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Abstract

Self-harm by adolescents is manifesting as one of the contemporary global mental health
problems as incident rates are increasing worldwide. This self-harming trend is increasingly
becoming a concern to South African adolescents who seemingly have adopted many practices
of the Western World. Given the growing pains of transformation and high violence and crimes
rates affecting the youth of the South African democracy, adolescents are being challenged
continuously to cope with these circumstances. The aim of the study was to investigate whether
coping and resilience can predict adolescent self-harm in the Free State Province in South
Africa. A non-experimental, cross-sectional, correlational design was used in this study. A
stratified randomised sample of 962 learners from nine schools in the Free State Province was
selected. The measuring instruments included a biographical questionnaire, from which the
criterion variable was measured in a single closed-ended question, the Coping Schemas
Inventory — Revised, and the Resiliency Scale for Children and Adolescents. A logistic
regression analysis method was used to investigate the extent to which coping and resilience

can predict self-harming behaviour.

Results indicate a prevalence rate of self-harm of 17.35% among respondents. Females
were more likely than males were to engage in self-harm (19.4% and 14.5% respectively); thus,
gender significantly predicted self-harm (p = 0.025). Tension-reduction coping (p = 0.029) and
emotional reactivity (resilience: p = 0.000) predicted membership to the self-harming group(s),
whereas social support coping protects adolescents from self-harm (p = 0.017). Collectively,

these variables explained 11.2% of the variance in self-harming behaviour.

Given the limited research on self-harm in South Africa, it is suggested that further mixed-
methods design approaches and longitudinal research be done with a cohort representative of

South African adolescents to explore self-harm in the South African context in more detail.

Keywords: coping, self-harm, resilience, tension-reduction coping, social support coping,

emotional reactivity
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Opsomming

Selfleed deur adolessente manifesteer as een van die kontemporére geestesgesondheids-
probleme in die wéreld soos wat voorkomssyfer wéreldwyd toeneem. Hierdie neiging tot
selfleed word toenemend 'n bekommernis vir Suid-Afrikaanse adolessente wat skynbaar baie
praktyke van die Westerse Weéreld aangeneem het. Gegewe die groeipyne van transformasie en
hoé koerse van geweld en misdaad wat die jeug van die Suid-Afrikaanse demokrasie affekteer,
word adolessente voortdurend uitgedaag om hierdie omstandighede te hanteer. Die doel van die
studie was om te ondersoek of hantering (“coping”) en veerkragtigheid (“resilience”) selfleed
deur adolessente in die Vrystaat Provinsie in Suid-Afrika kan voorspel. 'n Nie-eksperimentele,
deursnee-, korrelasionele ontwerp is in hierdie studie gebruik. n Gestratifiseerde, ewekansige
steekproef van 962 leerders van nege skole in die Vrystaat Provinsie is geselekteer. Die
meetinstrumente het 'n biografiese vraelys, waaruit die kriteriumveranderlike in 'n enkele
geslote vraag gemeet is, die Coping Schemas Inventory- Revised, en die Resiliency Scale for
Children and Adolescents ingesluit. 'n Logistiese regressie-ontledingsmetode is gebruik om te
ondersoek tot watter mate hantering (“coping”) en veerkragtigheid (“resilience”) selfleedgedrag

kan voorspel.

Resultate toon n voorkomssyfer van selfleed van 17.35% onder respondente. Vroue het
meer waarskynlik as mans by selfleed betrokke geraak (19.4% en 14.5% onderskeidelik);
geslag voorspel dus selfleed beduidend (p = 0.025). Spanningvermindering-hantering (p =
0.029) en emosionele reaktiwiteit (veerkragtigheid: p = 0.000) het lidmaatskap van die
selfleedgroep(e) voorspel, terwyl hantering (“coping”) deur middel van sosiale ondersteuning
adolessente teen selfleed beskerm het (p = 0.017). Gesamentlik het hierdie veranderlikes 11.2%

van die variansie in selfleedgedrag verklaar.

Gegewe die beperkte navorsing oor selfleed in Suid-Afrika, word voorgestel dat verdere
gemengdemetodeontwerp-benaderings gevolg word en longitudinale navorsing met ’n
verteenwoordige groep Suid-Afrikaanse adolessente gedoen word om selfleed in meer

besonderhede in die Suid-Afrikaanse konteks te verken.

Sleutelwoorde: hantering (“coping”), selfleed, veerkragtigheid (“resilience”),

spanningvermindering-hantering, sosiale ondersteuning-hantering, emosionele reaktiwiteit
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Chapter 1: Context of the Study

This chapter serves as an outline of the current research study, focusing on the context,
rationale, and theoretical perspectives applied. Emphasis is placed on the concepts of
adolescence, self-harm, coping, and resilience. Various theoretical perspectives applicable to
the research study are summarised. An overview of the research design and methodology used
in this study is provided, and the chapter concludes with a delineation of the chapters in this

study, and the chapter conclusion.

1.1 Context and Rationale of the Research

South Africa is a country rich in diversity with various cultures, belief systems, and
languages (Moodley, 2008). In South Africa, approximately 9 747 000 young people call this
country home (Reddy et al., 2010). Owing to political and socio-economic changes that have
occurred since apartheid, South Africa has numerous unique challenges (Mattes, 2011). In
South Africa, many adolescents are faced with poverty, inequality (Statistics South Africa,
2016), HIV/AIDS (Cluver, Orkin, Gardner, & Boyes, 2012), and high rates of violence and
crime (Flannery, Singer, Van Dulmen, Kretschmar, & Belliston, 2007). Educational challenges
such as the phasing out of outcome-based education (OBE) (Maodzwa-Taruvinga & Cross,
2012; Ramdass, 2009), the introduction of computer applications technology (CAT)
(Department of Basic Education, 2011), the burden on learners from disadvantaged schools due
to unequal distribution of resources (Ndimande, 2012), and escalating unemployment of
graduates (Wijnberg, 2013) place undue stress on learners. Thus, adolescents are living in
demanding and ever-changing environments (Weber, Puskar, & Ren, 2010). The build-up of
such adverse conditions creates a context of higher risk for the development of emotional,
social, and behavioural problems among the youth, which could lead to long-term problems
and psychological disorders (Barbarin, 2003; Dawes & Donald, 1994; Lockhat & Van Niekerk,
2000; Reddy et al., 2010). Once health-risk behaviour has been formed in adolescence, related
problems often persist into adulthood, accompanied by dangerous consequences such as traffic
accidents, suicide, violent attacks, development of chronic diseases, psycho-social problems,
unwanted pregnancies, and infectious diseases such as HIV and AIDS (Reddy et al., 2010).
Such behaviours and their consequences place extra stress on the social, health, and educational
infrastructure of South Africa (Reddy et al., 2010). Serious deficits exist in psychiatric and

psychological services available at primary, secondary, and tertiary levels in South Africa,



which further exacerbate the problem for South African youth (Lockhat & Van Niekerk, 2000).
The United Nations Population Fund (UNPF) South Africa (2016), the United Nations
International Children’s Fund (UNICEF) South Africa (2016) and Mould (2014) emphasise that
female adolescents may be specifically vulnerable to further socio-economic hardships, such as
domestic violence, sexual abuse, teenage pregnancy, human trafficking, and have higher risks
of school dropout, HIV/AIDS, future unemployment and child-headed households due to
HIV/AIDS.

All these factors and challenges could contribute to stressful living conditions for South
African adolescents, leading them to become so overwhelmed by stressors in their daily lives
that they are inhibited from developing psychological strengths (Barnes, 2015).

Soon, if not already, researchers may be facing a new challenge, as global reports seem
to suggest self-harm is a growing problem among adolescents (Brown & Kimball, 2013). South
African newspapers attest to this trend locally, with adolescent self-harm featuring in headlines
(South African Press Association, 2016). Adolescents at this stage of their development
experiment with risky and unsafe behaviour such as self-harm; moreover, many researchers
view self-harm as behaviour common to adolescents (Idemudia, Maepa, & Moamogwe, 2016;
Mental Health First Aid Australia, 2017; Ougrin, Tranah, Leigh, Taylor, & Asarnow, 2012),
the onset of which is most often during adolescence (Nixon & Heath, 2009). Self-harm affects
an adolescent’s well-being negatively, as those who self-harm appear less happy and show
increased risk for suicide behaviour (Fischer, Brunner, Parzer, Resch, & Kaess, 2013;
McDougall, Armstrong, & Trainor, 2010). Prevalence rates of self-harm are on the increase and
range between 13% and 45% worldwide (Fischer et al., 2013). Although some studies have
been conducted in the area of self-harm (Louw & Parker, 2010), very few South African studies
focused on self-harm among adolescents (Carshagen, 2012; Pillay, Bundhoo, & Bhowon,
2010). Brown and Kimball (2013) emphasise that uncertainty remains whether self-harm is
linked to gender, but Adler and Adler (2011) maintain that girls engage in self-harm more
frequently than boys do.

Research in the South African context has shown that passive emotional coping
significantly predicts the risk of engaging in self-harm; however, social coping was found to
buffer adolescents against the risk of self-harm (Carshagen, 2012). In addition, marked
differences in how adolescents who self-harm cope have been found (Carshagen, 2012). With



regard to resilience, Carshagen (2012) found that high emotional reactivity is associated with

an increased risk for self-harm.

The literature reviewed suggests that self-harming behaviour by adolescents is
manifesting as one of the contemporary mental health problems, necessitating the further
research of this behavioural phenomenon (Carshagen, 2012). In the light of limited research,
especially in South Africa, the exploration of coping and resilience is envisaged as an added
dimension in understanding the dynamics underlying adolescent self-harm better, especially as
the focus of psychological research has shifted to prevention and the optimal development of
human beings (Mould, 2014). For these reasons, this study includes the positive psychology
concepts of coping and resilience.

The mental health of South African adolescents is a matter of grave concern, as
highlighted by the second South African National Youth Risk Behaviour Survey, and it is a fact
that the youth of today are our future and are ideally situated to change the “fabric of society’
by means of their own self-improvement and determination (Reddy et al., 2010). It is thus of
paramount importance to promote their healthy development and making adolescent well-being
and health a priority for the future development of South Africa (Reddy et al., 2010; Tancred,
2010).

The following research questions were formulated for this study:

1.  What is the prevalence rate of self-harming behaviour for adolescents in the Free

State Province?

2. Does gender and age predict group membership (self-harming versus non-self-
harming groups) among adolescents in the Free State Province?

3. To what extent are coping and resilience able to predict group membership (self-
harming versus non self-harming groups) among adolescents in the Free State

Province?

1.2 Theoretical Perspectives Underpinning the Study

Adolescence may begin as a separate stage of development around the ages of 11 to 13
years, depending on biological, sociocultural and individual factors, and end at around 17 to 21

years (Louw & Louw, 2014). Self-harm behaviour emerges around early adolescence (Nock,



2009), and researchers agree that adolescence is a period of increased risk for self-harm
(Muehlenkamp & Gutierrez, 2007; Sacarcelik, Turkcan, Guveli, & Yesilbas, 2011).

For the purposes of this study, the definition of self-harm proposed by Favazza (2011, p
197) will be used: “[Self-harm] is the deliberate, direct alteration or destruction of healthy body
tissue without an intent to die”. It should be noted that the terms non-suicidal self-injury (NSSI)
and self-harm are viewed as synonymous throughout this study. Self-harm is distinct from
suicide or a suicide attempt, but engaging in self-harm does increase the risk for suicide (Guan,
Fox, & Prinstein, 2012; Hamza, Stewart, & Willoughby, 2012; Kerr, Stattin, & Burk, 2010;
Muehlenkamp & Kerr, 2010). Favazza (2011) describes the distinction between self-harm and
suicide based on the intent to die; self-harmers do not have an intent to die, but instead want to
live without troubling emotions, cognitions, and behaviours. Self-harm has been added to the
5th edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-5) under its
own diagnostic criteria for non-suicidal self-injury (NSSI) and is no longer regarded as only a
symptom of borderline personality disorder (American Psychiatric Association — APA, 2013;
Fischer et al., 2013).

Various models are used in this study to enable a better understanding of self-harm.
Nock’s (2009) integrated theoretical model of the development and maintenance of NSSI
proposes reasons why childhood abuse and psychiatric disorders play a role in self-harm,
whereas Sandy’s (2013) self-harm explanatory model describes how self-harm may be elicited
as a consequence of being detained in a secure setting and how it applies to nursing care.
However, Yip’s (2005) multi-dimensional view on adolescents’ self-cutting includes
sociocultural contexts, peer and parental influences as antecedents, and the process and

aftermath of adolescents' self-cutting behaviour.

The multipath model of mental disorders, as used in Sue, Sue, and Sue (2010), was used
in this study as an organisational framework for understanding self-harm. The multipath model
facilitates the viewing of self-harm from a holistic viewpoint. The multipath model operates
under five assumptions: Firstly, the complexity of the human condition and the development of
mental disorders cannot be explained by any one theoretical perspective alone. Secondly, a
single disorder may have multiple pathways and causes. Thirdly, biological, psychological,
social, and sociocultural elements must be taken into account when positing explanations of

abnormal behaviour. Fourthly, not all of the dimensions contribute equally to a particular



disorder. Lastly, the multipath model is integrative and interactive (Sue et al., 2010). The four
dimensions respectively involve biological, psychological, social, and sociocultural factors.

The functions of self-harm are discussed with an introductory reference to Nock and
Prinstein’s (2004, 2005) four-factor model of self-harm. According to this model, the functions
of self-harm are automatic negative reinforcement, automatic positive response, social positive

reinforcement, and social negative reinforcement.

Stress is part of daily life, and coping with stress has important implications for positive
development (Seiffge-Krenke, Aunola, & Nurmi, 2010). Coping is vital in understanding how
adolescents respond to life stressors and is a significant point of intervention in their health
trajectory (Garcia, 2010). Effective coping behaviour is associated with an increased probability
for positive outcomes (academic success, feeling competent, and good health), while the
lacking of coping or utilising less effective coping increases the likelihood for high-risk
behaviour (Rew, Thomas, Horner, Resnick, & Beuhring, 2001; Zimmer-Gembeck & Skinner,
2008). Empowering adolescents with constructive coping skills may buffer youth against
stressful life events (Puskar, Grabiak, Bernardo, & Ren, 2009).

Moos and Schaefer’s (1993) integrated stress and coping model proposes that personal
and environmental stressors and resources, life crises, and developmental transitions
experienced by the individual, including cognitive appraisal and coping response systems,

interact bidirectionally to determine the health and well-being of the individual.

Coping is an individual’s behavioural and cognitive efforts to manage the demands placed
on that person from within his/her environment (Frydenberg, 2008). Coping is defined as a
“process that unfolds in the context of a situation or condition that is appraised as personally
significant and as taxing or exceeding the individual’s resources for coping” (Lazarus &
Folkman, 1984, p. 78). Frydenberg (2008) further asserts that an individual’s access to

resources and styles and strategies used influences the coping process.

Wong, Reker, and Peacock’s (2006) model of coping proposes that effective coping
comprises sufficient resources and the suitable use of such resources and that, on the other hand,
scarce resources and/or severe digressions from congruence could lead to ineffective coping

and possibly stress-related disorders.



Self-harm is viewed as a maladaptive coping strategy (Guerreiro et al., 2013; McVey-
Noble, Khemlani-Patel, & Neziroglu, 2006; Olson, 2006) and has been linked inversely with
the use of effective coping strategies (Gratz & Roemer, 2008). Israelasvilli, Gilad-Osovitziki,
and Asherov (2006) state that self-harm may be behaviour chosen by individuals due to a lack
of adequate coping skills. Gregory and Mustata (2012) propose that, instead of employing
adaptive coping strategies by symbolising and expressing negative emotions with language,
self-harmers cut themselves as a means to regulate emotional states. Habitual self-harm may

diminish coping resources in the long run (Garisch & Wilson, 2015).

In addition to coping, resilience also influences the well-being of adolescents (Noor &
Alwi, 2013). Resilience is essential to positive mental health of adolescents and may guard
against prospective threats to well-being (Khanlou & Wray, 2014). Resilience is an individual’s
ability to adapt successfully to disruptions in functioning and/or development (Narayanan,
2008). Resilience has been called the “ordinary magic’ that children and adolescents display in
overcoming challenging social circumstances or traumatic life events (Masten, 2001).
Resilience can be defined as a “dynamic process wherein individuals display positive
adaptation despite experiences of significant adversity or trauma” (Luthar & Cicchetti, 2000, p.
858). Resilience could be seen as the ability to bounce back from substantial difficulties;
successful adaptation in the face of stressful life events, or a positive outcome despite
developmental risks (Gilmore, Campbell, Shochet, & Roberts 2013). Richardson (2002) adds

that resilience reinforces and enhances protective factors.

Kumpfer’s (1999) resilience model includes processes and outcomes predictive of
resilience and identifies four areas of influence: the stressor or challenge, individual
characteristics, the environmental context, and the outcome. This model also includes two

transactional points between these areas (Kumpfer, 1999).

Research has linked self-harm with lower resilience, and it has been found that self-harm
depletes resources for continuing self-management, as self-harm may become habitual (Everall,
Altrows, & Paulson, 2006; Garisch & Wilson, 2015; Nixon, Cloutier, & Aggarwal, 2002).



1.3 Overview of the Research Design and Methods

For the purposes of this research study, a non-experimental, quantitative, and correlation
approach (Terre Blanche, Durrheim, & Painter, 2010) was used to explore the relationship
between self-harm and coping, as well as between self-harm and resilience in adolescent males

and females.

Researchers of the Department of Psychology, University of the Free State, conducted a
research project titled Risk and Resilience of Adolescents in the Free State Province (George,
Van Den Berg, Taylor, Tadi, & Naidoo, & Botha, 2012). The study was conducted against the
backdrop of two national surveys done in South Africa by Reddy et al., (2003, 2010). The
current study was launched to gain a greater in-depth view into the dynamics that influence
adolescent risk and protective behaviour and utilised data that were gathered from the 2012
research project mentioned above. English-medium secondary schools in the Free State
Province were selected by using stratified random sampling, and selection focused on Grade 10
learners. In this study, various ethnic groups such as Sotho, Afrikaans, Tswana, Xhosa, Zulu,

and Pedi were included.

Data were collected using a self-report battery that included a biographic questionnaire,
Exposure to Potentially Traumatic Events (Goodman, Corcoran, Turner, Yuan, & Green, 1998),
Satisfaction with Life (Pavot & Diener, 2008), Resiliency Scale for Children and Adolescents
(Prince-Embury, 2007), Suicide Ideation Questionnaire for Adolescents (Miller, Renn, &
Lazowski, 2001), Emotional and Behavioural Rating Scale (Epstein & Sharma), Suicidal
Questionnaire for Adolescents (Reynolds, 1988), and the Coping Schema Inventory — Revised
(Wong, Reker, & Peacock, 2006). The reliability of the measures for this sample was
determined by using Cronbach’s alpha coefficient (Pieterson & Maree, 2010). A logistical
regression analysis (Field, 2009) was calculated to determine whether coping and resilience are

predictors of self-harm among male and female adolescents.

1.4 Ethical Requirements

To conduct this research, ethical principles were adhered to (Allan, 2011). Permission
was obtained from the Free State Department of Education and voluntary informed consent
from the school principals and parents was obtained, as well as the voluntary participation of

participants. Clearance was obtained from the Committee of Title Registrations of the Faculty



of the Humanities at the University of the Free State. As the study was carried out in an
educational setting, ethical approval was obtained from the Ethics Committee of the Education
Department at the University of the Free State. Other ethical considerations taken into account

during the research were justice, confidentiality, anonymity, and non-maleficence.

1.5 Delineation of the Chapters

This thesis is organised into eight chapters.

Chapter 1: The aim of this chapter is to provide an outline of the current research study.
In this chapter, the necessity for conducting research on adolescent self-harming behaviour is
highlighted. It is also shown that coping and resilience have an effect on the development of
self-harm. Emphasis is placed on the concepts of adolescence, self-harm, coping, and resilience.

The chapter includes an overview of the research design and methods used in this study.

Chapter 2: The focus of this chapter is to clarify the concept of self-harm. The discussion
commences with a historical overview of self-harm and proceeds to aspects of self-harm such
as definitions, importance and prevalence of self-harm, and ways in which self-harm may be
understood. To understand self-harm better, this chapter includes discussions of Nock’s (2009)
integrated theoretical model of the development and maintenance of NSSI, a self-harm
explanatory model by Sandy (2013), and the multi-dimensional view on adolescents’ self-
cutting as formulated by Yip (2005). Risk factors are discussed under the proposed multi-
dimensional model of self-harm, functions (with Nock and Prinstein’s (2004, 2005) four-factor
function model of self-harm), and triggers of self-harm. A discussion of the protective factors

of self-harm concludes this chapter.

Chapter 3: In this chapter, the literature relating to coping is reviewed. The chapter
begins with the integrated stress and coping model of Moos and Schaefer (1993). A definition
of coping is given, and Wong et al.’s. (2006) resource-congruence model of coping is also
included. The chapter also includes discussions of the types of coping and the intersection

between coping and self-harm, as well as the intersection between coping and resilience.

Chapter 4: In this chapter, the literature relating to resilience is reviewed. Background
on resilience is given, and the concept is defined. The chapter contains characteristics of
resilient individuals, Kumpfer’s resilience model (1999), types of resilience as formulated by

Prince-Embury (2011), and a discussion of the intersection between self-harm and resilience.



Chapter 5: The aim of this chapter is to provide an accurate description of the
methodology used in performing the research. The chapter focuses on the research context,
design, sampling, participants, measuring instruments, data collection, ethical considerations,

and data analysis.

Chapter 6: In this chapter, the results obtained are presented, and the descriptive and
inferential statistics are discussed.

Chapter 7: Following the chapter on results, the findings and possible explanations as

they relate to the research questions are presented and discussed.

Chapter 8: The aim of this chapter is to provide a conclusion to the current research
study. The chapter focuses on the significant contributions and limitations of the study, as well

as recommendations for future research.

1.6 Chapter Summary

In this chapter, the aim was to provide an outline of the entire research study. The context,
rationale, and theoretical underpinning of the study were presented. A discussion of the research
design and methods applied in the study was included. Finally, the chapter contained a
description of the delineation of the chapters as set out in this study, and a summary of the
chapter. The next chapter focuses more closely on self-harming behaviour.



Chapter 2: Self-Harm

2.1 Introduction

The focus of this chapter is on clarifying the concept of self-harm. The discussion
commences with a historical overview of self-harm and proceeds to aspects of self-harm such
as definitions, importance, prevalence, and ways in which self-harm may be understood. Risk
factors are discussed under the proposed multipath model of self-harm, as well as functions and
triggers of self-harm. This chapter concludes with a discussion of the protective factors of self-

harm.

2.2 History of Self-Harm

A history of self-harm is given below to illustrate that self-harm has a long standing

history and has occurred in various fields.

Self-harm is one of the least understood and most puzzling human behaviours (Favazza,
2011). One of the most important commentators on the historical nature of self-harm is
Armando R. Favazza, who views self-harm as a universally cultural phenomenon (Favazza,
2011). Self-harm is a long-standing and extremely widespread behaviour that has occurred even
before recorded history (Favazza, 2011; Sandy & Shaw, 2012). Acknowledging this, self-harm
is behaviour that is not new to mankind (Sandy, 2013).

The first report of self-harm behaviour might have been in the fifth century BC, when
Sophocles depicted Oedipus gouging his eyes out in reaction to unintentionally sleeping with
his mother (Storr, 1912), as well as the account in Book Six of The History (fifth century BC)
where Herodotus describes a Spartan leader mutilating himself (Thatcher, 1907).

Examples of historical self-harm include the initiating sickness of Shamans, the castrated
priests of the great mother goddess Cybele, the suffering servant in the Old Testament, Jesus’
wounds in the New Testament, the Christian desert fathers' punishment of their bodies, the
Catholic Church’s canonisation of people who mortified themselves as saints, Hindus piercing
their bodies for the god Muruga, the Olmecs, and the Aztecs and Mayans using blood from their
penises to consecrate idols (Favazza, 1998). The first published medical article on self-
mutilation of a woman who enucleated both of her eyes was by Bergmann in 1846 (Favazza,

1998). In 1882, Warrington published the first case of genital mutilation, a man who castrated
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himself (Favazza, 1998). Most of the nineteenth-century literature investigated eye enucleation
and self-castration with the exception of Channing's (1877-1878) report of the case of Helen
Miller, who would periodically inflict severe and painless cutting to her skin (Channing 1877-
78; Favazza, 1998).

With the dawn of the twentieth century, the meaning of self-harm began to change,
especially due to Freud’s psychoanalytic theory and his opinion about masochism (Gilman,
2013). The focus shifted to cutting as a symptom, not as sexual self-degradation or self-
mutilation (Gilman, 2013).

In a study done by Emerson in 1913, the term self-mutilation was featured when
discussing self-cutting as a symbolic replacement for masturbation (McDougall, Armstrong, &
Trainor, 2010). In 1920, Freud developed the idea of the death drive (Thanatos) and regarded
suicide and self-mutilation as equal and both as symptoms of this drive (Favazza, 2011).
Favazza (2011) asserts that many still regard suicide as a form of self-harm, even though the
idea of a death drive has been rejected. At that time, the psychoanalysts believed that self-harm
was symbolic castration. By the mid-twentieth century, psychiatric research concentrated on
self-harm when Karl Menninger introduced the term self-mutilation (a destructive non-suicidal
act) in 1938 (Adler & Adler, 2011). Karl Menninger adapted Freud’s belief in asserting that
self-mutilation was a form of self-healing (Favazza, 2011).

Studies done between 1960 and 1980 stimulated interest in the “wrist-cutting syndrome’
as more cases were being identified (Favazza, 2011; Graff & Mallin, 1967), and terms such as
delicate self-cutting, non-fatal self-harm and deliberate self-harm were introduced in the
literature (Adler & Adler, 2011; Favazza, 2011; Pao, 1969). Ross and McKay (1979) believe
that self-mutilation was counter intentional to suicide; thus, explanations of suicide could not

explain self-harming behaviour (Favazza, 2011).

The publication of two books: Bodies under Siege in 1987 by Favazza and Walsh and
Rosen’s Self-Mutilation in 1988 sparked discussions about self-mutilation and suicide existing

as separate concepts (Favazza, 2011).

Favazza (2006) is of the opinion that until the late 1980s, self-harm was understood as a
single, terrible, and irrational act, linked to suicidality that very few researchers endeavoured to
understand. In 1992, Tantam and Whittaker (1992) supported a separate diagnostic category for
repeated deliberate self-harm.
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Adler and Adler (2011) describe the increase in public awareness of self-harm during the
1990s as the burgeoning awareness period during which books, movies, television shows, and
music increasingly depicted self-harm. The social meaning and prevalence of self-harm
changed significantly as it became a more well-known behaviour (Adler & Adler, 2011).
Whereas self-harm was thought to be a psychological pathology favoured by young, white,
middle-class women with mental illness, new meaning and members were added to self-harm
as it expanded in the 1990s (Adler & Adler, 2011). Self-harm became a cult phenomenon, an
expression of teenage angst, and was practised by individuals of varying ages, race, gender and
class groups (Adler & Adler, 2011).

The first decade of the twenty-first century could be called the “decade of self-harm”
(Millard. 2013, p. 127). Social contagion led to the spread of self-harm, and in the early 2000s,
individuals got into self-harm via copycatting (Adler & Adler, 2011). Adler and Adler (2011)
describe the period from 2001 as the cyber era, fuelled by the beginning of self-harm Internet
websites and chat rooms. Self-harm was thought of as a trend, surrounded by an aura of allure
that youth found inviting (Adler & Adler, 2011). Today it is acknowledged that self-harm is a
social epidemic (Gilman, 2013). Self-harm has been added to the 5th edition of the Diagnostic
and Statistical Manual of Mental Disorders (DSM-5) under its own diagnostic criteria of non-
suicidal self-injury (NSSI) and is no longer regarded as just a symptom of borderline personality
disorder (APA, 2013; Fischer et al., 2013).

2.3 Definitions of Self-Harm

Various terms for self-harm can be found in the literature, such as self-injury, deliberate
injury, self-inflicted injury, self-injurious behaviour, self-mutilation, intentional injury to one’s
body, parasuicide, and attempted suicide (McDougall et al., 2010). The most recent concept,
according to the DSM-5, is non-suicidal self-injury (NSSI), (APA, 2013).

The term self-harm has evolved over the years (Laukkanen, Rissanen, Tolmunen, Kylma,
& Hintikka, 2013), although no universal definition of self-harm exists to date. Nevertheless,
Favazza (2011) asserts that in order to understand self-harm, it must be defined. Favazza (1998,
p. 260) defines NSSI as “the deliberate, direct destruction or alteration of body tissue without
conscious suicidal intent”. Nock (2009, p. 78) describes self-harm as “the direct, deliberate
destruction of one’s own body tissue in the absence of intent to die”. Carshagen (2012, p. 1)
writes that self-harm is “the deliberate destruction of body tissue or the alteration thereof,
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without suicidal intent”. According to the DSM-5 (APA, 2013, p. 803), NSSI is “intentional
self-inflicted damage to the surface of his or her body of a sort likely to induce bleeding,
bruising, or pain (e.g., cutting, burning, stabbing, hitting, excessive rubbing), with the
expectation that the injury will lead to only minor or moderate physical harm (i.e., there is no

suicidal intent)”.

For the purposes of this study, the definition proposed by Favazza (2011, p 197) will be
used: “[Self-harm] is the deliberate, direct alteration or destruction of healthy body tissue
without an intent to die.” It should be noted that the terms non-suicidal self-injury (NSSI) and

self-harm are viewed as synonymous throughout this study.

As mentioned in Chapter 1, self-harm is a means of dealing with stressful life events and
not an attempt to die (McDougall et al., 2010). Self-harm may be postulated as an ineffective
coping strategy. Self-harm is distinct from suicide or a suicide attempt, but engaging in self-
harm does increase the risk for suicide (Guan et al., 2012; Hamza et al., 2012; Kerr et al., 2010;
Muehlenkamp & Kerr, 2010). Favazza (2011) describes the distinction between self-harm and
suicide based on the intent to die; self-harmers do not intend to die, but instead want to live
without troubling emotions, cognitions, and behaviours. “People who really want to die commit
suicide. Suicide is an exit into death, an act of escape and a desire to end all feelings, but [self-
harm] is a morbid act of regeneration, a return to a state of normalcy and a seeking to feel better”
(Favazza, 2011, p. 198).

2.4 Importance and Prevalence of Self-Harm

Self-harm among adolescents is a serious public health problem (Guerry & Prinstein,
2010; Moran et al., 2012), and during the past decade, it has increased substantially (Greydanus
& Apple, 2011). In South Africa, self-harm among adolescents is a growing concern, as can be
seen in the frequency of newspaper reports on this topic (Carshagen, 2012). Tan, Rehfuss,
Suarez, and Parks-Savage (2014) assert that self-harm is a global challenge, becoming a more
acceptable form of social discourse among the youth (Gilman, 2013). Self-harm has become
known as a form of typical behaviour for adolescents (Adler & Adler, 2011). On March the 1st,
Self-injury Awareness Day, people are encouraged to wear orange ribbons (much like the red
ribbons for Aids and the pink ribbons for breast cancer awareness) (Gilman, 2013). The concern
for those who have been labelled as self-harmers echoes a global moral panic about these
individuals’ inner lives (Gilman, 2013).
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Table 1
Prevalence Studies in Deliberate Self-Harm Behaviour (Greydanus & Apple, 2011, p. 184)

Population Country  Prevalence
Li, 2007 Adolescents and Taiwan 1%

adults
De Leo & Heller, 2004 3754 Adolescents Australia  6.2%
Ystgaard, Reinholdt, Husby, & 4060 Adolescents Norway 6.6%
Mehlum, 2003
Morey, Corcoran, Arensman, & Perry, 3881 Adolescents Ireland 9.1%
2008
Matsumoto, Imamura, Chiba, Adolescents Japan 9.8%
Katsunata, Kitani, & Takeshima, 2008
Nixon, Cloutier, & Jansson, 2008 14-21-year-olds Canada 17%
Yates, Tracy, & Luthar, 2008 13-18-year-olds USA 26%-37%

As can be seen from the various studies reported in Table 1, the prevalence rates of self-

harm range between 1% (found in Taiwan) and 37% (found in the United States).

Table 2 below presents various other prevalence rates that were found in the literature:
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Table 2
Various Studies Indicating Self-Harm Prevalence Rates

Author Population Country Prevalence
Portzky, De Wilde, & Van Heeringen  15-16-year-olds Netherlands  4.1%
(2008)

Portzky et al., (2008) 15-16-year-olds Belgium 10.4%
Brunner, Parzer, Haffner, Steen, Roos, Adolescents, Germany 10.9%
Klett, & Resch (2007) 9th-grade students

Laukkanen, Rissanen, Honkalampi, 13-18-year-olds Finland 11.5%
Kylma, Tolmunen, & Hintikka (2009)

Kvernmo & Rosenvinge (2009) Adolescents Norway 12.5%
Hawton, Rodham, Evans, & 15-16-year-olds England 13.2%

Weatherall (2002)

Landstedt & Gadin (2011) 17-year-olds Sweden 17.1%

Carshagen (2012) Grade 8 learners South Africa  18.66%

It would be convenient to compare the above-mentioned prevalence rates at face value,
but prevalence rates of self-harm among adolescents vary due to the definition and
measurement method used, as well as the cohorts assessed (Kokkevi, Rotsika, Arapaki, &
Richardson, 2012). Thus, the prevalence rates of self-harm in Table 2 range from 4.1% in the
Netherlands to 18.66% in South Africa. Brunner et al. (2007) asked Grade 9 German pupils
how frequently they engaged in self-harm (see Table 2) and defined self-harm as the intentional
injuring of one’s body without suicidal intent. Landstedt and Gadin (2011) asked Swedish 17-
year-olds a close-ended question, namely whether they have self-harmed or not, and overdose
was included in their definition of self-harm, which possibly could lead to a higher prevalence

rate.

Carshagen (2012) studied Grade 8 learners in the Free State Province, South Africa, and
determined the self-harm prevalence rate by asking a close-ended question, namely, Have you
ever cut or mutilated yourself? with the answer either 'yes' or 'no’. The definition used was that

of self-harm without suicidal intent.
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McAullister (2003) claims that statistics on self-harm prevalence rates are unreliable. Self-
harm is a social taboo; therefore it may be treated by individuals in private, and health care
services may never bring many of the incidents that do occur to the attention of health care
professionals, who in turn (when aware of such cases) may not label individuals as self-harming
in order to protect them from being stigmatised (McAllister, 2003). Individuals who avoid
health care services and professionals who fail to record all incidents seriously impede accurate

reporting on prevalence rates of self-harm (McAllister, 2003).

In an article written about the predicament of mandatory reporting and confidentiality that
school counsellors face in the United States, Stone (2005) writes that, legally, the law of
negligence can apply to self-harm incidents, as such incidents may lead to the death of a student.
According to Stone (2005), a number of legal proceedings were instituted against school
counsellors of schools where suicide occurred and it has been found that the school counsellor
had a legal duty to try to prevent such a suicide, but Stone (2005) has no knowledge of a court
case involving self-harm. The Sydney Morning Herald reported a case in 2009 in which parents
instituted legal proceedings against a school claiming that the school environment drove the
girls to self-harm (Kontominas, 2009). Stone (2005) asserts that in the United States, the school
counsellor must maintain a tricky balance between the duty to care and breaching of
confidentiality.

The United Nations’ Convention on the Rights of the Child (1989), Article 19, explicitly
states that signatories (of which South Africa is one) must take all measures necessary to protect
children from abuse (physical or mental violence, injury, neglect, maltreatment, and
exploitation, including sexual abuse). Article 16 of the African Charter on the Rights and
Welfare of the Child (1990) is in line with the UN’s mandate and also calls on signatories to

establish special monitoring units and to provide support for the abused child and families.

In South Africa, the Children’s Act (2005), read in conjunction with the Children’s
Amendment Act (2007), makes explicit provision for the reporting of child abuse. However, as
this discussion pertains to self-harm, no laws that make reporting of self-harm mandatory exist.

Some countries such as the United Arab Emirates regard suicide and attempted suicide as
illegal, and individuals who attempt suicide are regarded as suspects and may be brought before
the Court of Misdemeanours (Za’Za’, 2011). Sharma (2014) states that committing suicide is

illegal but not punishable in Japan, and in North Korea, the family of the suicide victim may be
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penalised, whereas in Singapore, individuals who attempt suicide may be imprisoned for a year.
However, South Africa has no such laws. In South Africa, suicide, self-harm, and other self-
injurious behaviours are regulated largely by social taboos and the associated stigmas attached
to such acts. Given the unchanging and slightly increased rates of self-injurious behaviour,

social taboos seemingly may not have the desired deterring effect.

2.5 Understanding Self-Harm
To understand self-harm better, various models of self-harm are discussed below.

Nock’s (2009) proposed theoretical model incorporates diverse literature findings,
proposes reasons why childhood abuse and psychiatric disorders play a role in self-harm, and
provides new questions and directions for further research. Nock’s (2009) model suggests the

following:

1. Self-harm is a way of regulating emotional or cognitive experiences and

communicating with or influencing others.

2.  Self-harmrisk is increased by distal factors (such as childhood abuse) that may lead

to affect regulation and interpersonal communication difficulties.

3. Various other factors that are more specific (such as social modelling) clarify why

some individuals use self-harm to satisfy the above-mentioned factors.
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Figure 1. Nock’s integrated theoretical model of the development and maintenance of NSSI (Nock,

2009).

In the model above, various distal risk factors are mentioned (such as genetic
predisposition for high emotionality, cognitive reactivity, childhood abuse, maltreatment,
familial hostility, criticism), which, when coupled with intrapersonal and interpersonal
vulnerability factors, lead to a stress response and ultimately to self-harm. In asking the question
why some individuals engage in self-harm to regulate their emotions and others not, Nock
(2009) proposes that the following hypothetical processes play a role in individuals’

engagement with self-harming behaviour:

1. Social learning hypothesis: Deciding to self-harm is influenced by observing others
self-harm. Individuals may observe self-harming behaviour from friends, family
and the media. Whitlock, Purington, and Gershkovich (2009) found that self-harm
references in movies, songs, print media and the Internet have increased over the
past decade, accompanied by an increase in self-harm behaviour over the same

period.
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2. Self-punishment hypothesis: Self-harm may function as self-directed abuse learned
from childhood abuse. Many self-harmers state that they use self-harm to self-
punish (Nock & Prinstein 2004).

3. Social signalling hypothesis: Self-harm may be a form of communication when
other forms (such as speaking and yelling) have failed them. Self-harm is an intense
signal and may be particularly effective social communication, as it is harmful and

costly behaviour.

4.  Pragmatic hypothesis: Self-harm is an easily accessible method and is relatively

fast in comparison with alcohol and drugs.

5. Pain analgesia/opiate hypothesis: Self-harmers report experiencing little or no pain

during self-harm and have shown pain analgesia in lab tests of pain tolerance.

6.  Implicit identification hypothesis: Some individuals identify with and value self-
harm as a means to reach their desired goal or outcome. Such identification may

maintain self-harming behaviour, as individuals prefer it over other means.

Nock (2009) asserts that a functional approach considers behaviour as determined by
immediate antecedents and consequences. Thus, as Nock’s (2009) approach focuses on local
determinants, it cannot explain all the causal factors influencing self-harm. However, functional
perspectives have resulted in better understanding and treatment of many mental health
disorders (Nock, 2009). According to Nock (2009), a functional approach proposes that self-

harm is maintained by the following reinforcement processes:

1.  Intrapersonal negative reinforcement (self-harm alleviates aversive thoughts or
feelings).

2. Intrapersonal positive reinforcement (self-harm leads to desired feelings or
stimulation).

3. Interpersonal positive reinforcement (self-harm enables help-seeking behaviour).

4.  Interpersonal negative reinforcement (self-harm enables distraction of negative

social circumstances).
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Sandy (2013) proposes a self-harm explanatory model in which it is described how self-
harm may be triggered as a consequence of being detained in a secure setting and how it applies
to nursing care. According to Sandy (2013), self-harming behaviour is a response to the
detention and neglect experienced by individuals in care, which ultimately leads to a depletion
of coping skills. The relationship between self-harm, control, and depletion of coping skills is
illustrated in Figure 2 below. The directions of the arrows in the figure indicate the sequence of
events, relating to control, that may result in self-harm (Sandy, 2013). Individuals may feel
powerless, frustrated and angry, due to being detained especially due to the environmental
controls, rigid rules and negative attitudes associated with being detained (Sandy, 2013). This
combination of emotions may lead to self-harm (Sandy, 2013). When self-harm occurs in such
a setting, it could lead to harsher controls and thus possibly further increase the individual’s

frustration and thus lead to further self-harm (Sandy, 2013), a self-perpetuating cycle.
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Self-harming behavi