Specific Suggestions for Future Research 

General Limitations 

This research was based on self-report data from a community sample of adolescents. 

Inherent problems with self-report research include the lack of observation and collateral data, 
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and therefore results must be interpreted with caution. In addition, the construct of dissociation 

was not specifically addressed in this study, nor was specific data regarding socioeconomic 

status, ethnic identity, religiosity, and/or attitudes towards self-injury. Each of these variables 

may have yielded important information regarding further risk and protective factors.  

 

Limitations of the Sample 

Although gathering data from multiple data collections sites required a repetition of data 

analyses, this practice also yielded a more diverse picture of adolescents who engage in this 

behavior. Subsequently, individuals who actually engage in this behavior, despite their school 

environment, tended to appear more similar than different with regard to their level of 

psychological distress, experiential avoidance, and tendencies to engage in functionally 

equivalent behaviors. Therefore, it is important to note that although school environments may 

differ in terms of ethnic makeup, sexual orientation ratios, age range, and even proportion of 

students who engage in self-mutilation, the profile of the adolescent who engages in RSM may 

not differ substantially. Further research in different and/or wider geographic areas is needed, 

particularly as there was a relatively low number of African American adolescent participants in 

this study. 

As previously noted, two subgroups (females from the rural public school, males from 

the academy) may have strongly impacted overall comparison analyses of males versus females, 

as well as comparisons by data collection site. Unfortunately, the low sample size prevented the 

appropriate analysis of these subgroups separately, and therefore it is unknown what the unique 

profile of each subgroup might be. One potential influencing factor not measured in this study 

was socioeconomic status, as the overall SES of the rural public school site was relatively low in 
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comparison to other data collection sites. In addition, history of sexual abuse was not measured 

in this study, and may have been more likely to have gone unreported and/or untreated in the 

rural environment, in which treatment outlets are sparse and those that exist may be less 

accessible due to physical distance and lack of health insurance.  

There is also some empirical evidence that some symptoms are underreported among 

males Nolen-Hoeksema, 1987) but evidence of underreporting among male adolescents is 

inconclusive at this point. However, it is proposed that underreporting may have been 

particularly salient for male academy participants. Although confidentiality and anonymity of 

responses were assured to participants, fear of the academy administration discovering evidence 

of significant psychological distress and/or substance use and being subsequently removed from 

the program may have prevented candid responding. Also, the element of social desirability was 

not included in analyses, due to measurement difficulties, and may have added important 

information regarding response style. Finally, the academy site had a significantly higher 

proportion of Asian American participants. At present, the potential for ethnic identity and 

related religious and cultural factors as protective factors for RSM is unknown. 

 

Suggestions for Future Research 

First, this is the only known piece of research that attempts to apply the experiential 

avoidance model specifically to adolescent self-mutilating behaviors. Several of the findings did 

not generalize to male participants, for several potential reasons. Replication of this research is 

necessary to further confirm or contradict these initial findings, so as to not prematurely discount 

the potential utility of the EAM for male adolescents. 

 In addition, longitudinal studies in this area are necessary to give an accurate picture of 
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the temporal relationships among various social influences, life events, psychological distress, 

and the development of self-mutilation behaviors. The salience and perceived influence of the 

peer/media contacts (versus as simple “yes” or “no” measure of exposure to different contexts) 

would also help to yield a more complete picture, as well as a more in-depth analysis of sex 

differences. Also, little research exists on the existing phenomenon of adolescent self-mutilation 

with others in a community sample, and the function of this behavior remains unknown. 

Additionally, the research of Nock and Prinstein (2004, 2005) with the functional nature 

and emphasis on context of self-mutilation has added considerably to this literature. However, 

there is also very little information about adolescents who engaged in RSM from this model. 

Although this study attempted to address the functional questions surrounding discontinued 

RSM, there were very few adolescents in the sample who had halted this behavior (n = 4). 

Individuals who have stopped engaging in RSM perhaps report lower levels of psychological 

distress, fewer peer/media contacts, and less chronic use of experiential avoidance. Or perhaps 

these individuals have chosen to transition to using another functionally equivalent behavior 

(e.g., substance abuse), as the utility of RSM has waned or become less appealing. Perhaps future 

research can incorporate a functional contextual analysis of self-mutilation with descriptive data 

of the behavior. 

There also may exist a critical point at which adolescent self-mutilation converts from 

being a one-time event to becoming more repetitive. Identification of this point would allow for 

more specific and useful interventions. In addition, a greater understanding of the actual 

influence of peer/media self-mutilation images on adolescents RSM, through the use of 

experimental paradigms, would provide the empirical support necessary to implement the public 

policy changes necessary to better monitor media portrayals of self-mutilation. Haines and 
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colleagues (1995) have already used guided imagery to evaluate responses of individuals who 

self-mutilate. Future research could build off of these paradigms. 

A final suggestion applies to the area of psychological measurement. The concept of 

alexithymia has been applied to a myriad of adult psychological symptoms and disorders, and the 

results of the current study indicate that alexithymia may be a central concept to the practice of 

adolescent self-mutilation. Further research is encouraged for developing a valid and reliable 

adolescent adaptation of the TAS-20. In addition, the concept of social desirability as currently 

applied to and measured among adolescents should be researched further. 

 

Conclusions 

 The phenomenon of adolescent self-mutilation is one that has been studied with greater 

frequency in recent decades. Anecdotal accounts indicate that outpatient clinicians and school 

employees are facing this problem with striking regularity in their practice, therefore broadening 

the original concepts of this behavior from being limited to severely disturbed adolescents within 

inpatient settings to youth within the community. Sound clinical practice deserves the input of 

further inquiry into adolescent RSM. But what does the present study add to the current 

literature? 

 Overall, this study supports the concept that self-mutilation may become repetitive as a 

result of a combination of high levels of internal distress, chronic experiential avoidance, and 

exposure to models of the behavior. However, these findings did not typically generalize to male 

adolescents, and therefore cast some doubt either on the broader utility of the EAM for 

explaining all adolescent RSM and/or the way in which the concepts in this study were 
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measured. Then again, results could be a product of underreporting among males (Nolen-

Hoeksema, 1987). 

Despite the variety of sometimes contradictory findings reported in this study, one 

variable stands out as fairly constant – suicidal ideation and behaviors. This indicates that 

adolescents who are reporting high levels of suicidal ideation/behaviors appear to be most likely 

to engage in self-mutilation behaviors. In no way is this to imply that suicidal and self-mutilation 

behaviors are synonymous, nor that all adolescents who engage in self-mutilation have a high 

level of suicidal ideation/behaviors. Instead, it points to the clinical utility of first assessing a 

client’s level of suicidal ideation/behaviors as a strong indicator of self-mutilation behavior, 

instead of primarily looking at client sex, past sexual abuse, and/or specific symptoms of 

borderline personality disorder. In addition, social influence may have a differential impact on 

this behavior for female adolescents, whereas substance abuse may be a more salient variable for 

male adolescents who self-mutilate.  

At this point, there are limited empirically-validated treatment approaches for targeting 

this type of behavior. If experiential avoidance is a substantial component of adolescent RSM, as 

it appears to be for female adolescents from this study, treatment approaches that encourage 

mindfulness and acceptance appear to be most appropriate. Acceptance and Commitment 

Therapy (ACT) as adapted for children and adolescents (Murrell, Coyne, & Wilson, 2004), 

would be appropriate for decreasing cognitive fusion and increasing experiential contact with the 

here-and-now. Another option is Dialectical Behavior Therapy for Adolescents (DBT-A; Miller, 

Rathus, & Linehan, 2007), which has been empirically demonstrate to reduce suicidal and self-

harming behaviors among adolescents through the use of structured behavior therapy in 

combination with mindfulness. Both of these treatments show promise for treating a behavior 
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that is becoming increasingly common, and have the advantage of being specifically adapted and 

empirically researched using an adolescent population. Finally, a critical evaluation of how self-

mutilation is portrayed in a variety of media sources, even when the individual is portrayed as 

“positive”, appears to be an important first step toward reducing adolescent exposure to 

influential models of self-mutilation. This behavior is no longer limited to inpatient samples or 

adult women with borderline personality disorder diagnoses. Dialogue within our treatment 

facilities, mental health educational environments, and within our schools, will only work to 

raise further awareness of self-mutilation, not as a symptom of “sickness” but as a common and 

sometimes addictive attempt to cope.   
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Table 1  
 
Demographic Data for Overall Sample and Per Site 
___________________________________________________________________________________________________ 
 

      Overall Comparison   Academy Rural  Urban 
Demographics    N = 211 statistic   n = 85  n = 66  n = 60    
___________________________ _________ ___________   _________ _________ _________  
   
% of sample    100.0      40.3  31.3  28.4 
 
Age (years) 
M      16.22  F(2, 111.04) = 10.30*** 16.52a  15.62a, b 16.47b   
SD        1.23              .77    1.47    1.27 
Range     13 - 18      15 - 18  13 - 18  14 - 18 
   
Grade (n, % of sample)    χ2 (8) = 113.34***  
8      16 (  7.6%)        ---  16 (24.2%)  --- 
9      22 (10.4%)        ---    9 (13.6%)  13 (21.7%) 
10      32 (15.2%)          3 (  3.5%) 20 (30.3%)    9 (15.0%) 
11      92 (43.6%)      66 (77.6%)   8 (12.1%)  18 (30.0%) 
12      49 (23.2%)     16 (18.8%) 13 (19.7%)  20 (33.3%)   
 
Biological sex (n, % of sample)   χ2 (2) = 4.56 
Male     102 (48.3%)     49 (57.6%) 27 (40.9%) 26 (43.3%) 
Female     107 (50.7%)     36 (42.4%) 38 (57.6%) 33 (55.0%) 
 
Ethnicity (n, % of sample)1    χ2 (8) = 66.28***    
White, Non-Hispanic   127 (60.2%)     35 (41.2%) 54 (81.8%) 38 (63.3%) 
African American           7 (  3.3%)        3 (  3.5%)   1 (  1.5%)   3 (  5.0%) 
Hispanic American       21 (10.0%)       4 (  4.7%)   4 (  6.1%) 13 (21.7%) 
Asian American       35 (16.6%)     33 (38.8%)   1 (  1.5%)   1 (  1.7%) 
Native American/Alaskan Indian     1 (    .5%)       1 (  1.2%)  ---     --- 
Biracial/Multiracial       19 (  9.0%)       9 (10.6%)   5 (  7.6%)   5 (   8.3%) 
 

                 
(table continues) 
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Table 1 (continued). 
___________________________________________________________________________________________________ 
 

      Overall Comparison   Academy Rural  Urban 
Demographics    N = 211 statistic   n = 85  n = 66  n = 60    
___________________________ _________ ___________   _________ _________ _________  
   
 
 
Sexual Orientation (n, % of sample)2  χ2 (2) =     .82    
Heterosexual     193 (91.5%)     79 (92.9%) 59 (89.4%)  55 (91.7%) 
Gay/Lesbian            5 (  2.4%)       1 (  1.2%)   4 (  6.1%)  --- 
Bisexual         5 (  2.4%)       3 (  3.5%)   1 (  1.5%)    1 (   1.7%) 
Transsexual         1 (    .5%)     ---  ---     1 (   1.7%) 
Not Sure         6 (  2.8%)       2 (  2.4%)   2 (  3.0%)    2 (    3.3%) 
____________________________________________________________________________________________________________ 
 
Note. Percentages vary as a function of missing data. 
Note. Means with the same subscript differ by p < .05 using a Tukey HSD range test. 
 
1 Ethnicity recoded into White (Non-Hispanic), Hispanic American, Asian American, and Other (African American, Native 
American/Alaskan Native, and Biracial/Multiracial) to increase cell sizes and avoid violation of chi square assumptions.  
2 Sexual Orientation recoded into Heterosexual and Non-heterosexual to increase cell sizes and avoid violation of chi square 
assumptions. 
 
*p < .05 
**p < .01 
***p < .001 
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Table 2  

Descriptive Characteristics of Measures and Scales 

____________________________________________________________________________________________________________ 
 
Measure     Potential  Actual         M(SD)  Skewness (SE)  Kurtosis (SE) 
      Range  Range 
____________________________________________________________________________________________________________ 
 
DSHI       
Frequency of Self-Mutilation   0 – 5  0 – 5      .98 (  1.60)  1.48 (  .17)     .93 (.33) 
Sum of Self-Mutilation 1, 2   1 – 17  1 – 12    3.06 (  2.65)  1.88 (  .28)   3.66 (.60) 
RSM Status Score    1 – 4  1 – 4    1.68 (  1.11)  1.38 (  .17)     .29 (.33) 
 
Peer/Media 
Peer/Media Contact     0 – 6  0 – 6    3.74 (  1.54)    -.58 (  .17)   -.16 (.33) 
Before First Time 1    0 – 6  0 – 6    2.76 (  1.80)     .27 (  .29)   -.87 (.58) 
After First Time 1    0 – 6  0 – 6    3.77 (  1.73)    -.55 (  .30)   -.60 (.59) 
 
APS-SF-SF  
APS-SF Factor1    39 – 109 39 – 80 53.18 (  8.85)    .84 (  .17)    .34 (.34) 
APS-SF Factor 1b    39 – 90 38 – 79 53.91 (  9.27)      .55 (  .17)   -.26 (.34) 
APS-SF Factor 2    39 – 90 40 – 83 51.35 (  8.19)  1.16 (  .17)  1.33 (.34) 
APS-SF Factor 2b    37 – 88 38 – 81 51.88 (  8.76)      .86 (  .17)    .36 (.34) 
APS-SF Eating Disturbance   42 – 94 42 – 87 53.17 (12.05)     .88 (  .17)   -.33 (.34) 
APS-SF Substance Abuse 2   45 – 185 45 – 111 49.60 (  9.60)  9.60 (3.28)  3.28 (.17) 
APS-SF Suicide 2    44 – 96 44 – 96 49.74 (10.60)  2.47 (  .17)  6.23 (.34) 
 
Experiential Avoidance 
Avoidance & Fusion Questionnaire - Youth 0 – 4    .06 – 3.41    1.30 (.66)      .59 (.17)  -.00 (.33) 
White Bear Suppression Inventory  1 – 5  1.00 – 4.93    3.48 (.70)   -.65 (.17)   .92 (.33) 
Toronto Alexithymia Scale – 20  1 – 5  1.25 – 4.15    2.60 (.56)    .16 (.17)  -.35 (.33) 
____________________________________________________________________________________________________________ 
1 Calculated only for individuals who reported a history of self-mutilating behavior. 
2 Scale later normalized for analyses to lower skewness/kurtosis 



 

Table 3  
 
Repetitive Self-Mutilation Data for Overall Sample and By Biological Sex 
____________________________________________________________________________ 
  
     Overall Male  Female          Male-Female   
     N = 211 n = 107 n = 102         comparisons 

________ ________ ________     ____________ 
 
Evidence of Self-Mutilation (%) 34.1  24.5  43.9           χ2(1) = 8.72 
                        p < .01 
RSM Status Score (%)   
      No self-mutilation   65.9  75.5  56.1            
      Self-mutilation < 5 times  16.1  17.6  15.0 
      RSM, more than 6 months ago   1.9     2.0    1.9 
      RSM, within past 6 months 16.1      4.9  27.1      
       M(SD) (1 to 4)          1.36(.76)        2.00(1.30)            t = -4.37*** 
 
Freq. of Self-Mutilation (%)   
    Never    65.4  74.5  56.1 
 Only once      5.7    6.9    4.7 
 2 to 4 times   11.8  10.8  13.1 
  5 to 10 times     6.2    2.0  10.3 
 11 to 20 times     2.4    ---    4.7 
 > 20 times     8.1    4.9  11.2    
      M(SD) (0 to 5)          .59 (1.26)         1.36 (1.79)     t = -3.60** 
 
Self-injured with another person (%)   5.2    4.9    5.6  --- 
 

Overall Male  Female  Male-Female 
     M (SD)  M (SD)  M (SD)  comparisons 

_______ ________ _________ ___________  
 
Sum of Self-Mutilation (1 to 17) 2  3.06 (2.65) 2.48 (2.58)  3.36 (2.66) t =  0.17 3 
 
Peer/Media Contact (0 to 6)   3.73 (1.54)  3.32 (1.57)  4.12 (1.42) t = -3.88***  
  
 Before First Time2   2.69 (1.78) 2.67 (1.83)  2.70 (1.77) t =   0.38 
 After First Time2    3.83 (1.68) 2.95 (1.76)  4.23 (1.50)  t =  -2.85* 
______________________________________________________________________________ 
Note. Sample sizes vary as a function of missing data. 
 
1 Uses Bonferroni corrections for 6 comparisons (original p equivalent in parentheses below) 
2 Only includes individuals who reported evidence of self-mutilation 
3 Analyses used normalized value (square root transformation) of Sum of Self-Mutilation 
*p < .008 (p < .05)  
**p < .002 (p < .01)  
***p < .0002     (p < .001
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Table 4  
 
Internal Consistency Reliabilities for Overall Sample and By Data Collection Site 
____________________________________________________________________________________________________________ 
           
         Overall Sample Academy   Rural   Urban  
         ______________ ______________       _____________ ___________  
 
Scale     # items α (N)   α (n)   α (n)     α (n) 
____________________________________________________________________________________________________________ 
 
Deliberate Self-Harm Inventory  17  .84 (N = 211)  .77 (n = 85)  .86 (n = 66)  .80 (n = 60) 
 
APS-SF Eating Disturbance (EAT)   8  .85 (N = 208)  .83 (n = 84)  .88 (n = 66)  .85 (n = 58)   

APS-SF Substance Abuse (SUB)   9  .80 (N = 202)  .74 (n = 81)  .84 (n = 65)  .75 (n = 56) 

APS-SF Suicide (SUI)     6  .91 (N = 205)  .87 (n = 83)  .93 (n = 65)  .88 (n = 57) 

Marlowe-Crowne Form C  13  .58 (N = 207)  .49 (n = 84)  .63 (n = 64)  .62 (n = 59) 

APS-SF Defensiveness (DEF)   6  .53 (N = 207)  .48 (n = 82)  .66 (n = 65)  .47 (n = 60) 

Acceptance & Fusion Ques. Youth 17  .85 (N = 206)  .81 (n = 84)  .87 (n = 64)  .86 (n = 58)  

White Bear Suppression   15  .88 (N = 200)  .89 (n = 83)  .89 (n = 60)  .84 (n = 57)  

Toronto Alexithymia Scale - 20 20  .80 (N = 207)  .80 (n = 84)  .79 (n = 64)  .79 (n = 59) 

TAS Factor 1     7  .88 (N = 211)  .87 (n = 85)  .88 (n = 66)  .88 (n = 60) 
TAS Factor 2     5  .73 (N = 209)  .84 (n = 84)  .79 (n = 65)  .70 (n = 60) 
TAS Factor 3     8  .39 (N = 209)  .47 (n = 85)  .24 (n = 65)  .39 (n = 59) 

___________________________________________________________________________________________________________ 
Note. Internal consistency reliability for Marlowe-Crowne Form C is a KR-20 value.
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Table 5  
 
Principal Factor Analyses with Oblique Rotation for the Overall Sample as Compared to 
Original APS-SF Standardization and Clinical Samples (Reynolds, 1998) 
______________________________________________________________________________ 
 
     Current Study Sample  Original APS-SF Sample 
     ____________________ ______________________ 
   
APS-SF Scale    Factor 1 Factor 2 Factor 1 Factor 2 
____________________________ ________ ________ ________ _________  
 
Internalizing Factor 
Major Depression (DEP)    .901   -.014  .900  .039  
Self-Concept (SCP)    .831   -.027  .709  .042 
Posttraumatic Stress (PTS)   .789    .146  .899  .005 
Eating Disturbance (EAT)   .782   -.133  .630  .109 
Generalized Anxiety (GAD)   .779    .115  .854  .004 
Interpersonal Problems (IPP)   .747    .069  .856  .049 
Suicide (SUI)     .551    .278  .677  .112 
 
Externalizing Factor 
Conduct Disorder (CND)  -.230    .960  .086  .931 
Oppositional Defiant (OPD)   .189    .761  .396  .537 
Anger/Violence (AVP)   .287    .709  .466  .550 
Substance Abuse (SUB)   .082    .627  .029  .584 
Academic Problems (ADP)   .283    .564  .447  .477 
 
Eigenvalue        6.57    1.37    6.66  1.09 
Variance (%)    54.80  11.40  55.10  9.10 
______________________________________________________________________________ 
 
Note. Current study sample (N = 211); Original APS-SF sample (N = 2,333) 
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Table 6  
 
Principal Factor Analysis of Nine Scales with Oblique Rotation for the Overall Sample 
_______________________________________________________________________ 
   
APS-SF Scale    Factor 1b Factor 2b  
___________________________ __________ ___________ 
 
Major Depression (DEP)    .926   -.067 
Posttraumatic Stress (PTS)    .877    .040   
Generalized Anxiety (GAD)    .876   -.010 
Self-Concept (SCP)     .809   -.018  
Interpersonal Problems (IPP)     .742    .102  
 
Conduct Disorder (CND)   -.202    .992  
Anger/Violence (AVP)    .241    .744  
Oppositional Defiant (OPD)    .302    .723   
Academic Problems (ADP)    .405    .461  
 
Eigenvalue      5.44    1.22 
Variance (%)    60.46  13.53 
________________________________________________________________________ 
 
Note. N = 211 
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Table 7  

Mean Scores for Primary Scales and Subscales by Biological Sex 

____________________________________________________________________________________________________________ 
 
      Overall  Male   Female   Male-Female 
Primary Scale     M (SD)   M (SD)   M (SD)   t-tests1  
________________________________ ____________ ___________  ____________ __________________ 
 
APS-SF Factor 1    53.18  (  8.85)  49.36  (6.85)  56.86  (  8.98)    -6.74*** 
APS-SF Factor 2    51.35  (  8.19)  50.57  (7.66)  52.11  (  8.67)    -1.34 
APS-SF Eating Disturbance (EAT)  53.17  (12.05)  47.09  (7.51)  58.92  (12.73)    -8.16*** 
APS-SF Substance Abuse (SUB)  49.55  (  9.60)  48.31  (7.92)  50.69  (10.90)    -1.97 
 Categories of Use (%):  
 None      64.9   71.6   58.9    
 One Substance, Rarely     8.5     7.8     9.3    
 Multiple substances/At times  18.5   13.7   22.4    
 Multiple substances, Frequently     3.8      2.9     4.7    
APS-SF Suicide (SUI)2   48.74  (10.60)  47.87  (8.85)  51.58  (11.82)     -2.91* 
AFQ-Y (0 to 4)        1.30  (    .66)    1.18  (  .60)    1.44  (    .68)     -2.82* 
WBSI (1 to 5)         3.48  (    .60)    3.32  (  .68)    3.66  (    .63)     -3.82*** 
TAS-20 (1 to 5)        2.59  (    .56)    2.49  (  .51)    2.70  (    .59)      2.71 
____________________________________________________________________________________________________________ 
 
Note. Sample sizes vary as a function of missing data. 
 
1 Uses Bonferroni corrections for 8 comparisons (original p equivalent in parentheses below) 
2Comparison statistics utilized normalized (inverse transformed) values 
 
*p < .006 (p < .05)  
**p < .001 (p < .01)  
***p < .0001  (p < .001) 
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Table 8  

Repetitive Self-Mutilation Data, By Site 

______________________________________________________________________________ 
 
          Chi-square (df) 

Academy Rural  Urban       or Welch’s F  
n = 85  n = 66  n = 60       (adjusted df) 

     ________ ________ _______    ______________  
 
Evidence of Self-Mutilation (%) 23.5 a  53.0 a, b  28.3 b       χ2(2) = 15.63 
           p < .001 
RSM Status Score (%)     
      No self-mutilation   76.5   47.0   71.7  
      Self-mutilation < 5 times  14.1   21.2   13.3    
      RSM, more than 6 months ago   2.4       1.5      1.7    
      RSM, within past 6 months   7.1  30.3   13.3   
 M(SD) (1 to 4)            1.40(.85)a    2.15(1.30)a, b    1.57(.14)b       F(121.73)=8.22*** 
             
Freq. of Self-Mutilation (%) 
    Never    76.5   47.0   70.0   
    Only once      3.5   10.6     3.3     
    2 to 4 times     8.2   16.7   11.7   
     5 to 10 times     4.7  10.6       3.3     
    11 to 20 times     1.2    4.5      1.7   
 > 20 times     5.9   10.6     8.3    
 M(SD) (0 to 5)    .68(1.42)a     1.47(1.73)a         .86(1.58)    F(126.51)=4.54* 
  
Self-injured with another (%)     2.4    12.1   1.7            ------ 

 
M (SD)  M (SD)  M (SD)  F (df) 
_______ ________ _________ ___________ 

 
Sum of Self-Mutilation (1 to 17)2, 3 3.44 (1.88)      4.65 (3.15) 2.82 (1.94) F(2, 43)=  .78 
 
Peer/Media Contact (0 to 6)  3.51 (1.46)   3.91 (1.82) 3.86 (1.29) F(2,130)=1.81 

Before First Time1  2.38 (1.60)   2.85 (1.87) 3.09 (1.70) F(2, 42) =  .38 
After First Time1  3.63 (1.67)    3.97 (1.80) 3.81 (1.52) F(2, 43) =  .18 

______________________________________________________________________________ 
 
Note. Sample sizes vary as a function of missing data. Means with the same subscript differ by p < .01 using a 
Tukey HSD range test. 1Uses Bonferroni corrections for 6 comparisons (original p equivalent in parentheses below) 
2Only includes individuals who reported evidence of self-mutilation.  3Analyses used normalized value (square root 
transformation) of Sum of Self-Mutilation 
 
*p < .008 (p < .05); **p < .002 (p < .01); ***p < .0002 (p < .001) 
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Table 9  

Types of Self-Mutilation by Sex and Site 

____________________________________________________________________________________________________________ 
          
            Sex                  Site 
         ___________________ ______________________________ 
 
       Overall Male  Female  Academy Rural  Urban 
       N = 211 n = 107 n = 102 n = 85  n = 66  n = 60 

%  %  %  %  %  % 
_______ ___________________ ______________________________ 

 
Cut wrist, arms, or other areas of body  19.0    7.8  29.9  14.1  28.8  15.0 
Severely scratched self until scarring/bleeding 13.7    7.8  19.6    5.9  27.3  10.0 
Stuck with sharp objects (needles, staples, etc.) 10.4    7.8  13.1    4.7  19.7    8.3 
Burned self with a lighter/match     9.0    6.9  11.2    3.5  16.7    8.3 
Banged head until caused a bruise     9.0    7.8  10.3    5.9  15.2    6.7 
Punched self until caused bruise     8.1    4.9  11.2    4.7  16.7    3.3 
Carved pictures/designs into skin     6.6    2.0  11.2    2.4  12.1    6.7 
Carved words into skin      6.2    2.9    9.3    1.2  10.6    8.3 
Bit self and broke skin      5.7    2.9    8.4    4.7    9.1    3.3 
Prevented wounds from healing     3.8    ---    7.5    2.4    6.1    3.3 
Other (open-ended question yielded use of candle  

wax, dry ice, erasers, & punching objects)   3.3    2.9    3.7    ---    7.6    3.3 
Rubbed glass on skin       2.8    ---    5.6    ---    7.6    1.7 
Rubbed sandpaper on self      2.4    2.0    2.8    ---    6.1    1.7 
Burned self with cigarette      1.9    1.0    2.8    ---    6.1    ---  
Used bleach, comet, oven cleaner to scrub skin     .9    1.0      .9    ---    3.0    --- 
Broke own bones         .9    2.0    ---    ---    3.0    --- 
Dripped acid on skin            .5    1.0    ---    ---    1.5    --- 
____________________________________________________________________________________________________________ 
 
Note. Items rank-ordered by overall percentages. 



 

Table 10  

Comparison of Research Findings 

_______________________________________________________________________________________________________ 
     
      Lloyd (1997)   Gratz (2001)   Howe-Martin (2007) 
      __________________ __________________ ____________________ 
    
Measure     FASM (Lloyd, 1997)  DSHI (Gratz, 2001)  Truncated DSHI  
 
Population     Community sample  Undergraduates  Community sample 
      N = 368, age 12 to 19  N = 159, age 18 to 64  N = 212, age 13 to 18 
 
Percentage with history of self-mutilation  39%    35%           34.1%           
 
Median # of episodes     8    ---    2 
 
Mean number of types of self-mutilation  4   26% engaged in ≥ 4   3 
 
Most frequently reported forms (3)  Cutting   Cutting   Cutting 
      Self-Hitting   Scratching self   Sticking self w/objects 
      Biting    Sticking self w/objects Scratching self 
_______________________________________________________________________________________________________ 
 
Note. FASM = Functional Assessment of Self-Mutilation (Lloyd, 1997).
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Table 11  

Types of Media and Peer Contacts by Sex and Site 

____________________________________________________________________________________________________________ 
 
             Sex                Site 
         ____________________ ______________________________ 
 
       Overall Male  Female  Academy Rural  Urban 
       N = 211 n = 107 n = 102 n = 85  n = 66  n = 60 
Question      %  %  %  %  %  %  
_______________________________________ _______ ____________________ ______________________________ 
 
Seen someone self-injure in a movie or TV show 85.3  87.1  84.1  80.0  90.8  88.3 
Known people who self-injure   75.4  65.7  84.1  62.4  78.5  91.7  
Known people who talked about self-injury  73.3  61.8  83.2  65.9  76.9  80.0 
Read about self-injury in a book or magazine 67.8  60.8  74.8  75.3  64.6  61.7 
Had close friends who self-injure   44.1  30.4  56.1  31.8  55.4  50.0 
Learned about self-injury on the internet  27.0  23.5  29.9  35.3  24.6  18.3 
____________________________________________________________________________________________________________ 
 
Note. Percentages vary as a function of missing data.

104 



 

Table 12  

Types of Media and Peer Contacts Before and After Initiation of Self-Mutilation, by Sex 

__________________________________________________________________________________________________________ 
 
Overall   Male    Female   

       N = 61 to 65   n = 19 to 21   n = 42 to 44 
       _________________  ________________  ________________ 
 
Question      Pre  Post  Pre  Post  Pre  Post 
___________________________________  _________________  ________________  ________________ 
          
Known people who self-injure   57.1  79.4  55.0  60.0  58.1  88.4  
Known people who talked about self-injury  55.6  79.4  45.0  65.0  60.5  86.0 
Had close friends who self-injure   46.9  54.8  35.0  40.0  52.3  61.9 
Read about self-injury in a book or magazine 39.7  60.7  38.1  26.3  40.5  76.2 
Seen someone self-injure in a movie or TV show 75.4  86.9  81.0  89.5  72.7  85.7 
Learned about self-injury on the internet  15.4  34.4  19.0  21.2  13.6  40.5 
___________________________________________________________________________________________________________ 
 
Note. Sample sizes vary as a function of missing data. 
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Table 13  

Mean Scores for Primary Scales and Subscales by Data Collection Site 

____________________________________________________________________________________________________________ 
 
      Academy  Rural   Urban   Welch’s F 
Primary Scale     M (SD)   M (SD)   M (SD)   (adjusted df)1 
_________________________________ ____________ ___________  ____________ __________________ 
 
APS-SF Factor 1    51.03  (6.84)a  56.66  (10.87)a  52.45  (  7.86)  (2,118.80) =   6.56** 
APS-SF Factor 2     48.08  (5.60)a  55.46  (10.87)a  51.63  (  7.42)  (2,111.75) = 16.00*** 
APS-SF Eating Disturbance (EAT)  50.62  (9.90)  56.25  (14.34)  53.45  (11.49)  (2,120.03) =   3.88 
APS-SF Substance Abuse (SUB)  46.63  (5.23)a, b 56.25  (14.34)a  50.55  (  9.02)b (2,107.41) = 13.46*** 
 Categories of Use (%) 
 None      80.0   56.1   53.3 
 One Substance, Rarely   9.4     4.5   11.7 
 Multiple substances/At times  3.5   16.7   13.3 
 Multiple substances, Frequently   2.4   21.2   15.0 
APS-SF Suicide (SUI)   47.70  (6.70)a  52.52  (13.06)a  48.38  (  7.87)  (2,118.96) =   3.90* 
AFQ-Y (0 to 4)        1.22  (  .56)  .43  (    .76)    1.28  (    .66)  (2,124.48) =   1.88 
WBSI (1 to 5)         3.38  (  .72)    3.60  (    .74)    3.52  (    .58)  (2,133.84) =   1.78 
TAS-20 (1 to 5)        2.49  (  .53)    2.75  (    .59)      2.56  (    .55)  (2,130.21) =   4.04 
____________________________________________________________________________________________________________ 
 
Note. Sample sizes vary as a function of missing data. 
Note. Matching subscript letters indicate Tukey HSD significant at p < .01. 
 
1 Uses Bonferroni corrections for 8 comparisons (original p equivalent in parentheses below) 
 
*p < .006 (p < .05)  
**p < .001 (p < .01)  
***p < .0001  (p < .001) 



 

Table 14  
 
Hypothesis 1: Comparisons of Scale Scores Based on Evidence of Self-Mutilation (Yes or No) 
______________________________________________________________________________
        
   Evidence (n = 71) No Evidence (n = 135)     One-tailed            Cohen’s 
Scale   M (SD)   M (SD)    (df)1        d 
______________________________________________________________________________ 
  
APS-SF Factor 1 58.39 (10.09)  50.44 (  6.68)  5.98*** (103.12)        .93 
APS-SF Factor 1b 59.09 (10.02)  51.22 (  7.60)  5.81*** (112.92)    .88 
APS-SF Factor 2 55.32 (  9.80)  49.28 (  6.33)  4.67*** (  99.86)     .77 
APS-SF Factor 2b 55.86 (  9.98)  49.81 (  7.28)  4.52*** (109.75)    .69 
APS-SF Eating Dist 57.08 (14.03)  51.10 (10.33)  3.12*** (110.92)    .48 
APS-SF Substance2 53.80 (13.68)   47.35 (  5.45)  3.75*** (  99.56)     .62 
APS-SF Suicide3 56.17 (14.58)   46.36 (  5.24)  6.09*** (  88.17)        .89 
 
AFQ-Y    1.43 (    .67)    1.24 (    .65)  2.02       (209)                 --- 
WBSI      3.79 (    .60)    3.33 (    .69)  4.81*** (208)             .71 
TAS-20    2.74 (    .56)    2.51 (    .55)  2.76*     (209)                .41 
 
Peer/Media Contact   4.31 (  1.46)    3.45 (  1.51)  3.95*** (208)                .58 
______________________________________________________________________________ 
 
Note. Adjusted df included when Levene’s test for homogeneity of variances violated. 
 

1 Uses Bonferroni corrections for 11 comparisons (original p equivalent in parentheses below) 
2 Analysis utilized four-point (normalized) continuum. 
3 Comparison statistics utilized normalized (inverse transformed) values. 
 
*p < .005 (p < .05)  
**p < .001 (p < .01)  
***p < .0001  (p < .001) 
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Table 15  

Hypothesis 1: Comparisons of Scale Scores Based on Evidence of Self-Mutilation (Yes or No), by Sex 

____________________________________________________________________________________________________________________ 
       
               Male                 Female 
  _________________________________________________ ___________________________________________________ 

   
Evidence  No Evidence          Evidence No Evidence              

  n ≈ 25   n ≈ 77  One-tailed t       Cohen’s n ≈ 47  n ≈ 60  One-tailed t             Cohen’s 
Scale  M (SD)  M (SD)       (df)1                d M (SD)  M (SD)        (df)1    d            
______________________________________________________________ ___________________________________________________ 
 
APS Factor 1 51.89 (  8.76) 48.53 (5.95)  1.75   (30.17)  --- 61.70 (  9.13) 53.00 (  6.77) 5.45*** (82.55)  1.07 
APS Factor 1b 52.98 (  9.13) 49.24 (7.04)  2.10   (97)        --- 62.21 (  9.04) 53.89 (  7.54) 5.12*** (105)    .99 
APS Factor 2 54.27 (  9.57) 49.35 (6.56)  2.34   (30.42)       --- 55.87 (  9.98) 49.18 (  6.13) 3.99*** (70.65)    .80 
APS Factor 2b 55.04 (  9.87) 49.94 (7.61)  2.65* (97)     .59 56.28 (10.10) 49.68 (  7.00)  3.82*** (78.46)    .74 
APS Eating 45.71 (  6.41) 47.54 (7.82) -1.04   (96)       --- 62.89 (13.31) 55.76 (11.40) 2.97*     (104)    .57 
APS Substance2 51.17 (11.93) 47.38 (5.91)  1.63   (30.64)        --- 55.17 (14.44) 47.19 (  4.77)  3.29**   (71.98)    .74 
APS Suicide3 53.67 (14.13) 46.31 (5.58)  2.15   (25.37)       --- 57.96 (14.63) 46.51 (  4.89) 5.81*** (64.24)  1.04 
 
AFQ-Y  1.10 (   .55)   1.21 (  .62) -  .76   (100)        ---   1.60 (   .66)   1.30 (    .67) 2.31       (105)     --- 
WBSI   3.53 (   .63)   3.25 (  .69) 1.78    (99)        ---   3.92 (   .55)   3.46 (    .62) 4.02*** (105)    .78 
TAS-20  2.49 (   .46)   2.49 (  .53) -  .03  (100)        ---   2.87 (   .57)   2.57 (    .58) 2.71*     (105)    .52 
 
Peer/Media 3.56 ( 1.58)   3.24 (1.57)    .89  (99)        ---   4.70 ( 1.23)   3.67 (  1.40) 4.00*** (105)    .78 
_____________________________________________________________________________________________________________________ 
 
Note. Adjusted df included when Levene’s test for homogeneity of variances violated. 
1 Uses Bonferroni corrections for 11 comparisons (original p equivalent in parentheses below) 
2 Analysis utilized four-point (normalized) continuum. 
3 Comparison statistics utilized normalized (inverse transformed) values. 
*p < .005 (p < .05)  
**p < .001 (p < .01)  
***p < .0001     (p < .001) 
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Table 16  

Hypothesis 1: Comparisons of Scale Scores Based on History of Self-Mutilation, By Site 

             Academy                     
            
                    Evidence      No Evidence     
Scale          n ≈ 20 n ≈ 65            One-tailed t (df) 1 Cohen’s d 2  
____________________________________________________________________________ 
 
APS-SF Factor1 54.20(  6.91) 50.10(6.59)  2.36 (82)  ---   
APS-SF Factor 1b 55.56(  7.92) 50.67(7.56)      2.46 (82)  ---  
APS-SF Factor2    48.48(  4.51)    47.96 (5.90)        .36 (82)  --- 
APS-SF Factor 2b 49.09(  5.54) 48.25 (6.68)        .50 (82)  --- 
APS-SF Eating    51.42(11.36)  50.38 (9.51)        .40 (82)    --- 
APS-SF Substance3     46.05(  3.22)    46.80 (5.69)        .91 (82)  --- 
APS-SF Suicide4 50.21(  7.64)   46.97 (6.28)     1.83 (25.19)      --- 
 
AFQ-Y             1.27(   .51)   1.20(  .57)         .49 (83)  --- 
WBSI              3.70(   .58)   3.27(  .74)       2.38 (83)  --- 
TAS-20            2.46(   .39)       2.50(  .57)         .33 (83)  --- 
   
Peer/Media Contact   3.95(1.36)       3.37(1.47)        1.57 (83)  --- 
____________________________________________________________________________ 
 
       Rural 
   __________________________________________________________ 

     
                Evidence         No Evidence  
Scale   n ≈ 35           n ≈ 31      One-tailed t (df) 1 Cohen’s d 2  
____________________________________________________________________________ 
 
APS-SF Factor 1 60.33 (11.84)   52.23 (  7.65)   3.30**  (58.77)      .80 
APS-SF Factor 1b 60.70 (11.52)  53.30 (  8.51)  2.95*    (61.27)        .72 
APS-SF Factor 2 58.77 (10.58)   51.58 (  7.21)    3.10**  (61)    .78 
APS-SF Factor 2b 59.41 (10.44)   52.72 (  8.51)  2.77      (62)    --- 
APS-SF Eating 59.20 (15.61)   52.69 (11.95)    1.89      (61.66)           --- 
APS-SF Substance3 57.21 (15.91)   47.03 (  4.60)  3.70**  (59.32)       .86 
APS-SF Suicide4 59.66 (17.81)   46.41 (  5.21)  4.43***(48.58) 1.00  
 
AFQ-Y    1.46 (   .79)      1.40 (    .74)    .34     (64)    --- 
WBSI     3.78 (   .65)      3.39 (    .79)  2.15     (63)      --- 
TAS-20    2.85 (   .62)      2.64 (    .54)   1.51     (64)    --- 
 
Peer/Media Contact   4.60 ( 1.56)      3.10 (  1.77)      3.64** (63)       .89 

(table continues) 
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Table 16 (continued). 
Urban 

   __________________________________________________________ 
   

                Evidence         No Evidence 
Scale   n ≈ 17           n ≈ 43      One-tailed t (df) 1 Cohen’s d 2  
____________________________________________________________________________ 
 
APS-SF Factor 1 59.05 (  8.01)    49.71 (  6.00)       4.88*** (56)  1.30 
APS-SF Factor 1b 59.73 (  8.10)    50.65 (  6.93)       4.36*** (58)  1.19 
APS-SF Factor 2 56.04 (  8.89)    49.76 (  5.90)       2.68       (22.27)  --- 
APS-SF Factor 2b 56.13 (  9.32)    50.22 (  6.76)       2.73*     (58)    .72 
APS-SF Eating 59.06 (12.11)     51.12 (10.51)       2.50      (56)   --- 
APS-SF Substance3 55.65 (13.18)     48.44 (  5.56)       1.77      (54)   --- 
APS-SF Suicide4 55.65 (11.00)     45.37 (  2.86)       4.11**  (16.91) 1.26 
 
AFQ-Y  1.55(.52)         1.18(.68)  2.02      (58)    --- 
WBSI   3.92(.55)         3.36(.52)  3.73**  (58)  1.03 
TAS-20  2.83(.49)        2.44(.54)  2.53      (58)   --- 
 
Peer/Media Contact 4.12(1.32)       3.81(1.31)           .81      (58)   --- 
____________________________________________________________________________ 
 
Note. Adjusted df included when Levene’s test for homogeneity of variances violated. 
 
1 Uses Bonferroni corrections for 11 comparisons (original p equivalent in parentheses below) 
2 Cohen’s d calculated only when comparison significant at p < .005. 
3 Analysis utilized four-point (normalized) continuum. 
4 Comparison statistics utilized normalized (inverse transformed) values. 
 
*p < .005 (p < .05)  
**p < .001 (p < .01)  
***p < .0001  (p < .001) 
 
 
 



 

Table 17  

Hypothesis 1b: Comparisons of Scale Scores Based on RSM Status 

___________________________________________________________________________________________________________ 
     
              RSM Status 
     __________________________________________________ 
 
     RSM Status = 1 RSM Status = 2 RSM Status = 4     Partial 
     n = 135  n = 34   n = 33   Welch’s F                eta2 
Scale     M (SD)   M (SD)   M (SD)   (adjusted df)1     (�p

2) 

____________________________ ____________ ___________  ______________ _______________   _____ 
 
APS-SF Factor 1   50.44  (6.68)a  53.03  (7.31)b  63.64  (  9.71)a,b 27.43*** (55.62)     .30   
APS-SF Factor 1b    51.06  (7.61)a  54.05  (8.20)b  64.31  (  9.46)a,b 26.25*** (57.47)        .26  
APS-SF Factor 2    49.28  (6.33)a  50.86  (6.15)b  59.48  (10.42)a,b 14.53*** (55.48)     .23 
APS-SF Factor 2b   49.68  (7.37)a  51.34  (7.47)b  60.90  (10.38)a,b 14.22*** (56.00)     .20 
APS-SF Eating Disturbance (EAT) 51.10  (10.33)a  51.65  (11.78)b 62.94  (13.93)a,b   3.88*** (55.78)        .12 
APS-SF Substance Abuse (SUB) 47.35  (5.45)a  48.21  (4.89)b  57.88  (15.84)a,b   7.45**   (49.85)            .10 
APS-SF Suicide (SUI)  49.36  (5.24)a  49.03  (6.91)b   63.03  (16.76)a,b 23.49*** (51.23)            .37 
AFQ-Y         1.24  (  .65)    1.25  (  .53)    1.60  (    .76)    3.27       (62.95)            --- 
WBSI          3.33  (  .69)a    3.55  (  .55)    3.97  (    .60)a  14.91*** (66.32)            .11 
TAS-20        2.51  (  .55)a    2.47  (  .40)b       2.99  (    .60) a,b 10.11*** (66.32)            .10 
Peer/Media Contact Score    3.45  (1.51)a, b   3.59  (1.58)a, c   5.06  (    .85)b, c 35.87*** (71.97)            .14 
____________________________________________________________________________________________________________ 
 
Note. Sample sizes vary as a function of missing data. Matching subscript letters indicate Tukey HSD significant at p < .01. 
1 Uses Bonferroni corrections for 11 comparisons (original p equivalent in parentheses below) 
 
*p < .005 (p < .05)  
**p < .001 (p < .01)  
***p < .0001  (p < .001) 
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Table 18  

Hypothesis 2: Correlations (Pearson's r) between Frequency of Self-Mutilation and Scales, By Sex and Site 

_________________________________________________________________________________________________________ 
 
                         Sex          Site 
       ______________________  _________________________________ 
 
    Overall  Male  Female   Academy Rural  Urban  
Scale    N = 202-210  n = 97-102 n = 102-107  n = 81-85 n = 63-65 n = 56-60 
___________________________________  _______________________  _________________________________ 
 
APS-SF Factor 1   .52**    .32**   .53**    .31**  .52**   .61** 
APS-SF Factor 1b   .48**    .29**   .50**    .31**  .47**   .58** 
APS-SF Factor 2   .42**    .37**   .45**    .10  .45**   .52** 
APS-SF Factor 2b   .38**    .33**   .41**    .12  .37**   .47** 
APS-SF Eating Disturbance  .28**   -.01   .25**    .02  .35**   .34** 
APS-SF Substance Abuse  .30**    .27**   .29**   -.14  .41**   .30* 
APS-SF Suicide   .57**    .43**   .60**    .34**  .63**   .64** 
 
AFQ-Y    .17**    .03   .18*    .09  .12   .26* 
WBSI      .38**    .26**   .41**    .26**  .36**   .56** 
TAS-20    .29**    .05   .36**    .03  .39**   .35** 
 
Peer/Media Contact   .31**    .05   .44**    .15  .46**   .23* 
Before First Time 1  -.14   -.26  -.10   -.57**  .02  -.01  
After First Time 1   .50**    .53**   .44**    .42*  .56**   .46* 
_________________________________________________________________________________________________________ 
Note: Italicized scales indicate consistently positive correlations across subgroups.1 Only includes individuals who reported evidence of self-mutilation. 
*p < .05 
**p < .01 
***p < .001 
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Table 19  

Hypothesis 2: Correlations (Pearson's r) between Sum of Self-Mutilation (Range 1-17) and Scales 

__________________________________________________________________________________________________________ 
 
              Sex          Site 
       _______________________  __________________________________ 
 
    Overall  Male  Female   Academy Rural  Urban  
Scale    N = 202-210  n = 97-102 n = 102-107  n = 81-85 n = 63-65 n = 56-60 
___________________________________  _______________________  __________________________________ 
 
APS-SF Factor 1   .59**    .46**   .62**    .38**  .62**   .57** 
APS-SF Factor 1b   .54**    .41**   .55**    .36**  .56**   .54** 
APS-SF Factor 2   .56**    .50**   .59**    .15  .59**   .53** 
APS-SF Factor 2b   .49**    .41**   .54**    .18  .50**   .45** 
APS-SF Eating Disturbance  .35**   -.01   .39**    .15  .36**   .38** 
APS-SF Substance Abuse  .41**    .43**   .38**   -.11  .48**   .37** 
APS-SF Suicide   .64**    .60**   .64**    .36**  .74**   .51** 
   
AFQ-Y    .21**   -.02   .29**    .14  .18   .24* 
WBSI      .34**    .19*   .39**    .25*  .32**   .50** 
TAS-20    .36**    .13   .46**    .08  .48**   .32** 
 
Peer/Media Contact   .32**    .13   .41**    .23*  .38**   .26* 
Before First Time1  -.02    .07  -.07   -.17  .02  -.04 
After First Time1   .33**    .39*   .28*    .40*  .18   .66** 
__________________________________________________________________________________________________________ 
Note: Italicized scales indicate consistently positive correlations across subgroups. 
1 Only includes participants who reported evidence of self-mutilation. 
*p < .05 
**p < .01 
***p < .001 
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Table 20  

Hypothesis 2: Correlations (Pearson's r) between RSM Status Score (Range 1-4) and Scales, By Sex and Site 

_________________________________________________________________________________________________________ 
 
             Sex            Site 
       ______________________  _________________________________ 
    
    Overall  Male  Female   Academy Rural  Urban  
Scale    N = 202-210  n = 97-102 n = 102-107  n = 81-85 n = 63-65 n = 56-60 
___________________________________  _______________________  _________________________________ 
 
APS-SF Factor 1   .54**    .37**   .53**    .34**  .55**   .57** 
APS-SF Factor 1b   .50**    .33**   .49**    .33**  .49**   .53** 
APS-SF Factor 2   .46**    .43**   .47**    .10  .46**   .49** 
APS-SF Factor 2b   .41**    .39**   .44**    .12  .39**   .43** 
APS-SF Eating Disturbance  .34**   -.03   .31**    .13  .37**   .34** 
APS-SF Substance Abuse  .32**    .33**   .30**   -.11  .41**   .24* 
APS-SF Suicide   .58**    .49**   .59**     .32**  .65**   .57** 
 
AFQ-Y    .20**    .00   .22*    .08  .17   .25* 
WBSI      .36**    .24**   .37**    .24*  .34**   .52** 
TAS-20    .30**    .04   .36**    .04  .33**   .40** 
   
Peer/Media Contact   .37**    .15   .45**    .21*  .54**   .22* 
Before First Time1  -.14    .00  -.23   -.49*  .01  -.12 
After First Time1   .49**    .43*   .44**    .54**  .47**   .48* 
_________________________________________________________________________________________________________ 
 

Note: Italicized scales indicate consistently positive correlations across subgroups. 1 Only includes individuals who reported evidence of self-mutilation. 
 
*p < .05 
**p < .01 
***p < .001 



 

Table 21  
 
Hypothesis 3: Hierarchical Multiple Regression Results; Dependent Variable - Severity of Self-
Mutilation (RSM Status Score) (n=64) 
______________________________________________________________________________ 
 
     Zero-order  Step 1  Step 2  Step 3  
     correlations (r)    β     β     β 
     ________________________________________________ 
 
APS-SF Factor 1               .49***  .49***   .53***  .53*** 
 
Before First Time             -.10    -.20  -.25 
  
(APS-SF Factor 1)  (Before First Time) 

Interaction              .02       .10 
  
R2        .24   .28   .29 
 
Adjusted R2        .23   .26   .25 
  
R2 change       .24***   .04   .01 
 
F(1, 63)           20.19***              
 
F(2, 62 )         12.19***          
 
F(3, 61)                    8.26*** 
______________________________________________________________________________ 
 
Note. Standardized beta (β) coefficients reported. 
 
*p < .05 
**p < .01 
***p < .001 
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Table 22  
 
Hypothesis 3: Hierarchical Multiple Regression Results; Dependent Variable - Severity of Self-
Mutilation (RSM Status Score) (n=65) 
______________________________________________________________________________ 
 
     Zero-order  Step 1  Step 2  Step 3  
     correlations (r)    β     β     β  
     ________________________________________________ 
 
APS-SF Factor 1b               .45***  .45***   .48***  .48*** 
 
Before First Time              -.14    -.21  -.24 
  
(APS-SF Factor 1b)  (Before First Time)   

Interaction              -.05       .04 
  
  
R2        .20   .25   .25 
 
Adjusted R2        .19   .22   .21 
  
R2 change       .20***   .04   .00 
 
F(1, 64 )           16.26***              
  
F(2, 63)         10.29***          
 
F(3, 62)                    6.79*** 
______________________________________________________________________________ 
 
Note. Standardized beta (β) coefficients reported. 
 
*p < .05 
**p < .01 
***p < .001 
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Table 23  
 
Hypothesis 3: Hierarchical Mulitple Regression Results; Dependent Variable - Severity of Self-
Mutilation (RSM Status Score) (n=64) 
______________________________________________________________________________ 
 
     Zero-order   Step 1  Step 2  Step 3  
     correlations (r)    β     β     β    
     ________________________________________________ 
 
APS-SF Suicide           .46***  .46***   .49***  .48*** 
 
Before First Time           -.10    -.19  -.26 
  
(APS-SF Suicide)  (Before First Time) 

Interaction           .10       .16 
  
R2        .21   .25   .27 
 
Adjusted R2        .20    .22   .23 
  
R2 change       .21***   .03   .02 
 
F(1, 63)           17.14***              
 
F(2, 62 )         10.18***          
 
F(3, 61)                    7.36*** 
______________________________________________________________________________ 
 
Note. Standardized beta (β) coefficients reported. 
 
*p < .05 
**p < .01 
***p < .001
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Table 24  
 
Hypothesis 3: Hierarchical Multiple Regression Results; Dependent Variable - Severity of Self-
Mutilation (RSM Status Score) (n=66) 
______________________________________________________________________________ 
 
     Zero-order  Step 1  Step 2  Step 3  
     correlations (r)    β     β     β    
     ________________________________________________ 
 
WBSI Mean           .31**  .49***   .53***  .53*** 
 
Before First Time         -.14    -.20  -.25 
  
(WBSI Mean)  (Before First Time) 
 Interaction         -.03       .10 
  
R2        .09   .17    .18 
 
Adjusted R2        .09   .15   .14 
  
R2 change       .09*   .08*   .00 
 
F(1, 65)           6.65*              
 
F(2, 64 )         6.72**          
 
F(3, 63)                    4.45** 
______________________________________________________________________________ 
 
Note. Standardized beta (β) coefficients reported. 
 
*p < .05 
**p < .01 
***p < .001 
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Table 25  
 
Hypothesis 4a: T-test Comparisons of Experiential Avoidance Scales Based on Behavioral Evidence of Experiential Avoidance 
_________________________________________________________________________________________________________________________________ 
 
                          AFQ-Y                              WBSI                    TAS-20 
        _________________________________________        _______________________________________    __________________________________ 
  
   EA No EA t Cohen’s EA   No EA             t  Cohen’s     EA          No EA  t Cohen’s 
  M (SD)          M (SD)                                 d M (SD) M (SD)                        d     M (SD)       M (SD)       d   
         ________________________________________       _______________________________________    __________________________________  
 
Overall  n = 80 n = 131 n = 80 n = 130             n = 80        n = 131    
   1.60 (.70) 1.12 (.56) 5.41***         .75   3.81 (.62)   3.28 (.66)       5.81***      .82         2.83(.58)    2.44 (.50)     5.13***      .72 
 
Sex 
   
    Male  n = 20 n = 82 n = 20 n = 81             n = 20         n = 82  
   1.40 (.70) 1.13 (.57) 1.85                --- 3.45 (.79)   3.29 (.65)         .95       ---     2.52 (.51)    2.49 (.51)       .23       --- 
     
    Female n = 60 n = 47 n = 60 n = 47             n = 60           n = 47  
   1.66 (.70) 1.15 (.54) 4.20***          .81 3.94 (.50)     3.32 (.61)       5.77***    1.10     2.94 (.57)    2.40 (.46)    5.24***      1.04 
 
 
Site 
 
   Academy n = 22 n = 63 n = 22 n = 63             n = 22            n = 63  
   1.36 (.61) 1.17 (.53) 1.37                --- 3.67 (.64)     3.27 (.73)       2.31*      .58     2.61 (.55)     2.45 (.52)    1.23       --- 
   
   Rural  n = 34 n = 32 n = 34 n = 31             n = 34            n = 32  
   1.69 (.74) 1.16 (.71) 2.95**            .72 3.84 (.67)     3.32 (.73)       3.05**      .73     3.01 (.61)     2.48 (.44)    4.02***      .98 
    
   Urban  n = 24 n = 36 n = 24 n = 36             n = 24            n = 36  
   1.69 (.69) 1.01 (.47) 4.24***        1.14 3.90 (.53)     3.27 (.47)       4.86***    1.26     2.78 (.51)     2.40 (.53)    2.79*          .72 
_________________________________________________________________________________________________________________________________ 
 

Note. AFQ-Y = Avoidance and Fusion Questionnaire for Youth, WBSI = White Bear Suppression Inventory, TAS-20 = Toronto Alexithymia Scale – 20 item 
Uses Bonferroni corrections for 6 comparisons (original p equivalent in parentheses) 
*p < .008 (p < .05); **p < .002 (p < .01); ***p < .0002 (p < .001)
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Table 26  

Hypothesis 4b: ANOVA Comparisons of Experiential Avoidance Scales Based on Behavioral Evidence of Experiential Avoidance 

_________________________________________________________________________________________________________________________________ 
 

        AFQ-Y                 WBSI                                 TAS-20    
           ______________________________________ __________________________________________  ______________________________________ 
 
  Partial                             Partial                     Partial 
 1 2  3 F (df2)   (�p

2)  1 2 3 F (df2)                (�p
2) 1 2 3 F (df2)       (�p

2) 
 ______________________________________   __________________________________________ _____________________________________ 
 
Overall 1.12a,b 1.54a 1.67b 15.02*** (208)   .13 3.28a,b 3.64a  4.04b 21.51*** (207)    .17 2.44a 2.66b 3.04a,b 19.00*** (208)   .16  
 
 
Sex 
 
  Males 1.13  1.43  1.32    1.76      (  99)   --- 3.29    3.30    3.88      1.83       (  98)    --- 2.49    2.39    2.89      1.84       (  99)   --- 

 
  Females 1.15a,b 1.60a 1.73b   9.10*** (104)  .15 3.32a,b 3.80a 4.07b 18.83*** (104)     .27 2.34a,b 2.80a 3.07b 16.19*** (104)   .24 
 
 
Site 
 
  Academy 1.17 1.35 1.36     .92      ( 82)   --- 3.27 3.66 3.70 2.63         (  82)    --- 2.45 2.55 2.80      1.17      (  82)   --- 

 
  Rural  1.16a 1.54 1.82a  4.99       ( 63)   --- 3.32a 3.54b 4.11a,b 8.11**     (  62)     .21 2.48a 2.80 3.19a 11.09*** (  63)  .26 
 
  Urban 1.01a,b 1.82a 1.57b 11.07*** ( 57)  .28 3.27a,b 3.72a 4.08b 13.87*** (  57)     .33 2.40a 2.65 2.93a  4.80       (  57)   --- 
_________________________________________________________________________________________________________________________________ 
 
Note. Means with the same subscript differ by p < .01 using a Tukey HSD range test. AFQ-Y = Avoidance and Fusion Questionnaire for Youth, WBSI = White 
Bear Suppression Inventory, TAS-20 = Toronto Alexithymia Scale – 20 item 
1 = Group 1 (No evidence of Experiential Avoidance) 
2 = Group 2 (Evidence of 1 form of Experiential Avoidance) 
3 = Group 3 (Evidence of more than 1 form of Experiential Avoidance) 
Uses Bonferroni corrections for 6 comparisons (original p equivalent in parentheses) 
*p < .008 (p < .05); **p < .002 (p < .01); ***p < .0002 (p < .001)
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Table 27  
 
Hypothesis 4b: Hierarchical Multiple Regression Results; Dependent Variable - Sum of 
Experiential Avoidance Behaviors (N=209) 
______________________________________________________________________________ 
 
     Zero-order  Step 1  Step 2  Step 3  
     correlations (r)    β     β     β 
     ________________________________________________ 
 
AFQ-Y     .38  .38***  .18*  .11 
 
WBSI      .44    .33***  .23**  
 
TAS-20     .43      .24** 
 
R2        .38  .46  .50  
 
Adjusted R2        .14  .20  .24 
 
R2 change         .07***   .04** 
 
F(1, 208)             34.17***        
 
F(2, 207)               27.74***            
 
F (3, 206)                  22.49*** 
______________________________________________________________________________ 
 
Note. Standardized beta (β) coefficients reported. 
Note. AFQ-Y = Avoidance and Fusion Questionnaire for Youth, WBSI = White Bear 
Suppression Inventory, TAS-20 = Toronto Alexithymia Scale – 20 item 
 
*p < .05 
**p < .01 
***p < .001 
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Table 28  

Hypothesis 4b: Hierarchical Multiple Regression Results, By Sex; Dependent Variable - Sum of Experiential Avoidance Behaviors 

____________________________________________________________________________________________________________ 
 
                  Males              Females 
  ____________________________________________ _____________________________________________ 
 

Zero-order Step 1  Step 2  Step 3  Zero-order Step 1  Step 2  Step 3   
  correlations (r)   β     β     β  correlations (r)   β     β     β 
  ____________________________________________ _____________________________________________ 
  
AFQ-Y .15  .15  .08  .08  .42  .42***  .18  .10 
 
WBSI  .17    .13  .12  .53    .43***  .28**  
  
TAS-20 .11      .01  .54      .31** 
 
R2    .15  .19  .19    .42  .55  .60 
 
Adjusted R2    .01  .02  .00    .17  .29  .35 
  
R2 change     .01  .00      .13***  .06** 
 
F            2.38  1.74  1.15             22.98***          23.02***        19.74*** 
 
df           (1, 100)  (2, 99)  (3, 98)           (1, 105)          (1, 104)         (1, 103) 
____________________________________________________________________________________________________________ 
 
Note. Standardized beta (β) coefficients reported. AFQ-Y = Avoidance and Fusion Questionnaire for Youth, WBSI = White Bear Suppression Inventory, TAS-20 
= Toronto Alexithymia Scale – 20 item 
*p < .05; **p < .01; ***p < .001 
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Table 29  

Hypothesis 4b: Hierarchical Multiple Regression Results By Site; Dependent Variable - Sum of Experiential Avoidance Behaviors 

__________________________________________________________________________________________________________________________ 
 
               Academy           Rural             Urban 
  _________________________________       ___________________________________  _________________________________ 
 
  Zero-order Step 1 Step 2 Step 3       Zero-order     Step 1    Step 2     Step 3 Zero-order  Step 1 Step 2 Step 3  
  correlations (r)      β    β    β       correlations (r)     β          β          β  correlations (r)       β    β    β 
  _________________________________       ___________________________________      _________________________________ 
 
AFQ-Y       .14       .14 .01 .00      .42     .42***      .21         .08  .42  .42*** .05 .02 
 
WBSI       .23   .23 .21      .49           .37**       .13  .59   .56*** .53*** 
  
TAS-20       .16    .06      .16           .43** .37    .10  
 
 
R2    .02 .05 .06      .17        .27        .35    .18 .35 .36 
 
Adjusted R2    .01 .03 .02      .16            .24        .32  .16   .33 .32 
  
R2 change    .04 .00                       .09**     .08**    .17*** .01 
 
 
F              1.65       2.34       1.62              13.07***   11.18***  10.79***         12.55***  15.42*** 10.42*** 
 
df            (1, 83)    (2, 82)   (3, 81)                      (1, 63)       (2, 62)     (3, 61)          (1, 58)    (2, 57)     (3, 56) 
___________________________________________________________________________________________________________________________ 
 
Note. Standardized beta (β) coefficients reported. AFQ-Y = Avoidance and Fusion Questionnaire for Youth, WBSI = White Bear Suppression Inventory, 
TAS-20 = Toronto Alexithymia Scale – 20 item 
 
*p < .05 
**p < .01 
***p < .001 
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Table 30  

Post-Hoc Analysis: Stepwise HMR Results; Dependent Variable - RSM Status (N=195) 

______________________________________________________________________________ 
 
    Zero-order Step 1  Step 2  Step 3  Step 4 
    correlations (r)   β     β     β     β 
    ______________________________________________________ 
 
APS-SF Suicide  .57***  .60***  .54***  .50***  .49*** 
 
Peer/Media Contact  .37***    .21***  .19**  .16** 
 
APS-SF Substance Abuse .32***      .14*  .14* 
 
Biological Sex   .29***        .12* 
 
R2      .35  .40  .41  .43 
 
Adjusted R2     .35  .39  .40  .42  
 
R2 change     .35***  .04***  .02*  .01* 
  
F      106.16*** 62.98*** 45.12***      35.52*** 
 
df      (1, 194) (2, 193) (3, 192)         (4, 191) 
______________________________________________________________________________ 
 
Note. Standardized beta (β) coefficients reported. 
 
*p < .05 
**p < .01 
***p < .001 
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Table 31  
 
Post-Hoc Analysis: Stepwise HMR Results for Male Participants; Dependent Variable - RSM 
Status (n=94) 
______________________________________________________________________________ 
 
    Zero-order Step 1  Step 2  Step 3   
    correlations (r)   β     β     β      
    __________________________________________ 
 
APS-SF Suicide    .49*** .50***    .51***  .44***  
 
Grade in School  -.17*    -.20***           -.20**   
 
APS-SF Substance Abuse   .33***      .20*   
 
R2      .25   .29   .32   
 
Adjusted R2     .24   .27   .30   
 
R2 change     .25***   .04*   .03*   
  
F            30.36***          18.43***         14.23*** 
 
df      (1, 93)  (2, 92)  (3, 91)      
______________________________________________________________________________ 
 
Note. Standardized beta (β) coefficients reported. 
 
*p < .05 
**p < .01 
***p < .001 
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Table 32  
 
Post-Hoc Analysis: Stepwise HMR Results for Female Participants; Dependent Variable - RSM 
Status (n=101) 
______________________________________________________________________________ 
 
    Zero-order Step 1  Step 2   
    correlations (r)   β     β           
    _______________________________ 
 
APS-SF Suicide    .59*** .50***    .51***   
 
Peer/Media Contact    .45***   -.20***              
 
R2      .38   .45    
 
Adjusted R2     .38   .44  
 
R2 change     .38***   .07*** 
  
F             62.14***          40.71*** 
 
df              (1, 100)          (2, 99)      
______________________________________________________________________________ 
 
Note. Standardized beta (β) coefficients reported. 
 
*p < .05 
**p < .01 
***p < .001 
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Table 33  
 
Post-Hoc Analysis: Stepwise HMR Results for Academy Participants; Dependent Variable - 
RSM Status (n=83) 
______________________________________________________________________________ 
 
    Zero-order Step 1  Step 2   
    correlations (r)   β     β           
    _______________________________ 
 
APS-SF Suicide  .32**  .32**  .30**  
 
Biological Sex   .22*       .23* 
 
R2      .11  .16     
 
Adjusted R2     .09  .14    
 
R2 change     .11**   .05* 
  
F       9.58**  7.48***        
 
df              (1, 82)  (2, 81) 
______________________________________________________________________________ 
 
Note. Standardized beta (β) coefficients reported. 
 
*p < .05 
**p < .01 
***p < .001 
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Table 34  
 
Post-Hoc Analysis: Stepwise HMR Results for Rural Participants; Dependent Variable - RSM 
Status (n=59) 
______________________________________________________________________________ 
 
    Zero-order Step 1  Step 2  Step 3  Step 4  
    correlations (r)   β     β     β       β    
    ______________________________________________________ 
 
APS-SF Suicide  .65**  .63***  .50***  .41***  .55***  
 
Peer/Media Contact  .54**    .33**  .35***  .38*** 
 
APS-SF Substance Abuse .41**      .20*  .20* 
 
TAS-20   .33**                  -.24* 
 
R2      .40  .49  .53  .56  
 
Adjusted R2     .39  .48  .50  .53 
 
R2 change     .40***  .09**  .03*  .03* 
  
F             38.61***         27.69***         20.81***         14.24*** 
 
df              (1, 58)  (2, 57)  (3, 56)  (4, 55) 
______________________________________________________________________________ 
 
Note. Standardized beta (β) coefficients reported. 
Note. TAS-20 = Toronto Alexithymia Scale – 20 item version 
 
*p < .05 
**p < .01 
***p < .001 
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Table 35  
 
Post-Hoc Analysis: Stepwise HMR Results for Urban Participants; Dependent Variable - RSM 
Status (n=55) 
______________________________________________________________________________ 
 
    Zero-order Step 1  Step 2   
    correlations (r)   β     β           
    _______________________________ 
 
APS-SF Suicide  .57**  .62***   .45***  
 
WBSI     .52*        .37*** 
 
R2      .39   .50     
 
Adjusted R2     .38   .48    
 
R2 change     .39***   .11*** 
  
F             22.37***           26.23***        
 
df              (1, 54)  (2, 53) 
______________________________________________________________________________ 
 
Note. Standardized beta (β) coefficients reported. 
Note. WBSI = White Bear Suppression Inventory 
 
*p < .05 
**p < .01 
***p < .001 
 
 

129 



 

REFERENCES 

Aiken, L. S., & West, S. G. (1991). Multiple regression: Testing and interpretation. Thousand 
Oaks, CA: Sage Publications. 

American Psychiatric Association. (2000). Diagnostic and statistical manual of mental disorders 
(4th ed., text revision). Washington, DC: Author. 

Andover, M. S., Pepper, C. M., Ryabchenko, K. A., Orrico, E. G., & Gibb, B. E. (2005). Self-
mutilation and symptoms of depression, anxiety, and borderline personality disorder. 
Suicide and Life-Threatening Behavior, 35(5), 581-591. 

Bagby, M. R., Parker, J. D., & Taylor, G. J. (1994a). The twenty-item Toronto Alexithymia 
Scale: I. Item selection and cross validation of the factor structure. Journal of 
Psychosomatic Research, 38(1), 23-32. 

Bagby, M. R., Parker, J. D., & Taylor, G. J. (1994b). The twenty-item Toronto Alexithymia 
Scale: II. Convergent, discriminant, and concurrent validity. Journal of Psychosomatic 
Research, 38(1), 33-40. 

Baron, R. M., & Kenny, D. A. (1986). The moderator-mediator variable distinction in social 
psychological research: Conceptual, strategic, and statistical considerations. Journal of 
Personality and Social Psychology, 51(6), 1173-1182. 

Berenbaum, H. (1996). Childhood abuse, alexithymia, and personality disorder. Journal of 
Psychosomatic Research, 41(6), 585-595. 

Bijttebier, P., & Vertommen, H. (1999). Coping strategies in relation to personality disorders. 
Personality and Individual Differences, 26, 847-856. 

Blackledge, J. T., & Hayes, S. C. (2001). Emotion regulation in acceptance and commitment 
therapy. Psychotherapy in Practice, 57(2), 243-255. 

Bollen, K. A. (1989). Structural equations with latent variables. Hoboken, NJ: John Wiley & 
Sons. 

Briere, J., & Gil, E. (1998). Self-mutilation in clinical and general population samples: 
Prevalence, correlates, and functions. American Journal of Orthopsychiatry, 68(4), 609-
620. 

Browne, A., & Finkelhor, D. (1986). Impact of child sexual abuse: A review of the research. 
Psychological Bulletin, 99(1), 66-77. 

Carroll, J., Shaffer, C., Spensley, J., & Abramowitz, S. I. (1980). Family experiences of self-
mutilating patients. Clinical and Research Reports, 137(7), 852-853. 

Chapman, A. L., Gratz, K. L., & Brown, M. Z. (2006). Solving the puzzle of deliberate self-
harm: The experiential avoidance model. Behaviour Research and Therapy, 44, 371-394. 

130 



 

Chapman, A. L., Specht, M. W., & Cellucci, T. (2005). Borderline personality disorder and 
deliberate self-harm: Does experiential avoidance play a role? Suicide and Life-
Threatening Behavior, 35(4), 388-399. 

Claes, L., Vandereycken, W., & Vertommen, H. (2005). Self-care versus self-harm: Piercing, 
tattooing, and self-injuring in eating disorders. European Eating Disorders Review, 13, 
11-18. 

Cleland, C., Magura, S., Foote, J., Rosenblum, A., & Kosanke, N. (2005). Psychometric 
properties of the Toronto Alexithymia Scale (TAS-20) for substance users. Journal of 
Psychosomatic Research, 58, 299-306. 

Cohen, J. (1992). A power primer. Psychological Bulletin, 112(1), 155-159. 

Cohen, J., Cohen, L. S, West, P., & Aiken, S. G. (2002). Applied multiple regression/correlation 
analysis for the behavioral sciences. Mahwah, New Jersey: Lawrence Erlbaum. 

Connell-Carrick, K. (2003). A critical review of the empirical literature: Identifying correlates of 
child neglect. Child and Adolescent Social Work, 20(5), 389-425. 

Cyr, M., McDuff, P., Wright, J., Theriault, C., & Cinq-Mars, C. (2005). Clinical correlates and 
repetition of self-harming behaviors among female adolescent victims of sexual abuse. 
Journal of Child Sexual Abuse, 14(2), 49-67. 

Darche, M. A. (1990). Psychological factors differentiating self-mutilation and non-self-
mutilation adolescent inpatient females. Psychiatric Hospital, 21(1), 31-35. 

Davis, C., & Claridge, G. (1998). The eating disorders as addiction: A psychobiological 
perspective. Addictive Behaviors, 23(4), 463-475. 

Davis, C., & Karvinen, K. (2002). Personality characteristics and intention to self-harm: A study 
of eating disordered patients. Eating Disorders, 10, 245-255. 

DiClemente, R. J., & Ponton, L. E. (1993). HIV-related risk behaviors among psychiatrically 
hospitalized adolescents and school-based adolescents. American Journal of Psychiatry, 
150(2), 324-325. 

Doctors, S. (1981). The symptom of delicate self-cutting in adolescent females: A developmental 
view. Adolescent Psychiatry, 9, 443-460. 

Dulit, R. A., Fyer, M. R., Leon, A. C., Brodsky, B. S., & Frances, A. J. (1994). Clinical 
correlates of self-mutilation in borderline personality disorder. American Journal of 
Psychiatry, 151(9), 1305-1311. 

Ellis, R. A., Gormley, M., Ellis, G. D., & Sowers, K. M. (2002). Harm by her own hand: A study 
of internalized violence among female juveniles. Journal of Human Behavior in the 
Social Environment, 6(3), 75-90. 

131 



 

Faberow, N. L. (Ed.). (1980). The many faces of suicide: Indirect and self-destructive behavior. 
New York: McGraw-Hill. 

Favaro, A., & Santonastosa, P. (1999). Different types of self-injurious behavior in bulimia 
nervosa. Comprehensive Psychiatry, 40(1), 57-60. 

Favaro, A., & Santonastosa, P. (2000). Self-injurious behavior in anorexia nervosa. Journal of 
Nervous and Mental Disease, 188(8), 537-542. 

Favazza, A. R. (1996). Bodies under siege: Self-mutilation and body modification in culture and 
psychiatry (2nd ed.). Baltimore: Johns Hopkins University Press. 

Favazza, A. R., & Conterio, K. (1988). The plight of the chronic self-mutilators. Community 
Mental Health Journal, 24(1), 22-30. 

Favazza, A. R., DeRosear, L., & Conterio, K. (1989). Self-mutilation and eating disorders. 
Suicide and Life-Threatening Behaviors, 19(4), 352-361. 

Feldman, M. D. (1988). The challenge of self-mutilation: A review. Comprehensive Psychiatry, 
29(3), 252-269. 

Fliege, H., Kocalevant, R., Walter, O. B. (2006). Three assessment tools for deliberate self-harm 
and suicide behavior: Evaluation and psychopathological correlates. Journal of 
Psychosomatic Research, 61(1), 113-121. 

Gardner, A. R., & Gardner, A. J. (1975). Self-mutilation, obsessionality and narcissism. British 
Journal of Psychiatry, 127, 127-132. 

Ghaziuddin, M., Tsai, L., Naylor, M., & Ghaziuddin, N. (1992). Mood disorder in a group of 
self-cutting adolescents. Acta Paedopsychiatrica, 55, 103-105. 

Graff, H., & Mallin, R. (1967). The syndrome of the wrist cutter. American Journal of 
Psychiatry, 124(1), 36-42. 

Gratz, K. L. (2001). Measurement of deliberate self-harm: Preliminary data on the Deliberate 
Self-Harm Inventory. Journal of Psychopathology and Behavioral Assessment, 23(4), 
253-263. 

Gratz, K. L., Conrad, S., & Roemer, L. (2002). Risk factors for deliberate self-harm among 
college students. American Journal of Orthopsychiatry, 72(1), 128-140. 

Greco, L. A., Murrell, A. R., & Coyne, L. W. (2005). The Revised Avoidance & Fusion 
Questionnaire for Youth. Available from the first author at the Division of Adolescent 
Medicine and Behavioral Science, Vanderbilt University Medical Center, Nashville, TN. 

132 



 

Greco, L. A., Ball, S. M., Dew, S. E., Lambert, W., & Baer, R. A. (in review). Psychological 
inflexibility in childhood and adolescence: Development and evaluation of the Avoidance 
and Fusion Questionnaire for Youth. 

Grilo, C. M., Walker, M. L., Becker, D. F., Edell, W. S., & McGlashan, T. H. (1997). Personality 
disorder in adolescents with major depression, substance use disorders, and coexisting 
major depression and substance use disorders. Journal of Consulting and Clinical 
Psychology, 65(2), 328-332. 

Gross, J. J., & Levenson, R. W. (1997). Hiding feelings: The acute effects of inhibiting negative 
and positive emotion. Journal of Abnormal Psychology, 106, 95-103. 

Grunebaum, H. U., & Klerman, G. L. (1967). Wrist slashing. American Journal of Psychiatry, 
124(4), 113-120. 

Haines, J., & Williams, C. L. (1997). Coping and problem solving of self-mutilators. Journal of 
Clinical Psychology, 5(2), 177-186. 

Haines, J., Williams, C. L., Brain, K. L., & Wilson, G. V. (1995). The psychophysiology of self-
mutilation. Journal of Abnormal Psychology, 104(3), 471-489. 

Hawton, K., Harriss, L., Hall, S., Simkin, S., Bale, E., & Bond, A. (2003). Deliberate self-harm 
in Oxford, 1990-2000: A time of change in patient characteristics. Psychological 
Medicine, 33, 987-955. 

Hawton, K., Rodham, K., Evans, E., & Weatherall, R. (2002). Deliberate self harm in 
adolescents: Self report survey in schools in England. British Medical Journal, 325, 
1207-1211. 

Hawton, K., & Williams, K. (2002). Influences of the media on suicide. British Medical Journal, 
325, 1374-1375. 

Hayes, S. C., Wilson, K. G., Gifford, E. V., Follette, V. M., & Strosahl, K. (1996). Experiential 
avoidance and behavioral disorders: A functional dimensional approach to diagnosis and 
treatment. Journal of Consulting and Clinical Psychology, 64(6), 1152-1168. 

Heffner, M., Sperry, J., Eifert, G. H., & Detweiler, M. (2002). Acceptance and commitment 
therapy in the treatment of an adolescent female with anorexia nervosa: A case example. 
Cognitive and Behavioral Practice, 9(3), 232-236. 

Herpertz, S. (1995). Self-injurious behaviour: Psychopathological and nosological characteristics 
in subtypes of self-injurers. Acta Psychiatrica Scandinavica, 91, 57-68. 

Himber (1994). Blood rituals: Self-cutting in female psychiatric inpatients. Psychotherapy: 
Theory, Research, Practice, Training, 31(4), 620-631. 

Katz, J. L. (1992). Eating disorders and substance abuse disorders. American Psychiatric Press 
Review of Psychiatry, 11, 436-452. 

133 



 

Keppel, G. (1991). Design and analysis: A researcher’s handbook (3rd ed.). Englewood Cliffs, 
NJ: Prentice-Hall. 

Krause, E.D., Mendelson, T., & Lynch, T. R. (2003). Childhood emotional invalidation and adult 
psychological distress: The mediating role of emotional inhibition. Child Abuse and 
Neglect, 27(2), 199-213. 

Kwawer, J. S. (1980). Some interpersonal aspects of self-mutilation in a borderline patient. 
Journal of the American Academy of Psychoanalysis, 8(2), 203-216. 

Langbehn, D. R., & Pfohl, B. (1993). Clinical correlates of self-mutilation among psychiatric 
patients. Journal of Personality Disorders, 13(1), 75-89. 

Laye-Gindhu, A., & Schonert-Reichle, K. A. (2005). Nonsuicidal self-harm among community 
adolescents: Understanding the “whats” and “whys” of self-harm. Journal of Youth and 
Adolescence, 34(5), 447-457. 

Leibenluft, E., Gardner, D. L., & Cowdry, R. W. (1987). The inner experience of the borderline 
self-mutilator. Journal of Personality Disorders, 1(4), 317-324. 

Levenkron, S. (1998). Cutting: Understanding and overcoming self-mutilation. New York: W. 
W. Norton. 

Linehan, M. M. (1993). Cognitive-Behavioral Treatment of Borderline Personality Disorder. 
New York: Guilford. 

Lipschitz, D. S., Winegar, R. K., Nicolaou, A. L., Hartnick. E., Wolfson, M., & Southwick, S. 
(1999). Perceived abuse and neglect as risk factors for suicidal behavior in adolescent 
inpatients. Journal of Nervous and Mental Disease, 187(1), 32-39. 

Lloyd, E. E. (1997). Self-mutilation in a community sample of adolescents. (Doctoral 
dissertation, Louisiana State University, 1997). Dissertation Abstracts International, 58, 
5127. 

Lloyd, E. E., Kelley, M. L. & Hope, T. (1997). Self-mutilation in a community sample of 
adolescents: descriptive characteristics and provisional prevalence rates. Poster session 
at the annual meeting of the Society for Behavioral Medicine, New Orleans, LA. 

Lumley, M. A., Gustavson, B. J., Partridge, R. T. (2005). Assessing alexithymia and related 
emotional ability constructs using multiple methods: Interrelationships among measures. 
Emotion, 5(3), 329-342. 

Lundh, L., Karim, J., & Quilisch, E. (2007). Deliberate self-harm in 15-year-old adolescents: A 
pilot study with a modified version of the Deliberate Self-Harm Inventory. Scandinavian 
Journal of Psychology, 48(1), 33-41. 

Lynch, T. R., Robins, C. J., Morse, J. Q., MorKrause, E. D. (2001). A mediational model relating 
affect intensity, emotion inhibition, and psychological distress. Behavior Therapy, 32(3), 

134 



 

519-536. 

Marx, B. P., Sloan, D. M. (2005). Peritraumatic dissociation and experiential avoidance as 
predictors of posttraumatic stress symptomatology. Behaviour Research and Therapy, 
43(5), 569-583. 

Matsumoto, T., Yamaguchi, A., Chiba, Y., Asami, T., Iseki, E., & Hirayasu, Y. (2005). Self-
burning versus self-cutting: Patterns and implications of self-mutilation. Psychiatry and 
Clinical Neurosciences, 59, 62-69. 

Menninger, K. A. (1935). A psychoanalytic study of the significance of self-mutilations. 
Psychoanalytic Quarterly, 4, 408-466. 

Miller, A. L., Rathus, J. H., & Linehan, M. M. (2007). Dialectical behavior therapy with suicidal 
adolescents. New York: Guilford. 

Mina, E. E. Santa, & Gallop, R. M. (1998). Childhood sexual and physical abuse and adult self-
harm and suicidal behaviour: A literature review. Canadian Journal of Psychiatry, 43, 
793-800. 

Murrell, A. R., Coyne, L. W., & Wilson, K. G. (2004). ACT with children, adolescents, and their 
parents. In S. C. Hayes and Strosahl, K. D. (Eds.). A practical guide to acceptance and 
commitment therapy. New York: Springer. 

Nemiah, J. C. (1996). Alexithymia: Past, present – and future? Psychosomatic Medicine, 58, 
217-218. 

Neziroglu, F., & Mancebo, M. (2001). Skin picking as a form of self-injurious behavior. 
Psychiatric Annals, 31(9), 549-555. 

Nixon, M. K., Cloutier, P. F., & Aggarwal, S. (2002). Affect regulation and addictive aspects of 
repetitive self-injury in hospitalized adolescents. Journal of the American Academy of 
Child and Adolescent Psychiatry, 41(11), 1333-1341. 

Nock, M. K., & Prinstein, M. J. (2005). Contextual features and behavioral functions of self-
mutilation among adolescents. Journal of Abnormal Psychology, 1, 140-146. 

Nolen-Hoeksema, S. (1987). Sex differences in unipolar depression: Evidence and theory. 
Psychological Bulletin, 101(2), 259-282. 

Olfson, M., Gameroff, M. H., Marcus, S. C., Greenberg, T., & Shaffer, D. (2005). National 
trends in hospitalization of youth with intentional self-inflicted injuries. American 
Journal of Psychiatry, 162(7), 1328-1335. 

Orcutt, H. K., Pickett, S. M., & Pope, E. B. (2005). Experiential avoidance and forgiveness as 
mediators in the relation between traumatic interpersonal events and posttraumatic stress 
disorder symptoms. Journal of Social and Clinical Psychology, 24(7), 1003-1029.  

135 



 

Ouimette, P., & Brown, P. J. (2003). Trauma and substance abuse: Causes, consequences and 
treatment of comorbid disorders. Washington, DC: American Psychological Association. 

Paivio, S. C., & McCulloch, C. R. (2004). Alexithymia as a mediator between childhood trauma 
and self-injurious behaviors. Child Abuse & Neglect, 28, 339-354. 

Pao, P. (1969). The syndrome of delicate self-cutting. British Journal of Medical Psychology, 42, 
195-205. 

Parker, J. D. A., Bagby, R. M., Taylor, G. J., Endler, N. S., Schmitz, P. (1993). Factorial validity 
of the twenty item Toronto Alexithymia Scale. European Journal of Personality, 7, 221-
232. 

Parker, G., Malhi, G., Mitchell, P., Kotze, B., Wilhelm, K., & Parker, K. (2005). Self-harming in 
depressed patients: Pattern analysis. Australian and New Zealand Journal of Psychiatry, 
39, 899-906.  

Parker, J. D. A., Taylor, G. J., & Bagby, M. R. (2003). The 20-item Toronto Alexithymia Scale 
III. Reliability and factorial validity in a community population. Journal of 
Psychosomatic Research, 55(3), 269-275. 

Pattison, E. M., & Kahan, J. (1983). The deliberate self-harm syndrome. American Journal of 
Psychiatry, 140(7), 867-872. 

Penn, J. V., Esposito, C. L., Schaeffer, L. E., Fritz, G. K., & Spirito, A. (2003). Suicide attempts 
and self-mutilative behavior in a juvenile correctional facility. Journal of the American 
Academy of Child Psychiatry, 42(7), 762-769. 

Pro-self-injury. Retrieved August 1, 2006, from http://razorblades.tribe.net/. 

Reynolds, W. M. (1982). Development of reliable and valid short forms of the Marlowe-Crowne 
Social Desirability Scale. Journal of Clinical Psychology, 38(1), 119-125. 

Reynolds, W. M. (1998). Adolescent Psychopathology Scale – Short Form. Lutz, FL: 
Psychological Assessment Resources, Inc. 

136 

http://razorblades.tribe.net/


 

Rodham, K., Hawton, K., & Evans, E. (2004). Reasons for deliberate self-harm: Comparison of 
self-poisoners and self-cutters in a community sample of adolescents. Journal of the 
American Academy of Child and Adolescent Psychiatry, 43(1), 80-87. 

Romans, S. E., Martin, J. L., Anderson, J. C., Herbison, G. P., & Mullen, P. E. (1995). Sexual 
abuse in childhood and deliberate self-harm. American Journal of Psychiatry, 152, 1336-
1342. 

Rounsaville, B. J., Kranzler, H. R., Ball, S., Tennen, H., Poling, J., & Triffleman, E. (1998). 
Personality disorders in substance abusers: Relation to substance abuse. Journal of 
Nervous and Mental Disease, 186(2), 87-95. 

Rosen, P. M., & Walsh, B. W. (1989). Patterns of contagion in self-mutilation epidemics. 
American Journal of Psychiatry, 146(5), 656-658. 

Rosenthal, R. J., Rinzler, C., Walsh, R., & Klausner, E. (1972). Wrist-cutting syndrome: The 
meaning of a gesture. American Journal of Psychiatry, 128(11), 1363-1368. 

Rosenthal, M. Z., Cheavens, J. S., Lejuez, C. W., & Lynch, T. R.  (2005). Thought suppression 
mediates the relationship between negative affect and borderline personality disorder 
symptoms. Behaviour Research and Therapy, 43(9), 1173-1185. 

Ross, S., & Heath, N. (2002). A study of the frequency of self-mutilation in a community sample 
of adolescents. Journal of Youth and Adolescence, 31(1), 67-77. 

Ross, R. R., & McKay, H. B. (1979). Self-mutilation. Lexington, Massachusetts: Lexington 
Books 

Sansone, R. A., Gaither, G. A., Songer, D. A., & Allen, J. L. (2005). Multiple psychiatric 
diagnoses of self-harm behavior. International Journal of Psychiatry in Clinical Practice, 
9(1), 41-44. 

Sansone, R. A., Wiederman, M. W., & Sansone, L. A. (1998). The Self-Harm Inventory (SHI): 
Development of a scale for identifying self-destructive behaviors and borderline 
personality disorder. Journal of Clinical Psychology, 54(7), 973-983. 

Selekman, M. D. (2002). Living on the razor’s edge: Solution-oriented brief family therapy with 
self-harming adolescents. New York: W. W. Norton & Co. 

Shearer, S. L. (1994). Phenomenology of self-injury among inpatient women with borderline 
personality disorder. Journal of Nervous and Mental Disease, 182(9), 524-526. 

Simeon, D., Stanley, B., Frances, A., Mann, J .J., Winchel, R., & Stanley, M. (1992). Self-
mutilation in personality disorders: Psychological and biological correlates. American 
Journal of Psychiatry, 149(2), 221-226. 

Simeon, D., Stein, D. J., & Hollander, E. (1995). Depersonalization disorder and self-injurious 
behavior. Journal of Clinical Psychiatry, 56(Suppl 4), 36-39. 

137 



 

Simpson, C. A., & Porter, G. L. (1981). Self-mutilation in children and adolescents. Bulletin of 
the Menninger Clinic, 45(5), 428-438. 

Skegg, K. (2005). Self-harm. Lancet, 366, 1471-1483. 

Sloan, D. M. (2004). Emotion regulation in action: Emotional reactivity in experiential 
avoidance. Behaviour Research and Therapy, 42, 1257-1270. 

Solhkhah, R., & Armentano, M. (2002). Adolescent substance abuse and psychiatric 
comorbidity. In D. Marsh and M. Fristad (Eds.). Handbook of serious emotional 
disturbance in children and adolescents. Hoboken, NJ: John Wiley & Sons. 

Stanton, A., Danoff-Burg, S., Cameron, C. L., & Ellis, A. P. (1994). Coping through emotional 
approach: Problems of conceptualization and confounding. Journal of Personality and 
Social Psychology, 66(2), 350-362. 

Strong, M. (1998). A bright red scream: Self-mutilation and the language of pain. New York: 
Viking. 

Suyemoto, K. L. (1998). The functions of self-mutilation. Clinical Psychology Review, 18(5), 
531-554. 

Suyemoto, K. L. & Macdonald, M. L. (1995). Self-cutting in female adolescents. Psychotherapy: 
Theory, Research, Practice, Training, 32(1), 162-171. 

Taiminen, T. J., Kallio-Soukainen, K., Nokso-Koivisto, H., Kaljonen, A., & Helenius, H. (1998). 
Contagion of deliberate self-harm among adolescent inpatients. Journal of the American 
Academy of Child and Adolescent Psychiatry, 37(2), 211-217. 

Tassava, S. H., & Ruderman, A. J. (1999). Application of escape theory to binge eating and 
suicidality in college women. Journal of Social and Clinical Psychology, 18(4), 450-466. 

Tukey, J. W. (1977). Exploratory data analysis. New York: Addison-Wesley. 

Tull, M. T., Gratz, K. L., Salters, K. & Roemer, L. (2004). The role of experiential avoidance in 
posttraumatic stress symptoms and symptoms of depression, anxiety, and somatization. 
Journal of Nervous and Mental Disease, 192, 754-761. 

Turp, M. (2003). Hidden self-harm: Narratives from psychotherapy. Philadelphia: Jessica 
Kingsley. 

Turell, S. C., & Armsworth, M. W. (2000). Differentiating incest survivors who self-mutilate. 
Child Abuse & Neglect, 24(2), 237-249. 

van der Kolk, B. A., Perry, C., & Herman, J. L. (1991). Childhood origins of self-destructive 
behavior. American Journal of Psychiatry, 148(12), 1665-1671. 

Walsh, B. W., & Rosen, P. M. (1988). Self-mutilation: Theory, research, and treatment. New 

138 



 

139 

York: Guilford. 

Wegner, D. M., & Gold, D. B. (1995). Fanning old flames: Emotional and cognitive effects of 
suppression thoughts of a past relationship. Journal of Personality and Social 
Psychology, 68, 782-792. 

Wegner, D. M., & Zanakos, S. (1994). Chronic thought suppression. Journal of Personality, 62, 
616-640. 

Whitlock, J. L., Powers, J. L., & Eckenrode, J. (2006). The virtual cutting edge: The internet and 
adolescent self-injury. Developmental Psychology, 42(3), 407-417. 

Wolfe, W. L., & Maisto, S. A. (2000). The relationship between eating disorders and substance 
abuse: Moving beyond co-prevalence research. Clinical Psychology Review, 20(5), 617-
631. 

Zlotnick, C., Shea, M. T., Pearlstein, T., Simpson, E., Costello, E., & Begin, A. (1996). The 
relationship between dissociative symptoms, alexithymia, impulsivity, sexual abuse, and 
self-mutilation. Comprehensive Psychiatry, 37(1), 12-16. 

Zlotnick, C., Shea, M. T., Recupero, P., Bidadii, K., Pearlstein, T., & Brown, P. (1997). Trauma, 
dissociation, impulsivity, and self-mutilation among substance abuse patients. American 
Journal of Orthopsychiatry, 67(4), 650-654. 

Zook, A., & Sipps, G. J. (1985). Cross-validation of a short form of the Marlowe-Crowne Social 
Desirability Scale. Journal of Clinical Psychology, 41(2), 236-238. 


	ACKNOWLEDGEMENTS
	LIST OF TABLES
	CHAPTER 1 INTRODUCTION AND LITERATURE REVIEW
	Toward a Working Definition of Repetitive Self-Mutilation
	Direct vs. Indirect
	Social Acceptability
	Suicidal Intent
	Psychological State
	Degree of Damage and Lethality
	Number of Episodes
	A Working Definition of Repetitive Self-Mutilation

	The Problem of Repetitive Self-Mutilation (RSM) among Adolescents
	General Hospitals
	Inpatient
	Prisons
	Outpatient
	Community Samples

	Peer and Media Influences on RSM
	Peers, Contagion, and RSM
	Media Influences on RSM

	Correlates of RSM 
	Childhood Abuse
	Problem-Avoidance Coping and Alexithymia 
	Clinical Correlates

	Evidence of Experiential Avoidance in Correlates of RSM
	Childhood Abuse
	Problem-Avoidance Coping and Alexithymia
	Clinical Correlates

	The Experiential Avoidance Model (EAM) of RSM
	Functions of RSM
	Outline of the EAM

	Statement of Purpose and Hypotheses

	CHAPTER 2 METHOD
	Participants
	Overall Sample Demographics 
	Comparison of Demographic Characteristics across Sites

	Measures
	Demographic Information
	Repetitive Self-Mutilation 
	Peer and Media Contact
	Adolescent Psychopathology
	Social Desirability
	Experiential Avoidance

	Procedure
	Specific Recruitment Procedure at the Rural School
	Specific Recruitment Procedure at the Urban School
	Specific Recruitment Procedure at the Academy 
	Gaining Informed Consent
	Instructions and Sequence
	Compensation
	Provisions for Counseling


	CHAPTER 3 RESULTS
	Initial Data Entry Procedures
	Data Transformations
	Descriptive Statistics for Self-Mutilation
	Descriptive Statistics for Peer/Media Contact
	Comparison of Scales across Sites
	Comparison of Scales across Biological Sex
	Hypothesis Testing
	Post-Hoc Analyses


	CHAPTER 4 DISCUSSION
	Evaluation of Measures Utilized
	Measuring Self-Mutilation 
	Experiential Avoidance Measures
	Social Desirability 
	Psychological Distress 
	Functionally Equivalent Behaviors

	The Problem of RSM
	RSM is Common 
	Sex Differences Exist 

	The Experiential Avoidance Model (EAM) as a Valid Explanatory Model
	RSM is Related to Unwanted Inner Experiences
	RSM is Related to Chronic Use of Experiential Avoidance 
	RSM is Related to Functionally Equivalent Behaviors
	RSM is One of a Functionally Equivalent Class
	Social Environment is Important

	Clinical Applicability of RSM Predictions
	Limitations and Specific Suggestions for Future Research
	General Limitations
	Limitations of the Sample
	Suggestions for Future Research

	Conclusions

	REFERENCES

