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Abstract 

Background: Epidemiological studies evidence increasing rates of self-harm within the United 

Kingdom and pressure on the National Health Service to adequately support individuals who engage 

in repetitive self-harm. Repetitive self-harm is defined as five or more occurrences of SH within a one-

year period. There is a developing evidence base to suggest that repetitive self-harm can be 

conceptualised as an addictive behaviour, but results are conflicting.  

Methodology: This research aimed to qualitatively explore whether repetitive self-harm is 

experienced as an addictive behaviour, using existing theories and knowledges about addiction and 

addictive behaviours. Semi-structured interviews were completed with 15 adults aged 20-61 years 

with current or past experience of repetitive self-harm. Constructivist Grounded Theory methodology 

was used to guide the collection and analysis of data.  

Findings: A conceptual model illustrating the addictive processes within repetitive self-harm was co-

constructed, highlighting the dynamic and interacting factors that maintain engagement. Categories 

were identified that depicted participants journeys with self-harm over time: ‘Starting’ and soon 

‘Needing to punish myself’ led on to self-harm ‘Feeling addictive’. Once they had engaged with 

repetitive self-harm ‘Having the urge to self-harm’ and a ‘Conflicting relationship with self-harm and 

self’ was ongoing.  Throughout each incidence of SH, participants experienced a cycle of processes 

that interacted, describing this as the “Cycle of SH” involving: ‘Managing emotions’, ‘Allowing me to 

function’, ‘Caring for myself’, ‘Controlling’ and ‘Feeling guilt and shame after self-harm’. It was 

constructed that ‘Responding to others’ reactions’ interacted with the “Cycle of SH” but also led to 

‘Breaking the cycle’. For some, this led to ‘Relapsing’ and returning to the cycle.  

Conclusions and implications: This work evidences the potential benefits of conceptualising RSH as 

an addictive behaviour, in particular drawing upon the wealth of models to understand, treat and 

recover. The findings have generated new knowledges with the potential to influence clinical 

understanding, treatment and seek to reduce misconceptions and stigma around SH. Clinical, policy 

and research invitations are discussed.  
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Chapter 1: Introduction 

Chapter Overview  

This research aimed to use existing theories and knowledges about addiction and addictive behaviours 

to explore whether repetitive self-harm (RSH) is experienced as an addictive behaviour. This chapter 

begins by situating myself as the principal researcher, outlining my relationship to the project and how 

a critical realist epistemology was utilised throughout. I present and discuss language and key terms 

used, and the epidemiology of self-harm (SH). Relevant literature is summarised to situate the current 

study in context, including historical context, current empirical understandings of RSH, how this is 

assessed, managed, and treated within clinical settings at present.  Finally, the chapter discusses 

conclusions drawn from the literature and presents a rationale for the systematic literature review 

(SLR).   

Situating the Researcher 

Charmaz (2014) states it is not possible for researchers to truly remain ‘outside’ of the research 

process. Therefore, it is paramount researchers acknowledge and consider the impact of their 

position, potential biases, privileges, and values on all elements of the research. This is of particular 

importance when undertaking qualitative research where I, as the principal researcher, am filtering 

data gathered through my own personal lens and play an active role in the construction of meaning 

and knowledges (Berger, 2015; Kacen & Chaitin, 2006). Ongoing consideration and evaluation of the 

role of the researcher has been shown to support both the rigor and credibility of research (Cutcliffe, 

2003; Horsburgh, 2003).  

Within qualitative research, it is understood it may not be possible to ‘bracket off’ researchers pre-

existing experiences and understanding of SH (Webb, 1997). However, when presented transparently, 

the role of the researcher in the construction of knowledge can be critically evaluated and readers can 

form their own conclusions. Clarke (2012) highlights “research reality” is formed by contributions from 

both the researcher and participants. First-person pronouns will be used throughout to represent and 

acknowledge my role, influence, and reflections (Tang & John, 1999). Third-person pronouns will be 

used to represent and centre the participants voices within the current study. 

Personal relationship to the project 

I identify as being female and ‘White British’. I also identify as having lived experience of RSH over a 

number of years. Throughout adolescence, I used SH as a way to cope with external events but also 

feelings of overwhelming emotions inside me. This was a private act which often-evoked feelings of 

shame. When I began to want to stop engaging in this behaviour, I realised over time, it had 
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increasingly become out of my control; I felt unable to stop even though I wanted to. My experience 

of stopping SH felt similar to personal experiences of breaking other habits or “addictions”. This 

experience has always fascinated me.  

SH scars are something I have always been hyperaware of and paid great attention to. However, over 

the years my relationship towards my scars has changed. Initially, I would ensure they were always 

covered within professional settings due to often unnamed stigma around the questioning of clinicians 

‘fitness to practice’ if they have their own lived experiences of mental ill-health and what clinical 

psychologists should and should not look like (British Psychological Society, BPS, 2020). Stirling and 

Chandler (2021) discuss this further through dialogue reflecting on their similar experiences as 

researchers and MH professionals with SH scarred bodies. Through the discovery of inspirational lived 

experience clinicians and researchers (Longden et al., 2012), I have felt able to talk about my SH 

experiences within my professional role. 

Within my clinical roles in a wide range of settings, I have worked with many individuals who SH.  I 

have unfortunately witnessed, and experienced first-hand, the stigma and an apparent lack of 

understanding from many MH professionals towards clients who engage in SH. The main narrative 

observed is those who SH are “attention-seeking” or “manipulative” to ensure MH services remain 

engaged. I have also worked with many who engage in RSH and describe feeling “addicted” to it or 

use terms such as “relapse” when returning to the behaviour after a period of abstinence. The 

combination of my personal and professional experiences and interests have led me to, and shaped, 

the research questions of this study.  

Position of the researcher 

Empirical evidence highlights potential benefits of researching an area one identifies as personally 

connected to, including pre-existing knowledges (Bell, 2005), shared understandings (Asselin, 2003), 

and faster acceptance of the researcher by participants (Talbot, 1999). However, these advantages 

also contribute disadvantages and causes for concern (Serrant-Green, 2002). Potential drawbacks of 

insider research include a lack of objectivity within data analysis (DeLyser, 2001; Workman, 2007), 

inherent researcher bias (Merriam et al., 2001), and queries about the scientific rigor and reliability of 

findings (Sikes & Potts, 2008). Whilst acknowledging possible disadvantages of my lived experience, I 

believe it has largely assisted me in the conceptualisation and development of this study. Importantly, 

some participants shared feelings of validation that the principal researcher had, and named, lived 

experience of SH.  
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I strived to remain cognisant throughout the study, of the many ways I remain an outsider to this 

population. For example, I was conscious of my identity as a MH professional and power imbalance 

when speaking to participants with difficult and (often) traumatic experiences of MH services. I 

recognised my position as a white person, the privileges that affords me and the impact race and 

racism has played in shaping my experiences of SH. Research has evidenced fewer people from the 

global majority access either physical or MH services for support with SH (Cooper et al., 2013). Finally, 

I no longer engage in this behaviour, but many participants continued to do so and have throughout 

their adult lives. To acknowledge both my similar and dissimilar experiences, I consider my position as 

an ‘Insider-Outsider’ (Dwyer & Buckle, 2009).  

Epistemological position 

Informed by the belief there is an objective reality for individuals who SH, a critical realist stance 

(Bhaskar, 1978) was taken throughout. Ontologically, critical realism assumes data allows us to explore 

participants’ reality “which exists independently of the researcher’s awareness of it” (Willig, 2013). 

However, unlike positivist epistemologies, this reality is not viewed “as a direct mirroring” (Willig, 

2013). Instead, our reality of social processes or constructs are generated and mediated through 

lenses of language, experiences, and social environments (Oliver, 2012). Bhaskar (1986) posited that 

our social reality is made up of social, historical, and environmental contexts and the meaning we have 

made of these, whether participants and researchers are conscious of this or not. Therefore, it is 

impossible to investigate or critically analyse a concept (which has been inherently socially 

constructed) from an ‘objective’ researcher position, as we are unable to separate our own 

perspectives and realities.  

Critical realism aligns with my personal, political, and philosophical views that our realities continue 

to be constructed and reconstructed by our varying experiences in the world. Therefore, it felt 

fundamental to own the perspective I brought to both the development and execution of this study 

as the principal researcher. I reflected that, as an adult with lived experience of RSH, within teenage 

years, my reality of RSH has shifted and changed and is now very different to the construction of RSH 

I understood when younger and engaging in this behaviour. Unlike other epistemological positions, 

critical realism highlights the distressing reality of those who engage in RSH, the physical trauma of 

harming oneself, and the stigma experienced by many (Inckle, 2017). Finally, my reality of RSH 

afforded insight into personal experience of its addictive elements, my clinical experience allowed 

some understanding of clients’ realities of the potentially addictive qualities and addiction language 

used when describing their experiences (e.g., “relapse”). However, these realities do not appear to be 

widely explored or conceptualised within SH literature or clinical practice.  
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Language and Key Terms 

Language, and how we use it, plays an instrumental role in how we understand and conceptualise our 

realities (Fairclough, 1989). It is continually socially constructed and reconstructed, with outdated 

language often replaced by newer terms to reflect current society and how a concept is viewed 

(Bruffee, 1986). Anthropologists highlight language is inherently social (Geertz, 1983) and shaped by 

the current social and political context. Ignatieff (1984) suggests, due to the constant reconstruction 

of language, there may be times where we, as humans, lack the language to adequately describe an 

emotional experience. For clarity, key terms used throughout, will be presented, and discussed below.   

Self-harm (SH) 

National Institute for Health and Care Excellence (NICE) guidelines define SH as “intentional self-

poisoning or injury, irrespective of the apparent purpose of the act” and as “an expression of personal 

distress, not an illness” (NICE, 2022). Intentional SH is the term used within the eleventh version of 

the International Classification of Diseases (ICD-11, World Health Organisation [WHO], 2022) and the 

diagnostic criteria employed within the National Health Service (NHS).  

Within the literature there are many different terms used interchangeably or without specificity to 

reference SH (Muehlenkamp, 2005). The term Non-Suicidal Self-Injury (NSSI) is more widely used in 

the United States and features as NSSI “disorder” within the fifth version of the Diagnostic and 

Statistical Manual (DSM-IV) of Mental Disorders (American Psychiatric Association [APA], 2013). 

Klonsky et al. (2014) defined this as “the intentional destruction of one’s own body tissue without 

suicidal intent and for purposes not socially sanctioned”. Examples of the numerous terms used to 

define this behaviour include but are not limited to: SH (Carr et al., 2016), deliberate SH (Hawton et 

al., 2000), self-injury (Nock, 2010), self-injurious behaviour (Iwata et al., 1994; Muehlenkamp, 2005), 

and self-mutilation (Ross & Heath 2002). The term SH is more widely used in the United Kingdom (UK) 

and Europe. 

For the purpose of this research, the term SH will be used to describe:  

intentional cutting, burning, branding, scratching, picking at skin or reopening wounds, biting, 

head banging, hair pulling, hitting, and bone breaking.  

Unlike NSSI, the term SH is used as it does not imply motive or intent of the behaviour (Silverman, 

2016; Skegg, 2005). SH will not be used within this study to refer to harm arising from:  

overeating, body piercing, body tattooing, excessive consumption of alcohol or recreational 

drugs, restricted eating or starvation arising from eating difficulties or accidental harm to 

oneself. 
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The rationale for not including harm arising from the above was because this aligns with the current 

NICE (2022) guidelines definition and limited definitions found within the literature.   

Repetitive self-harm (RSH) 

The focus of this study is on adults who engage in RSH, defined within the available literature in a 

number of ways and featured within both the ICD-11 and DSM-IV. Research suggests SH can be either 

episodic or repetitive in frequency (Nock & Favassa, 2009), with the former occurring more during 

adolescence (Heath et al., 2008) and the latter occurring as an individual gets older. Findings from 

non-clinical populations postulate a cut off of five or more occurrences of SH within a 12-month period 

as the distinction for RSH (Bjärehed & Lundh, 2008; Klonsky & Olino, 2008; Shaffer & Jacobson, 2009). 

Recent evidence concluded RSH is common, with approximately 20% of individuals repeating SH 

within one year (NICE, 2022).  

Addiction 

Addiction is an abstract concept which scientists have sought to define and understand since 1844 

(West & Brown, 2013). The accepted definition of addiction includes, to some extent, a state of 

physiological adaptation and subsequent dependence on a drug within the body. However, 

researchers believe it is important to distinguish between ‘physical dependence’ and addiction. 

Physical dependence is defined as a state of physiological adaption to a substance which must be 

taken in order to prevent withdrawal effects (O’Brien et al., 2006). The DSM-IV replaced the term 

‘dependence’ with ‘addiction’ in 2013. Some addiction researchers support this decision (O’Brien et 

al., 2006), whilst others contest it (Erickson & Wilcock, 2006).  

West and Brown (2013) define addiction as “a chronic condition in which there is a repeated powerful 

motivation to engage in a rewarding behaviour, accompanied as a result of engaging in behaviour, 

that has significant potential for unintended harm.” The ICD-11 outline criteria for diagnosing 

disorders due to substance use or addictive behaviours and define these as “mental and behavioural 

disorders that develop as a result of the use of predominantly psychoactive substances, including 

medications, or specific repetitive rewarding and reinforcing behaviours”.  

Orford (2001) posits that the interchangeable use of addiction and dependence has limited and 

“seriously biased our theoretical understanding”. He suggests that the focus on ‘drug addiction’ or 

‘substance abuse’ has hindered the exploration and development of adequate theory. Addiction 

language has been heavily constructed by historical, political, and societal contexts. An example of 

this can be found with smoking tobacco which was not understood to be addictive until 1988 (US 
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Department of Health & Human Services, 2016). However, nicotine addiction is now one of the largest 

public health concerns in the UK (Public Health England, 2015).  

Addictive behaviour 

Addictive behaviours are thought to differ from ‘physical dependence’ and addiction as they have not 

yet been found to have a physiological response or dependence. There is a body of evidence (Miller, 

1985; Orford, 2001) which posits a wide variety of behaviours can be addictive. Marlatt and colleagues 

(1988) define addictive behaviours as “a repetitive habit pattern which increases the risk of associated 

personal and social problems”. They stipulate these behaviours are associated with a loss of control.  

Research suggests gambling (Dickerson & O’Connor, 2006), shopping (Rose & Dhandayudham, 2014), 

sex (Goodman, 1992), and gaming (Griffiths, 1993) can be conceptualised as addictive behaviours 

(Lemon, 2002). Many of these are not included in either the DSM-IV or ICD-11 at present, mainly due 

to insufficient evidence on whether these repetitive behaviours can be characterized as a form of 

addiction (Grant & Chamberlain, 2016). Since the release of the DSM-IV (APA, 2013), gambling 

disorder is included within the ‘Substance-Related and Addictive Disorders’ chapter as a result of 

growing evidence stating phenomenological and biological similarities to substance use disorders 

(Grant et al., 2010). What we as a society understand to be an addictive behaviour is constantly 

evolving, with new research evidencing the addictive components of many behaviours.  

Orford’s (2001) seminal paper conceptualises addiction as an “excessive appetite” for certain 

experiences and theorises this can include non-substance forms of addiction, such as gambling, sex, 

or exercise. He suggests, when using a broad definition of addiction, such as: “an attachment to an 

appetitive activity, so strong a person finds it difficult to moderate the activity despite the fact it is 

causing harm”, terms of addiction and addictive behaviours become far more inclusive.  

A note on language use within this study 

Terms used by authors will be directly cited in an attempt to adequately summarise and review the 

available literature, situating the research in a historical, empirical, and theoretical context. I do not 

personally agree with a number of these terms and their implications, for example the description of 

SH as a “maladaptive behaviour” or “disordered”. However, through the use of a critical realist 

epistemological position, attention to and critical analysis of both SH and addiction language will be 

taken throughout.  

A de-colonising action plan was considered in relation to who the research was designed by and for. 

Accepted ‘knowledges’ around SH are often created and developed by medical professionals with 

limited personal experience. It is important to note historically and currently, the majority of MH 
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research has utilised homogenous samples of white participants (Miller & Cross, 2006; Yancey et al., 

2006). Research into SH is no different, and terminology developed to describe this behaviour has 

been devised by white Europeans, within Western cultures (Hodes, 1990). The concept of whiteness 

(DiAngelo, 2015) will be considered throughout the research process, specifically in regard to the 

current accepted ‘evidence-base’ and therapeutic approaches for SH. Consideration will be given to 

the differing experiences of SH or treatment options available to people of the global majority (Cooper 

et al., 2013; Lim, 2020).  

Situating the research in context  

Brief history of SH in the UK 

It is important to consider the historical context in relation to how SH is conceptualised and 

understood today. In the 1950s, the idea a person may harm themselves to communicate something 

to others began to emerge in the West (Millard, 2015). This was thought to be through ‘overdosing’, 

a phenomenon termed ‘attempted suicide’. It became apparent to psychiatrists that ending one’s life 

was not always the intention for patients and other terms were considered, such as ‘parasuicide’ and 

‘self-poisoning’. In 1961, the Suicide Act decriminalised attempted suicide in England and Wales 

(Neeleman, 1996) and patients began to be referred to psychiatrists for support with this public-health 

concern. The term ‘self-cutting’ emerged from the early 1960s (Sim, 1961) and became the most used 

term to encapsulate the overarching meaning of SH. At this time, ‘self-cutting’ was thought to be used 

to regulate internal experience or rid oneself of emotional numbness (Millard, 2015). A review of NSSI 

(Jacobson & Batejan, 2014) reported the affect regulation hypothesis has garnered more empirical 

support than earlier interpersonal and communicative hypotheses. This would suggest motives for 

engaging in NSSI are more likely to be an attempt to regulate one’s internal feelings of distress or 

negative emotions rather than in relation to one’s social environment or to communicate distress to 

others.  

It is theorised early understandings of suicidal and SH behaviour moved from social, interpersonal 

explanations to individualised and intrapersonal explanations. The political landscape at the time was 

likely to have influenced this shift in understanding, for example the reduction of the welfare state in 

the 1980s and the move towards neo liberal economics and capitalism. Since the introduction of the 

terms ‘self-poisoning’ and SH, literature has been saturated with sexism and gender stereotyping 

(Jack, 1992). Within a patriarchal society, emotionality has historically been understood and 

articulated as a feminine trait (Kessel, 1963; Millard, 2015). It was theorised self-poisoning is “the 

female counterpart of delinquency in young men…women turn their aggression against themselves, 

while men act against society” (Kessel, 1965).  
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It is important to note the social and political context at the time, and the impact on the gendered 

dynamics and differentiations stipulated within the SH literature, where SH was largely thought of as 

a white, female practice (Chandler et al., 2011). For example, the term ‘delicate self-cutting’ was 

frequently used by researchers (Chandler & Simopoulou, 2021). The impact of this can still be seen 

today, as SH is often viewed and depicted within the media as the practice of white, adolescent, 

females (Bareiss, 2017; Brickman, 2004).  This misconception can contribute to an experience of 

increased stigma and shame for those who do not identify as white, female, or are no longer 

adolescents and engage in SH. Victor et al. (2018) refutes these gender biases and reported near equal 

rates of males and females engaging in NSSI, finding both genders to exhibit largely similar features. 

Finally, these stereotypes minimise the growing evidence that individuals who identify as transgender 

or gender non-conforming have been shown to be at an increased risk of SH behaviours (Taliaferro et 

al., 2019).  

Epidemiology 

Research into the epidemiology of SH has largely occurred within secondary healthcare settings (Carr 

et al., 2016), predominantly inpatient settings (Gunnel et al., 2008) with adolescent samples (Hawton 

et al., 2000). Previous research estimated 220,000 presentations to Accident and Emergency (A&E) 

departments occur annually in England as a result of SH (Hawton et al., 2007). A recent epidemiological 

study within primary care settings between 2001-2013 found rates of SH to be rising (Carr et al., 2016), 

with significantly higher rates of SH amongst women and younger age groups. However, incident rates 

of SH are unlikely to include the many individuals who SH and do not seek medical intervention 

(Hawton et al., 2002). The Global Burden of Disease study (2019) estimated 14.6 million people are 

affected yearly by SH. Tsiachristas and colleagues (2020) estimated 228,075 SH presentations to 

hospitals in England in 2013. Similarly in 2017, a retrospective analysis of general hospitals costs 

estimated the cost to the NHS to be £162 million annually (Tsiachristas et al., 2017). During the 

Coronavirus disease 19 (COVID-19) pandemic, evidence from 62 emergency departments across 25 

countries (including the UK) found rates of SH doubled during March and April 2020 and 2021 (Wong 

et al., 2023). Therefore, current incidence rates and cost to NHS are likely to be even higher due to the 

impact of the pandemic.  

RSH in the context of “borderline” or “emotionally unstable personality disorder” 

Diagnoses of “borderline” or “emotionally unstable personality disorder” (EUPD) are often used when 

discussing SH, but there is ongoing debate around their appropriateness (Campbell et al., 2020). RSH 

has largely been studied within the context of “borderline personality disorder” (BPD) as, within both 

empirical and clinical understandings, it is thought to be a symptom of this diagnosis (American 
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Psychiatric Association, 1994; Bowen, 2013). However, it is important to note the ICD-11 (published 

in April 2022) no longer includes BPD as a separate condition to EUPD (Bach et al., 2022). In addition, 

women are thought to be three times more likely to be diagnosed with BPD than men (Skodol & 

Bender, 2003). This is a very large sex difference within a MH disorder. As SH is thought to be a 

symptom of BPD, it is important to consider this in the gendered historical context of SH.  

As RSH has continued to be associated with EUPD, this raises concern around the suggestion the 

behaviour is ‘disordered’ and clinical implications of this for those seeking treatment or MH support 

(Kapur et al., 2013; Morrissey et al., 2018). SH in the context of  a ‘personality disorder’ may be thought 

of as “manipulative” or “attention seeking” by clinicians, resulting in support and treatment being 

withdrawn or withheld (Carlen & Bengtsson, 2007). The focus of health professionals may be around 

the elimination of SH behaviours through methods such as continual observation or contracts around 

abstinence that may actually increase the person’s psychological distress (Cutcliffe & Stevenson, 

2007).  

RSH as an addictive behaviour 

It has been recognised that RSH has addictive qualities (Favazza & Rosenthal, 1993), however RSH is 

not presently accepted as an addictive behaviour. Emerging research has found a number of SH 

behaviours to be both “coercive” and “relieving” and Tantam and Whittaker (1992) stated, “we prefer 

to consider it an addictive behaviour rather than an expression of a wider disorder”. Similarly, Faye 

(1995) presents a theoretical rationale for the conceptualisation of NSSI as an addictive behaviour and 

drew similarities between aversive withdrawal effects experienced by drug users and an increase in 

negative emotions prior to NSSI. Within this review of the SH literature, tension-releasing effects of 

SH were highlighted for how these can be reinforcing through repeated use.  

There is limited empirical research to suggest RSH can be understood or conceptualised as an addictive 

behaviour (Gordon et al., 2010; Nixon et al., 2002; Victor et al., 2012); few empirical studies have 

investigated or tested this hypothesis (Blasco-Fontecilla et al., 2016) and results are conflicting. This 

hypothesis was explored within an empirical study of hospitalised adolescents (Nixon et al., 2002) 

utilising a self-report measure of addictive aspects of NSSI, which was adapted from the DSM-IV 

substance dependence criteria.  Results suggest the “urge” to SH was found to be daily within almost 

80% of the sample, and reasons for engaging in SH were “to cope with feelings of depression” and “to 

release unbearable tension”.  

Within a study of adolescents, Doyle et al., (2017) found participants rarely described their 

experiences of SH as a symptom of a diagnosed mental illness and instead  identified affect-regulation, 

self-punishment (Brown et al., 2002), and anti-dissociation models of SH (Klonsky et al., 2015; Polskaya 
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& Melnikova, 2020). Research findings suggests individuals who engage in RSH may produce less 

endogenous opioids and a function of RSH may be to simulate the endogenous opioid system, 

producing relieving or relaxing effects (Sher & Stanley, 2008; Stanley et al., 2010). The opioid system 

regulates numerous physiological functions, including responses to stress, and plays a key role in 

modulating mood and well-being, as well as addictive behaviours via reward processing (Le Merrer et 

al., 2009). However, other studies have found contradictory evidence to the opioid hypothesis of RSH 

(Russ et al., 1994; Sher & Stanley, 2009).  

Victor and colleagues (2012) sought to examine whether NSSI is an “addiction” by comparing 

substance use and NSSI on craving, one identified dimension of addiction. Their rationale for studying 

only one dimension was driven by conclusions drawn from empirical literature that craving plays a 

“pivotal role in perpetuating addictive use of substances” (Roberts & Koob, 1997). Authors adapted 

and developed measures for craving in NSSI, and substance use. Results found craving scores for 

substances occurred across a variety of contexts and were significantly higher than craving scores for 

NSSI. Authors concluded that NSSI appears to be craved only in the context of the removal of negative 

emotions and that findings advocate for an emotional regulation model of NSSI, as opposed to an 

addictive behaviour model. This finding contributed to the wider literature on the emotional 

regulation or affect-regulation hypotheses of SH (Chapman et al., 2006; Klonsky, 2009). However, 

craving is only one of the diagnostic criteria for addictive behaviour within both the ICD-11 and DSM-

IV. Others include impaired or loss of control, increasing priority given to behaviour, and continuation 

or escalation of behaviour despite negative consequences.  

A recent review of the literature (Blasco-Fontecilla et al., 2016) concluded that both NSSI and suicidal 

behaviour can be conceptualised as addictions and advocates for the use of an addictive model of SH. 

The review summarises research highlighting the role of neurobiological and psychological 

mechanisms in the development of an “addiction” to SH behaviours. Through the review of addiction 

literature (Lovallo, 2006; Shaffer et al., 2004; Volkow & Wise, 2005), authors theorise that when an 

individual engages in SH opioid and dopaminergic systems are activated (Stanley et al., 2010), 

providing brief relief from emotional and psychological pain. Research has evidenced these systems 

to be activated by substances (drugs or alcohol) and behaviours (Shaffer et al., 2004). Blasco-Fontecilla 

(2011) hypothesised it is possible for this neurobiological system to produce experiences of tolerance 

(where increasing amounts of a substance or behaviour are required to obtain the desired effect) and 

addiction.  

Further support for RSH as an addictive behaviour can be found within research evidencing the use of 

the opiate antagonist naltrexone hydrochloride as an effective pharmacological treatment of SH 

behaviours. Naltrexone is an opioid-receptor antagonist and was developed as a medication to 
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primarily treat substance use disorder, initially heroin addiction, through a reduction in cravings and 

feelings of pleasure associated with using the substance (Judson & Goldstein, 1984). This drug has 

since been used to effectively treat RSH (Roth et al., 1996) and supports hypotheses that the 

endogenous opioid system plays a maintaining role in RSH. A quantitative synthesis of studies 

investigating the use of naltrexone as a treatment for SH behaviours found 80% of participants 

reported a reduction in SH behaviours with just under half of participants’ SH behaviours reducing by 

50% or more (Symons et al., 2004). However, there are a limited number of studies included in the 

evidence. 

Current treatment of SH within MH services 

Brown and Kimball (2013) state “researchers have yet to adequately address the treatment needs of 

those engaging in the behaviour”. NICE guidelines (2022) highlight the need for a psychosocial 

assessment after each episode of SH at the earliest opportunity. The goal for MH services is often 

minimising risk through preventing or stopping an individual from self-harming (Shaw & Shaw, 2012). 

Therefore, recommended treatment options place emphasis on prevention or cessation of the 

behaviour as an eligibility criterion for treatment. The current NICE recommended longer-term 

treatment options for SH are Cognitive Behavioural Therapy, Dialectical Behavioural Therapy, or 

psychodynamic therapy. Guidelines stipulate “if stopping self-harm is unrealistic in the short-term 

consider strategies aimed at harm reduction” (NICE, 2022). Harm minimisation strategies for SH strive 

to reduce frequency and long-term damage caused (Davies et al., 2020). The terms harm minimisation 

or harm reduction are used interchangeably to refer to the same approach. 

Within the addiction literature, the concept or approach of harm reduction is not new. It was 

introduced within drug clinics and treatment centres over 55 years ago (Bewley, 1967; Chapple, 1967) 

and is now widely accepted as a mainstream treatment for addiction (Shaw & Shaw, 2012). Harm 

reduction has since been borrowed and applied to the treatment of SH. However, it appears a 

theoretical step has been missed. There is little evidence into the efficacy or acceptance of harm 

minimisation (Davies et al., 2020). Additionally, there is a notably limited body of research evidencing 

the addictive or reinforcing properties of RSH (Blasco-Fontecilla et al., 2016) on which to base effective 

and evidence-based harm reduction treatments. To develop the most effective treatments for RSH, 

one must first understand what is maintaining engagement and build upon the emerging evidence 

base for or against the conceptualisation of RSH as an addictive behaviour. This study aims to address 

this gap within the literature.  
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Rationale for the Systematic Literature Review 

The literature provides some evidence for an addictive model of SH, and for SH to be understood as 

an addictive behaviour (Blasco-Fontecilla et al., 2016; Faye, 1995; Nixon et al., 2002). Conversely, there 

is also an evidence base for emotional or affect regulation models of SH (Jacobson & Batejan, 2014) 

and authors believe this differentiates RSH from other addictive behaviours (Victor et al., 2012). 

Additionally, SH is still largely viewed as a symptom of EUPD, within both research and clinical 

understandings (Bowen, 2013), and treated as such rather than a behaviour with a multitude of 

personal and purposeful motivations and meanings (Turp, 2003; Inckle, 2017). 

Due to limited empirical evidence on the addictive qualities of RSH in adults, the following SLR will 

explore whether RSH can be conceptualised as an addictive behaviour. 
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Chapter 2: Systematic Literature Review 

Chapter overview 

This chapter presents a systematic literature review (SLR) of the available evidence base on whether 

RSH in adults can be conceptualised as an addictive behaviour.  

Aims 

As outlined above, research has started to investigate the possible shared characteristics between RSH 

and addictive behaviours. Studies have highlighted similarities between the emotional state preceding 

SH and withdrawal effects experienced by substance misuse (Faye, 1995), the experience of daily 

urges (Nixon et al., 2002), and the activation of opioid and dopaminergic systems (Blasco-Fontecilla, 

2011). Research has also identified differences in motivation and reinforcement between RSH and 

other addictive behaviours (Victor et al., 2011). However, the cursory overview of empirical evidence 

above does not provide an understanding of whether RSH can or should be conceptualised as an 

addictive behaviour.  

RSH is of great clinical concern within both physical and MH services (Tsiachristas et al., 2020), current 

treatment options focus on reducing risk and often place emphasis on cessation of the behaviour 

(Shaw & Shaw, 2012). To our knowledge, only one narrative review focusing on the addictive nature 

of RSH has been published (Blasco-Fontecilla et al., 2016) identifying only three empirical papers.  As 

a narrative review, rather than a SLR, it did not include pre-specified inclusion criteria to minimise bias, 

or any risk of bias or critical appraisal tools to assess the quality of included studies. The three studies 

identified in the previous narrative review were not identified or included within the current SLR. The 

following SLR will address these methodological limitations and update the existing seven-year-old 

review.  The aim of this SLR was to answer, “Can repetitive self-harm be conceptualised as an addictive 

behaviour?” 

SLRs identify, summarise, and critically appraise the available evidence base in relation to a particular 

question (Snyder, 2019). A pre-specified inclusion criteria is utilised to systematically review available 

literature and minimise bias, allowing robust conclusions to be drawn (Moher et al., 2009; Siddaway 

et al., 2019). Finally, this method allows for the identification of gaps in the literature, highlighting the 

impact of these on clinical practice, and supports recommendations for future research (Fink, 2019).  
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Methods  

Search strategy 

An initial scoping search of “repetitive self-harm addictive”, within the Cochrane Library and the 

Centre for Reviews and Dissemination Databases on the 8/6/2022, revealed no previous systematic 

review on this topic. Therefore, this review was prospectively registered on 

PROSPERO(CRD42023370316). When conducting the search, an amendment was made from the 

registered PROSPERO protocol (see Appendix A) due to the availability of databases at the University 

of Hertfordshire.  

The systematic literature search was conducted between 2/2/2023 and 1/3/2023, using the following 

electronic databases: PubMed, Scopus, PsycINFO and Google Scholar. These databases were selected 

to allow for a wide range of literature to be included from a number of different disciplines. Finally, 

supervisors were consulted as prominent researchers in the fields to identify any further published 

literature around the review question that met the inclusion criteria.  

Search terms were identified through pilot searches of the above databases, examination of previous 

literature searches within the topic areas of SH and addiction, and from discussion with supervisors. 

Truncation of search terms was used, where appropriate, to mitigate against different spellings (e.g., 

addict* = addiction, addictive). Quotation marks were also used to search whole phrases (e.g “self-

inflicted wound”). Initial searches were conducted of each concept separately to explore results 

generated. The Boolean operator ‘AND’ was then used to combine the previous searches. Final search 

terms used are listed in Table 1.  
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Table 1: Final search terms 

 

Inclusion and exclusion criteria 

The majority of research into SH has tended to focus on adolescent samples (Nixon et al., 2002; Victor 

et al., 2012) and recent systematic reviews can be found of this literature (Cipriano et al., 2017; 

Kothgassner et al., 2021; Williams et al., 2021). The current empirical study sought to explore whether 

adults experience RSH as an addictive behaviour or not, and the SLR seeks to identify whether the 

current evidence base suggests RSH in adults can be conceptualised as an additive behaviour. 

Therefore, this SLR focused on literature pertaining to adults only (defined under English law as over 

18 years). Studies were excluded if participants were under the age of 18 years, or if they primarily 

focused on suicide, without SH behaviours. The  inclusion criteria for the review are outlined in Table 

2. 
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Table 2: Inclusion and exclusion criteria for systematic review 

 

Data extraction 

Covidence systematic review online software (www.covidence.org) was used to import search results 

from databases for screening of titles and abstracts, and to remove duplicates. Titles and abstracts 

were screened, and full-text papers were retrieved. Full texts were screened based upon the inclusion 

and exclusion criteria to determine which papers were eligible for the review.  Reference lists of final 

included papers were checked and, if additional papers were identified, they were retrieved (if 

possible) and screened to determine eligibility for inclusion. Covidence was used to document papers 

excluded from the review and the reason for exclusion. The PRISMA flow chart (Moher et al, 2009) in 

Figure 1 outlines the process to ensure transparent reporting of the SLR.  

A data extraction table (Table 4) was used to summarise key information on studies within the review, 

including: authors, year published, study aims, design, analysis methods, sample size and participant 

demographics (gender and age), information on type of SH behaviours, and a results summary 

pertinent to review question.  

http://www.covidence.org/
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Data analysis  

A narrative synthesis approach (Popay et al., 2006) was used to synthesise findings from the 

heterogeneous range of studies included using words and text. Narrative synthesis allows for the 

inclusion of both quantitative and qualitative research (Baumeister, 2013). Popay’s (2006) approach 

to narrative synthesis was used as it attempts to address the methodological issues highlighted within 

the Cochrane handbook (Ryan, 2013) around the potential risks of bias within narrative reviews.  

Initially, all included papers were read and re-read to identify and extract key information. Studies 

were read again to develop a preliminary synthesis (identified patterns across study results). Overall 

findings from each study were collated, and quantitative findings were summarised into tables to 

compare the direction and size of effects. The preliminary synthesis was used to explore the 

relationship between studies and their results. Factors were explored that may explain differences in 

findings, and conclusions were drawn. As this review included a vast range of methodologies, 

quantitative data are presented as reported (e.g., proportions) and themes identified from qualitative 

data are summarised.  

Results 

The initial search yielded 1211 papers, of which 11 full-text papers were screened for eligibility. A total 

of seven papers were included in the narrative synthesis (Figure 1). 
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Figure 1: PRISMA flow diagram 

 

Quality assessment 

The Mixed Methods Appraisal Tool (MMAT) developed by Hong et al., (2018), was used to assess the 

quality of each study included in this review. This tool was selected as it allows for assessment of 

different methods such as qualitative, quantitative, and mixed-methods studies, and has been shown 

to be both a reliable and effective (Pace et al., 2012) assessment of methodological quality of studies 

with diverse designs (Crowe & Sheppard, 2011). MMAT guidance discourages the reviewer from 

calculating an overall score and instead encourages a more detailed presentation of ratings against 

each criterion. Quality appraisal findings are summarised in Table 3. Quality was assessed by a single 

reviewer, under supervision, with uncertainty or discrepancy resolved during discussion with the 

supervisory team. The quantitative studies included in the review were predominantly of high quality 

and met almost all quality criteria. Conversely, due to information provided within the mixed methods 

studies, it was not possible to assess whether quality criteria of each methodological tradition 
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(quantitative or qualitative) had been fully adhered to. All included studies were appraised to be of 

medium to high quality.  
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Table 3: MMAT checklist of included studies  
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Study characteristics 

Included articles consisted of three mixed methods studies (Giorgi et al., 2022; Himelein-Wachowiak 

et al., 2022; Moseley et al., 2019) and four quantitative studies (Buckholdt et al., 2015; Lloyd et al., 

2016; Lynam et al., 2011; Robillard et al., 2022). Within the mixed methods studies, two articles were 

based on the same dataset (Giorgi et al., 2022; Himelein-Wachowiak et al., 2022). Both studies were 

included within the review as they aimed to examine different things. Giorgi and colleagues (2022) 

sought to build upon the study by Himelein-Wachowiak et al. (2022) through the use of the novel 

analysis method of content-specific topic modelling to investigate addiction and “recovery themes” 

between NSSI and substance use disorder communities. As both studies utilised a dataset comprising 

of posts from the SH subreddit, neither reported on demographics (including ages). As this information 

was not included at all, it was not possible to ascertain the age of those posting and therefore the 

studies were not excluded on this basis. However, reddit estimates 79% of their users are aged 

between 18-34 years (Grigonis, 2018) and other research suggests between 84% (Amaya et al., 2021) 

and 90% (Singer et al., 2014) of users fall within the same age range. Therefore, it was assumed that 

the majority of the likely user demographic was over 18 years.  

Three of the studies were conducted in the USA (Buckholdt et al., 2015; Lynam et al., 2011; Robillard 

et al., 2022), one in the UK (Moseley et al., 2019) and three were web-based studies so participants 

could have been from anywhere in the world (Giorgi et al., 2022; Himelein-Wachowiak et al., 2022; 

Lloyd et al., 2016). Five studies used non-clinical samples, one study used two independent samples 

(one non-clinical and the second a clinical sample) and one used a clinical sample. Sample sizes ranged 

from 76 to 38,484; the latter used posts made by users within a forum. As per inclusion criteria, all 

studies focused on SH and potential addictive elements of this behaviour. One study examined this 

behaviour within adults with a diagnosis of autism (Moseley et al., 2019), two studies explored 

similarities and differences between SH, disordered eating, and substance misuse (Buckholdt et al., 

2015; Robillard et al., 2022) and one investigated SH within problem gamblers (Lloyd et al., 2016). 

These studies were included as they did not purely focus on co-morbidity between SH and substances. 

Instead, they were investigating concepts associated with SH and substance use for example the role 

of emotional regulation difficulties (Buckholdt et al., 2015), salience of motives (Robillard et al., 2022) 

or the interaction between SH and problem gambling (Lloyd et al., 2016). Study characteristics and 

their main findings are reported in more detail within Table 4.
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Table 4: Summary of included studies  
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The seven papers identified and included within this narrative analysis investigated RSH and its 

relation to addiction, or an addictive behaviour, in a range of different ways: exploration of the role 

of emotional regulation within these behaviours, shared language between the two phenomenon, and 

shared motives or predictors. Only one study (Himelein-Wachowiak et al., 2022) directly stated an aim 

of their research to be “describing the extent to which individuals experience NSSI as an addiction”.  

Can repetitive self-harm in adults be conceptualised as an addictive behaviour? 

Two main similarities were found between SH and addictive behaviours: Understanding of and ability 

to regulate one’s own emotions, and shared language used by those with experience of SH and/or 

addictive behaviours.  

Understanding of and ability to regulate emotions. 

Five of the seven articles found emotion regulation difficulties to be repeatedly associated with, or a 

significant predictor of, SH. Four studies directly investigated this within SH and addictive behaviours 

(substance misuse, binge drinking, and problem gambling). Two studies of clinical samples with a 

diagnosis of “substance use disorder” and currently engaging in residential treatment (Buckholdt et 

al., 2015; Lynam et al., 2011), showed that increased emotional regulation difficulties were 

significantly associated with and a risk factor for SH. One study found increased levels of emotion 

regulation difficulties in those who engage in both SH and substance misuse, compared to participants 

with substance misuse behaviours alone (Buckholdt et al., 2015). They suggest this may be indicative 

of individuals implementing a variety of different coping strategies in an attempt to alleviate negative 

emotions.  

One study (Robillard et al., 2022) categorised emotion regulation difficulties and apparent motives for 

both SH and addictive behaviours into two main thematic categories: interpersonal - motives 

impacting one’s social environment, and intrapersonal - motives relating to one’s internal experience. 

Results found intrapersonal motives related to changing one’s internal experience (e.g., reducing 

negative emotions, enhancing positive emotions, or punishing oneself) to be most associated with SH, 

followed by disordered eating, and finally binge drinking. Whereas interpersonal motives (e.g., 

bonding or conforming with others, reducing distress and demands) were found to be associated most 

with addictive behaviours (binge drinking), then disordered eating, and least with SH. It is important 

to note this study used a non-clinical sample of first-year undergraduate students. Very small numbers 

of participants reported engagement in NSSI (n = 28 at time point 1, reducing to n = 10 by time point 

7) which may have weakened the power of the statistical analyses conducted.   
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Shared language used to describe self-harm and addictive behaviours. 

Three articles (Giorgi et al., 2022; Himelein-Wachowiak et al., 2022; Moseley et al., 2019) explored 

and evidenced a shared language used by individuals when describing SH and/or addictive behaviours. 

Within the qualitative arm of Moseley and colleagues mixed methods study, adults with a diagnosis 

of autism used the words “compulsion” and “addiction” to describe their experiences of SH. Two 

studies (Giorgi et al., 2022; Himelein-Wachowiak et al., 2022) used posts within a SH Reddit forum to 

compare and characterise the use of addiction language. They defined addiction language as “words 

associated with addiction or prevalent in substance use disorder recovery circles”. Giorgi and 

colleagues (2022) employed a matched sample design to compare posts within the SH subreddit forum 

with substance use disorder subreddits. Results indicated a shared language and conceptualisation 

between these two communities, with equal use of the terms “addiction”, “recovery”, “relapsed” and 

“clean”.  

Himelein-Wachowiak and colleagues (2022) aimed to describe the extent to which individuals who 

engage in SH, experience it as an addiction. They coded posts within a SH reddit forum for language 

related to addiction and addiction symptomology, adapting the DSM-5 criteria for substance use 

disorder to use with SH. They found the words “clean” (68% of posts) and “relapse” (50% of posts) to 

be the most frequently occurring. In addition, they found evidence of SH being described as an 

addiction (30% of posts). Himelein-Wachowiak and colleagues (2022)  concluded that more than 

three-quarters of the SH sample met criteria for addiction based on NSSI adapted symptoms and 

diagnostic guidelines. Results showed the most frequently referenced symptoms were cravings or 

urges (67.6%), escalating severity or tolerance (47.8%), and SH that is physically dangerous (38.2%). 

Increased number of methods of SH and engaging in risky SH requiring medical attention were two 

factors found to be associated with an increase in the presence of addiction symptoms.  

Correlates of SH and addictive behaviours 

A number of correlates of SH and addictive behaviours emerged within the reviewed literature. 

Results suggested these were: sex, age, employment status, number of methods of SH, and comorbid 

psychiatric diagnoses. Sex differences were found among thoughts of SH due to problem gambling. 

Males were more likely to have thoughts of SH due to problem gambling, whereas females were more 

likely to engage in acts of SH that were not related to problem gambling (Lloyd et al., 2016). However, 

no sex differences were found among maladaptive behaviours and emotion regulation difficulties 

(Buckholdt et al., 2015), or between individuals who are currently self-harming, have previously self-

harmed, or with no history of SH (Moseley et al., 2019). One study used a homogeneous sample 

regarding age, through the recruitment of undergraduate students (Robillard et al., 2022), and two 



THE SOCIAL PROCESSES THAT MAINTAIN ENGAGEMENT IN REPETITIVE SELF-HARM 

40 
 

did not report on demographics characteristics due to this information not being readily available 

within the dataset (Giorgi et al., 2022; Himelein-Wachowiak et al., 2022). However, age was shown to 

be negatively associated with emotional regulation difficulties (Buckholdt et al., 2015), suggesting that 

as age increases, difficulties in emotion regulation decrease. In addition, results showed significant 

negative correlations between age, frequency of substance use (within previous year), frequency of 

SH, and number of SH behaviours. Age was also found to be negatively associated with reports of non-

gambling related acts of SH (Lloyd et al., 2016). Unemployment was found to be the only demographic 

characteristic significantly associated with problem gambling-related thoughts and acts of SH (Lloyd 

et al., 2016).  

Using multiple methods of SH was found to be positively associated with addiction symptomology. 

However, suicidality was not found to be positively associated with addiction symptomology 

(Himelein-Wachowiak et al., 2022). Co-morbid psychiatric diagnoses were found to be positively 

associated with addiction symptoms (Himelein-Wachowiak et al., 2022) and more common in those 

currently engaging in SH (Moseley et al., 2019). 

Discussion 

One of the findings of this systematic review was that only a few studies, utilising adult populations, 

have investigated whether individuals experience or conceptualise RSH as an addiction or an addictive 

behaviour. However, it identifies useful literature exploring the shared language use between 

addiction and RSH, common factors or traits found within adults with experience of both addiction 

and RSH, and differences between motives to engage in these behaviours. These studies evidenced 

not only a shared language to describe both addiction and experiences of NSSI, but also similar 

symptoms experienced, such as craving or urges, escalating severity or tolerance, and behaviour that 

is physically hazardous.  

Studies utilising clinical samples identified a number of common traits between participants receiving 

treatment for substance use disorder who also engage in RSH. These were found to be greater 

emotional regulation difficulties and increased impulsivity-related traits. Some important differences 

were also identified around the motivation for engaging in NSSI and substance misuse (binge drinking). 

Findings suggest that RSH is motivated by internal experiences, such as the reduction of negative 

emotions, whereas binge drinking is motivated by external experiences.  

It is important to note that a number of included studies within the SLR utilised similar methodological 

approaches to previous research into the addictive elements of RSH (Nixon et al., 2002). Himelein-

Wachowiak and colleagues (2022) adapted the DSM-IV criteria for substance use disorder to include 



THE SOCIAL PROCESSES THAT MAINTAIN ENGAGEMENT IN REPETITIVE SELF-HARM 

41 
 

NSSI in order to measure the symptoms and “severity” of possible addiction to NSSI, and the current 

study will use the ICD-11 diagnostic criteria.   

The finding that individuals with co-occurring RSH and substance misuse experience greater emotional 

regulation difficulties is in line with previous theoretical explanations (Faye, 1995) evidencing an 

increase in negative emotions prior to NSSI. These findings suggest RSH may initially be used as a 

method to regulate emotions and may also initially reduce feelings of distress, similar to those who 

experience substance misuse (for a recent review of the literature see Stellern et al., 2023). Although, 

previous research suggests, repetitive use of these behaviours to avoid or reduce distress, in the long-

term this may paradoxically increase emotional dysregulation (Hayes et al., 1996).  

Regarding experiences of “urges” to engage in RSH, the findings of this review aligned with empirical 

studies exploring this behaviour within adolescent samples. Research with adolescents found the 

“urge” to SH was experienced daily in approximately 80% of the sample (Nixon et al., 2002). A study 

within this review found the term “urge” to be referenced by 67.6% of the sample (Himelein-

Wachowiak et al., 2022). Similarly, NSSI was described as “compulsive” within a sample of adults with 

a diagnosis of autism.  

Motivational differences identified within this review between RSH, and addictive behaviours have 

previously been evidenced within the literature. In their study of hospitalised adolescents, Victor, and 

colleagues (2012) concluded craving for NSSI only occurs within the context of removing intrapersonal 

negative emotional states.  

Evaluation of review 

A strength of this SLR was the attention given to ensure the quality of the evidence base. All included 

studies were judged to be of high quality within the quality assessment. Four databases, chosen to 

elicit clinically relevant research, were searched in an attempt to ensure all relevant published studies 

were identified and included. However, limitations of the evidence included within this review should 

also be considered. Findings should be interpreted with caution as some sample sizes were small.  

It is important to note the impact of methodological issues across the included papers. Definitions of 

SH behaviours differed greatly across studies; however, the majority of studies stipulated it was 

behaviour “without suicidal intent”. Many studies did not state how many times participants had 

engaged in this behaviour or were limited to small subsamples. This may impact the results as previous 

research has found SH behaviour to become more reinforcing over time and through repeated 

engagement (Gordon et al., 2010).  
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The search strategy used may have excluded relevant articles and the exclusion of non-English-

language studies will increase the potential bias in outcomes in the review and limits the 

generalisability of findings. In addition, the focus on only published peer-reviewed papers excluded all 

grey literature and may have limited the conclusions drawn due to publication bias (DeVito & 

Goldacre, 2019). Similarly, the focus on adults excluded relevant research into the potentially 

addictive elements of RSH within adolescent populations (Nixon et al., 2002; Victor et al., 2012). This 

decision could have excluded relevant research on whether or not RSH can be conceptualised as an 

addictive behaviour, thus impacting the findings and conclusions drawn. Finally, the number of studies 

included in this review is relatively small. 

Assessment methods within this SLR were largely limited to self-report measures which may produce 

reporting bias. Finally, only three of the included studies reported on ethnicities of the samples. 

Findings from the SLR should be generalised with caution, as they may not be representative of other 

ethnicities, potential cultural or religious differences within SH, motivations to SH, meanings made 

and help seeking behaviours.  

Possible implications  

The SLR highlighted a number of clinical and research implications. This review found increased 

emotional regulation difficulties to be significantly associated with SH. This has implications for clinical 

practice and treatment of SH and supports emotional regulation or affect-regulation hypotheses of 

SH (Chapman et al., 2006; Klonsky, 2009). Further application and investigation of these theories 

around the overlap and differences between SH and addictive behaviours is required. This could 

further develop appropriate and effective understanding and treatment of RSH behaviours, 

specifically for adults who have engaged in this behaviour for a number of years and identify as finding 

it addictive or have many failed attempts at stopping.  Buckholdt and colleagues (2015) recommend 

clinical interventions focused on emotion regulation skills for individuals who engage in RSH and 

substance misuse.  Additionally, they stress future research should examine underlying mechanisms 

of these behaviours. Dialectical Behaviour therapy (Linehan, 2014) is a clinical intervention often 

applied and offered to those who engage in RSH, which focuses on teaching and practicing emotion 

regulation skills.  

Similarly, other studies (Giorgi et al., 2022; Himelein-Wachowiak et al., 2022; Lloyd et al., 2016; 

Moseley et al., 2019; Robillard et al., 2022) demonstrated that a more nuanced approach to clinical 

treatment of RSH should consider the individual’s motives for engaging in the behaviour and these 

should not be assumed. Some studies (Buckholdt et al., 2014; Lynam et al., 2011; Robillard et al., 2022) 

highlighted the clinical importance of screening or assessing for behaviours related to SH. However, 
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there appears to be a general lack of information on this topic as the current review yielded only 7 

studies. At present, it is unclear whether any physiological changes occur within the brain, due to 

ongoing engagement in RSH, that could suggest RSH is an addiction. Evidence of physiological changes 

have been found in other addictive behaviours such as gaming disorder (Andre et al., 2020; 

Mohammad et al., 2023) and could be a possible area for further exploration.  

One of the key findings that emerged from this SLR was around the shared language, conceptualisation 

and overlap of symptomology between SH and addictive behaviours. This finding has implications for  

future research and intervention development for SH. Due to the paucity of research identified, 

further research should focus on the potential overlap and differences between SH and other 

behaviours already understood to be addictive, such as gambling. It is hoped that through the 

identification of similarities and potential differences, future research can ascertain whether 

individuals  who conceptualise and experience SH as addictive who respond well to treatment 

strategies that have been shown to acceptable and effective in the treatment of other areas of 

addiction, such as harm minimisation strategies for the treatment of substance misuse. 

Rationale for the current study 

The SLR highlighted a paucity of research on whether the current evidence base conceptualises RSH 

as addictive, within adult populations. Based on the published findings available, overall, there is 

emerging evidence on the similarities between RSH and addiction or addictive behaviours. However, 

there does not appear to be sufficient evidence to reach a definitive conclusion on whether RSH can 

be conceptualised as an addictive behaviour. The current project aims to explore this. The main gaps 

in research identified by the review were qualitative analysis of adults’ experience of RSH, as all 

included studies used either quantitative or mixed methodologies. Furthering our understanding of 

what continues to motivate people to use RSH over a number of years may allow us to better 

understand how to support or treat these individuals when they are seeking support from both 

physical and MH services. The final aim of the current study is to provide a theoretical understanding 

of any overlap and similarities between the processes that maintain engagement in RSH and addictive 

behaviours. 
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Research aims and questions. 

The current research study aimed to use the existing theories and knowledges about addiction and 

addictive behaviours to explore whether RSH is experienced as an addictive behaviour and maintained 

by similar processes to other addictions. These aims were addressed through the following research 

questions:  

• What maintains engagement in RSH and do these motivations overlap with addictive 

behaviours?  

• What maintains engagement in RSH but does not overlap with addictive behaviours? 

• To what extent can RSH be conceptualized as an addictive behaviour or within an addictive 

behaviour framework? 
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Chapter 3: Method 

Chapter Overview 

This chapter outlines the methodology chosen to investigate the research questions. Study design is 

discussed, including how the researcher’s epistemological position informed this, and a justification 

for Constructivist Grounded Theory (GT) methods, including consideration of alternative analysis 

methods is provided. Experts by experience (EBE) consultation is detailed, in the context of both the 

early design and the ongoing development of the project, as well as ethical considerations that were 

pertinent to the research. A detailed description of the study procedure is presented, including 

participant recruitment, the interview procedure, data collection, and analysis. Finally, quality 

appraisal of the study is outlined, including important reflections and considerations regarding 

researcher reflexivity.   

Design 

Qualitative research is exploratory by design, therefore well suited to research areas where there is 

emerging or limited data (Liamputtong & Ezzy, 2005). Qualitative approaches are concerned with the 

“understanding of experience and processes, rather than establishing causal relationships or 

quantifying the size or extent of something” (Harper & Thompson, 2011). NICE (2004) guidelines 

recommend the use of qualitative methods to further understandings of SH and recovery experiences. 

Research suggests that through the use of individual qualitative interviews, especially within topic 

areas typically associated with increased feelings of shame and stigma, participants are able to tell 

their story and report the therapeutic nature of this (Biddle et al., 2013; Cutcliffe & Ramcharan, 2002). 

For these reasons, and due to the sensitivity of the research topic, this study employed a qualitative 

design using individual interviews as the method of data collection. 

Epistemological position 

Within research, critical realism suggests that reality should be cautiously and critically investigated, 

whilst considering the influence of wider contexts on meaning-making (Pilgrim & Bentall, 1999). It 

stipulates that all understandings of social reality are fallible and tentative, therefore research 

methodology must allow for conceptualisation and reconceptualisation of knowledges (Pratt, 1995). 

Constructivist Grounded Theory 

Considering the epistemological position and research question, this study drew upon constructivist 

GT methodology, developed by Charmaz (2014). GT was introduced by Glaser and Strauss (1967) as a 

credible and rigorous qualitative method concerned with the systematic development of theory 
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through the inductive process of simultaneous data collection and analysis. The overall aim of GT is to 

“construct a theory that offers an abstract understanding of one or more core concerns” (Charmaz & 

Thornberg, 2021).  Constructivist GTs “emphasise interpretation” and, unlike other methodologies, 

prioritise abstract understanding (Charmaz, 2014). This aligns well with a critical realist stance as 

analysis is contextually situated. In order to do so, constructivist GT advocates rigorous reflexivity from 

the researcher through critique of methodological decision making and “scrutinising who the 

researcher is” (Charmaz, 2017). This methodology was selected as it assumes that processes are 

constructed and acknowledges the role of the researcher in the analysis of data. To address the 

research question and aims, consideration needed to be given to how, why, and in what contexts SH 

may be conceptualised as an addictive behaviour or within an addictive behaviour framework.  

As GT is an iterative process, analysis will be influenced by the researcher’s lived experience of SH, 

clinical experience of working with those who SH, and prior knowledge of the literature relating to SH, 

as opposed to emerging from the data (Willig & Rogers, 2017). GT methodology provides a framework 

to evidence what meaning the researcher has made from the data and be transparent with how the 

research has been systematically conducted (Charmaz & Thornberg, 2021).  

One of the challenges of GT methodology is that coding, specifically initial line by line coding, can be 

incredibly time intensive (Timonen et al., 2018) and may be exacerbated when the time frame for data 

analysis is relatively tight. Additionally, due to the large amounts of codes that can be generated in 

the initial stages of analysis, novice researchers risk losing sight of the overall aims of both the study 

and GT (Hussein et al., 2014; Myers, 2019). To mitigate against this, Annells (1996) recommended use 

of a mentor throughout.  Regular meetings with the principal supervisor (JH) and another member of 

the University academic team (LN), with extensive experience of GT, were utilised throughout the 

inductive data collection and analysis stage. As researcher reflexivity is crucial within constructivist 

GT, multiple steps were taken to engage in this, and a reflective log was completed throughout (see 

Appendix B). 
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Consideration of alternative methods 

Alternative methods considered during the design of this study, and reasons for excluding, are detailed below: 

Table 5: Consideration of alternative methods 
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Consultation 

Professional consultation 

Within early stages of study conceptualisation and design, professional consultation was sought with 

Clinical Psychologists. In August 2021, consultation was held with a Clinical Psychologist working in an 

NHS service with those who RSH. In addition, the psychologist’s own doctoral thesis explored SH. 

Consultation involved discussing the research aims, proposed methodology and recruitment. They 

advised on personal considerations when positioning myself in relation to this topic and shared some 

of their own experiences of recruitment with a similar sample. The clinical psychologist advised me to 

clearly define what I will be referring to as RSH and an addictive behaviour.  

Later within the design stage of the study (October 2021), consultation took place with a Clinical 

Psychologist working within addiction services, both within the NHS and charity sector. The 

consultation involved similar discussions as above, advising me to be aware and mindful of the 

differences between clinical and non-clinical samples within research. In addition, they highlighted the 

vast amounts of data generated from interviews. This was incorporated in the study design and a pilot 

interview was timed to ensure it did not last longer than one hour.  

Expert by experience (EBE) consultation 

The importance of including EBE at all stages of research has been highlighted by the Department of 

Health (DoH, 1999, 2000). Minogue et al. (2005) evidenced many benefits reported for EBE’s 

involvement in research studies: increased wellbeing, self-esteem, and confidence. In addition, EBE 

also reported valuing the opportunity to gain new knowledge or perspectives on the topic area. EBE 

involvement was considered and utilised throughout all stages of the current study. EBE’s were found 

using a recruitment poster seeking those with experience of RSH who would be interested in advising 

on the study (see Appendix C). All EBE were compensated for their expertise and time given to support 

the study. Consultants to the project with lived experience of RSH received a £10 LoveToShop voucher, 

via email, following each consultation they offered the project; for example, completing a pilot 

interview and providing feedback, or consultants meeting about recruitment. 

Designing and piloting interview schedule 

The setup and structure of interviews, including the interview schedule, was discussed, and developed 

in collaboration with the research team and two EBE. The decision to share a brief statement around 

my own lived experience of RSH within the setup of the interview (Appendix D) was made alongside 

supervisors and EBE’s; I and all consulted felt that it was important to be transparent around this.  
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In August 2021, a pilot interview was completed with one female EBE. This involved going through the 

draft interview schedule and audio vignettes as if she was a participant in the study, receiving her 

feedback on what the experience was like, and recording her thoughts on ways it could be developed. 

The EBE advised on how best to introduce the study, myself as the researcher, and what to expect 

from the interview. She advised me to include more information around how the audio vignettes were 

created and a clear content warning that none contained anything explicit about SH. Additionally, she 

suggested slowing down the transition speed between different voices within audio clips to allow 

participants more time to process what was said. I asked her to consider whether she felt able and 

comfortable to say if the audio vignette did not reflect her experience. She fed back feeling able to 

comment on both similarities and differences, and that having the first audio clip before any questions 

allowed her to warm up to the study and externalise experiences, if necessary. All suggestions were 

incorporated into the final interview schedule.  

Involvement during data collection and analysis 

Subsequent meetings were held with EBE, and they were consulted throughout the data collection 

and analysis stages of research. In January 2022, consultation was sought around the recruitment 

poster and guidance on ways to improve theoretical sampling. The focus of sampling at the time was 

to recruit participants who identify as male and to increase ethnic diversity within the sample to 

support generalization of findings. The EBE advised that a potential concern for male participants may 

be fear of lack of anonymity and that participant anonymity should be made clearer on the 

recruitment advert. As a result, further information around confidentiality was added (Appendix E).  

Finally, in May 2023 the developing GT model was shared with EBE’s, and their thoughts and 

comments were invited. Feedback was given on ways in which the model could be improved visually 

to aid understanding and ease of interpretation (see Appendix P3). Additionally, they shared their 

reflections on similarities between their experiences of RSH and what participants reported. 

Discussions were had around similarities and overlap between categories within the model and 

relevant addiction literature. They also provided their thoughts on key clinical, policy and legislative 

recommendations based upon the results.  

Ethics 

Ethical approval 

Ethical approval was sought and granted by the University of Hertfordshire Health, Science, 

Engineering and Technology Ethics Committee; Protocol number: aLMS/PGT/UH/04978(2) (Appendix 

H).  
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Participants 

As the study aims to understand RSH, I specifically wanted to interview adults who had engaged in 

this behaviour over several years or on multiple occasions. Therefore, participant inclusion criteria 

were individuals over the age of 18 years who identify as having experience of RSH. RSH was defined 

as five or more times within a period of 12 months (Shaffer & Jacobson, 2009). Remote participation 

afforded the opportunity for participants residing in countries other than the UK to participate, 

however unfortunately, due to this being unfunded research, recruitment was limited to English-

speaking participants. 

Procedure 

A targeted recruitment strategy was used to identify and recruit participants. Several MH charities 

(SANE, SHOUT and Muslim Youth Helpline), SH organisations (Battle Scars, Self-Injury Support) and 

The National Self Harm Forum were contacted to advertise the study. A research advert (Appendix E) 

was posted on social network sites (Twitter, Facebook, Instagram, and LinkedIn) to access potential 

participants with experience of RSH outside of clinical populations (Cerrutti et al., 2011; Gratz et al., 

2006).  

As the study utilised GT methodology, initial sampling was conducted using a purposive sampling 

method: targeted recruitment of participants using sampling criteria. Throughout all stages of the 

study pertaining to participants I reflected upon my lived experience knowledge and continually 

questioned, “how would I feel participating in this study and talking about my experience of RSH?”. 

The research procedure is outlined visually in Figure 3. Following an expression of interest in the study, 

all participants were electronically sent the information sheet (Appendix I) and invited to contact the 

researcher with any questions. Once participants had the opportunity to read the information and ask 

questions, if they expressed interest in participating, they were sent electronic links to complete the 

consent and demographics questionnaire. Qualtrics (Qualtrics, Provo, UT) was used for convenient 

completion of both consent and demographic forms.  

After completing the demographics and consent forms, prospective participants’ responses were 

checked in correspondence with the inclusion criteria; eligible participants were invited to participate 

in whichever way they would prefer, face to face, telephone or remote video call (Heath et al., 2018). 

Individuals who did not meet inclusion criteria received an email thanking them for their time, an 

explanation as to why they had not been invited to interview, and signposting information to support. 

Interviews were arranged via participants’ preferred contact method. The remote video calling 



THE SOCIAL PROCESSES THAT MAINTAIN ENGAGEMENT IN REPETITIVE SELF-HARM 

51 
 

platform ‘Zoom’ was selected for its user-friendly interface (Archibald et al., 2019) and security 

considerations. Participants choosing to participate remotely were sent an encrypted auto-generated 

link for the Zoom meeting.  

Within the interview set up, time was taken to introduce myself as the principal researcher and the 

current study, I explained I would be consciously pausing following each audio vignette and inviting 

them to respond with their thoughts in their own time (Appendix D). Participants were reminded of 

the confidentiality statement, their right to withdraw, take breaks whenever required, and that they 

could refuse to answer any questions they did not feel comfortable answering.   

As all participants chose to participate remotely, non-verbal, and social cues were fewer than when 

face to face. I used my clinical judgement to regularly check in with participants if they were okay to 

continue. After each interview, participants were invited to reflect on their experience, share feedback 

on how it could be improved, and ask any questions. Participants were electronically sent the debrief 

information (Appendix J), which included signposting to organisations who provide support for RSH.  

As compensation for their time, valuable contributions, and expertise, and in an attempt to readdress 

power dynamics between researcher and participant (Thompson, 1996; Goodman et al., 2004), all 

participants received a £10 LoveToShop voucher, via email, following interview. This concept was 

informed by the feminist tradition of research, which questions the ethics of not reimbursing 

participants (Paradis, 2000). The opportunity to participate in voluntary research is a privilege not 

afforded to many and often those from lower socioeconomic backgrounds or other marginalised 

groups are unable to participate. Current research into SH has predominantly occurred within 

secondary health care settings (Carr et al., 2016), with those admitted into hospital (Gunnel et al., 

2008), or those receiving support from MH services. MH services are not always accessible or 

appropriate for many individuals, often for people of the global majority (Cosgrove et al., 2019; 

Moreno et al., 2020), and this impacts who is recruited into research studies. It was hoped that 

remuneration and reimbursement of expenses would support recruitment of individuals who are 

usually excluded from research. 
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Figure 2: Procedure flow chart 

 

Measures 

Extensive consideration was given to how the conceptualisation of RSH as an addictive behaviour 

could be introduced and explored with participants in an unbiased way. The study team reflected on 

the power and influence researchers holds within an interview setting when introducing a concept 

and decided that, to allow participants to share differing experiences and their own conceptualisation 
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of RSH, it should not be introduced by the researcher. Instead vignette methodology was employed 

to introduce these concepts.   

Audio vignettes 

Atzmuller and Steiner (2010) define a vignette as “a short, carefully constructed description of a 

person, object or situation”. They can also include descriptions of incidents or experiences (Finch, 

1987) allowing for the presentation of rich, nuanced information to elicit a reaction, discussion, or 

opinion, and the exploration of participants beliefs and perceptions (Stacey et al., 2014; Teece et al., 

2021). Vignettes are widely used within healthcare research (Brauer et al., 2009) to generate rigorous 

and valid data (Ramirez et al., 2015).  

Although most common in written format, audio vignettes are widely used within research and have 

been shown to increase validity (Aguinis & Bradley, 2014). Often used within research into sensitive 

subject areas (Barter & Renold, 1999), vignette methodology aligns with constructivist GT, allowing 

researchers to investigate decisions and actions within specific contexts (Finch, 1987; Gronhoj & Bech-

Larsen, 2010). Qualitative studies typically recruit vignette methodology where story-telling scenarios 

are created by the researcher (Finch, 1987). However, Hughes and Huby (2004) highlighted the 

importance of “realistic and believable” vignette scenarios. Initially, I strived to create audio vignettes 

that could present SH as an addictive behaviour from publicly available media on SH. Unfortunately, 

publicly available sources on SH mirrored the lack of consideration of SH as an addictive behaviour 

found in the literature and did not present or probe the current and most widely accepted, clinically 

and within research, definition of addictive behaviour (APA, 2013; 11th ed; ICD-11; WHO, 2022).  It 

was therefore decided to hold and record a focus group with people with lived experience of addiction, 

and that questioning should be designed to elicit audio clips which could be edited into short audio 

vignettes, to be played to participants in the study.    

As discussed within Chapter 1, there is much debate within the literature around what an addictive 

behaviour is, how you define it and how, subsequently, you diagnose or assess for it (Orford, 2001). 

Due to large discrepancies within the literature of what constitutes an addictive behaviour, it was 

decided through discussions with the supervisory team that the current world diagnostic standard 

criteria of addictive behaviours, as defined by ICD-11, would be used to guide the research.  

To create the audio vignettes, a recruitment poster was shared, on Twitter and with a local service 

user research group, seeking individuals with lived experience of addiction. With guidance from 

supervisors, a list of questions was created based upon the diagnostic criteria within the ICD-11 (see 

Appendix K), which invited focus group members to discuss their experience of each criterion. In July 

2022, a focus group was held with four individuals of varying ages (35 – 65 years): one male and three 
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females. The focus group was audio and video recorded and lasted for approximately one hour. Focus 

group members were compensated for their time, they were paid £20 for their participation and 

sharing their personal experiences within a one-hour, online, focus group. Audio clips were edited into 

succinct descriptions of focus group members experiences of addiction to create the vignettes (see 

Appendix L for transcripts of each vignette). Audio vignettes varied in length from 30 seconds to one 

minute and 40 seconds. All eight vignettes were played to every participant in the same order.  

Figure 3: Flowchart of steps taken to create audio vignettes 

 

Steps taken to avoid a potential priming effect. 

The research and EBE team felt that vignette methodology would allow me to present the ICD-11 

diagnostic criteria of addictive behaviours impartially, invite participants to offer their own insights or 

hold a different opinion, and mitigate against acquiescence bias. There is a wealth of research 

highlighting the benefits of vignette methodology, particularly to allow the researcher to explore 

sensitive topics (Hughes, 1998). 
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The use of a pilot interview with an EBE allowed for feedback on whether they felt the audio vignettes 

or follow up questions were priming or leading their responses in any way. Following the pilot 

interview, the EBE fedback that they felt comfortable informing the researcher if their experiences 

were dissimilar to those shared within the vignette. The decision to create and use real life audio 

vignettes was taken as a way to focus the interview on the research aims and questions (whether RSH 

is experienced as an addictive behaviour or not) in an open and non-leading way, where participants 

felt able to and were encouraged to disagree with material presented if it did not align with their 

experiences. Prior to the presentation of each audio vignette, participants were asked to tell me how 

these fits or do not fit with their experiences of RSH.  

The epistemological position taken throughout this research of critical realism assumes that 

participants reality of RSH exists regardless of researcher’s awareness of it (Willig, 2013) and the aim 

of critical realist research is to identify and explore the underlying mechanisms that contribute to 

actions (Wollin, 1996). This epistemology informed all elements of the study, including selection of 

methods. As highlighted within the introduction, RSH is a vast topic with many areas participants could 

discuss or describe within an interview if asked broadly about their experiences overall of RSH. Within 

this study, audio vignettes were used as microcosms which Törrönen (2018) suggested provides 

participants “with a non-personal, non-confrontational and safe setting to discuss difficult issues, as 

well as to discuss what is their temporal, spatial or agential distance or proximity to the speaking 

voices, character-orientations, actions, practices and setting that they enclose” (p. 11).  

Interview schedule  

The most popular data collection method within qualitative research are semi-structured interviews 

(DiCicco-Bloom & Crabtree, 2006; Willig, 2008), allowing the researcher to develop broad, open-ended 

questions that can begin to focus the interview, whilst allowing for flexibility to explore an individual’s 

experience of the process under investigation. A semi-structured interview schedule (Appendix D) was 

used to ensure consistency of questions and presentation of material across the interviews. The 

flexible nature of the interview schedule compliments a GT analysis of data as it allows the interviewer 

to complete the iterative process of data analysis alongside data collection, and the opportunity to 

amend the interview schedule in order to seek further information on tentative categories identified 

within previous interviews (Charmaz, 2014).  

In line with GT methodology, the interview schedule must not impose the researchers position or 

understanding of the topic upon participants from the outset (Charmaz, 2014). Instead, flexible 

questions allowed for the interview to explore the participant’s reality. After listening to each audio 

vignette, participants were asked to respond in their own time with their perspectives on how these 
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fit, or not, with their experiences of RSH. Open questions were used throughout to allow participants 

to explore their experiences and social processes related to RSH. In line with the research aims, the 

schedule included questions around the individuals’ thoughts, feelings, and contexts, and explored 

the “what”, “when”, and “how” of their experiences. Follow up questions pertaining to a participant’s 

experience of RSH as addictive were only asked if/when the participant had introduced this to the 

interview themselves. 

Safeguarding-participant-and-researcher wellbeing 

Due to the sensitive nature of the topic, there was potential for participation to be difficult and 

upsetting. Therefore, participant well-being was of the upmost importance. I was also conscious that 

I was interviewing a community sample who may not have access to therapeutic support, should they 

require it. Numerous steps were taken to safeguard participants from psychological distress. These 

were informed by available “suicide-related” literature (Littlewood et al., 2021; Owen et al., 2016) and 

guidance recommended by ethics committee members and researchers (Lakeman & Fitzgerald, 

2009a,b), and are outlined within Table 6.  

An ethical consideration of the research was whether to interview individuals currently engaging in 

SH. As RSH is the subject area of the research, it was decided with the research team that ongoing SH 

would not be an exclusion criterion. The limits of the research study were documented within the 

information sheet and participants were made aware that signposting (provided to all participants) 

was the support that could be offered in relation to SH. A risk protocol (Appendix M) was developed 

to outline the procedure should a participant disclose suicidal ideation to the researcher. As a trainee 

clinical psychologist, I needed to remind myself of my role as researcher in this context, and refrain 

from a desire or habit to use my clinical skills therapeutically when interacting with research 

participants. Instead, I utilised supervision to reflect upon times I found it more difficult to refrain from 

using clinical skills in a research context. 

As an insider researcher with lived experience of SH, regular supervision, and opportunities to reflect 

following each interview was a necessity to safeguard myself. During data collection and analysis, 

regular supervision for myself as the principal researcher was arranged and completed with the 

primary supervisor (JH) and ad hoc meetings where required, to discuss interviews, anything 

particularly emotive or potentially distressing, and to consider the three-step model of debriefing. In 

addition, an ongoing reflective diary was used throughout (see Appendix B). 
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Table 6: Steps taken to safeguard against harm 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Data Analysis 

Transcription 

Interviews were transcribed verbatim by the principal researcher and NVivo 12 software was used to 

organise, manage, and analyse the data.  
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Bracketing and Memo-ing 

Bracketing originated within phenomenology and is a technique whereby the researcher strives to 

acknowledge, record, and bracket or set aside their own beliefs and biases, in order to keep an open 

mind (Drew, 2004; Gearing, 2004; Starks and Trinidad, 2007). This technique is often used within the 

GT tradition due to the active role the researcher plays in constructing the theory (Creswell & Miller, 

2000). As an insider researcher, bracketing was used throughout the research process to mitigate 

against my personal experience or preconceptions of SH influencing the iterative process of utilising 

initial data analysis to inform subsequent data collection and theoretical sampling (Tufford & 

Newman, 2012). Engagement in the continual process of bracketing encouraged self-reflection and 

was another way to protect myself, as the lead researcher, from the cumulative emotional impact of 

the emotionally challenging material within this study.  

Tentative codes were created to begin to explore participants experience of RSH, what meanings they 

made of experiences, and the evolution of these (Charmaz, 2014). Memo-ing was used throughout all 

stages of data collection (see Appendix N) to record analytic observations and ideas (Butler et al., 

2018). Again, this supports a transparent process of analysis and meaning making by the researcher, 

as memos were dated and included clear information around what influenced analytic or theoretical 

ideas.  

Initial coding 

Within GT analysis, the first step is to complete line by line coding (Charmaz, 2014) where every line 

of data is reviewed and codes are created to encapsulate the processes that maintained engagement 

in RSH described by the participant (Tie et al.,  2019). The first seven interviews were analysed using 

line by line coding. Gerund words (noun form of a verb) were used within all initial codes in an effort 

to describe active and not static processes (Glaser, 1978; Charmaz & Keller, 2016). The purpose of 

initial coding is to ensure codes are informed by the data, whilst considering participants meaning to 

move from concrete statements into theoretical ideas.  

Focused coding 

Focused coding involves grouping initial codes into conceptual categories, deciding which codes best 

account for the data and are most theoretically relevant to the research question and aims (Charmaz, 

2014). Bracketing and discussions with the principal supervisor (JH) were used within this stage of data 

analysis to critically reflect on the meaning I was making when comparing and contrasting initial codes. 

All initial codes were grouped into areas pertaining to the research question and codes that were less 

relevant were identified.  
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Memos were used throughout to identify initial codes which had occurred more frequently, or those 

which presented a novel theoretical idea about RSH, and to develop early comparisons (Charmaz, 

2014). An example of this was that many participants spoke about RSH as a way to care for themselves, 

likening this to self-care. This formed a tentative analytic category and subsequent interviews involved 

a question around self-care to further explore this concept.  This process allowed the researcher to 

move analysis from focused codes into conceptual categories and is guided by Charmaz (2014). 

Theoretical sampling 

As data collection and analysis progressed, and exploratory codes were constructed, theoretical 

sampling was employed to elaborate and refine initial theoretical categories (Charmaz, 2014). With 

the aim of GT to “weave major threads into generalizable theoretical statements that transcend 

specific times, places and people” (Charmaz, 2014), demographics of participants thus far were also 

considered. As all seven initial participants identified as female, it felt important to seek participation 

from individuals identifying as male in an attempt to capture their experience of RSH. Therefore, social 

media platforms were utilised again to advertise study recruitment and posts highlighted the interest 

in speaking to participants who identify as male. During this stage, 20 individuals sought more 

information and 13 participated in the interview.  

Developing categories and subcategories 

Diagramming was used to visually represent categories generated from the data and their 

relationships (Clarke, 2012). Another benefit of displaying the analysis within a diagram was that it 

allowed the direction of categories to be presented and considered in an active, non-fluid way.  

Theoretical coding 

Theoretical coding was employed to analyse relationships between constructed categories and 

subcategories (Charmaz, 2014). The aim of this stage of analysis was to ascertain how these categories 

interact with one another to form a theory of the social process that motivate engagement within 

RSH. Theoretical coding is an iterative process, which included reviewing data, reconsidering codes 

through differing theoretical lenses, and reviewing memos created throughout data. An analysis audit 

trail can be found in Appendix O. Maps were used to form, develop, and present the analysis (Clarke, 

2012). Examples of the diagramming process can be found in Appendix P. 

To reach theoretical saturation, I aimed to recruit 15-17 individuals. The iterative process of 

constructivist GT stipulates the researcher be guided by the data collection and analysis, with a 

reduction in sample size possible (Strauss & Corbin, 1998). Empirical evidence suggests theoretical 

saturation occurs between 10-30 interviews (Thomson, 2010). Studies have shown researchers with 
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more skill, knowledge, and experience of their topic area, may require fewer participants (Morse, 

2000). Within constructivist GT, the accepted definition of theoretical saturation is when theoretical 

categories are sufficiently robust to represent further patterns in additional data (Holton, 2007; 

Wiener, 2007).  

Model-checking interviews 

Theoretical coding led to a tentative GT model, which was shared with all consenting previous 

participants (via email) as part of the member-checking process. The model was also reviewed in detail 

within model-checking interviews with two new participants. Within model checking interviews, the 

GT model, and the proposed interactions between categories, was verbally discussed with new 

participants. Participants were asked to discuss whether they felt it makes sense with their experience 

or not and whether they believe this is a good framework for us to think about RSH.  Member checking 

is recommended as a method of ensuring rigor within qualitative research (Lincoln & Guba, 1985) and 

to assess whether analysis is congruent with participants’ experiences of RSH (Curtin & Fossey, 2007). 

Member feedback, as well as the results of the model-checking interviews, was discussed with the 

principal supervisor (JH) and contributed to the further development of the model.  

Reflexivity 

Reflexivity within research can be described as the process of turning the analytic lens towards 

oneself, and the critical analysis of researcher identity, positionality and how these interact with the 

sample population (Jacobson & Mustafa, 2019). The reflective process is concerned with an ongoing 

dialogue and hopefully increased awareness or ownership of the researcher’s positionality (Pillow, 

2003; Mauthner & Doucet, 2003). 

This is fundamental within insider research as evidence suggests that insider researchers may find it 

harder to separate their own personal experiences from participants’ experiences (Kanuha, 2000). As 

a young, white, educated, woman with lived experience of RSH within my teenage years, and a MH 

professional (currently working within the NHS), I bring a number of biases to the project as the 

principal researcher. Throughout all stages of this study, I was considering my position as an ‘Insider-

Outsider’ (Dwyer & Buckle, 2009) researcher and the role this played within my analysis of the data 

and the construction of findings. Within interviews, I was often reminded of the ‘insider’ privilege my 

lived experience afforded me and was repeatedly touched when participants expressed an admiration 

or inspiration that someone with lived experience was not only the principal researcher but was 

transparent with their experiences. Conversely, stark differences were highlighted between my 

experiences and experiences of participants who had engaged in RSH for more than thirty years and 

continued to do so.  
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In an effort to keep reflexivity at the forefront of my mind throughout the research, a number of 

techniques were utilised. Regular supervision from the principal supervisor supported me in 

considering my position within the construction of categories, and encouraged me to continually 

question if there was any information I was privileging or ignoring because it aligns with or disagrees 

with my own beliefs and experiences? Bracketing interviews were completed with the principal 

supervisor (JH) during data collection. Memo-writing allowed me to clearly document the process of 

developing theoretical codes, including what data codes were influenced by. Finally, an ongoing 

reflexive journal was completed throughout the research with an emphasis on including an entry 

following the completion of each interview. The purpose of this was to reflect on assumptions made 

prior to and during interviews (see Appendix B), how I was left feeling upon completion of the 

interview and data that stood out.  
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Chapter 4 Results 

Chapter Overview 

In this chapter, participant demographics are presented and an overview of the theoretical 

understanding of the data is displayed in the form of a process model. Categories and sub-categories 

of the model are presented and elaborated on using participant quotes to help the reader 

conceptualise the model in more detail.  

Results overview 

The process model was developed from data co-constructed from the thirteen interviews and 

additional two model-checking interviews. Participants’ demographics are presented in Table 7. 

Twelve categories were co-constructed, forming the overall model. These categories and 

subcategories are presented in Table 8; the overall process model is presented in Figure 4 and outlines 

the interaction and relationships between each category.  Included quotes were the most pertinent 

or descriptive of each category or subcategory and I strived to ensure these reflected a balanced 

representation of the fifteen participants interviewed.  
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Participant demographics 

Table 7: Participant demographic information 
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Table 8: Categories and subcategories of grounded theory model 

 

The model 

Through GT analysis, a tentative theoretical rendering of the data was developed and is presented as 

a model in Figure 4. Participants in this study described the processes that kept them engaging in RSH. 

The interconnecting arrows are used within the model to represent that participants’ journeys with 

RSH were not linear, instead processes that maintain engagement were reciprocal, reinforcing of one 

another, and fluid over time.  

Participants described their experiences of starting SH; for many, feeling a ‘need to punish’ themselves 

either led to starting or occurred soon after. Participants quickly felt they were no longer always 

consciously choosing to engage in RSH and began feeling it was ‘addictive’. Once participants had 

engaged with SH, they continued to have urges to SH even after stopping for many years and 

experienced a conflicting relationship with RSH. They described that both the urge to SH and 

conflicting relationship with RSH did not end once they stopped engaging in this behaviour. Instead, 

they described feeling this would be something they would always experience, long after stopping 

RSH.  
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Throughout each incidence of SH, participants experienced processes that interacted, describing this 

as the “cycle of SH”. SH was used to manage feelings of overwhelming emotion and produced calming 

effects. This experience enabled participants to function, sleep, and feel they could cope with life. 

Over time, the process of harming oneself, the relief experienced immediately after, and care given 

to treating wounds began to be interpreted as their way of caring for themselves. It was described as 

comforting, familiar and, for some participants, protected them from ending their life because it 

allowed them to cope with distress and suicidal thoughts or ideation. At times, RSH afforded a sense 

of control of the uncontrollable (emotions and external events) but at other times it became 

increasingly apparent to participants that they were no longer in control of their SH, instead 

experiencing it as controlling them. Effects of SH, such as releasing emotions or calming, were short 

lived and, quickly, participants experienced guilt and shame due to SH. For some, this reinforced 

feelings of needing to punish themselves and led them to harm again. Participants described these 

five processes as cyclical and interacting which is why they are displayed within their own distinct cycle 

within the model and double headed arrows are used to show the interactions between each 

category.  

Finally, participants detailed how others’ responses to their RSH could either contribute to feelings of 

guilt and shame or support them to “break the cycle” of SH. They identified ways in which they found 

they could “break the cycle” of RSH but also described experiences of “relapse”, which reinforced the 

cycle and were often experienced as more out of control than previous incidences of RSH. Colour is 

used within the model to display which categories were similar to theoretical and empirical 

understandings of addictive behaviours (highlighted in orange) and which appeared to be distinct to 

RSH (highlighted in blue).  
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Figure 4: Grounded theory model 
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Category 1: Starting 

All participants described their experience of first starting SH. The majority of participants described 

starting SH during adolescence. However, one participant started SH later in life, around age 50. As 

presented within the model, starting SH was integral to beginning the process and experiencing any 

of the following categories. From the first incidence of SH, the subsequent experiences depicted within 

the model occurred for participants. Many described how quickly the SH “escalated” after starting. 

They appeared to be describing a feeling that once one starts and has that experience, there is no 

going back. 

One described, “the first time is so crucial” as “it felt so taboo, but the second you cross the line of 

doing it the first time and you realise it is not as bad as you thought it was going to be, then it just 

becomes easier after that” (May).  

Many explained the feeling that once you have started: “You can’t go back to how life was before; it 

is always there as an option, and I can’t undo that it has happened, and I can’t undo how it made me 

feel at the time” (Alana).  

Some participants spoke of experiencing bullying and feeling that was the catalyst for their first 

incident of SH: “I was probably about 12 and I feel like it probably started because I sort of got picked 

on at school” (Beth). Others described SH being “triggered by a trauma” (May). They explained, “when 

it first started, I had already been in a stressful, traumatic situation at home” (Ellie). Similarly, one 

participant started self-harming following a loss, “I started after my mum died” (Dan).  

Category 2: Needing to punish myself 

A need for or feeling that they are deserving of punishment characterised the motivation to start and 

continue harming for eleven participants. This was described as relating to low self-esteem, self-

worth, or feelings of intense anger with themselves or others (which was then directed towards 

themselves). It appeared these feelings preceded starting SH and, for many, contributed to the 

motivation to engage in SH in the first place. However, some participants observed and described a 

progression or increase in this feeling or need once they had started. This is depicted in the model by 

the category bridging the space between starting and the remaining categories which were described 

as the processes maintaining engagement with SH.   

One participant described this experience in detail and how it was also observed by others:  

“I remember my mum years ago said to me that it was almost like I got to a certain age and 

this switch went on inside my head and it was almost like from that point I was just hell bent 
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on punishing myself. But I think to me it is just something that even now I sort of, I don’t really 

understand it, and it almost did feel like a switch of this all-consuming rage with myself at 

times, and the only way to get it out was to feel that pain and to punish myself” (Beth).  

Again, both participants agreed with this experience during model checking interviews. They added 

“the punishing thing definitely resonates, like loathing was how my feelings came out when I was 

overwhelmed, and it would turn to literal disgust and like I hate you” (Ellie). Similarly, “I viewed it like 

atoning for my sins, it was like anytime I thought I was a bad friend or a bad person I would be like well 

that doesn’t matter because you’ve punished yourself for it” (May).  

Subcategory 2A: Harming using food 

When asked to reflect on their appetite, and the relationship of this with SH, ten participants spoke 

about harming themselves using food and for many this was an additional way to punish themselves. 

Participants described how this was an active choice and were clear that the motivation was not to 

control or lose weight but instead as  “another way to self-harm. So, it is not that I am not thinking 

about it (eating), as you know sort of starving myself has the same function” (Jake). Others expanded 

on this adding: “I tend to try and starve myself at that point, it’s kind of like I want to hurt myself in as 

many different ways as possible” (Ceri). Similarly, another participant explained they harmed using 

self-induced vomiting when more regular methods were unavailable: “I am a smart girl, I have found 

ways you know, if I don’t have access to a cutter, I have found the vomiting” (Sandy). 

Category 3: Feeling addictive 

Twelve of the fifteen participants described in some way the addictive effects or feeling addicted to 

RSH. Participants appeared to experience the feeling that, once you have started engaging in SH, “you 

don’t want to stop. You just don’t want to.” (Dan). They explained this experience using language 

typically used to describe addiction to substances, such as “craving”, and many described the 

experience that they needed to increase their SH. for example harming more severely or frequently, 

in order to experience the same effects. It appeared that participants were suggesting these 

experiences began quite soon after first engaging in SH, continuing to grow over time and increase 

through repeated engagement in SH. This felt particularly relevant for participants who had been 

engaging in self-harm for: “well over 30 years, I started when I was a really young kid, so you don’t 

continuously do such a self-destructive behaviour if there isn’t some level of addiction there” (Leanne). 

Participants appeared to suggest that this was a category that was not well understood by others 

without experience of RSH.  
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Feeling addicted to SH was not described as part of the RSH cycle process, instead this experience was 

described as relating to managing emotions. Participants clearly reported the feeling of needing to 

escalate SH in order to experience the same effect once they had harmed. Participants spoke about 

their journey with RSH over time and appeared to suggest that, quite quickly after first engaging with 

SH, they began to experience feeling addicted, snowballing, and SH as a ritual. This is depicted in the 

model with the two-way arrow between feeling addictive and managing emotions.  

One participant described this as: “At some point I became really aware that… I was quite addicted to 

it. Yeah, if I gave into it too much, it was definitely less effective and even was becoming a full-blown 

addiction. It was all the kind of standard stuff, needing it more frequently, needing it to just 

function…really unexpected kind of withdrawal symptoms, physical withdrawal symptoms from it.” 

(Morgan) 

Participants drew parallels between other well-known addictions, such as: 

“I have never smoked. I don’t know what that craving for nicotine is like, but my dad had 

desperately tried to give up and it was sending him crazy this absolute craving that he must 

have it. But it is kind of like that, it is almost a kind of addiction that you’re getting stuck into” 

(Dan).  

During model checking, both additional participants confirmed they experienced RSH to be “very 

addictive” and described an experience of “when it is not even really tied up to being emotional 

anymore. No, you’re not low, but you are still not high, and it will make you feel better” (Ellie).  

It is important to note that one participant did state they “don’t find it’s addictive” (Hannah) but their 

experiences did align with many other categories within the model.  

Subcategory 3A: ‘Snowballing’ 

There appeared to be a distinction between when participants felt they were consciously choosing to 

engage in SH and other times where it felt almost unconscious. Participants spoke about the 

accumulating “snowball” effect of RSH, where they needed to increase their SH or engage in more 

physically risky methods. They described their bravery increasing with the behaviour over time and 

feeling that no matter what they did, it did not feel enough. Many explained the feeling of “spiralling” 

or becoming caught in a “horrible cycle that was happening and happening over and over again” (Ceri). 

This subcategory was confirmed within the model checking interview:  

“Initially when you choose to first do it, there is definitely a reason for it and you make that 

decision, but then a few months into it, it definitely became something I did sometimes out of 
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boredom or because I felt like I had to and that definitely feeds into the unconscious idea of it” 

(May).  

Subcategory 3B: Ritual 

Often conceptions of SH involve an element of acting on impulse or engaging in SH behaviour when 

feeling overwhelmed and out of control. However, many participants explained in detail the planning, 

preparation and, at times, waiting they experience before harming. Many identified with the term 

ritual and described the ways in which they experienced RSH to be ritualistic. For some, this was 

experienced as going into autopilot and following a well-known routine and steps but, for others, they 

explained that this was not impulsive and often required careful consideration and set-up.  

The process was described as: “a ritual. You have a particular way that you do it. You have a particular 

time that you do it and you have a particular place that you do it. People don’t do it sporadically; they 

have a particular safe place for them to do it” (Ceri). 

It appeared a large part of the ritual is around ensuring the RSH is done in the same way, so the person 

is able to experience the same effects afterwards: “The routine element of it. It would be the same 

every time, it would be the same set up, I would do things in the same order, and it was all just to get 

that feeling when it was done” (Alana). 

One participant conceptualised the ritualistic element of RSH slightly differently, they experienced it 

as: “Even euphoric if I hold up the cutter near my arm like yes! I am going to do it! So, it does feel sort 

of grand sometimes, but I wouldn’t think of that as a ritual. If I think of a ritual, it is something special 

so I guess that is how I would see it, but not in a ritual way in that I do it in a certain way in a specific 

time” (Sandy). 

Again, the ritualistic elements of RSH were confirmed within the model checking interviews and they 

felt “a ritual is a very good way of describing it” (May).  

Category 4: Having the urge to SH 

All participants described having ongoing urges or thoughts to SH. This was described by those 

participants who were still actively engaging with RSH and those who had not self-harmed in many 

years. Participants described their experiences of having urges to SH since starting, and how these 

have continued throughout their journey with SH. This is depicted within the model as a category that 

continues from starting SH and is ongoing even once an individual has broken the cycle, using a solid 

line. One participant described this in detail:  
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“I would describe it as like a little pea in the back of my brain that just goes you've always got 

that there if you need it. It’s always here for you don’t worry. Like you can always fall back on 

this if you need to” (Alana). 

One participant detailed their experience of continual urges and trying to explain this experience to 

MH professionals:  

“It’s been 7 years now, just over 7 years, with non-stop twenty-four-seven self-harm urges that 

their absence is impossible to imagine. When I try to explain to professionals about what the 

urges feel like, quite often you just see the horror on their faces. You know, it is so powerful, 

and it’s got such a strong pull on you” (Morgan). 

Times were also described where urges are less frequent but present during periods of distress or as 

a last resort. Interestingly, participants explained how these urges do not always present in the context 

of negative emotions and can occur when things in their life feel okay. This experience was described 

as though the urges were intrusive thoughts: 

“Even when I am otherwise feeling fine and dandy and strong, and you know I can deal with 

this, and the trigger isn’t even that severe. The thought is, it's kind of a bit intrusive. It sort of 

comes up even when it's not needed, and you still kind of feel a magnetic pull, and you either 

can or you can't stop yourself or just dismiss that thought” (Jake). 

Another participant, who continued to engage with RSH, reflected “I suppose for me I don’t really have 

the urges because I’ve probably never said no to myself, because it is so secretive” (Hannah). 

Category 5: Conflicting relationship with SH and the self 

Within the majority of interviews, participants appeared to be describing a conflict and tension 

between opposing experiences with SH during their journeys. Descriptions of their experience with 

RSH appeared to highlight a relational element where participants were speaking about SH almost as 

if it was another person. There was conflict within this relationship, at times RSH was experienced by 

participants as a supportive friend and at other times it felt more like an enemy who was hurting them. 

The relational element was described as “toxic” by some participants, as the continual urges telling 

you to hurt yourself, or that you deserve to be punished, felt abusive. It is important to note that 

participants described these conflicting themes as coexisting, they described RSH as both an enemy 

and a friend, it was not either or. Similarly, to the previous category, this was described as an ongoing 

relationship that does not end when you stop harming. Therefore, this is depicted in the same way 

using a solid line.  
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Participants stressed this tension “can be really difficult and it makes you feel like, if this is the only 

way that I can cope but this is sort of ruining my life, then what am I meant to do?” (Beth). One 

participant captured this changeable relationship as they described feeling:  

“Really validated by the self-harm, like I know it's not a person, and it can't speak to me, but it 

really validated everything that I've been through. A maintaining factor was to communicate 

with myself that I understood how horrible it was and that was reinforced when other people 

didn’t necessarily want to hear about it, so it pushed me further into the self-harm because it 

was there for me. It was there for me because it would listen, and I could do it when I needed 

to, and I didn’t feel like I was getting that from other places. At that time the self-harm could 

give me more than anyone around me could” (Alana). 

However, they also acknowledged “as much as it would help me, it was also just bringing on so many 

feelings of shame and guilt” (Alana).  

Another participant summarised this conflict as: “even though in the moment I guess it kind of feels 

like it helps on a broader scale. It has definitely made life worse” (Jake).  

This category was confirmed by both participants during model checking interviews. One added:  

“It is a massive conflict, and it's mad even having this conversation because at the time I 

thought I was completely barmy. But I suppose that's because it is something you feel like you 

shouldn't do and then saying it feels really good, and it helps me to manage my emotions like 

what? But it does, it felt really good” (Ellie). 

They went on to describe how this conflicting relationship changes over time:  

“I viewed it as an enemy definitely when I was in it because I was so angry at myself for doing 

it. But even now, I do think it is something that I know so intimately, and it knows me so 

intimately, I have a relationship with it that I don't have with anyone that I know in person, 

and no one will know of that relationship either, which I think keeps it being such an intimate 

thing. And I definitely think that when you start to view it as being toxic, I think sometimes 

makes it worse. But at the same time, you need to acknowledge that you're harming yourself 

which is something I think that gets lost in it, is that you're being violent to yourself”. (May) 

Categories 6 to 10: the RSH “cycle”  

All participants spoke in some way about the cyclical process that occurs during every incidence of SH. 

This was discussed during early interviews and an aspect of theoretical coding was to explore 
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participants experience of this cycle. Categories are numbered for ease of interpretation; however, 

this was an interactive process with each category contributing to one another.  

Category 6: Managing emotions 

All participants described an antecedent to RSH was the experience of overwhelming emotions or 

emotional pain. One emotion that was described as particularly difficult to manage was anger, 

described by many as a trigger due to feeling like they had no other way to control or stop this feeling. 

It appeared that RSH became an incredibly effective strategy to manage the build-up of intense 

emotions and allowed them to feel in control of their emotions: “After trying all these different things 

and nothing was working, I worked out that if I self-harm at the right time, at the right point in the 

build-up, I can stop it going too far” (Morgan).  

This appeared to be of particular importance for participants who described feeling depressed over a 

long period of time: 

“In that sort of split second, there's a break, and I think when you're dealing with something 

that's so just unending, and it just goes on and on and on, with no break. Even just a little break 

is something and I found that it did work to manage emotions to an extent” (Jake).  

RSH was described as “just literally an explosion of I have all these feelings. What do I do with it?” 

(Leanne). Many participants shared that they were “more likely” to SH when “feeling frustrated, angry 

or upset” (Sandy). Anger was described by many participants as the trigger for RSH: 

“When I’m angry at someone, I now express it on myself. Which is really tough, because 

actually, instead of confronting the person who inflicts this pain to you, you are there harming 

yourself” (Molly). 

Subcategory 6A: ‘Releasing’ 

Participants spoke of experiencing a “release” of overwhelming or painful emotions as soon as they 

had engaged in SH. There appeared to be some interaction where individuals described feeling 

addicted to the positive feelings of release post-SH. Feeling able to release emotions through SH 

allowed some participants to express or experience their emotions and was described as almost 

having a communicatory function to it. Some described an overwhelming sense of emotional numbing 

and SH allowed them to feel something:  

“I think sometimes it allowed me to feel sad. I didn’t really do sad, refused to do sad, didn’t 

really see the point in crying or feeling sad, what’s the point? But obviously, somewhere up 

there, there must be sadness. So, definitely self-harm allowed me to feel sad or to cry or 
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whatever. Yeah, it was just like a way to cut through that numbness, most of the time” 

(Leanne).  

Releasing effects of SH were depicted as: “it's kind of like your emotions are getting bigger and bigger 

inside, and you've just got to hit yourself to release the pressure almost building up inside you” 

(Hannah). 

One participant clarified: “For me it was not stopping the emotions more releasing them. I was like, I 

know how to deal with you and afterwards I’d be like a different person. And then once I released the 

emotions that I need to get rid of that load dissipated. And that, I think for me made it all the more 

addictive” (Ellie).  

Subcategory 6B: Using behaviour to express emotional pain  

It appeared the behaviour of RSH allowed participants the opportunity to take their emotional pain or 

experience of overwhelming emotions, and express them using a physical, tangible thing that they 

were able to see and touch. Participants described feeling more able to control the outward 

expression during times where their internal world felt out of control and unmanageable. For many 

this was described as: “the reason I continued and the phrase that always went through my mind was 

that it was an outward expression of inward pain” (Ceri). She continued “for me at that time, it was 

about getting the hurt from the inside out and so I used it for that purpose” (Ceri).  

Others described how RSH: “gave me a way to see the emotion as a physical thing, and then I could 

take care of that, and I could concentration on that and hope that whatever was going on inside went 

away” (Kate). In regard to the communicatory function of RSH, one participant described “it is like a 

language in a way it’s the word that means X. You know these are the words that I use to describe this 

indescribable thing” (Jake). Another participant added: 

“The self-harming is almost like you have something physical to focus on because you don’t 

know what to do with the feelings you’ve got inside, so you know what to do if you've got 

something physical. You can see it and feel it.  I feel bad so if I physically have something bad 

as well, I can link the two” (Leanne).  

Subcategory 6C: Calming 

Finally, six participants spoke of the immediately calming effects of SH following the release of 

emotional overwhelm. Feelings of calm following this, were described as brief but incredibly effective. 

This category and subcategory describe the emotional experience, that may all be felt within a few 

moments, when participants harmed. Many explained that the positive feelings experienced post-SH 

“never last that long” (Sandy). 
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One participant described these effects as: 

“That feeling of relief and clearness and clarity, and like relaxation, and it literally would feel 

like, if I could describe it going from like burning hot to this nice, cool feeling throughout my 

body. Just relaxed and not worried” (Alana). 

Category 7: Allowing me to ‘function’ 

Through repeated use of SH, and the way in which it allowed them to manage their emotions, 

participants began to feel that it allowed them to function and continue to engage well in other areas 

of their lives. Participants described quickly feeling reliant on RSH to survive and manage life, it was 

described as though this behaviour allowed them to continue to present as normal and be productive:  

“I worked out that if I self-harm at the right time, at the right point in the build-up, I can stop 

it going too far. I can pull everything back, I can tidy things away,  I can function again. I often 

can’t function if I’m not self-harming. Self-harm often helps me to function” (Morgan) 

Similarly, when discussing what they got from SH, another participant added:  

“Self-harm is almost like a reset button on the brain. I think that the sort of basic stuff around 

self-care like the really basic stuff like sleep and food, and you know the stuff that keeps you 

alive. When that becomes kind of difficult, I think one function that self-harm has is it’s almost 

like I can get through this. I can get up and have a shower, and I can make myself breakfast 

and I can get through work, because at the end of the day I can self-harm and make it all go 

away” (Jake) 

Another way in which SH allowed participants to function was it allowed them to manage anxiety or 

stop their racing thoughts. One explained that SH: “usually has the same effect of hitting the big reset 

on the brain and stopping the thoughts that are happening for a bit. I don’t know, releasing all the 

endorphins and to stop the anxiety for a couple of minutes” (Jake). Another added that “scratching or 

pinching myself just gives me some sensations to snap myself out of whatever negative thoughts I am 

having” (Sandy).  

Within model-checking interviews, both participants stressed how they also experienced SH as a way 

to function: “I felt like it would bring my brain back into my body. It was like I was up somewhere, 

having a panic attack and then suddenly I’m in my body and it's real” (May).  

Subcategory 7A: Allowing me to sleep 

Many participants described experiencing difficulties with their sleep for a number of reasons, for 

example experiencing nightmares, or feeling unable to calm their racing thoughts and relax. An 
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important part of category 7, how SH allowed participants to function, was described as being the 

experience of being able to fall asleep after engaging in SH. Due to the calming effects experienced 

immediately after SH, many participants were able to sleep once they had harmed. Participants 

described regularly harming at night-time for this reason, and because it was a time they were less 

likely to be disturbed. For one participant, he felt this was one of the main reasons he continued to 

engage in RSH: “Why do I do it? The first answer that came up is to help me sleep, you know, the racing 

thoughts making actually getting to sleep quite difficult” (Jake). 

Another participant described how she uses SH to allow her to sleep, and the impact on her sleep 

when she tried to stop:  

“What I hadn’t realised is that I was using imagining self-harm or fantasising about self-harm, 

or whatever you want to call it, and that used to help me sleep. And then when I stopped, I 

also had to stop doing that. And I just stopped being able to sleep” (Morgan). 

Many explained that this was due to experiencing racing thoughts: “Sometimes if my thoughts are 

racing and I can’t bear them, if I self-harmed it is like it stops the thoughts and then I can sleep” (Kate). 

Conversely, a few participants spoke about how SH impacted their sleep in a negative way as they 

would often SH at night-time: “I would definitely get less sleep on the days where self-harm would fall, 

because I would be actively partaking in that rather than being asleep” (Alana).  

Subcategory 7B: Coping 

All participants mentioned coping within the interview in different forms; RSH was mainly described 

as a way to cope. This formed part of category 7 as feeling able to cope with stress through the use of 

SH allowed participants to function. One described how this experience reinforced the use of SH to 

cope in future: “whether it is true or not, the thought that self-harm makes life possible, I think is a 

contributing thought to its continuation” (Jake).  

Within the model-checking interviews, participants confirmed this experience and added:  

“It is a massive coping mechanism, more effective than anything else I could have done in that 

moment. For me, the calm that came after was that like, okay, now you get on, now you move. 

And that would make me be that fun, bubbly person at school that was popular. And I think if 

I couldn't have had that, I don't know how I would have coped. It was a way of managing my 

responses to a stressful home life” (Ellie). 
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As described above, it appeared the ability to cope was due to a feeling that SH allowed them to 

manage their emotions and provided a brief period of relief afterwards. This highlights how categories 

6 and 7 continue to interact and reinforce one another.  

Category 8: Caring for myself 

It appeared within many participants descriptions of RSH that it soon became their way to take care 

of themselves. They described prioritising this behaviour, even during times when they did not feel 

able to engage in basic acts of self-care, such as taking care of personal hygiene. Again, this experience 

relates to all other categories (6-10) within the SH cycle as participants began to interpret if a 

behaviour makes me feel better and can at times stop me from feeling worse, then it is my way of 

caring for myself. Similarly, to Category 5, participants spoke of being aware that they are harming 

themselves but feeling conflicted as it also became their way of caring for themselves:  

“This is where you get the self-harm ritual and the self-care side of stuff start overlapping. You 

know because I see that hour as me time. It’s for me, for nobody else and that’s part of the 

process. That this is actually, it gets to the point where this is almost self-care.” (Morgan).  

Another participant described prioritising SH: “I would make time for that when I wouldn’t necessarily 

make time for…other things. Like do I need a shower? I absolutely am not going to have a shower 

today. Have I showered in four days? No, I’m good. But I’ll make sure that I get ten minutes up in my 

bedroom every two hours, with that door shut” (Leanne).  

One participant added that they also imagine how others may care for them after they have harmed 

themself:  

“This might sound a little bit strange, but I think one of the things that helps, even though I 

don't tell anyone about it. It’s kind of imagining someone else finding out and caring for me 

and caring for whatever's happened” (Jake).  

Again, the concept of SH becoming a way of caring for yourself was affirmed during model-checking 

interviews.  

Subcategory 8A: Protecting from suicide 

Five participants reflected on the protective function of RSH from suicidal thoughts or trying to end 

their life. For some, they experienced that RSH had stopped them ending their life and allowed them 

to continue to live. One participant spoke of how:  
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“self-harm keeps me from killing myself. You know I’m doing what I need at this point, because 

I know the alternative is actually far worse than this. So, I need to stop myself from getting 

there, I need to protect myself from trying to kill myself” (Morgan). 

A number of participants described RSH as: “a way of doing less when I actually wanted to do more. 

As in taking my own life” (Dan). One participant explained the protective element of RSH further and 

advised those supporting individuals who engage in RSH:  

“That's the other myth. People think you know the second you do that, oh my God! They're 

suicidal, and it's like no, but this is why I’m not! Understand this. But stop me from doing it, 

and you're going to have a whole other problem on your hands” (Leanne).  

Subcategory 8B: Comforting familiarity 

Within descriptions of how RSH allowed them to care for themselves, ten participants described how 

it is comforting and, over time has become like familiar and reassuring. Many of the participants who 

had engaged in RSH for many years, and continued to do so, described the comforting familiarity of 

RSH is what motivates them to repeat. Descriptions centred around feeling they could rely on SH to 

make them feel better and provide them with comfort.  One participant explained that SH is “like a 

crutch from back in the day, it’s like an old familiar thing, I guess. Like pulling out your favourite blanket 

or something like that, it’s the old familiar” (Beth). When asked what brings him back to SH over a 

number of years, one participant answered:  

“Familiarity. You’re doing something you know, and you know what the outcome is going to 

be” (Dan). 

Another participant answered similarly to the same question, that the comforting familiarity of RSH is 

what motivates them to continue to engage:  

“I'd say it's comforting, because I am now 25 and the first time I self-harmed I was 17, and so 

it feels like an old friend that comforts me. An old friend who has been there with me since I 

was a teen. And sometimes we drift away but when things get hard, that old friend is back to 

sort of remind me about who I am and how to feel less lonely, how to feel okay. How to not 

believe in certain negative thoughts. It’s really difficult to describe to people who don't 

understand but it is really comforting self-harm” (Sandy). 

Category 9: Controlling 

This category illustrates the polarising nature of RSH which participants described, in some ways, 

afforded them a sense of control but, in other ways, felt as though they had lost control of their SH; 
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instead, it was controlling them. It appeared feeling in control of SH was something that occurred soon 

after participants started. However, over time, they detected SH may no longer be in their control by 

noticing feeling that they needed to SH, by taking risks with their SH and risking being caught, or feeling 

that whatever they did it was never enough. It is important to note that, whether participants felt 

more or less in control of RSH was fluid and changing, control over RSH did not appear to be something 

you had and then lost. Instead, there would be periods where one feels more in control of it and when 

they became aware they were not. One participant described a point when they realised, they were 

not in control:  

“There was this moment actually where my mum took me on a drive, I was going to CAMHS 

[Child and Adolescent Mental Health Services] and my mum said please, why can't you just 

stop? Why can't you? I had this moment in my head, I was like I can't! But I've never considered 

that I couldn't at all. It had always felt like a choice until it didn't” (Alana).  

Subcategory 9A: Allowing me to feel in control 

There was a sense of SH allowing participants to feel in control when many other situations in their 

lives, including their own emotions at times, felt largely out of their control. One participant expanded 

on this: “I could control what I did, and I could control how to fix it. Because everything else was out of 

control and fake. My mind always felt and does always feel like it is out of control, it was something 

that gave me more control. Like holding a hair straightener until you give yourself a third-degree burn. 

You have to have a lot of control to be able to do that!” (Kate).  

However, some participants reflected that feelings of control are fleeting and may represent only the 

illusion of control. For many, even when discussing the ways in which RSH allowed them to feel in 

control, they acknowledged how, at times, this was not always the case: For me, it’s sort of a way to 

feel in control, I guess. But I don’t want to say it has never got away from me” (Jake).  

Subcategory 9B: Losing control and SH controlling me 

Participants described that it quickly became apparent that they were no longer in control of the SH. 

Those who had engaged in SH over long periods of time (for many years) appeared to be more likely 

to report feeling their RSH was out of their control. For some this was experienced as soon as they 

engaged in SH: “Before I did it for the first time I was in control because I chose not to. But from the 

first time I did it, I was not in control anymore. To be honest, I think I knew I wasn't in control, but I 

wanted to feel like I was in control, and I wanted to take control over it. But basically, everything I did 

in order to feel like I had control of it just showed that I had no control” (Philly). 
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Others explained that they were aware that they had lost control of the frequency of SH, or where 

(the location) they engaged with it, for example in more public spaces, and over time they began 

harming more, and in more risky ways:  

“When I got older it felt more like it was more controlling me, because I changed how I did it. 

So, it became perhaps more violent, which is when it felt like it was going out of control” (May). 

Another described feeling unable to stop themselves repeating the SH: “When it gets too 

overwhelming it's really out of control. It's like one line of a cut is not enough. You just want more and 

more. And that moment again, I can’t…it’s hard to just stop myself” (Sandy). 

Many participants felt that the longer they engaged in RSH, the more often the behaviour began to 

feel out of their control: 

“As you continue doing it, at times you’re in control, at times you lack control over it, and when 

you lack control over it you find yourself just doing it automatically. So, the more you continue 

doing it the more it gets like out of hand” (Molly).  

Within the model checking interview, one participant described how, at different times, she felt more 

or less in control of the RSH, and how she believed this interacted to keep her engaging with it: 

“I wonder actually, if when it feels like it’s in control, if sometimes you need those moments so 

that you can keep doing it. Because if it felt uncontrollable the whole time, you logically 

wouldn't be able to keep up with it. But if there are moments that it feels calming, then you're 

almost like that's what keeps you hooked on it because even when it's uncontrollable, it can 

become controlled. And if it didn't have that aspect, I think you'd be less inclined to continue 

with it” (May). 

Category 10: Feeling guilt and shame after SH 

After initial feelings of release and calm, following an incident of SH, participants described that very 

quickly they experienced intense feelings of guilt or shame. Feelings of guilt and shame after SH could 

contribute to needing to punish themselves (category 2), causing participants to feel worse. This can, 

in turn, start the process of building negative emotions again. Participants described that guilt and 

shame feelings can occur within minutes after harming and continue to build due to the constant and 

visual reminder of harm. One participant described how feelings of shame reinforced their SH as it:  

“Would then pile on to everyday crap I was feeling and that would then trigger the next episode 

and the next. So as much as it would help me, it was also bringing on so many feelings of shame 

and guilt” (Alana).  
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Many shared that this could cause the cycle to continue: “Ironically, sometimes for doing it you would 

be like oh I was really stupid! I shouldn’t have done that. So now I am going to do it some more to tell 

myself off for doing it” (Leanne).  

Within this category, participants described RSH “as quite isolating” (Morgan). Many described that, 

due to feeling the need to hide wounds or scars as a result of SH, they became isolated from others 

reinforcing their conflicting relationship with SH: “I think it has definitely made me isolate myself. 

People have asked me like where have you been? There is that sort of social isolation especially with 

fresh scars. I don’t really want to meet people because I don’t want them to ask” (Sandy).  

Category 11: Responding to others’ reactions 

All participants spoke of experiences of responding to others’ reactions to SH, including professionals. 

Many had felt stigmatised due to their SH and described feeling that no one understood. Fear of 

judgement and stigma was given as one of the main reasons for not telling others or seeking help for 

RSH. A number of participants explained that they had not previously told anyone about their SH but 

discussed examples of when strangers had commented on scars or asked about them. Participants 

described how others’ reactions, including professionals’ responses and use of language when they 

had sought help, were fundamental in either supporting them to feel more able to reduce or stop RSH 

or, at times, reinforcing and maintaining the behaviour. An example of this was use of the medical 

term “superficial” to describe SH injuries:  

“When you’ve had someone say they’re superficial to you before, it does make you think that 

you’re almost doing it like wrong, like you’re not bad enough. You are not doing it deep 

enough” (Ceri).  

Additionally, responses from others were described as focusing around:  

“What can we do to get you to stop? And I was like I am not there! The lack of understanding 

from other people about why you might not want to stop. Don’t invalidate what I’m going 

through by telling me that if I draw red pen on my arms, I'm going to feel loads better. Things 

like that used to really annoy me. And I feel like there was such a lack of understanding or not 

wanting to ask the question of what am I getting from this, that other things can't give me? 

No one ever asked me that” (Alana). 

Subcategory 11A: Seeking attention myth 

Five participants described one of the biggest myths in others’ understanding of RSH is that it’s for 

attention from others. Participants spoke about the lengths they were willing to go to conceal their 
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SH, and passionately described their view around this misinterpretation of the function of RSH and 

the minimisation or misunderstanding when others suggest one is doing it for attention: 

“I can tell you what it isn't. It isn't acting out. When I was younger there was a lot of, I still hear 

it now, are you doing it for attention? I would be absolutely mortified if people found out so 

that is not why I'm doing it. I hate that! For every one person that may be doing it for attention, 

there's nine other people behind them that you'd never know, because the thought of getting 

attention from it is mortifying! So, it's definitely not that. It's a coping mechanism. It's I literally 

don't know what to do with myself and I did this once, and it made me feel better” (Leanne).  

Another participant discussed how other symptoms or expressions of mental distress do not appear 

to be thought of in the same way as RSH: “The way that I view is that if I had anorexia or something 

like that, it is acceptable, and those people are seen as vulnerable whether it is a 50-year-old woman 

or it’s a teenager. Whereas self-harm seems to be something that is very stereotyped as you’re looking 

for attention” (Kate).  

Subcategory 11B: Lying to protect others and the SH 

 

Finally, within the overarching category of responding to others’ reactions, participants all described 

lying about their SH in some way. Participants explained that often this was out of fear of becoming 

hospitalised. Throughout interviews, it appeared that a strong motivation for lying to loved ones was 

to “protect other people’s feelings and you’re protecting everyone from the truth” (Alana). However, 

the same participant described another motivation: 

“Function of lying was also to keep it protected it was mine! It wasn’t to be shared with other 

people. It was about me, and it was something that I had, and I didn't want to invite other 

people's commentary or opinions on it. So, I used it to protect the self-harm as well (Alana). 

Category 12: Breaking the cycle 

Many participants in this study had stopped RSH at some point in their life, some had then returned 

to SH after a period of abstaining. Others’ described periods of time where they tried to reduce or 

limit their SH. Participants described reaching a point where they had had enough, or could no longer 

engage in this behaviour, and termed this breaking the cycle of RSH. One participant reflected upon 

what supported or enabled them to do so: “The thing that actually broke the self-harm cycle was that 

I went on holiday, and I couldn’t do it because I was going to be with my grandparents. That broke it 

and then it was more sporadic, and I felt like I could control it from that point” (Ceri). This category is 

made up of a number of different reasons participants gave, or their experiences of, being able to 
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break the cycle of RSH.  

Subcategory 12A: Accepting SH 

Feeling acceptance from others about SH or accepting your own SH was discussed as one of the ways 

participants began to break the cycle. When others were able to accept SH as their way of coping and 

be curious about why, or the function of their SH, participants experienced this as acceptance, and 

many found this incredibly supportive. To be clear, acceptance does not mean ignoring the behaviour 

or treating it with disregard. Instead, participants spoke of the experience of not feeling judged. One 

participant described that, initially, it is important for the individual to accept the SH as a problem: “I 

suppose it's kind of like admitting its self-harm is the first stage of trying to get over it, like admitting 

you’ve got a problem, like that stage” (Hannah). 

When describing support from others which allowed them to stop engaging in RSH, one participant 

described: “They would just accept anyone the way they were. They would not care if I had scars or 

anything. They would basically just accept me, not make a big deal out of anything. So, I think that's 

what really, really helped me in the end” (Philly).  

Subcategory 12B: Needing distance from SH 

Participants who had stopped engaging in SH for some time reflected that, when inside the reinforcing 

cycle of RSH, they were unable to perceive how bad or dangerous it was. They experienced that the 

more time that passed between their last incident of SH, the easier it became to manage the urge to 

harm again (category 4). A few participants stressed the importance of distance and time away from 

engaging in RSH to appreciate the impact of it: “You don’t realise how bad it is until after. And when I 

say after I don’t mean like a couple of months. I mean like for me obviously it has been nearly 10 years 

now and I can look back and think God! That was actually really significant as an experience” (Alana). 

Category 13: ‘Relapsing’  

Six participants spoke of their experiences of “relapsing” and returning to RSH after not engaging in it 

for some time. Many described a worry or anxiety that, because RSH was how they coped in the past, 

they would return to this behaviour in future, and the experience of a sliding scale which would 

inevitably result in SH. For one participant this was experienced as: “there is always that fear that 

worry, and that acknowledgment that at any point in time, because of how many times things have 

spiralled in the past. No matter how long it's been since my last really bad episode, in my head it could 

just go, and if it does then it will come back” (Leanne).  
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Summary 

The categories and subcategories presented above, together with consideration of their position and 

interacting relationships within the GT model, represent a co-constructed theoretical rendering of the 

overlap and similarities between the processes that maintain engagement in RSH and addictive 

behaviours. Through the GT analysis process, the 12 detailed categories were determined by the 

principal researcher, within model checking interviews and member checking, to be the central 

processes that keep participants engaging in SH. It is important to highlight that not all fifteen 

participants described experiencing every category within this model, and there was some 

discrepancy between experiences (for example subcategory 7A). However, as discussed above, there 

were some categories or concepts that all participants spoke of and detailed their experience of 

(categories 1, 4, 5, 6 & 7). Results will be considered in relation to relevant literature in the discussion.  

Quality assurance  

To assess the quality of this research, applying a consistent quality assessment framework to this work 

as applied to studies in the SLR, the MMAT (Hong et al., 2018) was used. This tool highlights seven 

factors of methodological rigor within high quality qualitative research, each of which was applied to 

the current study (Chapter 5).  
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Chapter 5 Discussion 

Chapter overview 

This chapter provides an overview of the results and summarises how key findings address the 

research aims and questions. Results are presented and discussed with reference to the empirical 

evidence base, theoretical concepts, and existing models of both SH and addictive behaviours. A 

quality evaluation of the current study is presented, strengths and limitations of this project are 

discussed. Finally, implications, suggestions for future research and conclusions are presented.  

Revisiting the research question 

Using existing theories and knowledges about addiction and addictive behaviours, whether RSH is 

experienced as an addictive behaviour was explored through the following research questions:  

• What maintains engagement in RSH and do these motivations overlap with addictive 

behaviours?  

• What maintains engagement in RSH but does not overlap with addictive behaviours? 

• To what extent can RSH be conceptualized as an addictive behaviour or within an addictive 

behaviour framework? 

The research aims and questions will structure the discussion to evidence how the findings seek to 

answer each question, with reference to the wider literature. Invitations for future research are 

discussed throughout.  

Overview of results 

GT analysis of data collated from 15 participants was used to construct a model of the processes that 

maintain engagement in RSH . Interconnecting arrows within the model represent that participants’ 

journey with RSH were not linear, instead, processes that maintain engagement were reciprocal, 

reinforcing of one another, and fluid over time.  

After starting SH, participants described feeling they needed or deserved to be punished. Initial 

engagement with SH was described as a conscious choice, however, soon after the first-time, 

participants began to describe feelings which were similar to addiction and described how their SH 

escalated. Each repetition of SH was described as a cycle. Participants experienced a build-up of 

overwhelming emotions, particularly anger, and SH allowed them to feel they could release or stop 

this build-up. Immediately after harming, they experienced a brief moment of calm. These post-SH 

effects allowed participants to function and cope with life and were interpreted as their way of caring 

for themselves. Feeling in control or out of control of RSH was described as an everchanging 
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experience whilst engaging in this behaviour. Effects post-SH were described as short-lived and were 

soon replaced with increased feelings of guilt and shame. Participants spoke of how others’ responses 

to their SH could either increase their guilt and shame, or support them to break the cycle of SH. 

Finally, many participants experienced a relapse and return to RSH. When participants were able to 

stop, breaking the RSH cycle was facilitated by feeling accepted (by others and through acceptance of 

their RSH) and having some physical distance from SH e.g., not harming for a brief period.  

Categories and relevant subcategories within the model are now discussed in the context of the 

existing evidence base, including literature presenting in the SLR to address the existing knowledge 

gap identified within the literature.  

What maintains engagement in RSH and do these motivations overlap with addictive behaviours?  

Starting 

This category encompasses reasons why participants started self-harming, often due to bullying or 

trauma. They described an experience that, once you make the choice to start engaging in SH, you are 

exposed to the potential benefits of the behaviour and are unable to unlearn this. Within addiction 

literature, the Rational Informed Stable Choice model (Becker & Murphy, 1988), of addiction as a 

reflective choice, suggests that initial choice to engage in a potentially harmful behaviour (such as 

using substances) always involves consideration and evaluation of the options. Similar to how 

participants described making a conscious choice the first time they harmed, this model suggests that 

we all decide to do something with an expectation or hope of potential benefits and an acceptance of 

adverse consequences (Vuchinich & Heather, 2003). There is a large body of research around the role 

of trauma in addiction (for a recent review see Moustafa et al., 2021) and addictive behaviours 

(D’Argenio et al., 2019; Gunstad et al., 2006). Exposure to early life trauma has been shown to be 

strongly linked to the development of addiction (Langeland et al., 2003; Marcenko et al., 2000; 

Wilsnack et al., 1997). The role of trauma has also been well documented within the literature in 

relation to SH and findings suggest that trauma, specifically childhood trauma, predicts SH (Polskaya 

& Melnikova, 2020).  

Revisiting the example of smoking used within the introduction (see page 16), there is a wealth of 

research suggesting the process of smoking initiation is crucial as it has been shown to be easier to 

avoid starting than it is to quit (Douglas & Hariharan, 1994). Therefore, public health campaigns now 

focus on reducing numbers of those who start smoking in the first place (Pierce et al., 2012). At 

present, the focus of SH literature is understandably around how to treat this behaviour. However, 

results of this study suggests that consideration, both within research and public health policy, should 
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be given to reasons why individuals start harming and focus on reducing harming initiation. Further 

research exploring the decision-making process for first engaging in SH or not, possibly using a mixed 

sample of individuals with experience of SH and those without, would be valuable.  

‘Feeling addictive’ 

This category connects with the SLR findings on the shared language used to describe RSH and 

addictive behaviours. Results showed that participants within the current study used words that are 

often found within the addiction literature and terms generally used to describe addiction, such as 

“compulsion”, “craving”, “addiction”, “recovery”, and “relapse” when describing their experiences of 

RSH. This supports one of the main findings of the SLR around a shared language to describe both RSH 

and addictive behaviours (Giorgi et al., 2022; Himelein-Wachowiak et al., 2022; Moseley et al., 2019).  

There is overlap between participants descriptions of needing SH more frequently, or engaging in 

more risky harm behaviours, to the well evidenced concept of tolerance. Tolerance is defined within 

the diagnostic criteria of addiction (APA, 2013, WHO, 2022), and the literature, as the need for greater 

amounts of substance to achieve the desired effect.  With the interview schedule used in this study 

based upon the ICD-11 diagnostic criteria for addictive behaviours, this finding suggests that 

participants experience of RSH share comparisons with the criterion of tolerance.  

‘Snowballing’ 

Within this subcategory, participants described the accumulating effects of RSH, and the experience 

of needing to increase the frequency or severity of their SH to reach a seemingly unobtainable goal of 

harming enough. This description of RSH is very similar to the definition of tolerance in the diagnostic 

criteria (above). One of the diagnostic criteria for an addictive behaviour within the ICD-11 (WHO, 

2022) is the “continuation or escalation of a behaviour despite the occurrence of negative 

consequences”. Participants described experiencing this criterion within RSH. This finding aligns with 

Orford’s (2001) excessive appetite theory of addictive behaviour. This theory highlights ‘the law of 

proportionate effect’, suggesting that a behaviour or ‘consumption’ will increase when incentives are 

perceived as great, and restraint is weak. Informed by operant conditioning theory (Skinner, 1971), 

Orford postulates that strong appetite development (engaging in a behaviour increasingly) is driven 

and reinforced by the varied emotional rewards associated with the behaviour. This relates closely to 

the findings of the current study as participants identified that feeling addicted to the behaviour 

related closely to the experience of it allowing them to manage overwhelming emotions, with relief 

from these being rewarding.  
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‘Ritual’ 

Ritualistic behaviours have been well researched within the field of neuroscience (Graybiel, 2008) and 

ritual-oriented cognitions have been found in addictive behaviours, such as gambling (Billieux et al., 

2012; Steenbergh et al., 2002). Actions and steps taken when self-harming have been described as a 

ritualistic for many (Biernesser et al., 2020; Chandler & Simopoulou, 2021). One can draw similarities 

between the equipment and processes associated with types of drug use and the method or 

equipment used to harm as a ritual, where individuals are careful to follow the same steps, in the 

same order, to achieve the same effects (Gardner, 2013). 

Having the urge to SH  

Participants described that once they had first engaged in SH, they experienced an ongoing “urge” to 

harm again. Experience of urges is described as “a strong desire or sense of compulsion” within the 

ICD-11 (2022) diagnostic criteria for addiction. Similarities are observed between participants’ 

descriptions of the urge to SH and urges experienced within addiction and addictive behaviours. 

Evidence has shown the urges experienced within addictive behaviours, and the distress that occurs 

if unable to act upon urges, resemble those experienced by individuals with substance use disorder 

(Marks, 1990). The Cognitive Model of Drug Urges (CMDU; Tiffany, 1990; 1999; Tiffany & Conklin, 

2000) posits two dimensions of urges. The first is the experience of an urgent need to use as a result 

of unpleasant withdrawal symptoms (within addictive behaviours this can be the experience of 

anxiety) and a cognitive attempt to stop “automated action sequences” that have become learnt 

through repetition. The second is the anticipated pleasure or reward that will ensue as a result of the 

behaviour. The model suggests that the first dimension represents intent and the second desire.  

The current study included participants who were currently engaging in RSH and those who had 

stopped for a number of years. It appeared that participants currently engaging in RSH, described 

more intense or consistent urges, whereas those who had stopped for some time described managing 

fleeting thoughts or urges to reengage with the behaviour. This could be understood within the CMDU 

(Tiffany, 1990) predictions that, for those actively engaging with a drug (such as smoking), both intent 

and desire to engage in the behaviour remain ‘coupled’. Whereas, when an individual is trying to quit, 

these dimensions become ‘uncoupled’ as they may still desire a cigarette, but they intend to stop and 

not engage with this urge. 

This finding also aligns with previous research into SH in adult populations, which evidenced that urges 

or cravings increase with age (Washburn et al., 2010) and that SH can be experienced as more 

reinforcing through repeated exposure over a number of years (Gordon et al., 2010). Within a 

longitudinal study of urges within NSSI (Turner et al., 2019), results showed that thoughts and urges 
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are commonly experienced and intense urges predicted more frequent NSSI. Nixon and colleagues 

(2002) found similar results in their study of self-injury within adolescents, with almost 80% of the 

sample reporting daily urges to self-injure. They discussed how these findings evidence the addictive 

features of self-injurious behaviours in adolescents.  

Previous studies found the ‘craving’ or ‘urge’ to SH only occurs in the context of removal of negative 

emotions (Victor et al., 2012); for example, one would only experience urges to SH when feeling 

distressed or low as a way to remove the negative feelings. However, participants in this study 

described experiencing an urge to SH even when well and reflected that they can have the thought or 

urge to SH when it is not needed. Results of this study suggest urges to SH were experienced within a 

number of different contexts and were not limited to the context of removal of negative emotions.  

Conflicting relationship with SH and self  

This category plays a central role in the model in that, throughout all interviews, participants appeared 

to be describing a conflict or tension within their relationship to SH and, in turn, themselves. 

Experience of conflict within the relationship between the behaviour (of RSH) and the individual was 

pervasive across many categories within the model; for example, within the SH cycle participants 

described that SH makes them feel better in the short-term but then causes them to feel shame and 

worse than before. When participants described their experiences, it was as if each element or 

function of RSH had a reciprocal role: it is a friend and an enemy, it makes me feel better, but it also 

makes me feel worse, it is comforting but it hurts and causes injury. This finding aligns with previous 

research into excessive alcohol use (Boreham et al., 2019). A theme from Boreham et al. (2019) was 

“having a relationship with alcohol” and similar descriptions were given of alcohol as a “best mate” 

whilst also feeling they were in an abusive relationship with it.  

This finding also aligns with relational models of addiction and the application of attachment theory 

to conceptualising and treating addiction and addictive behaviours (Flores, 2004). Addiction and 

addictive behaviours can be viewed as a relationship and are often conceptualised by those 

experiencing it as such (Surrey, 1997). Many models of recovery acknowledge the relational element 

of addiction and centre treatment around rebuilding an individual’s relationships with others whilst 

abstaining from their relationship with substances (Kelly et al., 2020; Price-Robertson, 2017; Waldorf, 

1983). Finally, within The Excessive Appetites theory, Orford (2001) highlights that individuals are 

likely to experience conflict due to the strong attachment they are experiencing to an addictive 

behaviour. He posits that experiences of conflict play an important role within addiction.  
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Managing emotions 

Participants explained that engaging in SH was often due to overwhelming feelings of emotions, such 

as sadness or anger, and they experienced RSH as a way to effectively manage and “release” them. 

Another diagnostic criterion for addictive behaviours within the ICD-11 and DSM-IV is that an 

individual is more likely to engage in the behaviour when feeling distressed. Participants within the 

current study suggested that they were more likely to engage in RSH when feeling distressed or 

overwhelmed. This finding aligns with the application of instrumental learning, in particular operant 

conditioning (Skinner, 1971) and addiction. Negative reinforcement occurs when a behaviour allows 

one to mitigate or avoid unpleasant stimuli (Lewis, 1990; Schulteis & Koob, 1996) and has been shown 

to be incredibly powerful within the development and maintenance of addictive behaviours (West & 

Brown, 2013). This finding may also be further understood using motivational models of addiction 

(Cox & Klinger, 1988), which suggest that an individual’s motivation to use substances is comprised of 

their expectations, emotional states, and the affective changes experienced as a result of using the 

substance. This finding could reflect a process of associative learning (Pavlov, 1927) within RSH, 

whereby cues and actions are formed and learned based on past experience of performing those 

actions. For participants within this study, it appeared that a distressing emotional experience 

(particularly anger) became the cue, and SH was the action that became associated with this over 

time. Further consideration should be given to the development and role of associative learning within 

RSH.  

This finding supports the wealth of literature evidencing the affect-regulation hypothesis of SH (Doyle 

et al., 2017; Kimball & Diddams, 2007; Klonsky, 2009; Polk & Liss, 2009), the role of emotion regulation 

in SH through negative reinforcement (Armey et al., 2011; Nock & Prinstein, 2004, 2005), and the 

function of RSH as an emotion regulation strategy (Chapman et al., 2006; Gratz, 2003). As highlighted 

by participants within this study, anger has been evidenced as a potential trigger for SH behaviour 

(Chapman & Dixon-Gordon, 2007; Nock et al., 2009). A key motivation for engagement in RSH appears 

to be the reduction of negative affect, removal of negative emotions, and an increase in positive affect 

such as feelings of relief or calm (Armey et al., 2011; Franklin et al., 2013; Klonsky, 2009; Nock, 2009). 

Blasco-Fontecilla and colleagues (2016) theorise that relief experienced post-SH is associated with the 

release of endogenous opioids and may contribute to what participants within this study described as 

needing to harm more to produce the same effects. This aligns with the opioid hypothesis of RSH (Sher 

& Stanley, 2008; Stanley et al., 2010). Participants identified that they were able to manage increased 

levels of emotion regulation difficulties by stimulating feelings of immediate release or calm through 

RSH. Finally, this category supports the finding from the SLR that one of the overlaps between RSH 

and addictive behaviour could be increased levels of emotion regulation difficulties.   



THE SOCIAL PROCESSES THAT MAINTAIN ENGAGEMENT IN REPETITIVE SELF-HARM 

91 
 

However, humans are social beings and when one focuses entirely on intrapersonal factors or an 

individual’s ability to manage their emotions, they risk ignoring or minimising consideration of social, 

cultural, and political factors that impact on an individual and, in turn, their emotional state 

(Bronfenbrenner, 2000). There is a wealth of literature evidencing the role of poverty, environmental 

stress, and environmental influences within the development of addictive behaviours (Fitzgerald & 

Zucker, 2021; Morales et al., 2020), and responsibility should not be situated purely within the 

individual. Further longitudinal research should investigate the role of socioeconomic status and 

exposure to negative or traumatic life events as risk factors for future engagement in RSH.   

Using behaviour to express emotional pain 

Many participants described the conceptualisation of SH as both an outward expression of inner pain 

but also a process whereby enacting emotional pain physically allowed them to focus on that and 

communicate their distress. This finding also correlates with the diagnostic criteria of increased 

engagement in addictive behaviour or substance when feeling distressed (ICD-11, WHO, 2011). 

Previous research has found significantly higher levels of depression within individuals with 

problematic gambling use (Getty et al., 2000). Therefore, similarities could be drawn between an 

individual experiencing gambling disorder who gambles when distressed, and an individual who 

engages in SH when distressed. 

For participants within the current study, it appeared this category was an important process in the 

maintenance of RSH. This finding could be explained using evidence of pain offset relief within NSSI 

(Franklin et al., 2013). This theory suggests that acute emotional stress activates a number of brain 

areas, including the anterior cingulate cortex and anterior insula (Eisenberger, 2012), signifying 

emotional pain activity. Within these areas of the brain, there is a large degree of overlap between 

emotional and physical pain activity (Eisenberger, 2012). Evidence suggests that the physical pain 

caused by SH may offset or provide relief from the experience of emotional pain (Andreatta et al., 

2010; Leknes et al., 2008). Within their study into SH, Hooley, and Franklin (2018) provide support for 

pain offset relief phenomenon and provide a useful visual of how this may contribute to repetition 

and conditioning of this behaviour (see Figure 5). 
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Figure 5: Visual description of pain offset relief within the context of NSSI (Hooley & Franklin, 2018) 

 

Allowing me to function 

Within this study, participants viewed RSH as their way of functioning and coping with life. A 

subcategory identified was experiences that SH allowed them to sleep due to the relief of distress and 

calming feelings. Within the addiction literature, this finding could be described as similar to 

descriptions or conceptualisation of “functioning alcoholism” (Benton, 2009) or a “functioning addict” 

(Clary et al., 2021). Although not diagnostic terms, these terms are commonly used to describe 

someone with problematic substance use who continues to be high functioning within most areas of 

their life. Within substance use disorders, needing the drug to function is understood within the 

context of the physiological withdrawal effects one would experience if they were not to use 

(Saunders et al., 2019). However, as discussed above, similarities can be drawn between the 

overwhelming, negative emotional state preceding SH to withdrawal symptoms (Blasco-Fontecilla et 

al., 2016, Faye, 1995) as SH has been evidenced to activate a number of opioid and dopaminergic 

systems, producing relieving effects (Sher & Stanley, 2008; Stanley et al., 2010) – when these effects 

wear off, there is a need to harm again.  

To compound this further, we are now increasingly aware of the physiological effects of anxiety 

(Zinbarg & Barlow, 1996), depression (Beck, 1967), and stress (McEwan, 2022). These symptoms are 
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comparable to the effects of substance withdrawal, for example feeling nauseous, shaking, and 

insomnia. The finding around using RSH to sleep, contains overlap with understandings that many use 

substances to self-medicate sleep difficulties (Brower, 2001; Conroy & Arnedt, 2014).  

Controlling 

Within this category, participants described their experiences of losing control of their SH, or feeling 

as though it is controlling them. The ICD-11 diagnostic criteria of addictive behaviour outline a loss or 

impairment of control over the behaviour (e.g., onset, frequency, intensity, duration, termination, 

context). Many participants described increasing the frequency, intensity, and duration of SH, how 

they found it harder to stop and that the context in which they would harm changed over time.  

This finding aligns to addiction and addictive behaviour literature suggesting, throughout the 

development of addiction, processes become unconscious and automatised leading to the experience 

of a loss of control (Brandon et al., 2004). Dual process models evidence the role of both automatic 

(unconscious) and controlled (conscious) processes within addiction (Wiers et al., 2007). The concept 

and role of self-control or ‘impaired control’ is discussed at length within the addiction literature (for 

a review see Baler & Volow, 2006). 

Feeling guilt and shame after SH 

Results of this study suggest that quickly after each SH incident, participants experienced a dramatic 

increase in feelings of guilt and shame. They shared guilt and shame were maintaining factors in RSH 

as they could often contribute to feelings of low self-worth and feeling deserving of punishment. 

Shame and guilt have been well researched, and findings suggest each emotion has distinct 

implications for motivation (Baumeister et al., 1995; Tangney & Dearing, 2003). Shame is defined as a 

negative feeling about the self, due to a perceived flaw or wrongdoing, and can impact self-esteem 

(Lewis, 1971). Guilt is defined as a negative appraisal or perception of a specific event as opposed to 

about the self. However, within the context of SH, where the event of harming is towards the self, it 

is easier to see how guilt and shame can become intertwined and indistinguishable. For example, I 

feel guilty for harming myself and I must be a bad person for doing that to myself.  

The role of guilt and shame has been explored at length within addiction literature and a focus on the 

experience of these emotions is a large focus of models of recovery for addiction (Meehan et al., 

1996). It is thought that efficacy of peer-led recovery interventions, such as Alcoholics Anonymous, is 

largely due to the social components offered providing a sense of belonging and a reduction in guilt 

and shame (Kelly et al., 2020; Orrok, 1989). The role of shame within SH has been evidenced (Chapman 

et al., 2006), with some research suggesting that individuals may engage in SH to manage feelings of 
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shame (Schoenleber & Berenbaum, 2012). Additionally, feelings of shame within those that SH could 

be further confounded by ongoing experiences of bodily shame relating to physical scars caused by 

SH and stigma experienced from others (Hodgson, 2004; Lewis & Mehrabkhani, 2016). Understandings 

of shame from both the addiction and SH literature can be used to further understand the cycle of 

RSH described by participants.  

Responding to others’ reactions 

Some participants described the reactions they had experienced from others in relation to their SH 

and described regularly lying or hiding the behaviour from others. They highlighted that others’ 

reactions were often fundamental in either contributing to feelings of guilt and shame or supporting 

them to stop harming. Correlations between this finding and the literature on addictive behaviours 

can be drawn. Firstly, engaging in deceitful behaviour to conceal the impact of the addictive behaviour 

is one of the diagnostic criteria (WHO, 2022). Additionally, Orford (2001) claims that social reactions 

to excessive behaviours are significant in the process of stopping or giving up.  

Participants also spoke about others (including professionals) asking them what they could do to 

support them to stop using the behaviour. The cycle of change model (Prochaska & DiClemente, 1986)  

provides a framework for understanding stages of change and has long been applied to addiction to 

support recovery (Prochaska et al., 1997). This allows those supporting recovery to meet someone 

where they are at and align treatment with their current stage. The use of motivational interviewing 

to ascertain stage of change has been shown to be an effective treatment within addiction and 

addictive behaviour (Miller & Johnson, 2001; Rubak et al., 2005) and may also be useful when applied 

non-judgementally within the treatment of RSH. Further research is required to explore the efficacy 

of this as an intervention for RSH.  

Breaking the cycle 

For many participants within the current study, accepting that SH had become a problem and deciding 

that they wanted to stop was crucial in breaking the SH cycle. Comparisons can be drawn between 

participants descriptions of needing to admit they had a problem with SH and one of the core 

principles of Alcoholics Anonymous: new members’ acceptance of the “alcoholic” label and admitting 

that one is powerless over alcohol (White & Kurtz, 2008). Research has explored the role of acceptance 

and affiliation within recovery (Caldwell & Cutter, 1998).  

This finding highlights the role of social stigma and isolation within the maintenance of RSH. 

Participants described how common misunderstandings within society and the media, around SH as 

attention-seeking or a suicidal behaviour, may contribute to increased feelings of guilt and shame and 
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thus reinforce their relationship with SH. The SH literature suggests that online SH forums or peer 

support groups may provide a crucial sense of acceptance (Lewis et al., 2012).  

‘Relapsing’  

In line with the findings of the SLR, many participants used the term “relapse” when describing 

returning to RSH. This term was developed within the addiction literature and over time many models 

of relapse have been developed (Marlatt, 1996; Velicer et al., 1990). Many clinical treatments for 

addiction or addictive behaviour patterns are referred to as “relapse prevention” (Marlatt & George, 

1984). Within Marlatt and Gordon’s model of relapse (1980), they propose the Abstinence Violation 

Effect whereby after a relapse, individuals believe they have underdone all previous work to abstain. 

They posit that emotional reactions to the relapse of guilt and shame can hinder recovery. This effect 

appears to adequately summarise what participants were reporting when they described that relapse 

takes them back into the RSH cycle and how the role of guilt and shame interacts.  

What maintains engagement in RSH that does not overlap with addictive behaviours? 

Needing to punish myself 

Participants spoke of feeling a need to punish themselves and finding different ways to harm. This 

appeared to play a role in individuals both starting and continuing to engage with RSH. This finding is 

similar to a previous etiological model, the Defective Self Model of NSSI (Hooley et al., 2010), which 

proposes that individuals engage in RSH due to feelings of low self-worth and the belief that they are 

in some way deserving of harm. Many participants within the current study spoke of low self-worth 

and feeling they deserved to be punished.  This category supports previous research into motivations 

for SH within adolescents. Doyle and colleagues (2017) found 38% of an adolescent sample indicated 

“I wanted to punish myself” as the primary motive. Menninger (1938) was thought to first postulate 

the relationship between anger towards oneself and SH. The current study provides additional support 

for the self-punishment model of SH (Brown et al., 2002; Gunderson & Ridolfi, 2001; Nock & Prinstein, 

2004). 

Consideration should be given to the role of trauma, particularly developmental trauma, on the 

development of self-esteem. Attachment relationships have been shown to be fundamental in the 

development of feelings about the self and shame (Bowlby, 1988; Kenny et al., 1993). Research has 

evidenced that individuals with low self-esteem, are less likely to value themselves and more likely to 

engage in risk-taking behaviours (Leather, 2009). Additionally, shame has been shown to inhibit help 

seeking behaviour, within both SH and addictive behaviours (Evans & Delfabbro, 2005; Rusch et al., 

2014), and may reinforce hiding SH and reinforce that RSH is the only way to cope or the only thing 
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that understands. This is in line with participants descriptions of low self-worth as one of the 

antecedents for engaging and maintaining engagement in SH. 

Caring for myself 

Participants highlighted how RSH became their way of caring for themselves, either through the 

removal of negative emotions or through the care given to a wound after harming. This aligns with 

previous research into the caring qualities of SH (Barbiker & Arnold, 1997; Conterio & Lader, 1998). 

Simopoulou & Chandler (2020) go further and suggest the experience of caring for oneself through SH 

is not limited to wound-care alone. They conclude that self-harm can become an act of self-care. The 

conceptualisation of SH as self-care, or an attempt to care, completely shifts the narrative on a 

behaviour that is usually described with evocative language and in the context of violence towards 

oneself. Turp (2002, p. 9, 34) states that current characterisations of SH are “too narrow in its scope” 

and considers SH as self-care as many describe “they harm themselves physically in order to cope 

emotionally”. This summarises what participants described within this study; they appear to be 

sacrificing their physical self-care in order to prioritise emotional self-care needs. Consideration should 

also be given to what society deems to be self-care or self-harm (Claes et al., 2005). Society often 

determines socially acceptable forms of causing harm to oneself, such as tattoos, body piercings, nail 

biting, skin picking, and those defined as unacceptable behaviour, such as RSH (Favazza, 1996; Favazza 

& Rosenthal, 1993). Participants in this study spoke at length about the stigma experienced from 

society due to SH, and about experiences of adapting their behaviour to use more socially acceptable 

ways to harm themselves, such as alcohol use, smoking, and fighting others.   

Participants described acceptance, from others and their own acceptance of SH, as one of the 

supportive factors to be able to break the cycle of RSH. Therefore, conceptualisation of SH as a 

functional behaviour, for example an individual’s ways of caring for themselves, rather than a 

dysfunctional behaviour, may help to reduce stigma and feelings of guilt and shame experienced by 

many who SH (Chapman et al., 2006; Hodgson, 2004; Lewis & Mehrabkhani, 2016). A move away from 

the pathologizing discourses, towards a more nuanced understanding of what maintains engagement 

and what factors may make it harder for some to stop (for example feeling addicted to effects of RSH) 

could aid a reduction in stigma around SH. Within current understandings of both RSH and addiction, 

public discourses need to change. As participants highlighted, there are misinformed beliefs around 

one’s ability to just stop engaging in these behaviours.  
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Protecting from suicide 

This subcategory suggests that, for many participants within the current study, RSH was a way to 

manage suicidal thoughts and, at times, protected them from ending their life. Suicidal thoughts and 

behaviours are often thought of or discussed together with RSH. However, this finding contradicts 

popular conceptualisations of RSH as a form of suicidal behaviour and supports previous evidence that 

RSH allows people to manage intense emotions, cope, and continue to live (Brown & Kimball, 2013). 

Similarly, Nixon and colleagues (2002) found that approximately half of their sample reported using 

SH as a way to stop suicidal thoughts or attempts. The anti-suicide model of SH (Suyemoto, 1998), 

informed by psychoanalytic drive theories, highlights this finding from the current study through the 

conceptualisation of RSH as an active coping mechanism employed to protect against and avoid death 

by suicide. This finding is of particular importance when considering any treatment of SH that 

implements enforced cessation of the behaviour as clinicians may inadvertently be removing an 

individual’s way to manage suicidal thoughts or urges. Additionally, this finding may go some way in 

understanding why stays under section or within secure hospitals  to manage risk of SH and suicide 

can result in an increased risk of suicide (Ballard et al., 2014; Erlangsen et al., 2015; Qin et al., 2013), 

rather than a reduction.   

Within the literature, it is apparent that SH is distinct from suicidal behaviour in a number of ways (for 

a review see Suyemoto, 1998). However, when it comes to clinical practice and risk assessment tools, 

there is little differentiation between the two (Boudreaux et al., 2016; Jobes, 2012). Similarly, in the 

literature around clinical risk screening the word SH is almost always followed by “and suicide”.  Future 

research and clinical practice should seek to change this through the continued understanding and 

acknowledgement that these are distinct behaviours with a variety of functions.  

To what extent can RSH be conceptualised as an addictive behavior or within an addictive behavior 

framework? 

As discussed above, there was a large degree of overlap between categories identified within this 

study and the diagnostic criteria of addictive behaviour. Results of this study evidence that the 

conceptualisation of RSH as an addictive behaviour and utilisation of the wealth of recovery models 

from addiction literature may be clinically beneficial. Crucially, this conceptualisation may not be 

useful for all adults who engage in RHS. As highlighted by the large number of categories within the 

model, what maintains engagement in RSH cannot and should not be reduced to a one size fits all 

approach. Interestingly, the diagnostic criteria of “negative impacts or consequences” (for example 

loss of employment due to behaviour) of engagement did not appear to be as apparent within the 

data. Participants described at length the social isolation caused by RSH and unfortunately some had 
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experienced a loss of employment, but they did not attribute this to RSH directly, instead as a result 

of experiences of depression or overall decline in MH. This may suggest that one is able to conceal the 

negative impacts of RSH for longer, compared to addictive behaviours.  

General reflections on the model 

The GT model highlights the many functions of RSH, the overlap between processes involved in 

maintaining RSH and addictive behaviours and processes that appear to be distinct to SH. This model 

highlights the journey of RSH and evidences the interplay and reinforcing natures of a number of 

functional reasons one keeps engaging. This model is unique as it is the first grounded theory model 

illustrating the addictive processes within RSH, to our knowledge. It is hoped this model can be used 

to inform clinical practice across assessment, formulation, and to guide appropriate intervention. It 

supports previous research into the addictive model of SH (Blasco-Fontecilla et al., 2016) through its 

visual depiction and explanation of the RSH cycle.  

Critical evaluation of the research 

This study was evaluated using the MMAT (Hong et al., 2018), see Table 9 for the appraisal.  

Table 9: MMAT checklist  

 

This study is believed to be the first to utilise GT to illustrate the addictive processes within RSH, 

contributing empirical evidence to the developing literature around SH as an addictive behaviour. 

More importantly, this research increases our understanding of what support and deters individuals 

to break the RSH cycle, providing clear clinical recommendations and a clinical model. Finally, the 

study was evidenced to be of high quality when appraised using the MMAT criteria (Hong et al., 2018).  
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However, it is important to consider the findings in the context of the strengths and limitations 

highlighted below.  

Study sample 

The sample comprised of fifteen adults with experience of RSH. Majority of participants (80%) 

identified as White/British, thus limiting the transferability of findings to other ethnic groups who may 

have qualitative differences in their conceptualisation, experiences, and behaviours of RSH (Al-Sharifi 

et al., 2015). Participants were of a variety of ages; this is a strength of the research as it aids 

transferability of findings to working with adults who engage in RSH across the lifespan. The current 

sample included only two participants who identify as male; therefore, findings may not be wholly 

representative of the male experiences of RSH. It is important to consider the role I played as the 

principal researcher within this, it is possible that participants who identify as female felt more 

comfortable speaking with a female researcher. Future research should strive to mitigate against the 

gender bias within SH literature it would be useful to assess the replicability of current findings within 

an all-male sample.  

A strength of this research was the inclusion of participants who were currently engaging in RSH, 

supporting the clinical utility of findings and implications. A further strength was the use of realistic 

and believable vignette scenarios (Hughes & Huby, 2004), as these were developed from a focus group 

with individuals with lived experience of addictive behaviours. Finally, when asked about their 

experiences of participating in the study, many participants reported they have found it to be 

validating and interesting.  

Recruitment 

Due to geographical limitations of the study and ease for participants of remote interviewing using 

Zoom, all interviews were completed online, and many participants were recruited through online 

forums (such as Twitter). A possible limitation is around the sincerity of those participating within 

online qualitative research (Ridge et al., 23). The use of a self-selecting sample (with all participants 

bar one residing in the UK) may limit the transferability of findings beyond a Westernised view of RSH.  

Implications 

Within the NHS at present, current treatment options focus on reducing risk and often place emphasis 

on cessation of RSH (Shaw & Shaw, 2012) as an eligibility criterion for treatment. Assumed 

understanding and a lack of curiosity around why someone is harming can result in those who SH 

disengaging from services. Whilst it is important to acknowledge that this model is the production of 

all involved and situated within the context of time and place, the model has the potential to predict 
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the processes that maintain engagement in RSH and thus ways to support. As evidenced within the 

model, this is not always a conscious choice or something that an individual can just stop without 

appropriate support. Additionally, assessment of SH needs to be far more than just an assessment of 

someone’s risk to themselves or how frequently they are harming. An in-depth understanding of what 

functions RSH is serving for that individual and treatment focused around such areas is paramount 

before recommending an individual stops a behaviour that may be a fundamental coping skill and for 

some keeping them alive. Finally, as participants highlighted, MH professionals should accept this 

behaviour is happening regardless of their involvement and should seek to provide treatment around 

why someone is harming not because they are harming.  

Invitations for future research 

Invitations and considerations for future research have been suggested throughout Chapter 5 and are 

summarised within Table 10 below.  

Clinical invitations 

Direct work 

Initial presentation to primary care services, such as GPs, A&E and secondary MH services, affords a 

golden opportunity for an accepting, non-judgemental and potentially therapeutic experience of 

seeking help. Participants identified how crucial early experiences of seeking help were within their 

cycle of RSH. In this study, participants recommended professionals should strive to remain calm and 

not assume they know why someone may be harming or enforce that they need to stop immediately. 

It was reported to be most helpful when others validated and accepted their SH, without contributing 

to their already high levels of shame and guilt. As outlined within the model, experiences of 

acceptance and support are more likely to contribute to breaking the cycle. Prioritisation should be 

given to formulating why someone may be harming and using this as a guide for treatment, rather 

than insisting initial treatment focus on reducing RSH behaviours. Many participants had been 

harming for years and been in contact with many professionals and reported that no one had ever 

asked them what does RSH offer you? 

The current study sought to ask that question and through the conceptualisation of RSH as potentially 

addictive and the clear depiction of processes maintaining engagement, provide those working with 

individuals who RSH an understanding of its functions. The GT model could be used as a clinical model 

of RSH to guide discussions during assessment and formulation stages of treatment. In particular, 

working alongside the client to identify what stage they are at in relation to changing their SH 
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behaviours (Prochaska et al., 1997) or incorporating “relapse” into clinical safety planning, when an 

individual wishes to stop.  

Particular attention should be given to language used to describe RSH behaviours. Participants clearly 

stated that experiences of their SH being described as “superficial” by professionals contributed to 

feeling that they were not harming severely enough and an escalation of these behaviours. An 

awareness of the power we hold as professionals and current societal stigma experienced by those 

who SH are areas in which we can strive to change beliefs around RSH through the language we use. 

An example of this would be the conceptualisation or reframe of SH as an ongoing effort to cope and 

self-care.  

Staff training 

Working directly with individuals who engage in RSH, can raise anxiety within staff teams and 

understandably cause both physical and MH professionals to feel de-skilled in regard to how to help. 

This can be further compounded if an individual reports they do not want to stop using this behaviour. 

The findings of this research evidence the utility of training for all supporting those who RSH, but 

specifically MH teams, to address the current biases and stigma relating to SH. Again, when viewing 

SH through an addictive behaviour lens, this may address some of the narrow definitions of what 

constitutes SH, for example the current gendering of SH. Services should continually reflect on how 

these biases may impact access to services. RSH may present in a number of different ways, and it 

appears at present we have a largely Westernised and heavily gendered understanding of this 

behaviour. Further research around the role of culture and ethnicity within RSH behaviours and help 

seeking is required.  

The findings of this study were presented and used to inform staff training around RSH with a team of 

MH professionals working clinically within an NHS CAMHS setting (4/05/23). This training was well 

received by the team (see Appendix Q) and the main feedback was around the clinical utility of 

conceptualising RSH as an addictive behaviour, within both their own understanding and sharing 

elements of the model with clients. Within the session, clinicians reflected on their biases around SH, 

assumptions they often make and what SH or working with risk evokes in professionals.  

Legislation and policy invitations 

Results of this study highlighted the long-term benefits of increased funding and training for primary 

care services and therapies available to those who SH (O’Connor, 2013). This could result in significant 

long-term cost-saving to the NHS in lieu of the current presentation and costs in the form of surgical 

treatment of SH (Somanathan et al., 2023), 24-hour crisis team support, or hospitalisation of those 
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who engage in RSH (Department of Health [DOH], 2015; McCrone et al., 2009). Early intervention and 

therapeutic support for those who SH is in line with the national suicide prevention strategy for 

England (DOH, 2012).  

Some participants described third sector and lived experience led organisations, such as Battle Scars, 

who, like AA, have offered acceptance and peer support, being incredibly therapeutic. Results of this 

study highlight the potential benefits of such organisations and invite policymakers to consider 

funding community, lived experience led projects and organisations who are already providing 

services for those who engage in RSH. Increased funding to these organisations is paramount as 

charitable organisations are reliant on funding that has been decreasing exponentially during years of 

austerity policies (Clifford, 2017; Jones et al., 2016). In addition, services providing MH support for SH 

appear incredibly reluctant to offer peer support groups potentially as a result of concerns around the 

‘social contagion’ or also referred to as ‘suicide contagion’ of RSH (Hilton, 2017; Jarvi et al., 2013; 

Khasawneh et al., 2020).  

The ‘social contagion’ model of SH suggests that by witnessing both online and real-life discussions or 

portrayals of SH, others (particularly adolescents) are more likely to ‘copy’ or engage in this behaviour 

(Arendt et al., 2019; Nock et al., 2010). Unfortunately, these understandable and valid concerns 

around online safety may inadvertently contribute to the stigma and shame described by participants 

within this study, thus reinforcing the RSH cycle. These narratives may also overestimate potential 

harm and underestimate possible benefits of peer support, such as gaining an understanding of their 

SH and support from others with similar experiences (Lavis & Winter, 2020).  

Results of this study support literature which posits alternative models for the consideration of SH 

content (Joiner, 2003; Lavis & Winter, 2020) as participants identified that acceptance and finding 

alternatives supported them to break the RSH cycle.  One must also consider the impact of using 

evocative language such as ‘social contagion’ or the framing of SH content as ‘causal’ when discussing 

a population shown to already experience low self-worth (Hooley et al., 2010) and high levels of guilt 

and shame (McDonald et al., 2007). This language continues to locate blame for SH in the individuals 

engaging in the behaviour, whilst often ignoring the wider social and political contexts all forms of 

media reflect. Findings of this study suggest that broad governmental statements or policies for social 

media platforms (Lumley, 2019) to limit or remove all SH content are at risk of causing unintentional 

harm. Further research is required exploring the benefits of peer support (both online and face-to-

face) to inform future clinical treatment options, policy and guidance.  
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Table 10: Summary of clinical, policy and research implications
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Conclusions 

This thesis has provided a critical review of current empirical and theoretical understandings of RSH 

and treatment methods within the NHS. Additionally, a systematic literature review of the current 

evidence base sought to understand whether, at present, RSH can be conceptualised as an addictive 

behaviour. This novel study has provided a conceptual model of the processes that maintain 

engagement in RSH and illustrates similarities and overlap between RSH and addictive behaviours. 

Through the use of audio vignettes probing each of the addictive behaviour diagnostic criteria, results 

evidence the criteria that appears within both behaviours. This work evidences the potential benefits 

of conceptualising RSH as an addictive behaviour, in particular drawing upon the wealth of models to 

understand, treat and recover. The current study highlights way in which the addiction literature can 

be used to provide a positive model for people who engage in RSH. This work has generated new 

knowledges with the potential to influence clinical understanding and treatment and to seek to reduce 

misconceptions and stigma around SH.  
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Appendices 

Appendix A: Registered PROSPERO protocol 

 

 

 



THE SOCIAL PROCESSES THAT MAINTAIN ENGAGEMENT IN REPETITIVE SELF-HARM 

123 
 

 

 

 

 

 



THE SOCIAL PROCESSES THAT MAINTAIN ENGAGEMENT IN REPETITIVE SELF-HARM 

124 
 

 

 

 

 

 



THE SOCIAL PROCESSES THAT MAINTAIN ENGAGEMENT IN REPETITIVE SELF-HARM 

125 
 

 

 

 



THE SOCIAL PROCESSES THAT MAINTAIN ENGAGEMENT IN REPETITIVE SELF-HARM 

126 
 

 

 

 

 



THE SOCIAL PROCESSES THAT MAINTAIN ENGAGEMENT IN REPETITIVE SELF-HARM 

127 
 

 

 

 

 



THE SOCIAL PROCESSES THAT MAINTAIN ENGAGEMENT IN REPETITIVE SELF-HARM 

128 
 

 

 

 



THE SOCIAL PROCESSES THAT MAINTAIN ENGAGEMENT IN REPETITIVE SELF-HARM 

129 
 

 

 

 

 



THE SOCIAL PROCESSES THAT MAINTAIN ENGAGEMENT IN REPETITIVE SELF-HARM 

130 
 

 

 



THE SOCIAL PROCESSES THAT MAINTAIN ENGAGEMENT IN REPETITIVE SELF-HARM 

131 
 

 

 

 



THE SOCIAL PROCESSES THAT MAINTAIN ENGAGEMENT IN REPETITIVE SELF-HARM 

132 
 

 

 

 

 



THE SOCIAL PROCESSES THAT MAINTAIN ENGAGEMENT IN REPETITIVE SELF-HARM 

133 
 

 

 

 



THE SOCIAL PROCESSES THAT MAINTAIN ENGAGEMENT IN REPETITIVE SELF-HARM 

134 
 

 

 



THE SOCIAL PROCESSES THAT MAINTAIN ENGAGEMENT IN REPETITIVE SELF-HARM 

135 
 

Appendix B: Reflective journal extracts 

The following reflective journey entry was completed immediately after the first interview:  

21/09/22 

Reflections after an interview 

I was pleased with the introduction and set up.  

Noticed bias in me and some confusion/disappointment when they mentioned [method of SH] on 

the [body part]. I fell into the trap of assuming what that meant and started to wonder about my 

definition of SH in the information sheet, was this in it? 

Felt surprise that they are participating when previously only told 2 people! Should this be part of 

consideration? How secretive or open they are currently about SH? I was surprised as had assumed 

that majority of participants may be those who are comfortable discussing their SH with lots of 

experience doing so.  

As the interview went on was then shocked and surprised regarding the extent of what [method of 

SH] meant. 

Observed a sense of complete understanding when they said about not feeling they deserve 

treatment. May be important to consider how this differs when people do cut or inflict harm that 

immediately requires treatment, could this be a reason that stops those seeking any support or 

treatment even from themselves? Continue to monitor and reflect on this theme. 

It felt as though the interview flowed well and was seamless between audio clips, last just under 1 

hour.  

The following entry relates to early stages of participant recruitment:  

15/11/22  

Slowing 

After quite a few participants getting in touch all at once, there has now been a real slowing of those 

expressing an interest in the research! I am aware that it is coming towards the end of the year and 

people may not want to participate around Christmas period as can be difficult for some.  

I am conscious that all participants thus far have been female. Perhaps men are less likely to want to 

participate because the principal researcher is female? I’m feeling the pressure of the number of 

participants I need and wanting to ensure the sample can be as representative as possible. Perhaps 

this is reflective of the stigma those who engage in SH experience and that is why they are less likely 

to feel able to talk about it? 

I felt very disappointed when after much back and forth, a potential male participant decided they 

did not want to complete the interview. I was curious as to their reasons for deciding against it but 

also wanting to respect their decisions and not continue to contact.  

I will discuss this with my supervisory team and consultants – they always have good ideas and 

insight. I wonder what would make me more or likely to participate in this study if I was 

approached? What motivates me to participate in research? It would be important to me to be paid 

for my time, so I am glad I am able to reimburse participants. 
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Appendix C: Expert by experience recruitment poster 
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Appendix D: Semi-structured interview schedule 

Semi-structured interview schedule 

Set up =  

• Introductions 

Intro to myself: Trainee Clinical Psychologist. 

“I have lived experience of self-harm over a number of years and have always been very interested in 

self-harm research and how we understand it. Since working within mental health settings, I also have 

experience working with individuals who are currently self-harming or have self-harmed in the past.  

I felt it was important to let individuals who participate in the study know this; however, I am aware 

that experiences of self-harm can be entirely different for everyone. Throughout the interview, I will 

not assume an understanding of your experiences and will try to ask clarifying questions throughout 

to make sure that I can hopefully capture your experience of self-harm.”  

• Purpose of study – What are the social processes maintaining repetitive engagement in self-

harm? 

• Purpose of interview. 

• Confidentiality of data - Your participation and the information collected in this study about 

you will be kept strictly confidential. Only members of the study team may be given access to 

data about you for monitoring purposes to ensure the research is complying with university 

regulations. Pseudonym used.  

Can’t withdraw data after two weeks. 

• Zoom environment – leaving off mute, how to manage distractions, confidentiality of space 

researcher is in.  

• Any questions?  

• Record! 

 

“I am going to play you some extracts of people talking about their experiences, I want you to tell me 

how these fits or DON’T fit with your experience of SH”.  

To be clear, within the audio there is nothing at all explicit about self-harm. However, it is natural that 

some people may find things triggering when being asked to think about your experiences. Please 

remember that you can take a break whenever you would like to, and you do not have to answer any 

questions you would prefer not to.  

The clips have been created from a focus group of individuals talking about their experiences, you may 

hear different voices. Please don’t feel pressure to remember everything, if you would like me to play 

it again, or if you forget anything, feel free to bring up later.  

I will play the first clip now, please respond with thoughts and comments in your own time. After you 

have shared these, I might ask some follow up questions.” 
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Play audio clips 

1. Pre  

2. Distress  

3. S&A  

4. LC  

5. Lying  

6. U&C  

7. Ritual  

8. NI  

Follow up questions:  

1. Could you tell me about your experience of self-harm/self-harming? Can you remember 

how it first started?  

 
2. What were your thoughts and feelings leading up to self-harming?  

 
About the first time – when? How? Definition of repetitive self-harm – and explanation of 
study aim.  
 

3. What do you think continued to motivate you to self-harm? – What was the reason you 

continued to self-harm? 

 
4. What factors do you think contributed to a feeling that you could not stop self-harming? If 

you ever did stop – what was it that helped them? If you didn’t, what was it that was 

barriers.  

 
5. During the time you were/have self-harmed, did it change at all? For example, when how 

or why you would do it?  

 
6. What or who was most helpful or supportive for you when you self-harmed?  

 
7. What or who was least helpful or supportive for you when you self-harmed? 

 

8. What factors do you think helped/supported you to stop self-harming for any period of 

time?  

Ending =  

• “Is there anything I have not asked you that you think would be helpful/useful for me to know?  

• How did you find the interview today? 

• Do you have any questions for me?  

• Thanks, and debrief information. Thank you voucher – sent shortly.  

• Check consent for further contact and contact preferences. – still happy for me to contact 

again for follow up or theme-checking?  
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Appendix E: Participant recruitment poster 
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Appendix F: Ethics approval notification 1 
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Appendix G: Ethics approval notification 2 
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Appendix H: Ethics approval notification 3 
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Appendix I: Information sheet 
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Appendix J: Debrief information 

 
 
 

Debrief form 
 

Project title: What are the social processes maintaining engagement in 
repetitive self-harm? 

 
 
Thank you for taking part in this study. Through this research study we hope to gain a better 
understanding of repetitive self-harm and what maintains this behaviour. In addition, we 
would hope the findings can be used to inform mental health professionals understanding of 
self-harm and potentially how individuals with experience of self-harm are viewed and/or 
treated.  
 
If you would like more information about the study or would like to know about our findings 
once all the data has been collected and analysed, please contact the principal investigator 
Millie Witcher, mw20abn@herts.ac.uk. Unfortunately, we are unable to provide you with 
your individual quotes and data.  
 

If taking part in this study raised or left you with anything which felt distressing and you feel you may 

benefit from further support, please do contact one of the following if it feels comfortable to do so: 

 

- If you are unable to keep yourself safe, or feel you are in immediate danger, please visit 

A&E or call 999. 

- If you are currently supported by a local mental health team, please get in touch with 

them using the contact number(s) provided.  

- Contact your GP to let them know how you are feeling and to be directed to local mental 

health services. 

- Contact NHS 111 for advice about where to get help for your symptoms, if you're not 

sure what to do, how to find general health information and where to get an emergency 

supply of your prescribed medicine.  

- Contact Samaritans on 116 123 (for free) to talk to someone on the phone at any time 

of the day of night or visit www.samaritans.org for more information and ways to get 

in touch with their volunteers. Their volunteers will listen to you and help you talk 

through your concerns, worries and troubles. They offer a safe place for you to talk any 

time you like (available 24 hours a day, 7 days a week), in your own way. 
 

 

Thank you so much! 

 

 

mailto:mw20abn@herts.ac.uk
http://www.samaritans.org/


THE SOCIAL PROCESSES THAT MAINTAIN ENGAGEMENT IN REPETITIVE SELF-HARM 

149 
 

Appendix K: Focus group questions 

 

1. Could you tell me about your experience of losing control of the addiction? 

2. Over time, did it feel as though your addiction began to take over your life? Can you 

describe this?  

3. Did you have experience of being preoccupied with it above all other things?  

4. Please tell me about your experience of going to X (gambling, drinking, using drugs) 

even when it began to have negative impacts on your life? For example, please tell me 

if you ever lost an important relationship or job due to the behaviour.  

5. Can you describe your experience of urges or cravings to engage in the behaviour 

(gambling/substance use) during other activities? For example, when at work or 

socialising.  

6. What sort of experiences of lying about the behaviour (gambling or using substances) 

to others did you have? 

7. Can you describe when you were more likely to X (gamble or use substances) - when 

you were feeling low in mood, anxious, distressed, bored or lonely? 

8. Please tell me about your experiences of disruption to your sleep, diet, and levels of 

exercise. 
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Appendix L: Transcripts of audio vignettes 

Vignette 1: Preoccupied 

Group member 1: You almost don’t see it or don’t want to see it yourself; you know it’s this self-

destruction. You’ve got like for example like my family around me…um… you know I’d often get the 

oh you know why can't you just stop?  I got the shouting at me, you know every sort of which way that 

they could try to get through to me, they … was tried you know. The…um… giving me what I want, 

taking away what I want. But because I was on my own, I was like had my own place and I was just 

able to shut my door and not let anybody really know what was going, not know the extent of it. You 

know, it was just life, sort of, you know, I'd lost everything, I'd lost everyone around me. I've lost every, 

you know, well I hadn’t… I say I had lost everyone I mean; my mum never gave up on me and she 

didn't, but you know. 

Vignette 2: Distress 

Group member 1: But I held all these feelings, and I would get so angry and feel like almost, you know, 

like if somebody had done me wrong then that would, that would burn inside me, and I didn't know 

how to deal with it at the time. 

Group member 2: I was always low, I was always miserable, there was no positivity, there was… all the 

time! There was no distinction. 

Group member 3: It was when my relationship here started going pear shaped and thinking I left 

everything in the UK to be here, that’s when I started.  

Vignette 3: Sleep and Appetite 

Group member 1: Couldn’t sleep, whatsoever. Horrendous! My experience with sleep during a very 

long period of time, over years was horrific! So… and I am the sort of person you know, I need my 

sleep, so having that sort of physical impairment almost, you know just not being able to sleep and 

racy brain and everything else, it was awful! Really bad! 

Group member 2: I couldn’t sleep anyway, it just wasn’t…that whole self-care wasn't part of… it wasn't 

me, it wasn't for me. It wasn't something I thought about.  

Group member 3: I used to eat hardly.  

Group member 1: Yeah, same with me it just wasn't a priority food. No. 
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Vignette 4: Losing control 

Group member 2: You know in the past, there was no switch off button for me, there was no kind of 

control. It was literally get up and just do that. It was an all-day thing. I didn’t live by any kind of rules 

or anything like that so just when I wanted it, I would get it, even when I didn’t want it, it was like an 

automatic thing.  

Group member 3: So basically, went from being sort of okay, to being socialised, to being a hermit in 

intensive care so the whole world evaporated around me, and it took a long time, in the hospital, in 

recovery, still not wanting to stop. I don’t know, in and out, in and out, before it slowly got better 

again.  

Group member 1: And then it just got worse and worse and worse. To the point again where my sort 

of stop point was, I also was hospitalised.  

Group member 4: Looking back, I can pinpoint it, when you’re in it it’s you know yesterday is similar 

to today. It is almost like a destructive relationship you’ve got; you don’t know it’s destructive until 

you walk away, and you look…why didn’t I walk away X,Y and Z. But you sort of make that acceptance, 

that small adjustment that day, you know it’s been a bit worse, but it isn’t that bad.  

Group member 3: A Friday night, which then became a Friday and Saturday night and then gradually 

became every night and then it really went pear-shaped and then gradually builded up until eventually 

I just think it crossed a line. It builded up day after day after day, and I didn’t see it how it was slowly 

increasing. But it crept up without me feeling that it was becoming a problem.  

Vignette 5: Lying 

Group member 1: I was just going to say, you know, you’d convince yourself like say for instance when 

you start hiding it… I’s blatantly, blatantly lie to my mum’s face, or my mum or my brother or my sister. 

No, I haven’t! How can you say that I have when I haven’t? But because I was on my own or had my 

own place and I was just able to just shut my door and not really let anybody know what was going 

on, not know the extent of it.  

Vignette 6: Urges and cravings 

Group member 3: Again, where you get really angry, or I just went through a really bad period, it would 

be easy at some points to just switch that button back on and think I will just leave it all behind and 

go back to where I was. But you sort of know you can’t.  

I do get the odd urge, the odd urge, especially if I’m stressed out or if somebodies annoyed me! 
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Yeah, when I used to think about it, it used to pull me like magnetically towards it and I know that 

disproportionate energy. And that to me was urges and cravings.  

Vignette 7: Ritual 

Group member 4: But I think sometimes the actual lead up, it’s a relief. People call it a ritual, but it 

almost is that ritual.  

Group member 3: The reality of the ritual being gone, and the big emptiness that came with it because 

it was a routine and I did know exactly how it went and although it wasn’t a good one, it was always 

the same and I knew what was happening. And then suddenly there was this big void, and I didn’t 

know what to do with myself.  

Vignette 8: Negative impacts 

Group member 2: And things started to get so bad, that I just couldn’t do with it, and I couldn’t do – 

it was just madness! So yes… yeah, I realised that people were not really agreeing with it, that actually 

people were frowning on it. I looked up one day and I’d lost most of my reliable, responsible friends. 

When I’d lost my job, I didn’t realise that everything was out of control I was just angry. How dare they 

sack me! 

Group member 3: Yeah, I can tell you, it started by not being able to function properly anymore. First 

of all, I was losing my job because I couldn’t function properly. I was working for a lawyer’s office, so 

it was again sort of high maintenance. Couldn’t concentrate, then I started not going to work, then I 

started losing my relationships, then I started losing my family completely, my best friends, everyone 

started dropping out, then I started to hibernate.  
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Appendix M: Risk protocol 

Adverse events risk protocol for suicidal ideation 

Definition of suicidal ideation 

In this study, suicidal ideation is identified as: 

 

● Study participant discloses information to a member of the research team, indicating 
that they have been thinking of ways to end their life/die by suicide. 

 

Action required: 

A schematic of the suicidal ideation pro forma is shown in figure 1.  

 

1. If a participant discloses within an interview that they have thoughts of or have made 

plans to die by suicide, the researcher will first ascertain whether the participant has talked 

to his/her/their GP or local mental health team about them. The researcher should reinforce 

the importance of starting or maintaining a dialogue with his/her/their GP or local mental 

health team. Suggested scripts for this are shown below. 

 

2. If the participant informs the researcher that they have disclosed this information to their 

GP and/or local mental health team and feel supported with this, the researcher will 

encourage them to contact them at the earliest opportunity to seek clinical support. The 

researcher will then use their clinical training and skills to bring the interview to a close. The 

researcher will discuss the debrief information with the participant, encouraging them to seek 

support from suitable services.  

 

3. If the participant informs the researcher that they have not disclosed this information to 

their GP and/or local mental health team, the researcher will use their clinical training and 

skills to encourage the participant to inform their GP as soon as possible and will discuss the 

benefits of doing so.  The research will discuss the debrief information, in detail, with the 

participant and support them to identify a support network they would be happy to get in 

touch with. If it feels appropriate and the researcher has utilised their clinical judgement to 

deem that the person is not an immediate risk to themselves, the researcher will bring the 

interview to a close.  

 

4. The researcher will contact the principal supervisor (qualified clinical psychologist) to 

discuss the participant, the interview and review the risk protocol.  

 

** If the research believes that the participant is in immediate danger, the researcher must 

stay with the participant (either online or face to face) and contact the emergency services, 

who will take appropriate action.** 
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Suggested Scripts: 

Following disclosure  

I am concerned that you are having these thoughts/feelings about [INSERT AS APPROPRIATE 

BASED ON WHAT THEY HAVE REPORTED]. Have you spoken to your doctor or local mental 

health team about them? It is important that your doctor knows about the way you feel, as 

they will be able to make sure that you have the necessary support in place. Are you happy 

to contact your doctor to let them know the things you have told me? 

 

If study participant is hesitant or refuses 

Many people find it hard to bring these things up during a consultation, but your GP can 

offer you help with these feelings. If he/she knows how you are feeling, he/she will be able to 

talk to you about it and together you can decide on the best way to treat you.  
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Figure 1 – Suicide ideation pro forma  

The following action must be taken and recorded by a member of the research team 

whenever a study participant discloses suicide ideation to a researcher. 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

“I am concerned that you are having 

these thoughts. Have you spoken to 

your doctor or local mental health team 

about them? 

“Many people find it hard to bring these 

things up during a consultation, but 

your GP can offer you help with these 

feelings. If he/she knows how you are 

feeling, he/she will be able to talk to 

you about it and together you can 

decide on the best way to treat you.” 

 

Bring the interview to a close. Discuss 

the debrief information with the 

participant, encouraging them to seek 

support from suitable services.  

Disclosed suicidal ideation 

Immediate de-brief/supervision 

with principal supervisor 

(qualified clinical psychologist) 

regarding risk management and 

to reduce impact on researcher 

 

NO 

YES 

YES 

Immediate de-brief/supervision 

with principal supervisor 

(qualified clinical psychologist) 

regarding risk management and 

to reduce impact on researcher 
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Appendix N: Example of memo-ing 

 

Memo: Conflicting relationship with SH and self 

Within all interviews, participants have described some sort of difficulty or conflict. This conflict 

appears to be within people but also with SH – feeling of a need to punish self but then it is also 

described by them as an old friend. Relational element to it.  

SH becomes something they used to let themselves know how they were feeling, to communicate 

their distress to themselves. Descriptions as if SH is almost personified. If you were unaware of 

subject matter, could be forgiven for thinking they are describing a person supporting them – but it 

is the SH itself. They appear to be in a relationship with SH but it is also about the relationship with 

the self and how they feel. Appears as if SH is part of them. 

However, it can be toxic and something they are feeling abused by. How do both states align? Like 

many relationships, there are two sides to being in a relationship with SH, there is conflict. At times 

it is a comforting best friend and is the only one who is there for you. Other times it tells you that 

you are useless and you should be punished, or it controls you and leads you to do things that cause 

you pain and hurt others around you, when they find out. 

Feelings are different during journey of self-harm. SH being both someone’s friend and enemy.  

Comfort but it hurts and has negative impacts on my life.  

It is a friend, but it is an enemy. BOTH/and. It is a conflicting relationship not just with SH but also 

with the self.  

Relating to SH 

Relating to oneself 

Conflicting relationship 

Conflicting relationship with SH and self 

Conflicting relationship to SH  

Category that occurs once someone has started and continues across their journey with SH, even 

after stopping due to physical reminders.  
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Appendix O: Analysis audit trail 

Appendix O1: Line by line coding extracts 
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Appendix O2: Focused coding examples 

Focused code Line by line codes Examples of corresponding coded text 

2. Needing to punish myself Punishing I think I would let it build up and I think that's 
why the self-punishment element comes in.  

But where that sort of punishment, I'm not 
entirely sure where. I think it’s almost like so 
like punishing myself for not being perfect, or 
something which is completely ridiculous. 

just negative thoughts, I suppose, against myself. 
It's kind of like I'm being a twat, I’m being an 
idiot, you know. It’s like just shut yourself up and 
stop being and idiot and crying and stop getting 
upset. And it's yeah, like almost attacking 
yourself inside. 

But they are the sort of emotions that are sort of 
present at that point, and that's sort of what 
makes me continue is, I feel like I need that 
punishment. 

Destroying self I was like so angry at everything, but it came out 
in a self-destructive way 

There was some stuff that they said about self-
destructive, yeah, we know it is a self-destructive 
thing and there were times where I have been 
really struggling and it’s like na I just want to 
destroy myself. 

Yeah, because it's just self-bashing isn't it. Like 
hello, I feel really bad. What am I going to do 
about it? Well, I go and do any of the destructive 
things I would normally do, and self-harm 
happened to be one of them. So, it was one of 
the reasons, one of the things.  
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Appendix P: Diagramming 

Appendix P1: Initial model 
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Appendix P2: After model checking interviews 
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Appendix P3: Model after member checking feedback 
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Appendix Q: Feedback received from staff team training 

Team member 1 (verbal feedback):  

“I just wanted to say your presentation has really stuck with me and I told my family member about 

it, I was talking about it like it was this fascinating podcast I had listened to. We reflected on whether 

they had ever thought about self-harm as feeling addictive and they were really intrigued by this and 

could see a lot of similarities. It then prompted a whole hour-long discussion about their experiences, 

so thank you very much!” 

Team member 2 (verbal feedback):  

“That was great and really got me thinking. I am working with a couple of clients who self-harm and I 

am going to discuss it with them. Also really made me think about how we all immediately thought of 

cutting when it came to self-harm. Such an interesting discussion too about what is self-harm, what 

about tattoos? Or eating too much?  

Supervisor providing feedback within supervision:  

Your presentation really got people thinking and enlivened people. Overall, it was really engaging.  

Key feedback areas:  

The way you handled self-disclosure was done in a human and respectful way, it was open and 

accepting that others may also have experience with self-harm, and it allowed others to feel safe to 

share.  

Great question to ask team members what are they interested in about your study, what would they 

like to know or what questions do they have of this research? Rather than just presenting your own 

ideas through your own lens. This really promoted curiosity and you nicely came back to all 

questions to ensure you had answered them at the end.  

The model was really clear, and it made sense both theoretically and that it was grounded in the 

work you had done. It was helpful that you took your time to talk through each category, this did the 

model justice and ensured it was clear to everyone in the training.  

Team manager: 

The discussion that your session bought up was amazing. Thanks for your presentation.  

 


