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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 kontemporêre geestesgesondheids-

probleme in die wêreld soos wat voorkomssyfer wêreldwyd toeneem. Hierdie neiging tot 

selfleed word toenemend ŉ bekommernis vir Suid-Afrikaanse adolessente wat skynbaar baie 

praktyke van die Westerse Wêreld aangeneem het. Gegewe die groeipyne van transformasie en 

hoë 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. ŉ Nie-eksperimentele, 

deursnee-, korrelasionele ontwerp is in hierdie studie gebruik. ŉ Gestratifiseerde, ewekansige 

steekproef van 962 leerders van nege skole in die Vrystaat Provinsie is geselekteer. Die 

meetinstrumente het ŉ biografiese vraelys, waaruit die kriteriumveranderlike in ŉ enkele 

geslote vraag gemeet is, die Coping Schemas Inventory- Revised, en die Resiliency Scale for 

Children and Adolescents ingesluit. ŉ Logistiese regressie-ontledingsmetode is gebruik om te 

ondersoek tot watter mate hantering (“coping”) en veerkragtigheid (“resilience”) selfleedgedrag 

kan voorspel.  

Resultate toon ŉ 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 ŉ 

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, 
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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 
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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, 
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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 
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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. 
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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).  
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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 
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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.  
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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.  
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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 
adults 

Taiwan 1% 

De Leo & Heller, 2004 3754 Adolescents Australia 6.2% 

Ystgaard, Reinholdt, Husby, & 
Mehlum, 2003 

4060 Adolescents Norway 6.6% 

Morey, Corcoran, Arensman, & Perry, 
2008 

3881 Adolescents Ireland 9.1% 

Matsumoto, Imamura, Chiba, 
Katsunata, Kitani, & Takeshima, 2008 

Adolescents Japan 9.8% 

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 
(2008) 

15-16-year-olds Netherlands 4.1% 

Portzky et al., (2008)  15-16-year-olds Belgium 10.4% 

Brunner, Parzer, Haffner, Steen, Roos, 
Klett, & Resch (2007) 

Adolescents,  
9th-grade students 

Germany 10.9% 

Laukkanen, Rissanen, Honkalampi, 
Kylma, Tolmunen, & Hintikka (2009) 

13-18-year-olds Finland 11.5% 

Kvernmo & Rosenvinge (2009)  Adolescents Norway 12.5% 

Hawton, Rodham, Evans, & 
Weatherall (2002)  

15-16-year-olds England 13.2% 

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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McAllister (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-harm risk 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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Figure 2. Self-harm explanatory model (Sandy, 2013). 
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Yip’s (2005) multi-dimensional view on adolescents’ self-cutting (see Figure 3 below) is 

based on a sociocultural perspective, and according to McAllister (2003), sociocultural theories 

explore traumatic or damaging social experiences as risk factors for self-harming behaviour.  

According to Yip (2005), within the sociocultural context of an adolescent, the following 

may be noted: Firstly, supportive and inappropriate parental and peer influences interact with 

antecedents (precursors) of self-cutting (such as an unpleasant social environment, the 

accumulation of anxiety and tension, deficits and problems in emotional control and high 

impulsivity). Secondly, inappropriate parental and peer influences interact with the process of 

self-cutting (such as provoking events, accumulation of tension and stress to an intolerable 

level, sense of release, and sense of regaining self-control). Thirdly, supportive and 

inappropriate parental and peer responses interact with the aftermath of self-cutting (which 

includes further frustration and tension, amongst others).  

This model ties in with the literature on risk factors, functions, and triggers of self-harm, 

as well as protective factors discussed later in this chapter.  
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Figure 3. A multi-dimensional view on adolescents’ self-cutting (Yip, 2005). 

Brief mention should be made of psychodynamic and behavioural theories as they apply 

to self-harm. Psychodynamic theories regard self-harm as anger turned inward, showing 

psychic distress without verbalising it, and repressed guilt regarding sexual conflict or 

emotional catharsis (McAllister, 2003). According to Favazza (2011), psychodynamic theories 

regarding self-harm include concepts such as symbolism, the unconscious mind, repression, 

sublimation, mental defence mechanisms, libido, ego-superego-id, transference and 

Socio-cultural context: tension & pressure created by education (school life), employment opportunities, cultural interpretation of body figure, 
meaning of beauty & self-mutilation influence antecedents of self-cutting 
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1. Afraid of being discovered by others or use it as 
a means to manipulate others 

2. Discovered by others & labelled by others as 
self-cutting adolescents 

3. Self-label as a self-cutting adolescent 
4. Further frustration & tension 
5. Further intensified sense of emptiness 
6. Conditioned to use self-cutting as a means to 

face external adversity & frustration 
7. Repetitive self-cutting behaviours 

Socio-cultural context: tension & pressure created by education (school life), employment opportunities, cultural interpretation of body figure, 
meaning of beauty & self-mutilation influence antecedents of further self-cutting 

Supportive parental response 
(help adolescent to vent 
frustration, to face conflicts, 
resolve problems & difficulties) 
tend to reduce the possibilities of 
further cutting. 

Inappropriate parental response 
(outbursts of anger, frustration, 
mutual blaming, parental conflict, 
labelling & withdrawal) tend to 
increase the possibilities of 
further cutting 

Supportive peer influence may 
reduce the antecedents of self-cutting 
(good peer communication, 
interaction and recognition) 

Inappropriate peer influence may 
increase the antecedents of self-
cutting (ignorance or rejection by 
peers, poor peer interaction and 
conflicts with peers). 

Inappropriate peer influence (mis-
communication & conflicts with 
peers, rejection by peers, problem in 
courtship & premarital sex) may 
provoke self-cutting behaviour by 
increasing the tension & stress, 
intensifying feelings of emptiness & 
sense of depersonalisation 

Process of self-cutting: 

1. Provoking events (external adversity such as: 
interpersonal conflicts or traumatic events) 

2. Accumulation of tension & stress to an 
intolerable level 

3. Intensive feelings of unbearable emptiness, 
being rejected & self-dissociation 

4. Sense of depersonalisation 
5. Self-cutting episode 
6. Using self-cutting to release unbearable 

feelings 
7. Sense of release & regaining of self-control  

 

Inappropriate parental influence 
(parental child miscommunica-
tion, parent-child conflict, 
parental rejection, family 
problems, marital discord) may 
provoke self-cutting by 
increasing tension and stress, 
intensifying feelings of emptiness 
and sense of depersonalisation 
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countertransference, and psychic energy, whereas behavioural theories look at how self-

harming behaviour is learnt and becomes self-reinforcing (McAllister, 2003).  

2.6 Self-Harm Risk Factors  

Children are more susceptible to adverse circumstances than adults are due to their 

immature developmental status, having no or little economic, social, political, and legal power, 

as well as being reliant upon the people, institutions, and systems that might be responsible for 

their maltreatment (Louw & Louw, 2014). Variables that increase the likelihood of an event or 

situation having a negative effect on children and/or variables that precede a negative outcome 

and increase the chances of that outcome to occur are called risk factors (Louw & Louw, 2014; 

Mash & Wolfe, 2010). 

Risk behaviours function in a clustering effect, as risk behaviours often serve the same 

psychological functions and have similar underlying social determinants for adolescents 

(DuRant, Smith, Kreiter, & Krowchuk, 1999). Govender et al. (2013) insist that research has 

shown that, instead of the effects of risk factors accumulating, the effects actually multiply. 

From a developmental psychopathology perspective, a risk or protective factor can 

become the other depending on the developmental stage in which the person is, and the presence 

or absence of a life context or experience may translate into a potential risk or protective factor 

(Kerig, Ludlow, & Wenar, 2012). 

The multipath model of mental disorders, as used in Sue et al. (2010), was used in this 

study as an organisational framework for understanding self-harm. The multipath model 

enables viewing 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 dimensions 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).  

A breakdown of the four dimensions is as follows: Dimension 1: Biological factors 

including genetics, brain anatomy, biochemical imbalances, central nervous system 

functioning, and autonomic nervous system reactivity. Dimension 2: Psychological factors such 
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as personality, cognitions, emotions, learning, stress, coping, self-esteem, self-efficacy, values, 

and developmental history. Dimension 3: Social factors could be, amongst others, family, 

relationships, social support, belonging, love, and community. Dimension 4: Sociocultural 

factors may include race, gender, sexual orientation, religion, socioeconomic status, ethnicity, 

and culture (Sue et al., 2010). Self-harm risk factors as organised into the multipath model are 

discussed next.  

2.6.1 The biological dimension.  Research concerning the biological underpinnings of 

self-harm is unclear (Stanford & Jones, 2009). Even though there are complex biological 

findings that are encouraging, it still remains a scantily understood area connected to self-harm 

(Favazza, 2011). Fatigue, insomnia, illness, and intoxication may influence self-harm (Walsh, 

2007). Previous studies found that physical illness among participants and a recent change in 

physical health may be related to self-harm (Hawton et al., 2003). In contrast, the study by 

Grover, Sarkar, Chakrabarti, Malhorta, and Avasthi (2015) found no physical illness within 

their sample.  

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 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 et al., 2011). Self-harm among adolescents has 

been a growing research subject over the past decade; yet, only a few studies specifically 

investigate self-harm among adolescents (Bakken & Gunter, 2012).  

During adolescence, the following factors may predispose an individual to self-harm: 

social distress and isolation, underdeveloped emotional reactive processing, heightened 

emotional reactivity, decreased impulse control, turning against the body, experimentation, and 

the quest for identity and self-image (Anderson, Woodward, & Armstrong, 2004; Ballard, Bosk, 

& Pao, 2010).  

Although Favazza (2011) contends that claims regarding the role of specific brain 

processes and self-harm are conjectural at this time, a connection indeed does exist between 

brain processes and self-harm. Most biological studies investigating self-harm focus on cutting 

behaviour and the role of chemicals in transmitting impulses in the brain; yet, a multitude of 

known neurotransmitters acts on multiple neural pathways, affecting various behavioural and 
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physiological processes (Favazza, 2011). Each process (behavioural and/or physiological) is 

controlled by various neurotransmitters, and focusing on only dopamine or beta-endorphins (for 

example) may lead to deficient conclusions about brain functioning (Favazza, 2011).  

Researchers do not yet fully understand the neurobiological aetiology of self-harm, and 

limited research on this topic currently exists (Osuch & Payne, 2009). Osuch and Payne (2009) 

contend that the impulsivity, self-aggression, mood symptoms, and addiction aspects of self-

harm are linked with certain neurotransmitters. Deficits and problems in emotional control and 

high impulsivity are mentioned in Yip’s (2005) multidimensional view on adolescents’ self-

cutting (see Figure 3) as an antecedent of self-cutting. Osuch and Payne (2009) suggest that in 

understanding how neurotransmitter systems are linked to these aspects, researchers can 

understand the neurobiological foundations of self-harm better. Serotonin, dopamine, and 

opioids are currently the best understood major neurotransmitters and associated pathways 

relevant to self-harm (Osuch & Payne, 2009).  

Researchers have found that the adolescent brain continues to mature in the 20s, with 

myelination of the prefrontal cortex only occurring in the early 20s or later (Johnson, Blum, & 

Gledd, 2009; Rubia et al., 2000; Sowell et al., 2003). Some researchers assert that the frontal 

lobes, responsible for executive functioning, are the last brain areas to mature at approximately 

35yrs of age (Sowell, Thompson, Holmes, Jernigan, & Toga, 1999). 

The pain analgesia or opiate hypothesis which was formulated in response to the question 

why some individuals self-harm and others do not may offer another explanation of self-harm. 

According to above hypothesis individuals who engage in self-harm report experiencing little 

or no pain during self-harm and have shown pain analgesia in lab tests of pain tolerance (Nock, 

2009).  

 Self-harm has been viewed as an addictive behaviour (Victor, Glenn, & Klonsky, 2012) 

and there may be resemblances between the physiology of self-harm and that of heroin 

addiction (Brown & Kimball, 2013). Following a self-harm episode an individual may 

experience increased opioid production and combined with conditioning biochemical 

processes, this subconscious physiological process may create dependency and thus lead to self-

harm becoming addictive (Sandman & Hetick, 1995).  
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In a study examining the hypothesis that repetitive self-harm has addictive qualities, self-

harm was found to be consistent with an addiction model (Nixon et al., 2002). A more recent 

study compared the nature of cravings for self-harm behaviour and substance use to clarify the 

similarities and differences between self-harm and addictive behaviours (Victor et al., 2012). 

The results indicated that cravings for self-harm behaviour were substantially lower than 

cravings for substance use and that the cravings for self-harm behaviour occurred largely in the 

context of negative emotions (Victor et al., 2012). Although discussions on self-harm as an 

addictive behaviour exist in the literature, it is sparse and the link not clearly established, thus 

necessitating further research into this area.  

 

2.6.2 The psychological dimension.  Various psychological factors and numerous 

psychological stressors are associated with self-harm (Stanford & Jones, 2009; Williams & 

Hasking, 2010). 

Studies have shown that individuals who present with self-harming behaviour are likely 

to have mental health disorders and/or psychiatric problems as well as previous admissions 

to a psychiatric facility (Hawton, Saunders, & O’Connor, 2012; Isohookana, Riala, Hakko, & 

Rasanen, 2012; Kyriakopoulos, 2010; Lereya et al., 2013). An individual who recently 

underwent a change in his or her mental health status is also at risk for self-harm (Hawton et 

al., 2003).  

Borderline personality disorder (BPD) has been implicated specifically in self-harm 

(Bridge, Goldstein, & Brent, 2006; Favazza 2011; Jacobson & Gould, 2007). In contrast Lereya 

et al. (2011) found no association between BPD and self-harm. McAllister (2003) states that 

the cultural bias in psychiatry may have been responsible for the exaggerated relationship 

between BPD and self-harm. Bunclark (2000) adds to this by stating that individuals who self-

harm have often been diagnosed with BPD, but may display no other BPD symptoms. Self-

harm is no longer viewed as only a symptom of borderline personality disorder. The Diagnostic 

and Statistical Manual of Mental Disorders, Volume 5, (DSM-5) makes room for self-harm as 

a separate diagnosable disorder known as non-suicidal self-injury (APA, 2013).  

Nock, Joiner, Gordon, Lloyd-Richardson, and Prinstein, (2006) found that 87.6% of 

adolescents who self-harm have a DSM-IV Axis 1 disorder, of which the most common were 

externalising disorders, posttraumatic stress disorder (PTSD), and cannabis abuse or 
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dependence. An Indian study by Grover et al., (2015) found diagnosable psychiatric illness in 

more than one-fifth of their sample which they assert was less than the 30-52% found in a study 

by Krishnakumar, Geeta, and Riyaz (2011). 

Mood disorders play a role in self-harm (Kyriakopoulos, 2010; Laukkanen et al., 2013), 

and the most commonly cited disorder in connection with self-harm is depression (Fischer et 

al., 2013; Kidger, Heron, Lewis, Evans, & Gunnell, 2012; Moran et al., 2012). Self-harm has 

also been associated with bipolar disorder, posttraumatic stress disorder, obsessive-compulsive 

disorder, conduct disorder, eating disorders, and schizophrenia (Ballard et al., 2010; Favazza 

2011; Haavisto et al., 2005; Jacobson, Muehlenkamp, Miller, & Turner, 2008; Laukkanen et 

al., 2013; Nock et al., 2006). 

A number of emotion-regulating difficulties was noted in self-harmers and such 

individuals may have insufficient skills in expressing and managing their emotions (Gratz & 

Roemer, 2008; Klonsky & Glenn 2009). Regulation of emotion is the “extrinsic and intrinsic 

processes responsible for monitoring, evaluating, and modifying emotional reactions, 

especially their intensive and temporal features, to accomplish one's goals” (Thompson, 1994, 

pp. 27-28). It is hypothesised that self-harm is a tool used by individuals to regulate emotions 

in the absence of appropriate emotion-regulation strategies (Nock & Prinstein, 2004). 

Alexithymia has been found among self-harmers, which means that they struggle to understand 

their feelings (Zlotnick et al., 1996), and it appears that self-harmers are less mindful of their 

emotions (Lundh, Karim, & Quilisch, 2007). Self-harmers may also fall short on emotional 

intelligence (Mikolajczak, Petrides, & Hurry, 2009).  

Ballard et al. (2010) conducted research into emotional dysregulation, somatosensory and 

affective pain processing in self-harmers and noted that intense emotional distress was present. 

During adolescence, emotion-regulating abilities increase, but if adolescents do not regulate 

their emotions well while exposed to high stress, it could lead to maladaptive coping efforts 

(Zeman, Cassano, Perry-Parrish, & Stegall, 2006). It is plausible that adolescent self-harmers 

do not handle distress well and may undergo elevated physiologic reactivity in connection with 

stressful events (Deliberto & Nock, 2008; Nock & Mendes, 2008). Also, it has been shown that 

self-harmers experience stress frequently (Guan et al., 2012).  

Chapman, Gratz, and Brown (2006) assert that self-harmers have low emotional arousal 

and distress tolerance; therefore, such individuals will turn to self-harm when experiencing 
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emotional distress. Based on clinical observations, Favazza (2011) observes that self-harmers 

have a deficient ability to tolerate distress. The participants in Nock and Mendes’s (2008) study 

showed increased physiological arousal and lower distress tolerance.  

Linehan (1993) regards self-harm as a maladaptive emotion-regulation strategy; 

individuals unable to regulate negative emotions may resort to self-harm. Research into the 

psychological correlates and functions of self-harm validates this contention (Klonsky & Glenn, 

2009), and a comprehensive review illuminated that self-harm follows negative emotions, 

reduced emotions, relief, and calmness are experienced after a self-harm episode, and self-

harmers report a desire to relieve negative emotions as a reason for their self-harm (Klonsky, 

2007). The results from a study undertaken by Bakken and Gunter (2012) found that male and 

female respondents who reported negative emotional states were more inclined to report self-

harm behaviour. High emotionality is also mentioned as a distal risk factor for self-harm in 

Nock’s (2009) integrated theoretical model of the development of NSSI (see Figure 1).  

Emotional reactivity significantly predicts self-harm, as a high level of emotional 

reactivity is associated with an increased risk for self-harm (Carshagen, 2012). Emotional 

reactivity refers to the “tendency to experience frequent and intense emotional arousal” (Karrass 

et al., 2006, p. 2). Ballard et al. (2010) and Mikolajczak et al. (2009) conclude that increased 

levels of emotional reactivity coupled with decreased impulse control in adolescents put them 

at higher risk for self-harm.  

Hopelessness is another risk factor for self-harm (Asarnow, Carlson, & Guthrie, 1987; 

Hawton et al., 2012; Pompili et al., 2013). Hopelessness may be a more important independent 

variable in the development of self-harm than depression is (McLaughlin, Miller, & Warwick 

1996). In the South African context, Shilubane et al. (2013) found that a high rate of learners 

felt hopeless, and Reddy et al. (2010) found that 23.6% of learners reported feeling sad or 

hopeless, with the highest prevalence found among learners in the Free State Province. In South 

Africa, hopelessness increased with grade attended: 19.5% of Grade 8 learners, 21.4% of Grade 

9 learners, 24.2% of Grade 10 learners, and 29.7% of Grade 11 learners felt hopeless. This 

might be explained by the increasing academic pressure placed on learners as they progress 

through high school.  

Adolescent self-harmers may experience social problem-solving difficulties (Deliberto 

& Nock, 2008; Nock & Mendes, 2008). Various researchers confirmed the connection between 
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self-harm and poor problem solving (Andover, Pepper, & Gibb, 2007; Cleaver, 2007; Rodham, 

Hawton, & Evans, 2004). McLaughlin et al. (1996) revealed that many young self-harmers 

could not furnish solutions to their problems; they were unable to find different or novel ways 

around the struggles that led to their self-harm. Nock and Mendes (2008) assessed respondents 

on eight problematic social scenarios and found that the self-harming group opted for negative 

solutions and had a lower ability to find adaptive solutions than the control group had. Poor 

decision making has also been implicated in self-harm (Asarnow et al., 1987; Bridge et al., 

2006).  

The witnessing of violence and exposure to domestic violence increases the risk of self-

harm (Ougrin, Tranah, Leigh, Taylor, & Asarnow, 2012; Wagner, 1997). Self-harm has been 

linked to numerous traumatic and/or abusive experiences (Hawton et al., 2012; Laukkanen et 

al., 2013). In South Africa, violence is pervasive and a prevailing contributor to the degraded 

quality of life for many youths (Bach, 2004; Seedat, Van Niekerk, Jewkes, Suffla, & Ratele, 

2009). Also, it has been found that South African female adolescents are more prone to 

witnessing and experiencing violence in the family (Otwombe et al., 2015). Wolf, Gray, and 

Fazel (2014) suggest that underlying income inequality may be linked to high rates of violence, 

which ties in with the discussion on socio-economic status discussed later in section 2.6.4.  

Significantly more attention has been given in the literature to childhood trauma and/or 

abuse as a risk factor for self-harm, including physical and sexual abuse and neglect 

(Asgeirsdottir, Sigfusdottir, Gudjonsson, & Sigurdsson, 2011; Bolen, Winter, & Hodges, 2013; 

Bruffaerts et al., 2010; Gratz et al., 2010; Noll, Horowitz, Bonanno, Trickett, & Putnam, 2003; 

Shenk, Noll, & Cassarly, 2010). Abuse and neglect are mentioned as antecedents of self-cutting 

in Yip’s (2005) multidimensional view on adolescents’ self-cutting (see Figure 3), and Nock 

(2009) mentions childhood abuse and maltreatment as distal risk factors in his integrated 

theoretical model of the development and maintenance of NSSI (see Figure 1). Lewin-Fetter 

(2010) claims that evidence points to childhood trauma, especially sexual abuse, as the cause 

of self-harm. Many individuals who self-harm have been victims of physical, sexual, or 

emotional abuse (Gladstone et al., 2004). In South Africa, Penning and Collings (2014) found 

that domestic forms of childhood physical abuse were a significant predictor of self-harm. 

Favazza (1998) estimates that 40-65% of individuals who self-harm have been abused sexually. 

Many studies found high rates of self-harm among those who reported sexual abuse during 

childhood (Curtis, 2006; McDougall et al., 2010). In South Africa, particularly the Western 
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Cape Province, sexual offences are rife (Dartnall & Jewkes, 2013); of particular concern is 

raping of women and children (Naidoo, 2013). Carey, Walker, Rossouw, Seedat, and Stein 

(2008) investigated childhood sexual abuse among South African adolescents, and 53% of their 

participants reported one or more incidents, with females being more likely to have been abused 

sexually. Reddy et al. (2010) found that 10% of South African youths had been forced to have 

sex. Van der Kolk, Perry, and Herman (1991) assert that destructive behaviour (such as self-

harm) is related strongly to sexual abuse, and the younger the victim, the more likely self-harm 

is. Corroborating Van der Kolk et al.’s (1991) assertion, Bakken and Gunter (2012) found that 

sexual assault increased the risk for self-harm behaviour, and Isohookana et al. (2012) found 

that sexual abuse was the highest risk factor for girls who self-harmed. In South Africa, it was 

concluded that females are more vulnerable to sexual abuse and unwanted sexual advances 

(Otwombe et al., 2015).  

Ainscough and Toon (1993) propose a possible theory why sexually abused youths resort 

to self-harm, suggesting that sexually abused youths feel powerless, perceive that their bodies 

and feelings have been invaded and violated, and that they are unable to protect themselves or 

have a say over what is happening to them. McDougall et al. (2010) further suggest that self-

harm allows the abused youth to take control, thus serving a protective or self-preserving 

function. Hospitalisation may avert the abuse temporarily, as the youth is placed in a safe and 

secure environment that limits the abuser’s access to him/her. Youths who have been raped may 

turn to self-harm because they feel shame, anger, guilt, or confusion, and they may articulate 

self-disgust or self-punishment via self-harm (Ainscough & Toon, 1993; McDougall et al., 

2010). Another possibility may be that self-harm is a behavioural re-enactment of childhood 

sexual abuse, whereby the survivor becomes the self-victimiser (Asgeirsdottir et al., 2011; 

Bolen et al., 2013; Shenk et al., 2010). Nock (2009) also mentions the self-punishment 

hypothesis, which contends that self-harm is self-directed abuse learned from childhood abuse.  

Research has yielded inconclusive results, as some authors (Klonsky & Moyer, 2008) are 

of the opinion that sexual abuse is not linked with an increased risk for self-harm. Klonsky and 

Moyer (2008) propose that childhood sexual abuse could be functioning as a proxy risk factor 

(or a non-specific predictor) for self-harm, instead of as a causal link connecting childhood 

sexual abuse and self-harm; both correlate with the same psychiatric risk factors. 

The relationship between trauma and self-harm is not linear, involving a variety of 

mediating factors (Klonsky &Moyer 2008, Weierich & Nock 2008). Gilman (2013) emphasises 
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that the manner in which the abuse affects the individual instead of the abuse itself leads to self-

harm. “The features of the abuse that may be particularly salient include: the severity of the 

abuse, its duration, the nature and role of the perpetrator. It may or may not lead to self-harm” 

(Gilman, 2013, pp. 159-160; see also Favazza, 2011).  

2.6.3 The social dimension.  The social perspective views self-harm as an otherwise 

healthy individual’s reasonable response to social factors (McAllister, 2003). Stanford and 

Jones (2009) attest that people who self-harm have difficulty in various social aspects. The 

increased rates of self-harm among adolescents have been associated with various social and 

environmental factors (Stanford & Jones, 2009). 

Many researchers have found the root cause of childhood self-harm to be experiences that 

occur in the family especially that of the caregiving relationship (Adler & Adler, 2011). The 

family features prominently in Yip’s (2005) multidimensional view on adolescents’ self-cutting 

(see Figure 3). In South Africa, the family still remains an important role player in society 

(Amoateng, Heaton, & Kalule-Sibiti, 2007) and may take on various forms such as 

cohabitation, gay and lesbian, multigenerational, nuclear, polygamous, single-parent, and 

stepfamilies (Kendall, 2011). In the study by Reddy et al. (2010), it was found that the majority 

of South African learners (79%) lived with their immediate family members only, 17.7% lived 

with immediate and extended family, 2.8% lived with extended family only, and 0.6% lived 

with others.  

A number of factors such as divorced families, not living with both parents, the death of 

a parent, single-parent households, and being an only child have been implicated in adolescent 

self-harm (Isohookana et al., 2012; Kokkevvi et al., 2012; Ougrin et al., 2012; Sacarcelik et al., 

2011). Familial hostility is mentioned as a distal risk factor in Nock’s (2009) integrated 

theoretical model of the development and maintenance of NSSI (see Figure 1). Divorce has 

become increasingly prevalent worldwide, and South Africa is no exception with an increase 

of 8.6% between 2012 and 2013 (Statistics South Africa, 2013a). In 2013, 54.4% of the divorces 

included children under the age of 18 years (Statistics South Africa, 2013a). In South Africa, 

17.8% of children were orphaned (Statistics South Africa, 2013b), which could be due to the 

HIV/AIDS epidemic that often leads to grandmothers becoming primary caregivers (Bigombe 

& Khadiagala, 2003).  
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Furthermore, various studies have found that adolescents who engage in self-harming 

behaviour often have absent fathers (Rossow & Wichstrom, 2010; Tormoen et al., 2014). 

Idemudia, Maepa, and Moamogwe (2016) found that in South Africa, risk-taking and self-

harming behaviours are moderated by high involvement of fathers.  

Diverse family arrangements like those mentioned above have significant implications 

for family functioning and thus the well-being of children (Posel & Rudwick, 2013). The 

disruption in the family environment could lead to a breakdown in support available to the 

children and thus contribute to self-harm (Grover et al., 2015). 

It has been found that paediatric presentations of self-harm are coupled with pathological 

family dysfunction and communication (Portzky, De Wilde, & Van Heeringen, 2008). Such 

persistent family dysfunction may lead to depersonalisation and dissociation (Greydanus & 

Apple, 2011). Self-harm is most frequently practised after experiencing severe problems with 

parents and family relationships (Asarnow et al., 2008; Grover et al., 2015; Hawton et al., 2012).  

School environments are an implicating factor in self-harm. Schools in the United 

Kingdom have observed seasonal and weekly variations in reported incidents of self-harm, with 

the most incidents reported on a Monday and substantial decreases noted between July and 

September, which is in line with school holidays in the Northern Hemisphere (Hawton et al., 

2003).  

Academic issues, school stress, exam pressure, increased academic pressure, 

disappointment regarding school performance, and poor school performance are all factors 

contributing to a risk of self-harm (Adler & Adler, 2011; Grover et al., 2015; Hawton, Bergen, 

Mahadevan, Casey, & Simkin, 2010; Krishnakumar et al., 2011; Laukkanen et al., 2009; 

McDougall et al., 2010; Sacarcelik et al., 2011; Tan et al., 2014). Adolescents also experience 

the transition from primary to secondary school as stressful, as they encounter a new 

environment accompanied by substantial individual and developmental changes, especially 

puberty (Hussain, Kumar, & Husain, 2008; Taylor, Spray, & Pearson, 2014; Waters, Lester, 

Wenden, & Cross, 2012). Adolescents may not know how to cope effectively with academic 

pressures, which could lead to using self-harm as a coping mechanism, self-harm is viewed as 

a maladaptive coping strategy (McVey-Noble et al., 2006; Olson, 2006). Such life events may 

distress adolescents and make them feel overwhelmed (Adler & Adler, 2011). Parental approval 
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might be tied with academic success, and not being able to attain such expectations and self-

expectations, the adolescent may turn to self-harm (Tan et al., 2014).  

In South Africa, Ngcobo and Tikly (2010) found that adolescents in rural schools have a 

pronounced sense of hopelessness and would engage in risky behaviours such as substance use 

to cope. This hopelessness may be due to inadequate access to academic resources, language 

barriers, and coming from poorer families and living in townships (Probyn, 2009). These factors 

may inhibit learners from developing protective factors such as psychological strengths 

(Barnes, 2015). Another factor that might add to South African school environments being 

experienced as stressful is that 27% of learners feel unsafe on school property (Reddy et al., 

2010).  

Recent research has highlighted the link between bullying and self-harm, as it has been 

found that bullying increases the risk for self-harm (Bakken & Gunter, 2012; Fisher et al., 2012; 

Idenfors, Kullgren, & Salander Renberg, 2015). The distress and peer rejection flowing from 

victimisation are antecedents to self-harm risk (McMahon et al., 2010). Recently, the increase 

in Internet usage, social networking, and virtual friendships among young people has spawned 

cyber bullying, which is linked to self-harm (McDougall et al., 2010).  

In South Africa, 36% of learners reported having been bullied in the past month leading 

up to the study, while learners in the Free State Province reported a significantly higher 

prevalence rate of bullying (44.4%) than the national average (Reddy et al., 2010). In 

Bloemfontein, the capital city of the Free State Province, Greeff and Grobler (2008) found that 

56% of primary school learners reported being bullied. Although the national average has 

decreased from 41% (Reddy et al., 2003), the results confirm that bullying is a serious problem 

in South Africa.  

Adolescent self-harm is rooted in relationships with others (Levesque, 2010). 

Interpersonal difficulties have been cited numerous times as leading to self-harm (Hawton et 

al., 2012; Ougrin et al., 2012). Interpersonal factors that increase the risk of self-harm are 

insecure peer attachments, how the adolescent interacts and fits in with his or her peers, 

communication problems, and not having a confidante to confide in (Deliberto & Nock, 2008; 

Evans, Hawton, & Rodham, 2005; Stallard, Spears, Montgomery, Phillips, & Sayal, 2013; 

Webb, 2002). Peers feature prominently in Yip’s (2005) multidimensional view on adolescents’ 

self-cutting (see Figure 3).  
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2.6.4 The sociocultural dimension.  A wide variety of sociocultural factors may 

influence an adolescent’s self-harming behaviour (Carshagen, 2012).  

One of the most striking research findings is the link between female gender and self-

harm. Various researchers confirm that being female is a risk factor for self-harm (Adler & 

Adler, 2011; Bakken & Gunter, 2012; Hawton & James, 2005; Laye-Gindhu & Schonert-

Reichl, 2005). A South African study into adolescents’ self-harm and risk-taking behaviour 

found females to be more prone to self-harm than males were (Idemudia et al., 2016).  

Bakken and Gunter (2012) assert that many risk factors differ in prevalence, nature and 

motivations, due to gender differences; thus, self-harm should also present with such gender 

differences. Competing gender roles, social expectations, and socialisation experiences should 

lead to male and females engaging in self-harm for different reasons (Bakken & Gunter, 2012).  

Adler and Adler (2011) offer a possible theory as to why women are prone to self-harm. 

They state that gender socialisation leads women to turn stress inward (internalise anger), thus 

harming themselves, and men express their stress through externalising it, by becoming angry. 

McAllister (2003, p 181) corroborates Adler and Adler’s statement and asserts that “[w]omen 

may be socialized to deal with emotional pain in emotional ways while men may deal with 

emotional upset in physical ways. Women may act on themselves and men on others. Women 

may experience more abuse as a child than men, and women remain more vulnerable to abuse 

as adults.”  

Although the link between female gender and self-harm has been well established in 

research, some authors refute this claim. Garisch and Wilson (2015) found no gender difference 

when they investigated self-harm among adolescents in New Zealand, whereas Hall and Place 

(2010) found that male adolescents were more likely to report self-harm than females  in schools 

in the north of England.  

It could be postulated that the gender myth that women exclusively indulge in self-harm 

has been debunked (McAllister, 2003) and that self-harm is no longer thought of as the ‘female 

disease’ (Adler & Adler, 2010). However, ambiguity still exists with regard to gender 

disparities of adolescents engaging in self-harm; therefore, more research is needed.  

Borrill, Fox, and Roger (2011) revealed in their study that participants with no religious 

affiliation reported significantly more cutting episodes. In a recent book, Bodies Under Siege, 
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Favazza (2011) gives an exceptional account of how religious practices and rituals have played 

a role in self-harm through the ages. Favazza (2011) states that blood features in religious 

sacrifice, healing, brotherhoods, and blood feuds have great symbolic and physiological 

powers. Violence, sacrifice, blood, suffering, martyrdom, and self-mutilation features in many 

religions with the cross of Christianity and the Siva Lingam of Hinduism being prominent 

(Favazza, 2011). Thus, it seems that religion offers a context from within which self-harm can 

be comprehended (Favazza, 2011).  

Research findings by Sharma, Grover, and Chaturvedi (2008) and Grover et al. (2015) 

indicate that individuals who belong to the Hindu religion are more likely to indulge in self-

harm. Favazza (2011) points out that Hinduism provides abundant inspiration for self-harm and 

that Sufism (a part of Islam) features asceticism and self-mortification prominently. Many 

Catholic saints self-harmed, and an extreme example is that of Saint Mary Magdalene de’Pazzi, 

who whipped herself, threw herself naked into thorn bushes, burnt her skin with hot wax, and 

wore a crown of thorns (Favazza, 2011). It has been shown that self-harmers (self-cutters 

particularly) do engage in ritualistic and compulsive behaviours (Favazza, 2011). Rituals, 

traditions and practices that reflect the beliefs and symbols of a society may function to promote 

healing and spirituality, and to maintain social order (McDonald, 2006). Such practices are 

called culturally sanctioned self-harm (Favazza, 2011) and are still practised today among the 

Baka pygmies of Cameroon, Congo, and Gabon (Devin, n.d.)  

Socio economic status (SES) has been linked with self-harm, and the assumption exists 

that self-harm is behaviour characteristically found in middle- as well as upper-class individuals 

(Conterio & Lader, 1998). Interviews conducted with individuals from various SES groups 

revealed that self-harm is not behaviour exclusive to only certain SES groups, and that it does 

occur in low SES groups as well (Adler & Adler, 2011; Kokkevi et al., 2012; McDougall et al., 

2010). Marmot (2010) argues that SES can determine the level of family support and 

connectedness, as well as school engagement; thus, an individual from a low SES environment 

may have less resources available, experience less support, and therefore have a higher risk to 

engage in self-harm.  

In South Africa, poverty is a pronounced source of stress (Statistics South Africa, 2016), 

and persistent poverty-related stress may lead to negative psychological health outcomes 

(Safarino & Smith, 2012; Santiago, Wadswoth, & Stump, 2011; Van Niekerk, 2014). 

Individuals exposed to such stress may be more inclined to use maladaptive coping strategies 
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(Drimie & Casale, 2009). More than half (60.5%) of South African youths (15-24 years) live 

in low-income households, which is coupled with a high unemployment rate (33% of the total 

population), (Development Policy Research Unit – DPRU, 2013; Statistics South Africa, 

2013b).  

Violence is more prominent in lower socio-economic settings (Jewkes, 2003), and in 

Johannesburg, South Africa, it was found that exposure to violence, as well as sexual 

violence/abuse, is rife among adolescents from low socio-economic environments (Otwombe 

et al., 2015). Exposure to violence and sexual violence/abuse has been linked to self-harm as a 

risk factor (Lewin-Fetter, 2010, McDougall et al., 2010; Ougrin et al., 2012); thus, it is plausible 

that adolescents in South Africa who live in low socio-economic settings are more at risk for 

engaging in self-harm behaviour.  

In the past, it was assumed that self-harm was more rampant among white, upper-class 

females, but has now increasingly spread to boys, men, and those from lower SES groups as 

well (Adler & Adler, 2011).  

From an extensive literature review, a simplified multipath model of the risk factors for 

self-harm is summarised in Figure 4 below, which serves as a conceptual model upon which 

the discussion is based. 
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Figure 4. Multipath model of self-harm risk factors  

 

NSSI     
Risk 

Factors

Biological 
Dimension

•Severe organic 
problems

•Adolescence
•Neurotransmitters

Psychological 
Dimension

•Hopelessness
•Emotion 

dysregulation
•Mental health 

disorders
•Problem solving 

difficulties
•Violence/ abuse/ 

trauma/ neglect

Social Dimension
•Family factors

•Bullying
•Interpersonal 

difficulties
•School

Socio-Cultural 
DImension

•Female gender
•Ethnicity

•Minority groups
•Low SES
•Religion



39 

2.7 Functions of Self-Harm 

The following is a discussion pertaining to the functions of self-harm; in other words, 

possible reasons why adolescents engage in self-harming behaviour. There are various reasons 

why adolescents engage in self-harm (Hawton & James, 2005; Ougrin et al., 2012) and there 

are instances where individuals are unaware of their reasons for this behaviour (Rissanen, 

Kylma, & Laukkanen, 2008). Self-harm is not about seeking attention, as the wounds inflicted 

often present the antithesis of perceived prosocial behaviour (Ross, Kelly, & Jorm, 2014; 

Sandy, 2013).  

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 5. A four-factor function model of self-harm (Nock & Prinstein, 2004, 2005). 
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1. Automatic negative reinforcement (automatic functions regulate internal states) to 

end or eliminate an undesirable cognition or emotional state (e.g., release tension 

or distract from a disturbing thought). 

2. An automatic positive response to create an internal state that is desirable. 

3. Social positive reinforcement to obtain others’ attention or some sort of social 

resource. 

4. Social negative reinforcement to distract from particular interpersonal demands or 

a task. 

Klonsky (2007) identifies seven functions of self-harm, namely: 1) regulation of affect; 

2) anti-dissociation; 3) anti-suicide (validated by Brown & Kimball, 2013; Sandy, 2013); 4) 

interpersonal boundaries; 5) interpersonal influence; 6) self-punishment (corroborated by 

Brown & Kimball, 2013; Kidger et al., 2012; Sandy, 2013); and 7) seeking sensation.  

Favazza (2011, pp. 213-214) mentions the following as the most frequent reasons given 

by individuals for engaging in self-harm: 

 Relief from anxiety (by far the most common; ‘it’s like popping a balloon’). 

 Terminating depersonalisation episodes (emotional deadness; diminished normal 

sensations; altered sense of time; estrangement from the environment). 

 Sense of security and uniqueness (‘If I am emotionless and empty, the pain and 

blood is always there for me’; ‘I cut myself because I need to be special. Take it 

away from me and I’m like everyone else.’). 

 Establishing self-control (racing thoughts, swirling emotions). 

 Influencing others (attempt to evoke a caring response or guilt in other; to get 

attention; a communication of despair). 

 Pressure from multiple personalities (one alter ego inflicts pain on another alter). 

 Relief from depression (self-punishment for forbidden fantasies or perceived or real 

misdeeds, guilt, feeling emotionally ‘dead’). 
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 Revenge (the body as a proxy for powerful or dead persons who were abusive). 

 Sexuality (usually to diminish unwanted sexual feelings but also, in a 

sadomasochistic setting, to enhance sexual feelings). 

 Magically forestalling or lessening ‘uncontrolled’ menstrual bleeding. 

 Venting anger (when it is inappropriate or unwise to express anger outwardly). 

 Dealing with traumatic events and flashbacks (reclaiming one’s body; marking 

significant events). 

 Self-stimulation and euphoria (especially among prisoners in isolation cells). 

 Thrill seeking. 

 Relief from alienation. 

 Expression of autonomy (in controlling and repressive environments). 

 Establishing an identity (a unique person; a mark of group membership). 

 Dealing with psychosis (appeasing paranoid persecutors; obeying ‘voices’ to make 

them go away).  

Favazza (2011) proposes that the short answer to the question of why individuals engage 

in self-harm, is that self-harm ‘counter intuitively’ leads to temporary relief from stressful 

situations and painful emotions. Favazza (2011, p. xv) further asserts that “the long answer is 

that it also touches on the profound human experiences of salvation, healing, and orderliness. 

Self-injury is a morbid form of self-help.”  

Self-harm is believed to serve social, emotional, and physiological functions (Ballard et 

al., 2010).  

2.7.1 Social and interpersonal functions.  Self-harm may be used as a form of 

communication, especially communicating distress, as a message to others, or as a cry for help 

(Favazza, 2011; Klonsky 2007; Martin, Swannell, Harrison, Hazell, & Taylor, 2010; 

Muehlenkamp, 2007; Nock, 2008; Nock & Prinstein, 2004; Walsh, 2006). This ties in with the 

social signalling hypothesis mentioned in Nock’s (2009) integrated theoretical model of the 
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development and maintenance of NSSI (see Figure 1), which states that self-harm may be used 

as a form of communication when other forms (speaking or yelling) have failed them and 

contends that self-harm is an intense signal that may be a particularly effective form of social 

communication, as it is harmful and costly behaviour.  

Self-harm may be used to influence or coerce others, as a method to evoke reaction from 

others, manipulate care, or compete with other self-harmers (Favazza, 2011; Klonsky, 2007; 

Nock, 2008; Sandy, 2013; Walsh, 2006). 

At an interpersonal level, self-harm may be used to resolve conflicts and/or create 

intimacy. By creating interpersonal boundaries, distance in a relationship is regulated, and 

future abuse may be prevented by driving others away (Klonsky, 2007; Sandy, 2013; Walsh, 

2006).  

According to Young, Sproeber, Groschwitz, Preiss, and Plener (2014), self-harm serves 

a social and communicative function in adolescents that is connected to their social identity. A 

key finding of Young et al. (2014) is the “alternative identity” effect in which half of alternative 

adolescents (who belong to and/or identify with an alternative youth culture or subculture) 

engage in self-harm.  

2.7.2 Emotional functions.  The most frequently cited reason for engaging in self-harm 

is regulation of emotion (Ballard et al., 2010; Klonsky, 2007; Tan et al., 2014). Self-harm 

effectively reduces intense anxiety, anger, sadness, depression, guilt, shame, and ‘deadness’ 

(Walsh, 2007); in other words, it alleviates negative affect (Klonsky, 2007). Adolescents often 

state that they use self-harm to regain emotional control, regulate distress, reduce their anxiety 

and anger, feel something (overcoming dissociation), and manage painful feelings (Klonsky, 

2007; Martin et al., 2010; Sandy, 2013). Adolescents use self-harm to escape terrible feelings 

and a terrible state of mind (Kidger et al., 2012; Rodham et al., 2004; Scoliers et al., 2009); 

thus, self-harm is used as an escape from thoughts and feelings (Ougrin et al., 2012).  

Self-harm may also be a way of gaining relief from distress and escaping upsetting 

situations (Brown & Kimball, 2013). Rodham et al., (2004) suggests that self-harm is a way of 

dealing with trauma. Self-harm may be used as a form of distraction (Klonsky, 2007). Favazza 

(2011) maintains that self-harm will provide temporary relief from stressful situations and 

painful emotions; however, it cannot provide a solution.  
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Brown and Kimball (2013) claim that self-harm functions substantially as a way for 

adolescents to manage emotions and to stay in control.  

2.7.3 Physiological functions.  Self-harm is effective in relieving tension and 

decreasing physiological arousal when experiencing emotional distress (Muehlenkamp, 2007; 

Nock & Mendes, 2008).  

Gregory and Mustata (2012) found that magical thinking was related to self-harm 

(cutting) in seeing blood, undergoing pain, and reducing stress. They suggest that self-harm 

(cutting) has the function of individuals magically substituting emotions with blood and 

physical pain (Gregory & Mustata, 2012). Glenn and Klonsky (2010) found that half of the 

participants in their study needed to see blood to experience reduction of tension or to feel calm 

while self-harming (cutting).  

2.7.4 Other functions.  Other functions of self-harm mentioned in the literature include 

self-soothing, attempting to self-heal by reducing symptoms, a method of self-help, self-

cleansing, self-preservation, regaining ownership and/or control of his/her body, and expressing 

emotional pain in the form of physical pain; in other words, trading emotional pain for physical 

pain (Favazza, 1989; Klonsky, 2007; McAllister, 2003; Ougrin et al., 2012; Rissanen et al., 

2008; Sandy, 2013; Scoliers et al., 2009; Swannell, Martin, Scott, Gibbons, & Gilford, 2008). 

Self-harm is used as symbolism for or expression of mental pain where words and language are 

useless (Crowe, 1996).  

 

2.8 Triggers of Self-Harm 

A trigger is defined as something that initiates a process or a reaction (Merriam-Webster 

Dictionary, 2016). In psychology, a trigger is also known as a precipitating factor, which is 

defined as a catalyst for a disorder as well as an element that causes the occurrence of a disorder 

or a problem (Medical Dictionary, 2017). For the purposes of this study, a trigger is an event or 

an occurrence that acts as a catalyst for self-harming behaviour to occur.  

As an example of possible triggers for self-harm, as listed in the Suicide Attempt Self-

Injury Interview (SASII) of Linehan (2006), are listed below in Figure 6.  
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Things that happened in the environment 
• I had an argument or conflict with another person 
• I tried to spend time with someone but couldn’t 
• Someone was disappointed with me 
• Someone was angry with me, criticized me, or put me down 
• Someone let me down or broke a promise 
• Someone rejected me 
• I lost someone important 
• Therapist went out of town or took a break from having sessions 
• I was isolated or alone more than I wanted to be 
• I had financial problems 
• I lost a job 
• I had health problems or physical discomfort 
• I had a new demand 
• I tried to get (or continue) something I wanted but couldn’t 
• I heard of someone else attempting suicide or harming themselves 
• I saw things that I could use to harm myself or attempt suicide with 
• I talked to someone about sexual abuse or rape 
• I talked with my therapist about sexual abuse or rape 
• I had a therapy session before my self-injury/suicide attempt (on the same day) 
• I had a therapy session scheduled for later in the day (after self-injury/suicide attempt) 
• Other important negative events happened which could have triggered self-injury/suicide 

attempt 
Feelings 
• Upset, miserable or distressed 
• Anxious, afraid or panicked 
• Angry, frustrated or enraged unspecified 
• Angry, frustrated or enraged at myself 
• Like I deserved to be punished or hurt 
• Like a failure or inferior 
• Felt bad about myself 
• Sad or disappointed 
• Tired or exhausted 
• Trapped or helpless 
• Confused 

• Out of control 
• Overwhelmed 
• Angry, frustrated or enraged at someone 

else 
• Self-hatred or shame, or thought I was 

‘bad’ 
• Like a burden to others 
• Guilty 
• Depressed 
• Lonely, isolated or abandoned 
• Discouraged or hopeless 
• Emotionally empty or numb 

Thoughts 
• About sexual abuse or rape 
• About physical abuse or assault 
• Had flashbacks or nightmares 

 

Figure 6. The SASII Triggers of Self-Harm (Linehan, 2006) 



45 

The following triggers are mentioned in Yip’s (2005) multidimensional view on 

adolescents’ self-cutting (see Figure 3): provoking events (external adversity such as 

interpersonal conflicts or traumatic events), and accumulation of stress and tension to an 

intolerable level.  

 

2.9 Protective Factors of Self-Harm 

A protective factor can be defined as “a characteristic at the biological, psychological, 

family, or community (including peers and culture) level that is associated with a lower 

likelihood of problem outcomes or that reduces the negative impact of a risk factor on problem 

outcomes” (O’Connell, Boat, & Warner, 2009, p. xxvii).  

Research concerning protective factors of self-harm is sparse. Stanford and Jones (2009), 

as well as Klonsky and Glenn (2009), assert that protective factors have received less attention 

in research than risk factors have.  

From a developmental-psychopathology perspective, a risk or protective factor can 

become the other, depending on the developmental stage in which the person is, and the 

presence or absence of a life context or experience translates into a potential risk or protective 

factor (Kerig et al., 2012).  

Factors serving protective functions that have been mentioned in research include 

psychological factors such as reason for living and optimism (Malone et al., 2000); social 

factors such as family cohesion, parents living together and being supportive, family intactness, 

and cohesion; a strong relationship with school (such as supportive teachers, peers and 

environment); and spirituality (Evans, Hawton, & Rodham, 2004; Greydanus & Apple, 2011; 

Laukkanen et al., 2009; Rubenstein, Halton, Kasten, Rubin, & Stechler, 1998; Sourander et al., 

2006; Stallard et al., 2013). 

Spirituality and/or religion have been associated with well-being and reported to buffer 

against negative health-related outcomes such as decreasing symptoms of anxiety and 

depression (Daaleman & Kaufman, 2006; Good & Willoughby, 2006; Koening, 2004; 

Randolph-Seng, Nielsen, Bottoms, & Flippas, 2008). Borrill et al. (2011) found that participants 
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who practised a particular set of religious beliefs (Christian, Muslim, Hindu, Sikh, or other) 

reported fewer incidents of repeated self-harm than participants with no religious affiliation did.  

In South Africa religious practices are still part of many schools (Barnes, 2015). An 

organisation aiming to promote ministry in South African schools, the Uniting Christian 

Association of South Africa (UCSA), currently has more than 700 national branches and 

approximately 100 branches in the Free State Province (UCSA, 2016). Barnes (2015) cited the 

presence of such organisations in the school environment for the prominent use of religious 

coping found in their study. According to the Household Survey of 2015 (Statistics South 

Africa, 2015), 86% of South Africans identify with Christianity, 5.4% with ancestral, tribal, 

animist or other traditional religions, 5.2 % do not identify with any particular religion, 0.2% 

with Judaism, and 1.9% with Muslim. In the Free State Province, 97.7% of the population 

identify with Christianity (Statistics South Africa, 2015). Even though the statistics point to the 

importance of religion in the South African context, there is still a paucity of research pertaining 

to South African adolescent religion and spirituality (Moodley, 2008).  

Parents are ideally situated to help prevent adolescents from engaging in risky behaviour 

by providing constructive parental monitoring and effective parent-adolescent communication 

(Coley Votruba-Drzal, & Schindler, 2009; DiClemente et al., 2001). Supportive parental 

influence features predominantly in Yip’s (2005) multidimensional view on adolescents’ self-

cutting as a protective factor (see Figure 3). Parent-adolescent communication is a well-studied 

protective factor against adolescent risk behaviour (Wang et al., 2013) and may function in two 

ways: Firstly, healthy parent-adolescent communication creates an atmosphere in which 

adolescents are at ease sharing details about their lives (Kopko & Dunifon, 2010).Secondly, 

adolescents’ urges to engage in problem behaviour may be reined in by parental monitoring 

(Fletcher, Steinberg, & Williams-Wheeler, 2004).  

Carshagen (2012) found that social resiliency support coping protected adolescents from 

engaging in self-harming behaviour. Social resiliency support coping refers to how an 

individual utilises his or her support system(s) to cope with difficulties. Social support has a 

major protective function against engaging in self-harming behaviour (Deliberto & Nock, 2008; 

Evans et al., 2005; Hallab & Covic, 2010; Levesque, 2010), and most adolescents reach out for 

help in their social environment before seeking professional help (Dimmock, Grieves, & Place 

2008). Close supportive relationships between parents and children, between siblings, and 

between extended family members can increase social support (Basson, 2008). However, 
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adolescents may find social support not only in their families, but also in their ever expanding 

social networks (Barnes, 2015). Peers are mentioned as a protective factor in Yip’s (2005) 

multidimensional view on adolescents’ self-cutting (see Figure 3).  

Effective management and expression of negative emotions may be a protective factor 

(Skegg, 2005), as emotion dysregulation plays a role in self-harm (Klonsky & Glenn, 2009). 

Participants who experienced negative emotions less often and with less intensity reported 

lower levels of self-harm behaviours (Klonsky, Oltmanns, & Turkheimer, 2003). However, 

experiencing more intense positive emotions does not lower the risk for self-harm (Klonsky et 

al., 2003).  

It has also been found that the school environment can protect a learner’s psychological 

well-being and decrease engagement in risky behaviour, especially when learners are engaged 

academically and experience a sense of school connectedness and school social cohesion (Bond 

et al., 2007; Springer, Parcel, Baumler, & Ross, 2006; ). In a South African study, Govender, 

et al. (2013) found that positive perceptions of school connectedness is associated with lower 

risk-taking behaviour.  

Thus, it is important that research continues to investigate possible protective factors that 

might play a role in adolescent self-harm (Klonsky & Glenn, 2009).  

 

2.10 Chapter Summary 

This chapter focused on self-harm and included research literature on the history, 

definitions, risk factors, functions, triggers, and protective factors of self-harm. In the next 

chapter, the literature pertaining to coping will be explored more closely.  
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Chapter 3: Coping 

This chapter introduces coping via the integrated stress and coping model of Moos and 

Schaefer (1993) and includes aspects of coping such as definitions, types, the association 

between coping and self-harm, and the association between coping and resilience.  

3.1 Stress 

Stress has been conceptualised as a perceived threat to an individual’s homeostasis and 

as a situation that brings about increases in the reactivity of the autonomic nervous system 

through hormone secretion (McEwen, 1994). Stressful experiences influence both biological 

and psychological responses. Biologically, specific neural circuits and neuroendocrine systems 

are activated. Psychological factors such as the anticipation of stress and perceived lack of 

control can serve as the initial link in a chain of events that may trigger a biological stress 

response (Cicchetti & Walker, 2001). As mentioned in Chapter 2, South African adolescents 

live under chronic stress, and research asserts that not only traumatic events and chronic stress 

play a role in coping, as even slightly stressful situations encountered in daily life are vital for 

adolescents to develop coping skills (Barnes, 2015; Seiffge-Krenke et al., 2009). Thus, daily 

life may be experienced as stressful to adolescents, and adaptive coping becomes essential 

(Barnes, 2015). Researchers in the South African context have found that exposure to trauma 

may hinder adolescents from employing coping strategies (Botha, 2014; George, 2009).  

Adequate coping skills and learning how to cope with stressors are necessary for 

adolescents to avoid developing psychological and behavioural problems (Barnes, 2015; 

Downey, Johnston, Hansen, Birney, & Stough, 2010).  

At different life stages, individuals face a variety of challenges; thus, coping with stress 

also varies (Moodley, 2008). Challenges faced in adolescence mainly revolve around 

developing peer relationships, distinguishing self from family, and progressing towards adult 

identity (De Minzi, 2003).  

The integrated stress and coping model (Moos & Schaefer, 1993) 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. Thus, 

interactions between the individual (Panel 1) and the environmental stressors and resources 
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(Panel 2), coupled with life transitions and life crises (Panel 3), influence coping responses 

(Panel 4), which then influences the health and well-being of individuals (Panel 5). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 7. The integrated stress and coping process model (Moos & Schaefer, 1993). 

Panel 1, the personal system, includes socio-demographic factors such as age and gender, 

as well as, dispositional factors such as self-esteem and hope. In Chapter 2, it was mentioned 
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(Muehlenkamp & Gutierrez, 2007; Sacarcelik et al., 2011). With regard to gender, a vast 

majority of studies have found that female gender is a risk factor for self-harm (Adler & Adler, 

2011; Bakken & Gunter, 2012; Idemudia et al., 2016). However, other studies have found no 

gender difference (Garisch & Wilson, 2015), and some have found that males are more prone 

to self-harm (Hall & Place, 2010). Overall, females have been found to be specifically 

vulnerable to adverse outcomes (Mould, 2014; UNPF, 2016; UNICEF, 2016). It has been 

shown that self-harm is a form of maladaptive coping (Guerreiro et al., 2013; McVey-Noble et 

al., 2006; Olson, 2006). 

Hopelessness has also been implicated as a risk factor for self-harm (Hawton et al., 2012; 

Pompili et al., 2013), and in the South African context, it has been found that a high rate of 

learners feel hopeless (Shilubane et al., 2013).  

Panel 2, the environmental system, includes relatively stable environmental life stressors 

and social resources that affect the stress and coping process. In Chapter 2, the family and 

school environments were discussed. Research found that self-harm is most often engaged in 

after experiencing severe problems with parents and family relationships (Asarnow et al., 2008; 

Grover et al., 2015; Hawton et al., 2012). Other factors that contribute to the family being a risk 

factor for self-harm are divorce, not living with both parents, the death of a parent, single-parent 

households, being the only child, familial hostility, and absent fathers (Isohookana et al., 2012; 

Kokkevvi et al., 2012; Sacarcelik et al., 2011; Nock, 2009; Ougrin et al., 2012; Rossow & 

Wichstrom, 2010; Tormoen et al., 2014). On the other hand, parents are ideally situated to help 

prevent adolescent risk behaviour via constructive parental monitoring and effective parent-

adolescent communication (Coley et al., 2009; DiClemente et al., 2001). In South Africa, the 

family is still an important role player in society (Amoateng et al., 2007).  

Factors in the school environment have been linked to self-harm as a risk factor, 

especially the following aspects: academic issues, school stress, exam pressure, increased 

academic pressure, disappointment regarding school performance, poor school performance, 

the transition from primary to secondary school, and puberty which occurs at this time (Adler 

& Adler, 2011; Grover et al., 2015; Hawton et al., 2010; Hussain et al., 2008; Krishnakumar et 

al., 2011; Laukkanen et al., 2009; McDougall et al., 2010; Sacarcelik et al. 2011; Tan et al., 

2014; Taylor et al., 2014; Waters et al., 2012). Adolescents may not know how to cope 

effectively with academic pressures, which could lead to using self-harm as a maladaptive 

coping mechanism. However, it has been found that school is a protective factor and decreases 
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risky behaviour, especially when learners are academically engaged and experience school 

connectedness and school social cohesion (Bond et al., 2007; Springer et al., 2006). In South 

Africa, Govender et al. (2013) found that positive perceptions of school connectedness are 

associated with lower risk-taking behaviour. A further contributing factor is that 27% of South 

African learners do not feel safe on school property (Reddy et al., 2010), which would in effect 

diminish their feelings of connectedness and social cohesion at school. 

Panel 3, life transitions and life crises, refers to transitory environmental conditions. In 

Chapter 2, adolescent development was mentioned and some life crises were discussed briefly. 

As mentioned with reference to Panel 1 above, adolescence is a risky phase for self-harm 

(Muehlenkamp & Gutierrez, 2007; Sacarcelik et al., 2011), and Carshagen (2012) found that 

18.66% of South African adolescents engage in self-harming behaviour. Adolescents are faced 

with several life crises such as childhood trauma and/or abuse, particularly sexual abuse as well 

as school related stressors (Asgeirsdottir et al., 2011; Bolen et al., 2013, Grover et al., 2015; 

Tan et al., 2014), which depending on their coping abilities can lead to negative or positive 

health outcomes. 

Thus, panel 1, 2 and 3 factors interact with one another to influence coping responses.  

Panel 4, cognitive style and coping responses, includes coping styles preferred by 

individuals and coping styles employed by individuals in certain circumstances. Coping 

strategies are a response to the environmental, individual, and transitional factors mentioned 

above. These cognitive styles and coping responses lead to certain health outcomes. 

Panel 5 refers to positive and negative health outcomes, as they pertain to the stress and 

coping process. In this study, the health outcome under consideration is self-harming behaviour, 

which is regarded as a negative outcome of the stress and coping process. It should be borne in 

mind that not all stress and coping processes lead to negative health outcomes, but may lead to 

personal growth and promote resilience (Moos & Schaefer, 1993). Resilience is discussed in 

Chapter 4.  
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3.2 Definition of Coping 

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). Over the years, there have been additions to this 

definition; yet, the different definitions of coping complement one another. Weiten, Llyod, 

Dunn, and Hammer (2008) conceptualise coping as a collection of responses that enables the 

individual to deal with psychological distress. Frydenberg (2008) emphasises that coping 

includes behavioural and cognitive components when managing person-environment 

relationship demands. Frydenberg (2008) further asserts that an individual’s access to resources 

and styles, as well as strategies used, affects the coping process. In the South African context, 

it is important to elaborate on the point made by Frydenberg (2008) that access to resources 

affects the coping process. Du Plessis (2012) also not only emphasises this point, but 

additionally states that the lack of resources in South Africa will have a great effect on how 

adolescents cope and which strategies they choose, because a lack of resources may lead to 

maladaptive coping strategies.  

3.3 Wong’s Resource-Congruence Model of Coping 

As the current study utilises the Coping Schemes Inventory-Revised (CSI-R) developed 

by Wong, Reker, and Peacock (2006), a discussion of Wong’s resource-congruence model of 

coping, which facilitated the development of the CSI-R, follows.  
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 Creative coping       Reactive coping   Protective coping 
 

 

 

 

 

 

 

 

Figure 8. A schematic presentation of the resource-congruence model of effective coping 

(Wong et al., 2006).  

The model proposes that effective coping comprises sufficient resources and the suitable 

use of such resources on the one hand, and that on the other hand, scarce resources and/or severe 

digressions from congruence could lead to ineffective coping and possibly stress-related 

disorders (Wong et al., 2006).  

Creative coping is a novel and important concept whereby an individual who regularly 

develops different resources may lower the probability of stressful encounters, therefore, 

through creative coping, an individual is able to lessen or eliminate a stressful situation (Wong 

et al., 2006). 

Reactive coping is initiated once a problematic situation is identified via primary 

appraisal, and two types of congruence are relevant for effective coping. (Wong et al., 2006). 

“First, appraisal should accurately reflect reality and be based on an objective, rational 

assessment of the demands and available resources. Secondly, the strategies selected need to be 

congruent with the nature of the stressor and the cultural context” (Wong et al., 2006, p. 235).  

Wong et al. (2006) posit that ample resources coupled with congruent coping will result 

in stress reduction and improved well-being, but they emphasise that protective coping should 
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be utilised to sustain personal resources so that energy is available when additional creative 

coping is necessary.  

Wong et al. (2006, p, 239) state that the resource-congruence model has made the 

following contributions to stress and coping research: 

1. A broader spectrum of stressors. 

2. A broader spectrum of general life problems. 

3. Based on the coping schemas acquired by various peoples. 

4. Recognising the importance of cultivating and conserving resources. 

5. Taking the importance of the cultural context into account. 

6. Providing a comprehensive theoretical framework for predicting what works in 

what situation. 

7. Clarifying the general mechanisms for effective coping and resilience. 

The resource-congruence model of coping asserts that effective coping is flexible, 

creative, and resourceful in improving resources and in the astute use of suitable coping 

strategies (Wong et al., 2006). 

3.4 Types of Coping  

Literature abounds with information on coping, and advances in stress and coping 

research have enabled the shift from understanding human adjustment to investigating how 

individuals are successful in navigating life (Frydenberg, 2008).  

Various coping strategies have been identified (Eggum, Sallquist, & Eisenberg, 2011), 

and most of the research regarding child and adolescent coping is based on the transactional 

model of coping conceptualised by Lazarus and Folkman (1984). Lazarus and Folkman (1984) 

emphasise the context in which coping occurs, how an individual attempts to cope, and coping 

as a continually changing process.  

Coping strategies used by youths vary in response to diverse stressors (Boxer & Sloan-

Power, 2013). Boxer and Sloan-Power (2013) claim that the difference between healthy and 
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negative adjustment depends on the choice of coping response, which supports the contention 

of Moos and Schaefer (1993) that cognitive styles and coping responses may lead to either 

positive or negative health outcomes. Therefore, coping is best viewed along a continuum that 

ranges from dealing with stress and adaptation on the one end to success and achieving goals 

on the other end (Frydenberg, 2008).  

Positive outcomes such as academic achievement, feeling competent, and good health are 

associated with effective coping behaviour, whereas high-risk behaviour such as substance 

abuse, risky sexual behaviour, crime, and suicide are linked with deficient coping (Zimmer-

Gembeck & Skinner, 2008). Characteristics of adolescents who frequently employ coping 

strategies that are more effective include temperament, optimism, perceived personal control, 

family factors (family cohesion, shared values, relationship with at least one caregiver, and 

loving parents), flexibility, and social support (Frydenberg, 2008). 

Effectively coping with a variety of stressors requires a large repertoire of coping 

strategies. The following major types of coping have been well established by research: 

3.4.1 Problem-focused versus emotion-focused coping.  The transactional model of 

coping (Folkman, 1982; Lazarus & Folkman, 1984) identifies problem-focused (or 

behavioural) coping and emotion-focused (or cognitive) coping. Individuals who address the 

cause of their problems employ problem-focused coping (Folkman, Lazarus, Dunkel-Schetter, 

Delongis, & Gruen, 1986). Alternatively, those who avoid the issue attribute it to supernatural 

powers, engage in distracting activities, or search for meaning in life events are more likely to 

employ emotion-focused coping (Carver, Scheier, & Weintraub, 1989; Lazarus & Folkman, 

1984). Emotion-focused coping is used more often by adolescent females than by adolescent 

males in coping with daily life (Eschenbeck, Kohlmann, & Lohaus, 2007; Piko, 2011; Moodley, 

Esterhuyse, & Beukes, 2012). 

Research conducted by Wong et al. (2006) identifies nine coping schemas, namely 

situational coping, self-restructuring coping, active emotional coping, passive emotional 

coping, meaning coping, acceptance coping, religious coping, social support coping, and 

tension-reduction coping. Coping schemas that may be classified as problem-focused coping 

are situational coping, self-restructuring coping, and active emotional coping, whereas coping 

schemas that are emotion-focused are acceptance coping, active and passive emotional coping, 

tension-reduction coping, religious coping, and meaning coping.  
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3.4.2 Approach versus avoidance.  Approach (engagement) coping and avoidance 

(disengagement) coping styles have been identified (Roth & Cohen, 1986; Suls & Fletcher, 

1985). 

Approach or engagement coping is linked with positive outcomes, especially improved 

behavioural and mental health outcomes in children and adolescents, thus considered as positive 

coping (Boxer & Sloan-Power, 2013; Folkman & Moskowitz, 2004). Approach coping includes 

logical analysis and positive reappraisal in order to address distressing issues (Ng, Ang, & Ho, 

2012). Approach coping is correlated negatively with depression, which is a risk factor for self-

harm (Li, DiGiuseppe, & Froh, 2006).  

Avoidance coping is linked with negative outcomes, especially emotional symptoms or 

problem behaviours such as high anxiety or maladaptive behaviour, thus considered negative 

coping (Boxer & Sloan-Power, 2013; Dempsey, 2002; Folkman & Moskowitz, 2004). 

Individuals who employ negative coping may distance themselves psychologically or 

physically from a stressful situation, act out anxious or angry arousal (externalised coping), or 

retreat emotionally inward via worry, sadness, or self-pity (internalised coping) (Boxer & 

Sloan-Power, 2013). Adolescents who engage in avoidance coping may use distracting 

activities such as alcohol and drugs, which do not solve the problem (Ng et al., 2012). The use 

of avoidance coping strategies has been correlated positively with anxiety and depression, 

which both constitute risk factors for self-harm (Compas, Connor-Smith, Saltzman, Thomsen, 

& Wadsworth, 2001; Hunt et al., 2007). In a South African study, Moodley (2008) found an 

interesting link between religion and avoiding problems: The group who rated religion of lesser 

importance scored significantly higher on avoiding problems, as compared to the group who 

rated religion as important.  

Ebata and Moos (1991) found that problem-solving coping (combined with positive 

thinking) results in fewer emotional and behavioural issues, while non-productive coping 

(avoidance) leads to poorer adjustment and mental health problems among adolescents 

(Frydenberg & Lewis, 1999; Sandler, Wolchik, MacKinnon, Ayers, & Roosa, 1997). 

Individuals who employ avoidant coping have reduced skills in reflecting their problems and 

will often shift responsibility of their situation to others (Aebi, Giger, Plattner, Winkler Metzke, 

& Steinhausen, 2014). In the long term, avoidant coping will lead to higher stress levels (Aebi 

et al., 2014).  



57 

 
3.4.3 Primary control versus secondary control.  Control is a two-way process that 

involves primary control and secondary control (Rothbaum, Weisz, & Snyder, 1982).  

Primary control involves attempts to change the world so that it fits the individual’s needs. 

Here individuals try to gain control by influencing realities possibly through acts involving 

personal agency, dominance, or aggression intending to express, enhance, or sustain 

individualism and personal autonomy (Rothbaum et al., 1982; Weisz, Rothbaum, & Blackburn, 

1984). Weisz et al. (1984) emphasise that endeavours to change things that present resistance 

will lead to successes and failures.  

Secondary control involves attempts to fit in with the world and ‘go with the flow’. Here, 

individuals try to align themselves with existing realities by not changing realities but 

controlling the psychological effect it may have on them, which could limit individualism and 

personal autonomy but improve alignment or goodness of fit with people, objects, or 

circumstances in their reality (Rothbaum et al., 1982; Weisz et al., 1984). Weisz et al. (1984) 

emphasise that endeavours to adjust to resistance may be experienced as a more viable option 

leading to less intense highs and lows.  

In some circumstances, individuals do surrender control while in others they actively 

chase control; however it is not exclusively an ‘either or’ situation but rather a combination as 

individuals strive for both primary and secondary control (Weisz et al., 1984). Neither primary 

nor secondary control is thought of to exist in pure form, as they are often combined, especially 

when individuals negotiate and compromise (Lazarus et al., 1981; Rothbaum et al., 1982).  

3.4.4 Meaning versus mastery coping.  Meaning denotes accommodative coping, 

whereas mastery denotes problem-focused or assimilative coping (Schwarzer & Knoll, 2004). 

Meaning is the attempt to make sense of and understand the reasons and effects of an 

event (Taylor, 1983). In the pursuit of finding meaning individuals may ask themselves “what 

is the significance of the event?” and “what does my life mean now?” (Taylor, 1983, p. 1161). 

Meaning is connected to an attributional search that focuses on the question, “What caused the 

event to happen?” (Taylor, 1983, p. 1161).  

According to Schwarzer and Knoll (2004), researchers have ascribed different roles to 

meaning in the coping process, namely conceptualised meaning as dissimilar from coping, 

interwoven with coping, or as a factor influencing coping in the process, such as appraisals 
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(Affleck & Tennen, 1996; Folkman & Moskowitz, 2000; Lazarus, 1991). Being able to find 

meaning in difficult situations is a powerful human strength that may reduce physical and 

psychological harm to an individual (Afflek, Tennen, Croog, & Levine, 1987; Davis, Nolen-

Hoeksema, & Larson, 1998).  

Mastery is the attempt to achieve control over the event and one’s life and questions such 

as, “How can I keep this or a similar event from happening again” and “What can I do to manage 

it now? (Taylor, 1983, p. 1161). Mastery is connected to beliefs about personal control (Taylor, 

1983).  

Meaning and mastery coping may occur concurrently or consecutively: First, individuals 

may attempt to change the demands that are in jeopardy, and then, if unsuccessful, may attempt 

to reinterpret and find objective meaning in their predicament (Schwarzer & Knoll, 2004).  

3.4.5 Emotional versus tangible social support.  Social support is a multidimensional 

concept referring to the psychological and material resources of an individual via his or her 

interpersonal relationships (Rodriquez & Cohen, 1998). It is a process in which individuals 

manage their social network resources to enrich their coping with adverse situations, meet social 

needs, and attain goals (Rodriquez & Cohen, 1998). 

Emotional support consists of intimacy, attachment, reassurance, confiding in and relying 

upon another individual, all influencing the feeling of being loved, cared about, and included 

(Schaefer, Coyne, & Lazarus, 1981). On the other hand, tangible support consists of direct aid 

or services such as loans, monetary gifts, and gifts of goods, as well as provision of services or 

assisting with duties and/or chores (Schaefer et al., 1981). 

Social support has a positive effect on mental and physical health. Individuals cope better 

in stressful situations when they have social support: however, physical illness and pathology 

may result from deficient social support (Rodriquez & Cohen, 1998; Schaefer et al., 1981).  

Moodley (2008) found that in South Africa, male adolescents scored significantly lower 

on the social support coping subscale than female adolescents did, which suggests gender 

socialisation differences.  

3.4.6 Functional versus dysfunctional coping.  Coping strategies can be categorised 

into functional and dysfunctional coping (Frydenberg & Lewis, 2014; Frydenberg, 2014). 

Functional coping strategies (productive coping) are efforts to deal directly with an issue with 
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or without reference to others, while dysfunctional coping strategies involve the use of non-

productive strategies (worry, blame) (Ebata & Moos, 1991; Frydenberg, 2008).  

Carver et al. (1989) developed the COPE scale, which is a multidimensional coping 

inventory used to assess the different ways in which people respond to stress. The COPE 

instrument went one step further than Folkman (1982) and included dysfunctional coping 

strategies in their instrument, such as mental disengagement, denial, behavioural 

disengagement, and substance use (Carver et al., 1989; Carver et al., 1993).  

Indeed, during adolescence, coping strategies develop based on prior experiences and will 

have an effect on how an adolescent copes with future stressors (Seiffge-Krenke et al., 2006); 

therefore, it is of paramount importance to develop adaptive coping strategies early in life.  

3.5 Coping and Self-Harm  

Self-harm is viewed as a maladaptive coping strategy (McVey-Noble et al., 2006; Olson, 

2006) and has been linked inversely with the use of effective coping strategies (Gratz & 

Roemer, 2008). Self-harm as a maladaptive coping strategy is often employed when adolescents 

fail to regulate their emotions when exposed to high stress (Drimie & Casale, 2009; Zeman et 

al., 2006). Gregory and Mustata (2012) proposed that, instead of employing adaptive coping 

strategies by symbolising and expressing negative emotions with language, self-harmers cut as 

a means to regulate emotional states. Also, Brown and Kimball (2013) claim that self-harm 

functions substantially as a way for adolescents to manage emotions and stay in control. Self-

harm may be a behaviour chosen by individuals due to a lack of adequate coping skills 

(Israelashvilli et al., 2006), and in the self-harm explanatory model (Sandy, 2013) (see Figure 

2 in Chapter 2), it is postulated how a depletion of coping skills may lead to self-harm. Indeed, 

habitual self-harm may diminish coping resources in the long run (Garisch & Wilson, 2015). 

Consequently, it is theorised that a depletion of coping skills may lead to self-harm, and self-

harm may lead to a depletion of coping skills; thus, a cyclical relationship may be inferred.  

In a South African study, it was found that passive emotional coping and emotional 

reactivity significantly predict the risk of engaging in self-harming behaviour (Carshagen, 

2012). The study further noticed marked differences in how adolescents who employ self-harm 

cope, more often by using passive emotional coping (Carshagen, 2012). In addition, various 

studies have found that self-harm is an attempt to reduce negative affect, which may be 
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worsened by passive emotional coping such as rumination, self-blame, and helplessness 

(Borrill, Fox, Flynn, & Roger, 2009; Evans et al., 2005; Mikolajczak et al., 2009). In addition, 

tension-reduction coping has been linked with self-harm as in the four-factor model of self-

harm (Nock & Prinstein, 2004, 2005) (see Figure 5 in Chapter 2), and it is posited that self-

harming behaviour may enable the reduction of tension and other affective states. However, it 

has been found that social coping buffers adolescents against the risk of engaging in self-

harming behaviour (Carshagen, 2012).  

Lynn (2013) contends that many of the young individuals with whom they have worked 

have used self-harm as a coping strategy without an intent to die. In agreement with Lynn 

(2013), Milnes, Owens, and Blenkiron (2002) claim that self-harm is a coping option when an 

individual feels overwhelmed by unsolvable problems. McDougall et al. (2010) further suggest 

that self-harm allows the abused youth to take control, thus serving a protective or self-

preserving function.  

The study of adolescent coping responses and strategies has led to the development of 

interventions that aim to foster optimal functioning (Zimmer-Gembeck & Skinner, 2008). For 

example, mindfulness-related techniques have been found to be an effective intervention for 

self-harmers (Roe-Sefowitz, 2007). 

3.6 Coping and Resilience 

Resilience and coping are continuing dynamic processes, adapting in response to shifting 

demands of stressful situations (Compas, Connor-Smith, Saltzman, Thomsen, & Wadsworth, 

2001). Coping and resilience are related concepts, both focusing on stress responses, but they 

are theoretically different (Ng et al., 2012; Stratta, 2013). Differentiating however, coping 

appears instant, as a short-term resource whereas resilience is a long-term resource (Ng et al., 

2012). The forerunner of resilience is coping strategies, thus resilience is the outcome of 

employing coping strategies (Rutter, 2007; Stratta, 2013). Coping involves the efforts made by 

an individual to mobilise personal resources, and resilience will occur only if such efforts lead 

to successful outcomes (Compas et al., 2001). Not all individuals who employ coping strategies 

are resilient (Stratta, 2013) and coping does not necessarily lead to a positive outcome (Beasley, 

Thompson, & Davidson, 2003; Moos & Schaefer, 1993). Compas et al. (2001) found that 

resilient individuals use coping mechanisms that are more effective. Psychosocial factors such 

as mastery and optimism, which can be found in resilient individuals, cultivate adaptive coping 
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strategies (Alim et al., 2008). Additionally, coping assists in developing a sense of mastery and 

control, which forms part of resilience (Seery, Holman, & Silver, 2010). Parker, Jimmieson, 

Walsh, and Loakes (2015) found that individuals with high levels of resilience engage in coping 

that is more problem-focused, positive reappraisal and greater task mastery, as well as task 

performance that is more proficient and adaptive. The researchers argue that their findings are 

in line with previous research that demonstrates that resilient individuals engage in adaptive 

coping behaviour (Moorhouse & Caltabiano, 2007). Therefore, to foster resilience, it is 

important to develop a variety of coping skills (Frydenberg, 2008). 

3.7 Chapter Summary 

This chapter introduced coping by means of the integrated stress and coping model of 

Moos and Schaefer (1993) and included aspects of coping such as definitions, types, and the 

association between coping and self-harm, as well as the association between coping and 

resilience. In the next chapter, resilience is discussed in more detail.  
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Chapter 4: Resilience 

This chapter focuses on resilience and includes the following aspects: firstly, a brief 

history of resilience; secondly, definitions of resilience; thirdly, characteristics of resilient 

individuals; fourthly, a brief description of Kumpfer’s (1999) resilience model; fifthly, types of 

resilience; and lastly, the relationship between resilience and self-harm.  

Adolescence is a challenging phase in the human development pathway, and resilience is 

an important factor influencing successful adolescent adjustment. If adolescence is not 

navigated carefully and adjustment is compromised, psychopathology may develop (De Longis 

& Holtzman, 2005; Mash & Barkley, 1996; Noor & Alwi, 2013). Resilience plays a vital part 

in positive mental health by acting as a lifelong buffer protecting individuals’ well-being from 

potential threats (Khanlou & Wray, 2014).  

4.1 Background 

The devastation of World War II sparked an interest in resilience science given the need 

for people to recover and literally rebound from their calamities (Werner, 2000), which 

provided the foundation for resilience research. Kolar, Erickson, and Stewart (2012) believed 

that Norman Garmezy developed resilience research during the early 1970s when Garmezy was 

studying children at risk for psychopathology; thus, in the 1970s, research on resilience in the 

behavioural sciences became apparent (Cicchetti, 2006; Masten, 2007, 2011).  

Werner and Smith were pioneers in the study of resilience as they pointed out the 

importance of resilience as well as that of social support and a lifespan approach in 1982 

(Rutter, 2013). In 1987, Michael Rutter’s landmark article (the most cited journal article on 

psychosocial resilience) set the stage for further waves of research on resilience (Masten & 

Narayan, 2012; Masten, 2014).  

Wright and Masten (2006) gave a thorough description of the three waves of resilience 

research, and Masten (2007) added a fourth emergent wave. Firstly, resilience studies were 

descriptive and exploratory, describing resilience phenomena, concepts and methodologies, 

focusing on the individual. These studies aimed to identify characteristics of the child, family, 

relationships, and the wider environment that serve as risk and protective factors, thus 

contributing meaningfully to knowledge on risk and protective factors. Secondly, studies began 

to offer dynamic accounts of resilience, utilising a developmental-systemic approach in making 
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sense of the interplay between individuals and systems. There was sophistication of method and 

concept, focusing on processes and longitudinality. Factors identified in the first wave were 

used to explain the “how” (underlying processes) of resilience. The second wave saw the 

materialisation of developmental psychopathology. Thirdly, the need for action arose; 

therefore, the third wave of resilience research focused on interventions and enhancing 

resilience. The use of randomised control studies in the 1990s facilitated the numerous 

evidence-based interventions currently available.  

Finally, Masten (2007) proposed an emergent fourth wave of resilience research, which 

entails increasing interest and knowledge of neural and psychobiological systems that might 

play a role in resilient behaviour. Botha (2014) is of the opinion that the variety of resilience 

definitions may have emerged from the various findings generated by the three waves of 

resilience research. 

4.2 Definition 

There is a lack of consensus concerning the origins, meaning, and definition of resilience 

(Khanlou & Wray, 2014, Zunic-Pavlovic, Pavlovic, Kovacevic-Lepojevic, Glumbic, & 

Kovacevic, 2013). Resilience has been called the ‘ordinary magic’ that children and adolescents 

display in overcoming challenging social circumstances or traumatic life events (Masten, 2001). 

Luthar and Cicchetti (2000, p. 858) define resilience as a “dynamic process wherein individuals 

display positive adaptation despite experiences of significant adversity or trauma”. Resilience 

only develops when a challenge is present, leading to a stronger individual (Khanlou & Wray, 

2014). According to a systemic perspective, Prince-Embury (2011) defines resilience as the 

complex interaction of individual characteristics and external support that buffers the effects of 

negative situations that place individuals at risk for negative outcomes. Therefore, 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 

et al., 2013). Additionally, resilience reinforces and enhances protective factors (Richardson, 

2002).  

Resilience has been theorised as an outcome and transactional process, dispositional and 

trait-like as well as state-like and receptive to development (Fletcher & Sarkar, 2013; Luthans, 

Vogelgesang, & Lester, 2006; Sameroff, 2009; Theron & Theron, 2010). The idea that 

resilience is a process is in contrast to previous definitions that view resilience as a personality 
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trait, but this is currently the most accepted and recent view (Daigneault, Dion, Hebert, McDuff, 

& Collin-Vezina, 2013; Fergus & Zimmerman, 2005; Khanlou & Wray, 2014; Luthar, 

Cicchetti, & Becker, 2000). Research asserts that resilience is a strength-based concept focusing 

on an individual’s strengths and not his or her deficits (Fergus & Zimmerman, 2005; Khanlou 

& Wray, 2014). It should be noted that a distinction is be made between ‘resilience’ and 

‘resiliency’: Luthar and Zelazo (2003) state that ‘resilience’ is interactive and contextual while 

‘resiliency’ refers to personal attributes. To corroborate this distinction, Masten (1994) states 

that ‘resilience’ is the process and ‘resiliency’ is a personality trait. A number of authors suggest 

that the following are attributes of resilience: family and/or social support, the availability of 

resources, and individual characteristics such as genetic, biological, personality, and 

temperament factors (Ahern, Kiehl, Lou Sole, & Byers, 2006; Olsson, Bond, Burns, Vella-

Brodrick, & Sawyer, 2003) some of which will be discussed in the following section.  

4.3 Characteristics of Resilient Individuals 

Youths at risk may gain life-preserving benefits from resilience, as resilience bestows a 

sense of empowerment and may reduce the need for negative and self-destructive behaviour 

(Thompkins & Schwartz, 2009). Research has shown that resilience enhances social problem-

solving skills, decreases the effects of stress and boosts self-esteem and self-confidence 

(Capuzzi & Gross, 2008). Individuals that are more resilient seek support from others, are 

attached to significant others more closely and more securely, display greater self-efficacy, are 

proactive when dealing with life matters, and have a sense of humour (Rutter, 1985). Resilient 

individuals have optimism, faith, intrinsic strength, and resources that allow them to overcome 

hopelessness, despair, and depression (Connor & Davidson, 2003; Thompkins & Schwartz, 

2009). According to a South African study, personal, relational, and community resources were 

highlighted as paramount for the development of resilience (Theron & Dunn, 2010). Anxiety 

and depression symptoms may be lessened by strengthening resilience characteristics (Skrove, 

Romundstad, & Indredavik, 2013). Research has found that high levels of mastery and sense of 

relatedness act as buffers and that individuals with low resilience may present with enhanced 

reactivity to stressful events and have more difficulty regulating negative emotions (De Longis 

& Holtzman, 2005; Ong, Bergeman, Bisconti, & Wallace, 2006). 

Moreover, researchers have revealed that developing competencies related to an 

individual’s resiliency can equip individuals with skills to overcome socioeconomic and 
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environmental adversities; additionally, such competencies may be made the most of to 

promote adaptation, growth, and future development (Wright, Masten, & Narayan, 2013). 

Various researchers insist that a multi-disciplinary commitment (teachers, psychologists, 

coaches, and social workers) is needed to foster resilience in the South African context 

(Mampane & Bouwer, 2011; Theron, 2012; Theron & Donald, 2012; Theron, Theron, & 

Malindi, 2013).  

4.4 Kumpfer’s Resilience Model  

 

 

 

 

 

 

 

 

 

 

Figure 9. Kumpfer’s resilience model (1999, p. 183). 
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person-environment transactional process and the resilience process (Kumpfer, 1999). 

According to Kumpfer (1999), the resilience process is dynamic, and resilience is a process as 

well as an outcome reliant on past positive adaptation.  

4.5 Types of Resilience as Conceptualised by Prince-Embury (2011) 

4.5.1 Sense of mastery.  Sense of mastery or self-efficacy is an essential mechanism in 

youth resilience (Prince-Embury, 2011). Youths’ awareness of mastery or efficacy affords them 

the opportunity for meaningful interpersonal relationships in the environment (White, 1959). 

According to White (1959), innate curiosity, which is inherently rewarding and is the 

foundation for problem-solving skills, fuels a sense of mastery. The Sense of Mastery Scale in 

the RSCA (Prince-Embury, 2007) is made up of three connected constructs: optimism, self-

efficacy, and adaptability. Prince-Embury (2011) theorises that youths with a greater sense of 

mastery may be less inclined to pathology and more successful at school.  

On the other hand, although research has connected optimism and adaptability to a range 

of adjustment problems, research has not yet investigated the role of optimism and adaptability 

in externalising and internalising problems (Zunic-Pavlovic et al., 2013). Furthermore, research 

into self-efficacy and externalising problems has reported mixed findings (Zunic-Pavlovic et 

al., 2013). 

4.5.2 Sense of relatedness.  Sense of relatedness is the experience of being firmly 

bonded or attached to others in social environments (Prince-Embury, 2007). According to 

Prince-Embury (2011), youths’ relational experience and skills act as a buffer against adversity 

in two ways: Firstly, relationships may be seen as affording support in certain situations, and 

secondly, youths’ collective experience of support during past difficulties may protect them 

from suffering undesirable psychological impact. Developmental psychopathologists such as 

Werner and Smith (1982) agree that relationships and relational ability are important mediators 

of resilience (Prince-Embury, 2011). Trust, one facet of relational ability, is in line with the first 

stage of Erikson’s (1963) social-emotional development, on which all subsequent social 

development rests (Prince-Embury, 2011). Developmental and personality theorists believe 

differences in temperament influence interpersonal relationships and thus also the development 

of the ability to trust (Prince-Embury, 2011). Research has found that adolescents with a low 

sense of relatedness are more prone to externalising and internalising problems, that low-quality 

attachments and both types of problem behaviours have been linked repeatedly, and that 
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negative relationships between perceived social support and both types of problem behaviour 

exist (Allen, Moore, Kuperminc, & Bell, 1998; Demaray & Malecki, 2002; Laible, Carlo, & 

Raffaelli, 2000; Scholte, Van Lieshout, & Van Aken, 2001; Zunic-Pavlovic et al., 2013). 

Prince-Embury (2011) hypothesises that youths who are more resilient will have a greater 

sense of relatedness and thus will be less susceptible to undesirable outcomes when faced with 

difficulties.  

4.5.3 Emotional reactivity.  Emotional reactivity is the arousability or threshold of 

tolerance preceding an unfavourable event or circumstance (Prince-Embury, 2011). Emotional 

reactivity influences the level of emotional arousal sparked by difficulties and thus determines 

how hard the individual would need to work at regulating, modifying, and redirecting his or her 

arousal (Prince-Embury, 2011). To navigate successfully through emotional circumstances, 

youths must be able to regulate and redirect their emotional arousal (Cicchetti, Ganiban, & 

Barnett, 1991; Thompson, 1990). Emotional regulation influences the development of 

resilience (Cicchetti & Tucker, 1994; Eisenberg, Champion, & Ma, 2004). 

Developmental psychopathology has shown that the development of psychopathology in 

youths exposed to difficulties is linked with their emotional reactivity and their inability to 

regulate this. Research by Silk, Steinberg, and Morris (2003) shows that intense and labile 

negative emotions coupled with low regulation of emotion were linked to increased 

externalising and internalising problems.  

The study by Zunic-Pavlovic et al. (2013) investigated the importance of various facets 

of personal resilience in the development of internalising and externalising behavioural 

problems in 805 Serbian adolescents, and the following are the most salient findings pertaining 

to the current study: Low levels of sense of mastery and sense of relatedness, as well as high 

levels of emotional reactivity, were linked with adjustment problems. Low optimism and high 

levels of comfort, recovery, and impairment predicted emotional distress. Low optimism, trust, 

support and comfort as well as high sensitivity predicted negative self-problems. Sense of 

mastery (as a whole) was linked with adolescents’ adjustment problems. Less optimistic 

adolescents experienced greater anger, control problems, emotional distress, and negative self-

problems. Optimism was found to be the strongest emotional distress factor. Trust and support 

were related inversely to negative self-problems. Social support was influential to some degree 

in predicting negative self-problems. Low comfort predicted negative self-problems, and poor 
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interpersonal comfort was linked to negative self-problems. The study sheds light on the 

importance of emotional reactivity for externalising and internalising problems in adolescence. 

High levels of sensitivity predicted high levels of anger control problems, emotional distress, 

and negative self-problems. Deficient emotional regulation plays a role in adolescents’ 

externalising and internalising problems.  

4.6 Self-Harm and Resilience 

There is a dearth of literature regarding the role that resilience may play in self-harm, and 

vice versa. However, research has linked self-harm with lower resilience, and it has also been 

found that self-harm depletes resources for continuing self-management because self-harm may 

become habitual (Everall et al., 2006; Garisch & Wilson, 2015; Nixon et al., 2002). 

Additionally, South African research has found that an increase in emotional reactivity leads to 

an increase in the risk of engaging in self-harm (Carshagen, 2012).  

Resilience plays a role in internalising disorders (Zunic-Pavlovic et al., 2013), and 

research has shown that internalising disorders such as depression and anxiety put adolescents 

at an increased risk for self-harming behaviour (Chartrand, Sareen, Toews, & Bolton, 2012; 

Klonsky & Olino, 2008). Thus, it could be hypothesised that resilience may play a role in the 

development of self-harm.  

4.7 Chapter Summary 

This chapter focused on resilience and included discussions of the following aspects: 

firstly, a brief history of resilience; secondly, definitions of resilience; thirdly, characteristics 

of resilient individuals; fourthly, a brief description of Kumpfer’s resilience model; fifthly, 

types of resilience; and lastly, the relationship between resilience and self-harm. In the next 

chapter, the methodology of the study is covered in detail.  
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Chapter 5: Research Methodology 

In this chapter, the methodology employed in this research study is discussed. Firstly, the 

discussion includes an explanation of the research context, research objectives, and research 

questions. Secondly, the research design is presented. Thirdly, the selection and characteristics 

of the participants are described. Fourthly, the measuring instruments used are described. 

Fifthly, the procedure followed in conducting the study is discussed. Sixthly, ethical 

considerations are mentioned. Lastly, the statistical procedures followed to analyse the data are 

presented.  

5.1 Research Context  

The broader research project titled Risk and Resilience of Adolescents in the Free State 

Province (George et al., 2012) was carried out by researchers from the Department of 

Psychology, University of the Free State, Bloemfontein, South Africa. The study was conducted 

against the background of two national surveys done in South Africa by Reddy et al. (2003, 

2010). The national surveys indicated concern for the well-being of our adolescent learners. 

Furthermore, reporting data associated with the Free State Province specified the presence of 

high levels of risk behaviour; hence, a need to further investigate risk and protective factors that 

were at play among adolescents in the Free State Province (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 to this end, a dataset that was gathered 

from the 2012 wave of data collection for the project Risk and Resilience of Adolescents in the 

Free State Province was utilised. Consequently, a number of secondary schools were targeted 

in the Free State Province of South Africa. 

5.1.1 Research objectives.  The overarching aim of the study was to determine if 
coping and resilience are predictors of adolescent self-harm in the Free State Province. 

5.1.2 Research question.  The overarching research question for this study was: 

Does coping and resilience predict adolescent self-harm in the Free State Province? 

To answer this research question, the following sub questions would be answered in this 

study:  
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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? 

5.2 Research Design 

A non-experimental, quantitative, cross-sectional and correlational research design was 

employed (Durrheim & Painter, 2010). Quantitative research designs have two main strengths: 

The findings are generalisable and the data are objective, which in essence are ideals to strive 

towards (Durrheim & Painter, 2010). Quantitative designs enable researchers to quantify data, 

thus enabling statistical analysis (descriptive and inferential) (Madrigal & McClain, 2012). It 

is, however, difficult to determine the “why” behind the findings of a quantitative study 

(Madrigal & McClain, 2012). Flick (2011) states that an advantage of quantitative research is 

that it enables the study of a large population in a somewhat short period, and the results have 

a high degree of generalisability. On the other hand, a disadvantage of quantitative research is 

that the aspects studied might not be relevant to the population, and the context and meaning of 

what is studied cannot be considered fully (Flick, 2011).  

When conducting correlational research, the aim is to examine links or relationships 

between variables (Walker, 2005) and to ‘see’ relationships between variables that may be 

displayed in graphical format (McLeod, 2008). Correlational research allows the researcher to 

investigate variables that may be impractical to test experimentally or that possibly could be 

unethical (McLeod, 2008). Correlation does not imply causation and does not allow the 

researcher to go beyond the given data (McLeod, 2008). 

5.3 Participants 

Schools present an ideal location to gather information about youths and their behaviour 

(Shilubane et al., 2013). A probability sampling method, namely simple random sampling, was 

used to select the high schools. Probability sampling methods adhere to the principles of 
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randomness and probability theory, and results obtained can be generalised accurately to the 

population (Maree & Pieterson, 2010). A list of all the secondary schools in the Free State 

Province was obtained, and the schools were divided into their respective districts (five in total). 

Ten schools were identified (randomly selecting two schools from each district); however, one 

of the identified schools withdrew during the process of data gathering due to logistical 

problems, leading to nine schools participating. Only Grade 10 learners were selected for this 

study, which is a non-probability method of sampling, namely purposive sampling, as the 

sampling was done with a specific purpose in mind (Maree & Pieterson, 2010). The study was 

a long term project which was initiated in 2010 with Grade 8 learners and the same group of 

learners were sampled again in 2012 when they were in Grade 10. It was envisaged to sample 

them again in 2014 when they were in Grade 12, but due to their final school examinations the 

principals of the schools did not want the learners’ school work to be disrupted.  

From the identified schools, the Grade 10 learners were the identified group, and 

subsequently tested. Participants included 962 Grade 10 learners consisting of 401 males 

(41.7%) and 561 females (57.9%). Seven participants returned invalid or uncompleted test 

batteries; thus, 955 participants were included in the study. The sample included respondents 

from both urban and rural areas, as well as from different socio-economic backgrounds. Table 

3 shows a demographic layout of the sample characteristics:  

Table 3  

Characteristics of Research Sample  

Mean Age Race* Home Language** 

16.34 years 
 (min/max: 
14-18 years) 

Black 70.7% Sotho 43.8% 

White 17.2% Afrikaans 23.5% 

Coloured 8.8% Tswana 13.1% 

Asian 2.5% Xhosa 9.9% 

  English 4.7% 

  Zulu 3.2% 

  Pedi 0.3% 
* Missing data n = 8 
**Missing data n = 14 
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From the Table 3 , it should be noted that eight participants chose not to complete the 

question regarding race, and 14 participants chose not to complete the question about home 

language. 

 

5.4 Measuring Instruments 

The following measuring instruments were used and are attached as appendices on page 

137: 

5.4.1 Biographical questionnaire.  A biographical questionnaire with 36 questions 

was administered to the respondents. From this questionnaire, various demographic data, such 

as age, gender, and social grouping, were obtained. Question 13 of the questionnaire reading, 

“Have you ever self-harmed?” was included additionally to distinguish between participants 

who self-harmed and those who did not self-harm, looking specifically at life-time prevalence 

of self-harm. 

5.4.2 The Coping Schema Inventory – Revised (CSI-R: Wong et al., 2006).  The CSI-

R was also administered to the learners. The CSI-R assesses how participants cope along the 

following nine different coping strategies: situational, self-restructuring, active emotional, 

passive emotional, meaning, acceptance, religious, social support, and tension reduction. The 

scale consists of 72 items, which are answered using a 5-point Likert scale. Scale scores are 

calculated as the average item score, between one and five. A high score indicates that the 

respondent makes frequent use of a particular coping strategy, while a low score indicates 

infrequent use. Previous research has reported Cronbach’s alpha coefficients for the different 

subscales range from 0.85 to 0.98 (Wong et al., 2006). Wolmarans (2010) reported Cronbach’s 

alpha-coefficients between 0.59 and 0.87 for an adolescent population in the Free State, South 

Africa.  
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Table 4  

Delineation of the Coping Subscales (CSI-R, Wong et al., 2006) 

Subscale 
name 

Explanation N of 
items 

Score 
range 

Sample item 

Situational Similar to problem-
focused coping 

8 8-40 Do something about the situation 

Self-
restructuring 

Changing attitude or 
behaviour to suit the 
situation 

8 8-40 Do what is necessary to fulfil the 
requirements of the situation 

Active 
emotional 

Similar to seeking 
emotional support 

8 8-40 Express my feelings and thoughts 

Passive 
emotional 

Similar to emotion-
focused coping 

12 12-60 Wish that I could undo the past 

Meaning Similar to meaning-
focused coping 

4 4-20 Believe that there must be a 
purpose in the suffering I 
experience 

Acceptance Accepting what cannot 
be changed 

9 9-45 Accept what has happened because 
eventually things will work out as 
well as can be expected 

Religious Seeking help from God or 
a higher power 

9 9-45 Do what is necessary to maintain a 
personal relationship with God 

Social 
support 

Seeking tangible help from 
friends and/or experts 

6 6-30 Rely on others to do what I cannot 
do myself 

Tension 
reduction 

Practising relaxation and 
meditation 

8 8-40 Practise controlled breathing 
techniques 

 

5.4.3 The Resiliency Scale for Children and Adolescents (RSCA: Prince-Embury, 

2007).  The RSCA assesses areas of perceived strength and/or vulnerability related to the 

resilience of respondents. The scale is subdivided into three subscales, namely Sense of 

Mastery, Sense of Relatedness, and Emotional Reactivity. Consisting of 64 items, it is a 5-point 

Likert scale (from 0, never, to 4, almost always).  

The Resource Index score consists of the standardised average score of the Sense of 

Mastery T-score and the Sense of Relatedness T-score, which is a measure of the adolescent’s 

overall resources (Prince-Embury & Saklofske, 2013).  
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The Vulnerability Index score consists of the standardised difference between the 

Resource Index and the Emotional Reactivity T-scores, which is a measure of the adolescent’s 

overall susceptibility to stress (Prince-Embury & Saklofske, 2013).  

High scores on the Resource Index and low scores on the Vulnerability Index indicate 

high resilience, and vice versa, it indicates low resilience (Prince-Embury, 2011). A sample 

from the United States of America obtained Cronbach’s alpha-coefficients ranging from 0.74 

to 0.83 (Prince-Embury, 2011). A South African study (De Villiers, 2009) reported Cronbach’s 

alpha-coefficients between 0.90 and 0.93 for a primary school population in Bloemfontein.  

Table 5  

Delineation of the Resilience Subscales (RSCA, Prince-Embury, 2007) 

Subscale 
name 

Explanation N of items  Score range Sample item 

Sense of 
mastery 

Measures 
optimism, self-
efficacy, and 
adaptability 

20 0-80 If I try hard, it makes a 
difference. 

I can let others help me 
when I need to. 

No matter what happens, 
things will be all right. 

Sense of 
relatedness 

Measures the 
capacity of the 
adolescent to form 
and maintain social 
relationships 

24 0-96 I can make up with friends 
after a fight.  

If something bad happens, I 
can ask my parent(s) for 
help. 

There are people who love 
and care about me. 

Emotional 
reactivity 

Measures 
vulnerability, 
arousal or 
threshold of 
tolerance to 
stimulation during 
the occurrence of 
adverse situations 

20 0-80 When I get upset, I stay 
upset for several days. 

When I am upset, I do 
things that I later feel bad 
about. 

I can get so upset that I 
can’t stand how I feel. 
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5.5 Procedure 

Questionnaires were bound in booklet form and administered during a school day with 

the permission of the school principal. Administration of measuring instruments lasted between 

two and three hours with a half-hour break halfway through the process. Initially, the 

questionnaires were developed in English. The method of back translation (Brislin, 1986) was 

used to translate all the tests from English into Afrikaans and Sesotho. For testing purposes, the 

participants were divided into groups of 20 to 30. Administration and completion of measuring 

instruments took place in the presence of a registered psychologist and psychometrists in order 

to manage participants who might have emotional reactions to questions. Such students would 

be assessed, and if necessary, be referred to the nearest local hospital for further psychological 

intervention. 

Some of the challenges experienced were logistical challenges such as securing venues at 

the schools and synchronising times for tests so as to complete the testing within one term. 

Communication difficulties also arose with the appointed school liaison officers and students 

were absent and not returning to the test venue(s) after the break session. It was noted that 

although Sesotho questionnaires were made available, Sotho speaking learners preferred to 

complete the English version instead. 

 

5.6 Ethical Considerations 

Permission to conduct the research project was obtained from the Free State Department 

of Education (DOE), school principals, and parents of the participants, and the voluntary 

participation of participants was ensured. Informed consent was obtained from the participants’ 

parents, who gave written permission for their children’s participation. The participants 

themselves gave written assent after having been informed about the aim and objectives of the 

study. Participants were informed that participation was voluntary, and withdrawal was possible 

at any time, and confidentiality would be protected by anonymity. Data gathered would be used 

to stimulate further research and publication in accredited journals.  

Clearance was obtained from the Committee of Title Registration, Faculty of Humanities, 

University of the Free State. As the study was carried out in the educational setting, ethical 

approval for the current study was obtained from the Ethics Committee of the Education 
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Department at the University of the Free State (ethical clearance number: UFS-EDU-2014-

060).  

Throughout the study the researcher was constantly aware of and respected the following 

ethical considerations namely; respect, justice, autonomy, non-maleficence, beneficence, 

veracity, as well as, fidelity (Allen, 2011).  

5.7 Data Analysis 

The reliability of the measures for this particular sample and study was determined by 

using Cronbach’s alpha coefficient, which is a measure that is often used to assess the internal 

consistency and reliability of a test (Aron, Aron, & Coups, 2009).  

The biographical characteristics of the sample, as well as the statistical properties of the 

different variables in this sample, were investigated by means of descriptive statistics. 

Descriptive statistics were calculated for all scales and subscales using Statistical Programs for 

the Social Sciences (SPSS v. 22) (IBM Corporation, 2013). SPSS enables univariate and 

multivariate modelling techniques, which assist users in reaching the most accurate conclusions 

regarding data that describe complex relationships and are frequently used to gain deeper 

insights (IBM Corporation, 2013). Selected items were analysed individually to provide 

statistical information regarding certain behaviour of interest. The question that was analysed 

individually was Question 13 of the biological questionnaire: “Have you ever self-harmed?” 

To calculate the prevalence of self-harming behaviour, frequency tabulations were done. 

The individual gender differences in relation to the self-harming group were determined by 

using a chi-squared test.  

A logistic regression analysis was used to establish whether coping and resilience predict 

adolescent self-harm. Logistic regression is a multiple regression, but the difference is that the 

outcome variable is a categorical variable and the predictor variables are continuous or 

categorical (Field, 2009). Straightforward logistic regression enables researchers to predict into 

which of two categories a variable is likely to fall, dependent on other information (Field, 2009). 

Multiple regression analyses are used to investigate the relationship between one dependent 

variable and many independent variables or predictors (Aron et al., 2009). In this study, a 

logistic regression analysis was performed to determine the extent to which the dependent 
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variable, self-harm, explained the variance in self-harming behaviour for a group of high school 

learners in the Free State Province 

The following statistical consideration was included in the interpretation of the sample 

results: In all the statistical procedures, both the 1% and 5% levels of significance were 

considered. The practical significance of the results was investigated by determining the effect 

sizes. A value of 0.2 indicates a small effect, a value of 0.25 indicates a medium effect, and a 

value of 0.4 indicates a large effect (Steyn, 1999). 

 

5.8 Chapter Summary  

In this chapter, the research methodology was discussed. The research context was 

indicated. The aim of the study and the corresponding research questions were formulated. The 

non-experimental research approach, with its descriptive, quantitative and correlational design, 

was explicated. The particular sampling procedure that was followed, namely stratified random 

sampling used to select participants, was explained, and followed by a presentation of the final 

sample. Data collection was described by discussing the measures used. Moreover, the methods 

of data analysis used to answer each research question were described and examined. The 

chapter also explained the ethical considerations that were taken into account to ensure that the 

research was conducted professionally. The next chapter reports the results obtained in the 

study. 
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Chapter 6: Results 

In this chapter, the findings of the current study are reported. The discussion of the results 

includes the descriptive and inferential statistics of relevant variables. The results of a chi-

squared test to determine whether there is a difference in self-harming behaviour between the 

different genders, as well as the results of a logistic regression analysis to determine whether 

coping, gender, and resilience could predict self-harming behaviour significantly are reported 

on, as follows:  

6.1 Descriptive statistics 

Descriptive statistics provide a depiction of the characteristics of a large assortment of 

data (Salkind, 2013). In this section, the descriptive statistics relating to self-harm, coping, and 

resilience are presented.  

The range of scores (min-max), means, standard deviation, and alpha co-efficient, as well 

as  skewness and kurtosis obtained for each of the coping and resilience subscales, are presented 

in Table 6. 

  



79 

Table 6 

Descriptive Statistics for the Revised Coping Schema Inventory and the Resiliency Scale for 

Children and Adolescents  

Coping subscales Min-Max Mean SD Alpha Skewness Kurtosis 

Situational coping 0.00-32.00 18.528 6.019 0.779 -0.131 -0.174 

Acceptance coping 0.00-36.00 20.832 6.552 0.766 -0.070 0.017 

Active emotional 
coping 

0.00-32.00 17.622 6.171 0.773 -0.113 -0.339 

Passive emotional 
coping 

0.00-48.00 24.693 8.315 0.771 0.114 0.017 

Meaning Coping 0.00-16.00 10.053 3.401 0.651 -0.319 -0.353 

Tension-reduction 
coping 

0.00-32.00 16.835 6.042 0.747 0.088 -0.111 

Religious coping 0.00-38.00 28.751 8.149 0.903 -1.236 1.058 

Self-restructuring 0.00-32.00 18.584 6.226 0.821 -0.125 -0.10 

Social support 0.00-24.00 12.693 4.596 0.688 -0.108 -0.264 

Resilience subscales Min-Max Mean SD Alpha Skewness Kurtosis 

Sense of mastery 0.00-80.00 51.674 10.869 0.845 -0.572 1.412 

Sense of relatedness 0.00-96.00 64.392 14.415 0.889 -0.558 0.782 

Emotional reactivity 0.00-80.00 30.392 14.857 0.902 0.503 0.121 

 

From Table 6, it can be seen that Religious Coping (28.751), Passive-Emotional Coping 

(24.693) and Acceptance Coping (20.832) exhibited higher mean scores as did Sense of 

Relatedness (64.392). Moreover, Religious Coping was negatively skewed (-1.236). 

Although negatively skewed (beyond -1), it still falls within an acceptable range. With 

regard to kurtosis, although the distribution of the coping scales appear more platykurtic, with 

religious coping being the lowest, it still falls within the acceptable range. The resilience scale 

distribution alternatively appears more leptokurtic with sense of mastery being the highest, but 

still falls within acceptable ranges. Although some skewness is noted, it falls well within the 

acceptable range. 
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It appears that all the subscales, with the exception of Meaning Coping (0.651), exhibited 

acceptable levels of internal consistency (≥ 0.70), as described by Nunnally and Bernstein 

(1994) with regard to non-cognitive instruments. 

Table 7 

The Prevalence of Self-Harm by Gender 

Gender self-harm cross-tabulation 

 
        Self-harm 

Total 
Yes No 

Gender Male Count 58 343 401 

Expected count 69.6 331.4 401.0 

% within gender 14.5% 85.5% 100.0% 

% within self-harm 34.7% 43.1% 41.7% 

% of total 6.0% 35.7% 41.7% 

Female Count 109 452 561 

Expected count 97.4 463.6 561.0 

% within gender 19.4% 80.6% 100.0% 

% within self-harm 65.3% 56.9% 58.3% 

% of total 11.3% 47.0% 58.3% 

Total Count 167 795 962 

Expected Count 167.0 795.0 962.0 

% within gender 17.4% 82.6% 100.0% 

% within self-harm 100.0% 100.0% 100.0% 

% of total 17.4% 82.6% 100.0% 

 

According to Table 7, a chi-squared test for association was conducted between gender 

and participants engaging in self-harming behaviour. All expected cell frequencies were greater 

than five. There was a statistically significant association between gender and engaging in self-

harming behaviours, χ2(1) = 4.019, p = 0.045. A higher percentage of females (19.4%) 
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compared to males (14.5%) engaged in self-harming behaviours. The total incidence of self-

harming behaviour across gender is found at 17.35% for this sample.  

6.2 Inferential statistics 

 Inferential statistics are used to make interpretations from a smaller group of data 

(sample) to a possible larger group (population) (Salkind, 2013).  

6.2.1 Logistic regression analysis.  The assumptions of multi-colinearity, outliers, 

leverage points, influential points and linearity were all met. Thus, it was deemed appropriate 

to make a logistic regression analysis of the data. 

Table 8 

Omnibus Tests of Model Coefficients 
 Chi-square Df Sig. 

Step 1 Step 62.738 13 .000 

Block 62.738 13 .000 

Model 62.738 13 .000 

 

From the last row in Table 8, it can be seen that the overall model (including all the 

independent variables) statistically significantly predicted categories of self-harming 

behaviour, χ2(13) = 62.738, p < 0.05.  

Table 9 

Model Summary 
Step -2 Log likelihood Cox & Snell R 

Square 
Nagelkerke R 
Square 

1 761.929 0.067 0.112 

 

Field (2009, p, 790) defines Nagelkerke’s R-Square as follows: “a version of the 

coefficient of determination for logistic regression. It is a variation on Cox and Snell’s R2 CS 

which overcomes the problem that this statistic has of not being able to reach its maximum 

value”. Nagelkerke’s R-square value in Table 9 indicates that the independent variables (age, 

coping, and resilience) explained 11.2% of the variance in self-harming behaviour.  
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Table 10 

Classification Table 

Observed Predicted 

 Self-harm  

 No Yes Percentage 
correct 

Step 1 
Self-Harm 

No 754 4 99.5 

Yes 147 6 3.9 

Overall 
Percentage 

   83.4 

(a) The cut-off value is .005 

From the last row in Table 10, it can be seen that, with all independent variables added, 

the model correctly classified 83.4% of cases as either engaging or not engaging in self-harm. 

This overall measure of classification is referred to as the percentage accuracy in classification 

(PAC). 

The sensitivity of the model refers to the percentage of cases that had the observed 

characteristic (engaged in self-harm), which was predicted correctly by the model. In this case, 

the sensitivity was only 3.9%. In other words, the model predicted only 3.9% of individuals 

who engaged in self-harm correctly as doing so. 

The specificity of the model refers to the percentage of cases that did not have the 

observed characteristic (did not engage in self-harm) that was predicted correctly by the model. 

In this case, the specificity was 99.5%. In other words, the model predicted 99.5% of individuals 

who did not engage in self-harm as not doing so. 

The positive predictive value is the ratio of correctly predicted cases that have the 

characteristic to the total number of cases predicted as having the characteristic, expressed as a 

percentage. In this case, the positive predictive value is 60% [100 x (6/{6+4})]. In other words, 

of all cases predicted as engaging in self-harm, 60% were predicted correctly. 

The negative predictive value is the ratio of correctly predicted cases that do not have the 

characteristic to the total number of cases predicted as not having the characteristic. In this case, 

the negative predictive value is 83.7% [100 x (754/{754 + 147})]. In other words, of all cases 

predicted as not engaging in self-harm, 83.7% were predicted correctly. 
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Table 11 

Logistic Regression Predicting Self-Harming Behaviour 

  B S.E. Wald df Sig. Exp(B) 

95% C.I. for 
EXP(B) 

Lower Upper 
Step 
1a Gender 0.446 0.199 5.031 1 0.025* 1.562 1.058 2.307 

Coping subscales:         

Situational coping -0.046 0.027 2.870 1 0.090 0.955 0.905 1.007 

Acceptance coping 0.003 0.023 0.013 1 0.909 1.003 0.959 1.049 

Active Emotional 
coping 

0.021 0.025 0.703 1 0.402 1.022 0.972 1.074 

Passive emotional 
coping 

0.020 0.015 1.772 1 0.183 1.020 0.991 1.051 

Meaning coping -0.001 0.040 0.000 1 0.987 0.999 0.923 1.082 

Tension-reduction 
coping 

0.054 0.025 4.748 1 0.029* 1.055 1.005 1.108 

Religious coping -0.020 0.015 1.776 1 0.183 0.980 0.952 1.009 

Self-restructuring 0.030 0.027 1.217 1 0.270 1.031 0.977 1.088 

Social support -0.074 0.031 5.648 1 0.017** 0.928 0.873 0.987 

Resilience 
subscales: 

        

Sense of mastery -0.012 0.012 1.075 1 0.300 0.988 0.965 1.011 

Sense of 
relatedness 

-0.004 0.009 0.209 1 0.648 0.996 0.978 1.014 

Emotional 
reactivity 

0.033 0.007 25.171 1 0.000** 1.033 1.020 1.047 

Constant -2.172 0.546 15.803 1 0.000 0.114     

** Significant on the 1% level 
* Significant on the 5% level 

From Table 11, it can be seen that only gender (p = 0.025 on the 5% level), Tension-

reduction Coping (p = 0.029 on the 5% level), Social Support Coping (p = 0.017 on the 1% 

level), and Emotional Reactivity (p = 0.000) added significantly to the prediction of self-

harming behaviour. From the values in the Exp (B) column can be seen that an increase in one 

unit for gender (males were coded as 1 and females as 2) resulted in the odds of self-harm 

increasing by 1.562. Thus, the odds of engaging in self-harm were 1.562 times greater for 

females compared to males. An increase in tension-reduction coping also led to an increase in 
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the odds of engaging in self-harm. An increase of one unit in tension-reduction coping resulted 

in a 1.055 greater chance of engaging in self-harm. In contrast, an increase in social support 

coping resulted in a reduction in the odds of engaging in self-harm. For each unit reduction in 

social support coping, the odds of engaging in self-harm increased by a factor of 1.077 

(1/0.928). However, an increase of one unit in emotional reactivity led to increasing the odds 

of engaging in self-harm by 1.033. 

Age had no influence on self-harm: X²(3) = 4.227; p = 0.238.  

Taken overall, females had higher odds of engaging in self-harm than males had. A 

greater degree of tension-reduction coping and emotional reactivity increased the odds of 

engaging in self-harm, while a greater degree of social support coping reduced the odds of 

engaging in self-harm. Lastly, age had no influence on self-harming behaviour.  

A logistic regression was performed to ascertain the effects of gender, coping, and 

resilience on the likelihood that participants would engage in self-harming behaviour. The 

logistic regression model was statistically significant at the 5% level: χ2(13) = 

62.738, p < .0005. The model explained 11.2% (Nagelkerke’s R-Square) of the variance in self-

harming behaviour and classified 83.4% of cases correctly. Sensitivity was 3.9%, specificity 

was 99.5%, the positive predictive value was 60%, and the negative predictive value was 

83.7%. Of the thirteen predictor variables, only four were statistically significant: gender, 

tension-reduction coping, social support coping, and emotional reactivity. The odds that 

females would engage in self-harm were 1.562 times higher than those for males. Increasing 

use of tension-reduction coping was associated with an increased likelihood of engaging in self-

harm. Similarly, increased emotional reactivity was associated with an increased likelihood of 

engaging in self-harm. In contrast, increased use of social support coping was associated with 

a reduction in the likelihood of engaging in self-harm. 

 

6.3 Chapter Summary 

This chapter provided all the results obtained in the study. In the following chapter these 

results as they pertain to relevant research literature are discussed.  
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Chapter 7: Discussion  

The current study aimed to investigate whether coping and resilience have a predicting 

influence on adolescent self-harming behaviour in the Free State Province, South Africa. In this 

chapter, the results of the study are discussed in relation to previous research in this field. 

Firstly, the incidence of self-harm is discussed, secondly gender as pertaining to self-harm, 

thirdly the relationship between coping and self-harm, and lastly the relationship between 

resilience and self-harm.  

Before discussing the variable relationships a few aspects related to the descriptive 

statistics need mentioning.  

Firstly, in view of the prevalence rate of self-harm for this sample, a reported incidence 

rate of 17.35% was found. Internationally, some countries were found to have a lower incidence 

rate (Netherlands with 4.1%, Belgium with 10.4%, and England with 13.2%), (Hawton et al., 

2002; Portzky et al., 2008). However, Sweden reported an incidence rate of 17.1% among 17-

year-olds (Landstedt & Gadin, 2011), which is comparable with that of the current study. 

Alternatively, in the United States  self-harm incidence rates of between 26% and 37% among 

13-18-year-olds were found (Yates, Tracy, & Luthar, 2008), which is substantially higher than 

the incidence rate for this sample. The lower incidence rates found in some countries could 

possibly be linked to their being first-world countries where there is greater access to health 

resources, including having well-structured public awareness initiatives.  

Differences in how the concept self-harm was measured may have contributed to varying 

rates. The higher incidence rate found in the United States was derived from using a measuring 

instrument that lists 11 different forms of self-harm (Yates et al., 2008). Respondents using this 

questionnaire might have been more likely to answer affirmatively than to one close-ended 

question, as in this study. A further factor that may have contributed to a higher incidence of 

self-harm in that particular study, might be linked to the unintended increase in media attention 

that has been generated around self-harm and adolescents’ possible openness to reporting such 

behaviour, thus leading participants to more readily report engagement in self-harming 

behaviour. As the sample in Yates et al. (2008) was mainly from the upper middle class, in 

other words, privileged youth, possible increased pressure to control emotions, and high 

achievement standards could also have contributed to differences in incidence reporting.  
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It is postulated that the high incidence of self-harm found in the current study could be 

attributed to South African adolescents’ increased stress and exposure to risk factors. Stressors 

such as the following, are salient to South African adolescents: poverty, inequality, HIV and 

AIDS, high rates of violence and crime, educational challenges, unequal distribution of 

resources, and escalating unemployment of graduates (Cluver et al., 2012; Department of Basic 

Education, 2011; Flannery et al., 2007; Maodzwa-Taruvinga & Cross, 2012; Ndimande, 2012; 

Statistics South Africa, 2012; Ramdass, 2009; Wijnberg, 2013). Researchers contend that 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). In South Africa there are numerous problems with the 

primary and the mental health care system, and the high rates of HIV and Aids (Cluver et al., 

2012), could contribute to the high incidence rate of self-harm. 

The factors and challenges mentioned above contribute to stressful living conditions that 

may overwhelm South African adolescents in their daily lives, thus inhibiting development of 

their psychological strength (Barnes, 2015). Therefore, it may be postulated that a combination 

of such factors and challenges accompanied by reduced strengths increases the risk of 

adolescents engaging in self-harming behaviour in South Africa.  

 

The relationship of variables with self-harm were investigated and are discussed next. 

The discussion continues with the relationship between gender and self-harm, followed by the 

relationship between coping and self-harm, and lastly the relationship between resilience and 

self-harm.  

Secondly, a statistical significant relationship were found between gender and self-harm. 

This implies that participants who were female were more likely to self-harm than participants 

who were male, which concurs with and strengthens previous research (Adler & Adler, 2011; 

Bakken & Gunter, 2012; Hawton & James, 2005; Laye-Gindhu & Schonert-Reichl, 2005; 

Idemudia et al., 2016). It is postulated that women are more susceptible to self-harming 

behaviour, as they are taught to internalise anger and stress and handle emotional pain in 

emotional ways; therefore, they are more likely to act on themselves (Adler & Adler, 2011; 

McAllister, 2003). 
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A particularly salient factor that may contribute to the higher level of female self-harm 

found in this study may be linked to the high degree of sexual abuse among South African 

females (Carey et al., 2008). Particularly, it has been shown that females in South Africa are 

more vulnerable to sexual abuse and unwanted sexual advances (Otwombe et al., 2015). 

Furthermore, sexual abuse is one of the strongest contributing factors of self-harming behaviour 

in females (Isohookana et al., 2012), and may operate in a variety of ways to predispose an 

individual to self-harm such as self-punishment, self-disgust, and behavioural re-enactment 

(Asgeirsdottir et al., 2011; Ainscough & Toon, 1993; Bolen et al., 2013; McDougall et al., 2010; 

Nock, 2009; Shenk et al., 2010). Taken together, research indicating that females are more 

prone to self-harm if they have been exposed to sexual abuse coupled with the fact that females 

are more prone to sexual abuse in South Africa, it follows that the rates of self-harm will be 

higher amongst females than males. It should be noted that some studies have not found a link 

between sexual abuse and self-harm (Klonsky & Moyer, 2008), thus further research 

investigating the relationship between sexual abuse and self-harm, especially in the South 

African context, would be beneficial. 

The study investigated to what extent coping and resilience predict group membership 

(self-harming versus non-self-harming groups) among adolescents in the Free State Province. 

Findings related to coping strategies will be discussed and then followed by a discussion of the 

effects of resilience. 

Thirdly, concerning coping strategies, the coping subscales of Tension-reduction Coping 

and Social Support Coping showed significant interaction with self-harm.  

 

A significantly positive relationship was found between Tension-reduction Coping and 

self-harming behaviour. Thus, individuals in this study who engage in tension-reduction coping 

were more prone to engage in self-harming behaviours. Tension-reduction coping may lead to 

self-harm as it is an emotion-focused coping strategy which predisposes individuals to avoid 

challenging issues, attribute problems to supernatural powers or causes, engage in distracting 

activities (such as self-harm), and/or search for meaning in life events (Carver et al., 1989; 

Folkman et al., 1986; Lazarus & Folkman, 1984, Wong et al., 2006). Furthermore, participants 

in this study who employ tension-reduction coping may have reduced skills in reflecting on 

their problems and shift responsibility of their situation to others (Aebi et al., 2014). In the long 
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term, the individuals in this study may have higher levels of stress levels due to their use of an 

avoidant coping strategy and it has been shown that self-harmers experience stress frequently 

(Aebi et al., 2014; Guan et al., 2012). Additionally, emotion-focused coping is used more often 

by adolescent females than by adolescent males in coping with daily life (Eschenbeck, 

Kohlmann, & Lohaus, 2007; Piko, 2011; Moodley, Esterhuyse, & Beukes, 2012) and thus the 

females in this study may be more severely impacted by the factors mentioned above. This may 

be particularly true in this study as female adolescents were found to engage more in self-

harming behaviours than male adolescents. 

Tension reduction is one of the many functions of self-harm identified in the literature 

and may be one of the reasons why individuals engage in self-harming behaviour. 

(Muehlenkamp, 2007; Nock & Mendes, 2008; Nock & Prinstein, 2004, 2005). However, some 

authors maintain that self-harm will only provide temporary relief from stressful situations, as 

well as, painful emotions and that tension still remains in the aftermath of self-harming 

behaviour (Favazza, 2011; Yip, 2005). Thus, adolescents in this study may engage in self-harm 

with the aim of relieving tension, but in effect fail to do so as tension-reduction coping is not a 

suitable coping strategy.  

 

Social Support Coping reported a significant negative relationship with regard to self-

harming behaviour. Thus, in this study adolescents who experience social support are less likely 

to engage in self-harming behaviour. This finding confirms earlier research within a South 

African context which found that Social Support Coping buffers adolescents against the risk of 

self-harm (Carshagen, 2012). Furthermore, this finding supports previous international 

literature claiming that social support plays a major protective function against self-harm 

(Deliberto & Nock, 2008; Evans et al., 2005; Hallab & Covic, 2010; Levesque, 2010). Social 

support enables an individual to enrich their coping with adverse situations, to meet social needs 

and to attain goals (Rodriquez & Cohen, 1998). Furthermore, social support has been found to 

have a positive effect on mental and physical well-being of individuals, in effect assisting them 

to cope better (Rodriquez & Cohen, 1998).   

 

Lastly, the current investigation analysed the predictive ability of resilience with regard 

to self-harming behaviour. In analysing the effects of resilience, as represented by these 
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subscales: Sense of mastery, Sense of Relatedness, and Emotional Reactivity, only one subscale 

reported significantly. The subscale Emotional Reactivity was found to have a significant 

positive relationship with self-harm. Thus, adolescents in this study who engage in self-harm 

may be more emotional reactive which means that they undergo frequent and intense emotional 

arousal (Karrass et al., 2006).  The current finding lends support to earlier South African 

research which found that high emotional reactivity is associated with an increased risk for self-

harm (Carshagen, 2012). Furthermore, this study corroborates international research which 

found that emotional reactivity significantly predicts self-harm (Anderson et al., 2004; Ballard 

et al., 2010). In addition, it has also been found that increased levels of emotional reactivity 

coupled with decreased impulse control in adolescents put them at higher risk for self-harm 

(Ballard et al., 2010; Mikolajczak et al., 2009).  

During adolescence emotion-regulating abilities increase and is of the utmost importance 

is the development of resilience (Cicchetti & Tucker, 1994; Eisenberg et al., 2004). However, 

if adolescents do not regulate their emotions well while exposed to high stress, it could lead to 

maladaptive coping efforts such as self-harm (Klonsky & Glenn, 2009; Zeman et al., 2006). 

Indeed, Linehan (1993) regards self-harm as a maladaptive emotion-regulation strategy. Thus, 

adolescents in this study who scored high on emotional reactivity may not know how to 

adequately deal with their heightened emotions and may use self-harm as a means to regulate 

such emotions. This contention is supported by Nock and Prinstein (2004) who hypothesised 

that self-harm is a tool used by individuals to regulate emotions in the absence of appropriate 

emotion-regulation strategies. Adolescents in this study may have adjustment, internalising and 

externalising problems may not handle distress well and undergo elevated physiological 

reactivity in stressful situations, have insufficient skills in expressing and managing their 

emotions, are less mindful of their emotions, and may fall short on emotional intelligence 

(Deliberto & Nock, 2008; Gratz & Roemer, 2008; Klonsky & Glenn, 2009; Lundh et al., 2007; 

Mikolajczak et al., 2009; Nock & Mendes, 2008; Zunic-Pavlovic et al., 2013). 

 
In this chapter, the results were discussed in relation to previous literature in the field. In 

the next chapter, the key findings and limitations of the current study, as well as 

recommendations for future studies, are presented.   
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Chapter 8: Conclusion 

In this chapter, the research process is concluded with a summary of the empirical 

findings, a discussion of the limitations and contributions of the study, and recommendations 

for future studies.  

8.1 Summary of Empirical Findings 

Overall, the study found that the prevalence rate of adolescent self-harm behaviour in the 

Free State Province is 17.35%. Particularly, more adolescent females than adolescent males in 

the Free State Province engage in self-harming behaviour (19.4% and 14.5% respectively); 

thus, gender significantly predicted adolescent self-harm (p = 0.025) at the 5% level of 

significance. Furthermore, the independent variables collectively explained 11.2% of the 

variance in self-harming behaviour. Tension-reduction coping, and emotional reactivity 

significantly predicted self-harming behaviour, whereas an increase in social support coping 

resulted in a reduction in the odds of engaging in self-harm.  From our research findings it can 

be concluded that adolescents in the Free State Province who employ tension-reduction coping 

and are emotionally reactive are more likely to engage in self-harm, whereas adolescents who 

rely on social support coping are protected from engaging in self-harm (significantly less 

likely). Religious Coping, Passive-Emotional Coping and Acceptance Coping exhibited higher 

mean scores as did Sense of Relatedness (resilience). 

8.2 Limitations of the Study 

The findings of the study and the generalisability thereof may be limited by the 

methodology followed; therefore, the results should be interpreted in the light of the following 

limitations: Since the study was a correlational study, causality cannot be determined. The 

cross-sectional design only indicates results at a particular point in time; therefore, no change 

over time in the variables under consideration is considered. Additionally, a quantitative study 

does not lend itself to discover the meaning of the phenomenon being studied (Durrheim & 

Painter, 2010). It is suggested that future longitudinal and qualitative studies be done to 

investigate self-harm among a representative sample of South African adolescents. Such 

qualitative investigations could lead to more in-depth knowledge and understanding of self-

harm and how coping and resilience predict the use of self-harming behaviour in the diverse 
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South African context. Making use of qualitative strategies to explore the research question 

may provide even more insight into the dynamics involved in self-harm.  

Only Grade 10 learners were selected for this study by using purposive sampling, which 

affects the generalisability of the findings. With regard to the prevalence of self-harm, the age 

range of the sample may be too narrow to facilitate accurate conclusions and generalisation to 

adolescents, as adolescence ranges over a more extensive age period than was included in the 

sampling of only Grade 10 learners. It is suggested that the age range be broader for future 

studies to ascertain and compare changes in early and late development  

The current study used self-report measuring instruments, which may be subject to 

intentional distortion. Thus, the participants could have provided information that is not a true 

reflection of their self-harm behaviour, as well as coping and resilience abilities, giving 

normative responses in an effort to create an altered impression of themselves. Particularly, this 

could be relevant to the question relating to the engagement in self-harming behaviour where 

social desirability bias may play a role, as self-harm is regarded as a sensitive and taboo subject. 

Social desirability limits accuracy and generalisability of findings. A single closed-ended 

question was used to identify adolescents who had previously engaged in self-harming 

behaviour. The use of one question limits the quality of the data and may lack to capture aspects 

of self-harm such as its true nature, different types, and motivating factors. Using a single 

question might also induce suggestibility on the part of the respondents, which could lead to 

biased results and false reporting, even though they may have been urged to answer truthfully. 

It is suggested that a full self-harm measuring instrument such as the Self-Injurious Thoughts 

and Behaviour Interview (Nock, Holmberg, Photos, & Michel, 2007) be administered in future 

studies to ascertain various factors that affect group membership and to gather richer 

information.  

It was also required of the respondents to retrospectively complete the self-report 

measures, which could affect the accuracy of the findings.  

Both the Coping Schemas Inventory – Revised (Wong et al., 2006), as well as the 

Resiliency Scale for Children and Adolescents (Prince-Embury, 2007) are instruments 

developed in the United States of America which have not been standardised for the South 

African population, and their validity must still be determined for the South African population. 

The meaning scale of the Coping Schemas Inventory – Revised (Wong et al., 2006), had an 
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unsatisfactory internal consistency below the advised internal consistency for non-cognitive 

measures (Nunnally & Bernstein, 1994). Factor analyses of the Coping Schemas Inventory – 

Revised (Wong et al., 2006) and the Resiliency Scale for Children and Adolescents (Prince-

Embury, 2007) questionnaires with South African data would be greatly beneficial in improving 

reliability and validity of the findings. It is suggested that increasing the item number on the 

meaning scale of the Coping Schemas Inventory – Revised (Wong et al., 2006) would enhance 

the internal consistency of this subscale (Anastasi & Urbina, 1997); alternatively, omitting the 

subscale in its entirety may increase the reliability and validity of the findings. Future research 

may also look into the possibility of including variables with greater counts in this measuring 

instrument.  

The use of instruments from the USA highlights a need for developing South African 

measuring instruments and further research in this regard. The development and use of 

standardised measures for the racially and culturally diverse South African context would 

ensure more valid and reliable results (Kanjee & Foxcroft, 2009).  

Because literature is still ambiguous about which gender engages in self-harm more often, 

it is suggested that the self-harm gender issue be investigated further. 

The three subscales in this study that showed a significant interaction with self-harm are 

Tension-reduction Coping, Social Support Coping, and Emotional Reactivity (resilience). 

Future research should investigate why these variables protects an individual from engaging in 

self-harm behaviour.  

Various risk factors for self-harm are mentioned in the literature, but less emphasis has 

been placed on research into factors protecting against self-harm in the South African context. 

It may be recommended that future research with adolescents focus on the combination of risk 

and protective factors as determinants of self-harm.  

From the results of the study, it is evident that we still struggle to understand the 

development and use of psychological strengths and coping strategies in the South African 

context as they apply to self-harming behaviour of adolescents. Thorough research in this field 

should remain a priority to gain knowledge and insight into the world of South African 

adolescents. This will also enable researchers to develop programmes to increase adolescents’ 

coping abilities and their psychological strengths. 
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Once health-risk behaviour has been formed in adolescence, related problems often 

persist into adulthood (Reddy et al., 2010), which is why intervention and prevention of self-

harm behaviour is so important and necessitates a proactive stance. Therefore, and on the basis 

of the study findings, it is highly recommended that 

• psychologists be employed in high schools, which will enable such professionals to 

assess learners in advance, give appropriate training, and provide interventions 

regarding coping, resilience, and self-harm; and 

• the subject Life Orientation be evaluated thoroughly for its contents on coping, 

resilience, and self-harm, and if found lacking, to include pertinent information that 

can benefit the learner in the long term. 

In the South African context, adolescents may not be educated adequately about adaptive 

coping strategies (e.g., problem-focused coping) that could be utilised when facing stressful 

situations. They may rather choose to distract themselves from their problems than deal with it 

head on (e.g., tension-reduction coping). Owing to the breakdown of the familial structure in 

South Africa, families may not be equipped adequately to teach children about coping skills, 

and with the recent changes in the academic curriculum of schools, schools may also fail to 

educate learners psychologically. Moreover, in the stressful South African environment, 

adolescents’ resilience may not be developed adequately. In the ever-changing socio-political 

circumstances in South Africa, combined with extra pressures being placed on adolescents 

today, adequate coping skills and resilience are becoming vitally important for the healthy 

functioning of adolescents. 

8.3 Contributions of this Study 

Despite the abovementioned limitations, this study contributes to the knowledge of 

coping and resilience as predictors of self-harm among adolescents in the South African 

context, especially because this study was the first to investigate these variables in the South 

African context and thus began to addresses the lack of research in this field.  

The information gathered in this study can be used to create interventions and/or psycho-

education programmes in which vested parties such as teachers, parents and the adolescent may 

be educated about factors and variables that either increase or mitigate the risk of adolescents 

engaging in self-harm. Especially in the light of the current findings, vested parties can be 
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educated about what tension-reduction coping, social support coping, and emotional reactivity 

are and how these variable interact with self-harm. Adolescents may be educated about 

proactive ways of coping and how to become more resilient, while also fostering social support 

coping in a context characterised by rich diversity. 

This study contributes significantly to the field of psychopathology with regard to self-

harm, as well as, the field of positive psychology with regard to coping and resilience. 

 

8.4 Competing Interests 

The author has no financial disclosures or conflicts of interest to report. 

  



95 

References 

Adler, P. A., & Adler, P. (2011). The tender cut: Inside the hidden world of self-injury. New 

York, NY: New York University Press.  

Aebi, M., Giger, J., Plattner, B., Winkler Metzke, C., & Steinhausen, H. C. (2014). Problem 

coping skills, psychosocial adversities and mental health problems in children and 

adolescents as predictors of criminal outcomes in young adulthood. European Journal of 

Child and Adolescent Psychiatry, 23, 283-293. doi:10.1007/s00787-013-0458-y 

Affleck, G., & Tennen, H. (1996). Construing benefits from adversity: Adaptational 

significance and dispositional underpinnings. Journal of Personality, 64(4), 899-922. 

doi:10.1111/1467-6494.ep9706272191 

Affleck, G., Tennen, H., Croog, S., & Levine, S. (1987). Causal attribution, perceived benefits, 

and morbidity following a heart attack: An eight-year study. Journal of Consulting and 

Clinical Psychology, 55(1), 29-35. doi:10.1037/0022-006X.55.1.29 

African Charter on the Rights and Welfare of the Child (1990). Retrieved from 

http://pages.au.int/acerwc/documents/african-charter-rights-and-welfare-child-acrwc 

Ahern, N. R., Kiehl, E. M., Lou Sole M., & Byers, J. (2006). A review of instruments measuring 

resilience. Issues Comprehensive Pediatric Nursing, 29, 103-125. 

doi:10.1080/01460860600677643  

Ainscough, C., & Toon, K. (1993). Breaking free: A self-help guide for adults who were 

sexually abused as children. London, UK: Sheldon Press. 

Alim, T. N., Feder, A., Graves, R. E., Wang, Y., Weaver, J., Westphal, M., … Charney, D. S. 

(2008). Trauma, resilience, and recovery in a high-risk African-American population. 

American Journal of Psychiatry, 165(12), 1566-1575. 

doi:10.1176/appi.ajp.2008.07121939 

Allen,  A. (2011). Law and Ethics in Psychology: An international perspective (2nd ed.). 

Somerset West, South Africa: Inter-Ed Publishers.      

Allen, J. P., Moore, C., Kuperminc, G., & Bell, K. (1998). Attachment and adolescent 

psychosocial functioning. Child Development, 69, 1406-1419. doi:10.2307/1132274 



96 

American Psychiatric Association. (2013). Diagnostic and statistical manual of mental 

disorders (5th ed.). Arlington, VA: Author. 

Amoateng, A. Y., Heaton, T. B., & Kalule-Sabiti, I. (2007). Living arrangements in South 

Africa. In A. Y. Amoateng & T. B. Heaton (Eds.), Families and households in post-

apartheid South Africa (pp. 43-60). Cape Town: HSRC Press. 

Anastasi, A., & Urbina, S. (1997). Psychological testing (7th ed.). Richmond, TX: Prentice 

Hall. 

Anderson, M., Woodward, L., & Armstrong, M. (2004). Self-harm in young people: A 

perspective for mental health nursing care. International Nursing Review, 51, 222-228. 

doi:10.1111/j.1466-7657.2004.00234.x 

Andover, M. S., Pepper, C. M., & Gibb, B. E. (2007). Self-mutilation and coping strategies in 

a college sample. Suicide and Life-Threatening Behavior, 37(2), 238-243. 

doi:10.1521/suli.2007.37.2.238 

Aron, A., Aron, E., & Coups, E. J. (2009). Statistics for psychology. Upper Saddle River, NJ: 

Pearson Prentice Hall. 

Asarnow, J. R., Baraff, L. J., Berk, M., Grob, C., Devich-Navarro., Suddath, R., … Tang, L. 

(2008). Pediatric emergency department suicidal patients: Two-site evaluation of suicide 

ideators, single attempters, and repeat attempters. Journal of the American Academy of 

Child and Adolescent Psychiatry, 47(8), 958-966. doi:10.1097/CHI.0b013e3181799ee8 

Asarnow, J. R., Carlson, G. A., & Guthrie, D. (1987). Coping strategies, self-perceptions, 

hopelessness, and perceived family environments in depressed and suicidal children. 

Journal of Consulting and Clinical Psychology, 55, 361-366. doi:10.1037/0022-

006x.55.3.361 

Asgeirsdottir, B. B., Sigfusdottir, I. D., Gudjonsson, G. H., & Sigurdsson, J. F. (2011). 

Associations between sexual abuse and family conflict/violence, self-injurious behavior, 

and substance abuse: The mediating role of depressed mood and anger. Child Abuse & 

Neglect, 35, 210-219. doi:10.1016/j.chiabu.2010.12.003 



97 

Bach, J. M. (2004). Depression, posttraumatic stress disorder and exposure to violence among 

Venda and Northern Sotho adolescents (Unpublished master’s dissertation). University 

of the Free State, Bloemfontein.  

Bakken, N. W., & Gunter, W. D. (2012). Self-cutting and suicidal ideation among adolescents: 

Gender differences in the causes and correlates of self-injury. Journal of Deviant 

Behaviour, 33, 339-256. doi:10.1080/01639625.2011.584054 

Ballard, E., Bosk, A., & Pao, M. (2010). Invited commentary: Understanding brain mechanisms 

of pain processing in adolescents’ non-suicidal self-injury. Journal of Youth and 

Adolescence, 39, 327-334. doi:10.1007/s10964-009-9457-1 

Barbarin, O. A. (2003). Social risks and child development in South Africa: A nation’s program 

to protect the human rights of children. American Journal of Orthopsychiatry, 73, 248-

254. doi:10.1037/0002-9432.73.3.248 

Barnes, M. (2015). Substance abuse and psychological strengths as predictors of coping 

amongst adolescents (Unpublished master’s dissertation). University of the Free State, 

Bloemfontein. 

Basson, N. (2008). The influence of psychosocial factors on the subjective well-being of 

adolescents (Unpublished master’s dissertation). University of the Free State, 

Bloemfontein.  

Beasley, M., Thompson, T., & Davidson, J. (2003). Resilience in responses to life stress: The 

effects of coping style and cognitive hardiness. Personality and Individual Differences, 

34(1), 77-95. doi:10.1016/S0191-8869(02)00027-2 

Bigombe, B. & Khadiagala, G  M. (2003). Major trends affecting families in Sub-Saharan 

Africa. In United Nations, Major trends affecting families: A Background Document (pp. 

164-87). Retrieved from 

http://www.un.org/esa/socdev/family/Publications/mtrendsbg.htm 

Bolen, R. M., Winter, V. R., & Hodges, L. (2013). Affect and state dysregulation as moderators 

of the relationship between childhood sexual abuse and nonsuicidal self-injury. Journal 

of Interpersonal Violence, 28, 210-288. doi:10.1177/0886260512448844 



98 

Bond, L., Butler, H., Thomas, L., Carlin, J., Glover, S., Bowes, G., & Patton, G.  (2007). Social 

and school connectedness in early secondary school as predictors of late teenage 

substance use, mental health, and academic outcomes. Journal of Adolescent Health, 

40(4), 357.e9-357e.18. doi:10.1016/j.jadohealth.2006.10.013  

Borrill, J., Fox, P., Flynn, M., & Roger, D. (2009). Students who self-harm: Coping style, 

rumination and alexithymia. Counselling Psychology Quarterly, 22(4), 361-372. 

doi:10.1080/09515070903334607 

Borrill, J., Fox, P., & Roger, D. (2011). Religion, ethnicity, coping style and self-reported self-

harm in a diverse non-clinical UK population. Mental Health, Religion and Culture, 

14(3), 259-269. doi:10.1080/13674670903485629 

Botha, A. (2014). The influence of risk and resilience factors on the life satisfaction of 

adolescents (Unpublished doctoral thesis). University of the Free State, Bloemfontein. 

Boxer, P., & Sloan-Power, E. (2013). Coping with violence: A comprehensive framework and 

implications for understanding resilience. Trauma, Violence and Abuse, 14(3), 209-221. 

doi:10.1177/1524838013487806 

Bridge, J., Goldstein, T., & Brent, D. (2006). Adolescent suicide and suicidal behaviour. 

Journal of Child Psychology and Psychiatry, 47, 372-394. doi:10.1111/j.1469-

7610.2006.01615.x 

Brislin, R. W. (1986). The wording and translation of research instruments. In W. L. Lonner & 

J. W. Berry (Eds.), Field methods in cross-cultural research. Newbury Park, CA: Sage. 

Bronfenbrenner, U., & Crouter, A. C. (1983). The evolution of environmental models in 

developmental research. In P. H. Mussen (Ed.), Handbook of child psychology (Vol.1, 

pp. 357-414). New York, NY: Wiley. 

Brown, T. B., & Kimball, T. (2013). Cutting to live: A phenomenology of self-harm. Journal 

of Marital and Family Therapy, 39(2), 195-208. doi:10.1111/j.1752-0606.2011.00270.x 

Bruffaerts, R., Demyttenaere, K., Borges, G., Haro, J. M., Chiu, W. T., Hwang, I., ... Nock, 

M. K. (2010). Childhood adversities as risk factors for onset and persistence of suicidal 

behaviour. British Journal of Psychiatry, 197(1), 20-7. doi:10.1192/bjp.bp.109.074716. 



99 

Brunner, R., Parzer, P., Haffner, J., Steen, R., Roos, J., Klett, M., & Resch, F. (2007). 

Prevalence and psychological correlates of occasional and repetitive deliberate self-harm 

in adolescents. Archives of Paediatrics & Adolescent Medicine, 161, 641-649. 

doi:10.1001/archpedi.161.7.641 

Bunclark, M. C. J. (2000). Repeated self-injury and its management. International Review of 

Psychiatry, 12, 48-53. doi:10.1080/09540260074120 

Capuzzi, D., & Gross, D. R. (Eds.), (2008). Youth at risk: A prevention resource for counselors, 

teachers, and parents (5th ed.). Alexandria, VA: American Counseling Association. 

Retrieved from www.counseling.org/Publications/.../72856-FM.pdf 

Carey, P. D., Walker, J. L., Rossouw, W., Seedat, S., & Stein, D. J. (2008). Risk indicators and 

psychopathology in traumatised children and adolescents with a history of sexual abuse. 

European Child and Adolescent Psychiatry, 17, 93-98. doi:10.1007/s00787-007-0641-0 

Carshagen, H. (2012). Self-harm among adolescents and their emotional regulation, coping 

strategies and membership of a subculture (Unpublished masters dissertation). University 

of the Free State, Bloemfontein. 

Carver, C. S., Pozo, C., Harris, S. D., Noriega, V., Scheier, M. F., Robinson, D. S., … Clark, 

K. C. (1993). How coping mediates the effect of optimism on distress: A study of women 

with early stage breast cancer. Journal of Personality and Social Psychology, 65(2), 375-

390. doi:10.1037/0022-3514.65.2.375 

Carver, C. S., Scheier, M. F., & Weintraub, J. K. (1989). Assessing coping strategies: A 

theoretically based approach. Journal of Personality and Social Psychology, 56(2), 267-

283. doi:10.1037/0022-3514.56.2.267 

Channing, W. (1877-78). Case of Helen Miller. American Journal of Insanity, 34, 368-378. 

Retrieved from http://collections.nlm.nih.gov/ext/dw/101314546/PDF/101314546.pdf 

Chapman, A. L., Gratz, K. L., & Brown, M. Z. (2006). Solving the puzzle of deliberate self-

harm: The experiential avoidance model. Behaviour Research and Therapy, 44, 371-394. 

doi:10.1016/j.brat.2005.03.005 



100 

Chartrand, H., Sareen, J., Toews, M., & Bolton, J. M. (2012). Suicide attempts versus 

nonsuicidal self-injury among individuals with anxiety disorders in a nationally 

representative sample. Depression and Anxiety, 29, 172-179. doi:10.1002/da.20882 

Children's Amendment Act, No. 41 of 2007. Pretoria: Government Printer (2008). Retrieved 

from http://www.gov.za/sites/www.gov.za/files/a41-07.pdf 

Cicchetti, D. (2006). Developmental and psychopathology. In D. Cicchetti & D. Cohen (Eds.), 

Developmental psychopathology: Theory and method (2nd ed., Vol. 1, pp. 1-23). 

Hoboken, NJ: Wiley. 

Cicchetti, D., Ganiban, J., & Barnett, D. (1991). Contributions from the study of high-risk 

populations to understanding the development of emotion regulation. In J. Garber & K. 

Dodge (Eds.), The development of emotion regulation and dysregulation (pp. 15-48). 

New York: Cambridge University Press 

Cicchetti, D., & Tucker, D. (1994). Development and self-regulatory structures of the mind. 

Development and Psychopathology, 6, 533-549. doi:10.1017/S0954579400004673 

Cicchetti, D., & Walker, E. F. (2001). Editorial: Stress and development: Biological and 

psychological consequences. Development and Psychopathology, 13(3), 413-418. 

doi:10.1017/S0954579401003017 

Cleaver, K. (2007). Characteristics and trends of self-harming behavior in young people. British 

Journal of Nursing, 16(3), 148-152. doi:10.12968/bjon.2007.16.3.22967 

Cluver, L. D., Orkin, M., Gardner, F., & Boyes, M. E. (2012). Persisting mental health 

problems among AIDS-orphaned children in South Africa. Journal of child Psychology 

and Psychiatry, 53(4), 363-370. doi: 10.1111/j.1469-7610.2011.02459.x 

Coley, R. L., Votruba-Drzal, E., & Schindler, H. S. (2009). Fathers' and mothers' parenting 

predicting and responding to adolescent sexual risk behaviours. Child Development, 80, 

808-827. doi:10.1111/j.1467-8624.2009.01299.x 

Compas, B. E., Connor-Smith, J. K., Saltzman, H., Thomsen, A. H., & Wadsworth, M. E. 

(2001). Coping with stress during childhood and adolescence: Problems, progress, and 



101 

potential in theory and research. Psychological Bulletin, 127, 87-127. doi:10.1037/0033-

2909.127.1.87 

Connor, K. M., & Davidson, J. R. (2003). Development of a new resilience scale: The Connor-

Davidson Resilience Scale (CD-RISC). Depression and Anxiety, 18, 76-82. 

doi:10.1002/da.10113 

Conterio, K., & Lader., W. (1998). Self-injurious behaviours. Chicago, IL: Mental Health 

America of Illinois. Retrieved from www.mhai.org/Self_Injury.pdf 

Crowe, M. (1996). Cutting up: Signifying the unspeakable. The Australian and New Zealand 

Journal of Mental Health Nursing, 5(3), 103-111. Retrieved from 

https://www.researchgate.net/publication/14135591_Cutting_up_Signifying_the_unspe

akable 

Curtis, C. (2006). Young women’s experiences of self-harm: Commonalities, distinctions, and 

complexities. Nordic Journal of Youth Research, 24(1) 17-35. 

doi:10.1177/1103308815613680 

Daaleman, T. P., & Kaufman, J. S. (2006). Spirituality and depressive symptoms in primary 

care outpatients. South Med Journal, 99(12), 1340-1344. 

doi:10.1097/01.smj.0000223948.59194.e9 

Daigneault, I., Dion, J., Hebert, M., McDuff, P., & Collin-Vezina, D. (2013). Psychometric 

properties of the Child and Youth Resilience Measure (CYRM-28) among samples of 

French Canadian youth. Child Abuse and Neglect, 37, 160-171. 

doi:10.1016/j.chiabu.2012.06.004 

Dartnall E., & Jewkes, R. 2013. Sexual violence against women: The scope of the problem. 

Best Practice & Research Clinical Obstetrics & Gynaecology, 27, 3-13. 

doi:10.1016/j.bpobgyn.2012.08.002 

Davis, D., Nolen-Hoeksema, S., & Larson, J. (1998). Making sense of loss and benefiting from 

the experience: Two constuals of meaning. Journal of Personality and Social Psychology, 

75(2), 561-574. doi:10.1037/0022-3514.75.2.561  

http://dx.doi.org/10.1037/0022-3514.75.2.561


102 

Dawes, A., & Donald, D. (Eds.) (1994). Childhood and adversity: Psychological perspectives 

from South African research. Cape Town: David Philip. 

De Leo, D., & Heller, T. S. (2004). Who are the kids who self-harm? An Australian self-report 

school survey. Medical Journal of Australia, 181(3), 140-144. Retrieved from 

https://www.mja.com.au/journal/2004/181/3/who-are-kids-who-self-harm-australian-

self-report-school-survey 

Deliberto, T. L., & Nock, M. K. (2008). An exploratory study of correlates, onset, and offset of 

non-suicidal self-injury. Archives of Suicide Research, 12, 219-231. 

doi:10.1080/13811110802101096 

De Longis, A., & Holtzman, S. (2005). Coping in context: The role of stress, social support, 

and personality in coping. Journal of Personality, 73, 1633-1656. doi:10.1111/j.1467-

6494.2005.00361.x 

Demaray, M. K., & Malecki, C. K. (2002). Critical levels of perceived social support associated 

with student adjustment. School Psychology Quarterly, 17(3), 213-241. 

doi:10.1521/scpq.17.3.213.20883 

De Minzi, M. C. R. (2003). Coping assessment in adolescents. Adolescence, 38(150), 321-330. 

Retrieved from https://www.questia.com/library/journal/1G1-109027883/coping-

assessment-in-adolescents 

Dempsey, M. (2002). Negative coping as mediator in the relation between violence and 

outcomes: Inner-city African American youth. American Journal of Orthopsychiatry, 

72(1), 102-109. doi:10.1037/0002-9432.72.1.102 

Department of Basic Education (2011). Curriculum and Assessment Policy Statement. 

Retrieved from www.education.gov.za  

Development Policy Research Unit (2013). An overview of the South African labour market for 

the year ending 2012 quarter 1. Monitoring the performance of the South African labour 

market: Factsheet 6. Cape Town: DPRU, University of Cape Town. Retrieved from 

http://www.dpru.uct.ac.za/overview-south-african-labour-market-year-ending-2013-

quarter-1 



103 

De Villiers, M. (2009). Die ontwikkeling en evaluering van ŉ intervensieprogram om kinders 

se stresweerstandigheid te bevorder (Unpublished doctoral thesis). University of the Free 

State, Bloemfontein.  

Devin, L. (n.d.). Baka Pygmies. Retrieved from http://www.pygmies.org/baka/male-

initiation.php).  

DiClemente, R. J., Wingood, G. M., Crosby, R., Cobb, B. K., Harrington, K., & Davies, S. L. 

(2001). Parent-adolescent communication and sexual risk behaviours among African 

American adolescent females. The Journal of Pediatrics, 139, 407-412. 

doi:10.1067/mpd.2001.117075 

Dimmock, M., Grieves, S., & Place, M. (2008). Young people who cut themselves – A growing 

challenge. British Journal of Special Education, 35(1), 42-48. doi:10.1111/j.1467-

8578.2008.00368.x 

Downey, L., Johnston, P., Hansen, K., Birney, J., & Stough, C. (2010). Investigating the 

mediating effects of emotional intelligence and coping on problem behaviours in 

adolescents. Australian Journal of Psychology, 62(1), 20-29. 

doi:10.1080/00049530903312873 

Drimie, S., & Casale, M. (2009). Multiple stressors in Southern Africa: The link between 

HIV/AIDS, food insecurity, poverty and children’s vulnerability now and in the future. 

AIDS Care, 21(1), 28-33. doi:10.1080/09540120902942931 

Du Plessis, E. D. (2012). Psychosocial factors as predictors of suicidal ideation amongst 

adolescents in the Free State Province: A cross-cultural study (Unpublished doctoral 

thesis). University of the Free State, Bloemfontein. 

DuRant, R. H., Smith, J., Kreiter, S. R., & Krowchuk, D. P. (1999). The relationship between 

early onset of initial substance abuse and engaging in multiple health risk behaviours 

among young adolescents. Archives of Pediatrics and Adolescent Medicine, 153(3), 286-

291. 

 



104 

Durrheim,  K., & Painter,  D. (2010). Collecting quantitative data: Sampling and measuring. In 

M. Terre Blanche, K. Durrheim, & D. Painter (Eds.), Research in practice (2nd ed., pp. 

131-159). Cape Town: UCT Press.  

Ebata, A. T., & Moos, R. H. (1991). Coping and adjustment in distressed and healthy 

adolescents. Journal of Applied Developmental Psychology, 12(1), 33-54. 

doi:10.1016/0193-3973(91)90029-4 

Eggum, N. D., Sallquist, J., & Eisenberg, N. (2011). "Then it will be good": Negative life events 

and resilience in Ugandan youth. Journal of Adolescent Research, 26(6), 766-796. 

doi:10.1177/0743558410391259 

Eisenberg, N., Champion, C., & Ma, Y. (2004). Emotion-related regulation: An emerging 

construct. Merrill-Palmer Quarterly, 50(3), 236-259. doi:10.1353/mpq.2004.0016 

Epstein, M., & Sharma, J. M. (1998). Emotional and Behavioural Rating Scale: A Strengths 

Based Approach to Assessment.  Austin, Texas: Pro-Ed. 

 

Erikson, E. H. (Ed.) (1963). Youth: Change and challenge. New York: Basic Books 

Eschenbeck, H., Kohlmann, C. W., & Lohaus, A. (2007). Gender differences in coping 

strategies in children and adolescents. Journal of Individual Differences, 28(1), 18-26. 

doi:10.1027/1614-0001.28.1.18 

Evans, E., Hawton, K., & Rodham, K. (2004). Factors associated with suicidal phenomena in 

adolescents: A systematic review of population-based studies. Clinical Psychology 

Review, 24, 957-979. doi:10.1016/j.cpr.2004.04.005 

Evans, E., Hawton, K., & Rodham, K. (2005). In what ways are adolescents who engage in 

self-harm or experience thoughts of self-harm different in terms of help-seeking, 

communication and coping strategies. Journal of Adolescents, 28, 573-578. 

doi:10.1016/j.adolescence.2004.11.001 

Everall, R. D., Altrows, K. J., & Paulson, B. L. (2006). Creating a future: A study of resilience 

in suicidal female adolescents. Journal of Counseling and Development, 84, 461-470. 

doi:10.1002/j.1556-6678.2006.tb00430.x 



105 

Favazza, A. R. (1989). Why patients mutilate themselves. Hospital and Community Psychiatry, 

40, 137-144. doi:10.1176/ps.40.2.137 

Favazza, A. R. (1998). The coming of age of self-mutilation. The Journal of Nervous and 

Mental Disease, 186(5), 259-268. doi:10.1097/00005053-199805000-00001 

Favazza, A. R. (2006). Self-injurious behaviour in college students. Pediatrics, 117(6), 2283-

2284. doi:10.1542/peds.2006-0840 

Favazza, A. R. (2011). Bodies under siege: Self-mutilation, nonsuicidal self-injury, and body 

modification in culture and psychiatry (3rd ed.). Baltimore, MD: The Johns Hopkins 

University Press.  

Fergus, S., & Zimmerman, M. A. (2005). Adolescent resilience: A framework for 

understanding healthy development in the face of risk. Annual Review of Public Health, 

26, 399-419. doi:10.1146/annurev.publichealth.26.021304.144357 

Field, A. (2009). Discovering statistics using SPSS (3rd ed.). SAGE: London. 

Fischer, G., Brunner, R., Parzer, P., Resch, F., & Kaess, M. (2013). Short-term 

psychotherapeutic treatment in adolescents engaging in non-suicidal self-injury: A 

randomized controlled trial. Trials Journal, 14(294), 1-7. doi:10.1186/1745-6215-14-294 

Fisher, H. L., Moffitt, T. E., Houts, R. H., Belsky, D. W., Arseneault, L., & Caspi, A. (2012). 

Bullying victimisation and risk of self-harm in early adolescence: Longitudinal and 

cohort study. British Medical Journal, 344, 1-9. doi:10.1136/bmj.e2683 

Flannery, D. J., Singer, M. I., Van Dulmen, M., Kretschmar, J. M., & Belliston, L. M. (2007). 

Exposure to violence, mental health, and violent behavior. In D. J. Flannery, A. T. 

Vazsonyi, & I. D. Waldman (Eds.), The Cambridge handbook of violent behaviour and 

aggression (pp. 306-321). New York: Cambridge University Press. 

.Fletcher, A. C., Steinberg, L., & Williams-Wheeler, M. (2004). Parental influences on 

adolescent problem behaviour: Revisiting Stattin and Kerr. Child Development, 75, 781-

796. doi:10.1111/j.1467-8624.2004.00706.x 



106 

Fletcher, D., & Sarkar, M. (2013). Psychological resilience: A review and critique of 

definitions, concepts, and theory. European Psychologist, 18, 12-23. doi:10.1027/1016-

9040/a000124 

Flick, U. (2011). Introducing research methodology: A beginner's guide to doing a research 

project. London: Sage. 

Folkman, S. (1982). An approach to the measurement of coping. Journal of Organisational 

Behaviour, 3(1), 95-107. doi:10.1002/job.4030030108 

Folkman, S., Lazarus, R. S., Dunkel-Schetter, C., Delongis, A., & Gruen, R. J. (1986). 

Dynamics of a stressful encounter: Cognitive appraisal, coping, and encounter outcomes. 

Journal of Personality and Social Psychology, 50(5), 992-1003. doi:10.1037/0022-

3514.50.5.992 

Folkman, S., & Moskowitz, J. T. (2004). Coping: Pitfalls and promise. Annual Review of 

Psychology, 55, 745-774. doi:10.1146/annurev.psych.55.090902.141456 

Frydenberg, E. (2008). Adolescent coping: Advances in theory, research, and practice. New 

York: Routledge. 

Frydenberg, E. (2014). Coping research: Historical background, links with emotion, and new 

research directions on adaptive processes. Australian Journal of Psychology, 66, 82-92. 

doi:10.1111/ajpy.12051 

Frydenberg, E., & Lewis, R. (1999). Things don’t get better just because you’re older: A case 

for facilitating reflection. British Journal of Educational Psychology, 69, 81-94. 

Retrieved from http://onlinelibrary.wiley.com/doi/10.1348/000709999157581/epdf 

Garcia, C. (2010). Conceptualisation and measurement of coping during adolescence: A review 

of the literature. Journal of Nursing Scholarship, 42(2), 166-185. doi:10.1111/j.1547-

5069.2009.01327.x  

Garisch, J. A., & Wilson, M. S. (2015). Prevalence, correlates, and prospective predictors of 

non-suicidal self-injury among New Zealand adolescents: Cross-sectional and 

longitudinal survey data. Child and Adolescent Psychiatry and Mental Health, 9(28), 1-

11. doi:10.1186/s13034-015-0055-6 



107 

George, A. A. (2009). Risk and resilience in adolescent suicidal ideation (Unpublished doctoral 

thesis). University of the Free State, Bloemfontein.  

George, A. A., Van den Berg, H. S., Taylor, H., Tadi, F., Naidoo, P., & Botha, A. (2012). Risk 

and resilience of adolescents in the Free State Province (Unpublished study). University 

of the Free State, Bloemfontein, South Africa. 

Gilman, S. L. (2013). From psychiatric symptoms to diagnostic category: Self-harm from the 

Victorians to DSM-5. History of Psychiatry, 24(2), 148-165. 

doi:10.1177/0957154x13478082  

Gilmore, L., Campbell, M., Shochet, I., & Roberts, C. (2013). Resiliency profiles of children 

with intellectual disability and their typically developing peers. Psychology in the 

Schools, 50(10), 1032-1043. doi:10.1002/pits.21728 

Gladstone, G. L., Parker, G. B., Mitchell, P. B., Malhi, G. S., Wilhelm, K., & Austin, M. P. 

(2004). Implications of childhood trauma for depressed women: An analysis of pathways 

from childhood sexual abuse to deliberate self-harm and revictimization. American 

Journal of Psychiatry, 161(8), 1417-1425. doi:10.1176/appi.ajp.161.8.1417 

Glenn, C. R., & Klonsky, E. D. (2010). The role of seeing blood in non-suicidal self-injury. 

Journal of Clinical Psychology, 66, 466-473. doi:10.1002/jclp.20661 

Good, M., & Willoughby, T. (2006). The role of spirituality versus religiosity in adolescent 

psychosocial adjustment. Journal of Youth and Adolescence, 35(1), 41-55. 

doi:10.1007/s10964-005-9018-1 

Goodman, L. A., Corcoran, C., Turner, K., Yuan, N., & Green, B. L. (1998). Assessing 

traumatic event exposure: General issues and preliminary findings for the Stressful Life 

Events Screening Questionnaire. Journal of Traumatic Stress, 11(3), 521-542. 

doi:10.1023/A:1024456713321 

Govender, K., Naicker, S. M., Meyer-Weitz, A., Fanner, J., Naidoo, P., & Penfold, W. L. 

(2013). Associations between perceptions of school connectedness and adolescent health 

risk behaviours in South African high school learners. Journal of School Health, 83(9), 

614-622. doi:10.1111/josh.12073. 



108 

Graff, H., & Mallin, R. (1967). The syndrome of the wrist cutter. The American Journal of 

Psychiatry, 124(1), 36-42. doi:10.1176/ajp.124.1.36 

Gratz, K. L., Hepworth, C., Tull, M. T., Paulson, A., Clarke, S., Remington, B., & Lejuez, 

C. W. (2010). An experimental investigation of emotional willingness and physical pain 

tolerance in deliberate self-harm: The moderating role of interpersonal distress. 

Comprehensive Psychiatry, 52, 63-74. doi:10.1016/j.comppsych.2010.04.009 

Gratz, K. L., & Roemer, L. (2008). The relationship between emotion dysregulation and 

deliberate self-harm among female undergraduate students at an urban commuter 

university. Cognitive Behaviour Therapy, 37(1), 14-25. 

doi:10.1080/16506070701819524. 

Greeff, P., & Grobler, A. A. (2008). Bullying during the intermediate school phase: A South 

African study. Childhood, 18, 127-144. doi:10.1177/0907568207086840 

Gregory, R. J., & Mustata, G. T. (2012). Magical thinking in narratives of adolescent cutters. 

Journal of Adolescence, 35, 1045-1051. doi:10.1016/j.adolescence.2012.02.012 

Greydanus, D. E., & Apple, R. W. (2011). The relationship between deliberate self-harm 

behaviour, body dissatisfaction and suicide in adolescents: Current concepts. Journal of 

Multidisciplinary Healthcare, 4, 183-189. doi:10.2147/jmdh.s11569 

Grover, S., Sarkar, S., Chakrabarti, S., Malhorta, S., & Avasthi, A. (2015). Intentional self-

harm in children and adolescents: A study from Psychiatry Consultation Liaison Services 

of a tertiary care hospital. Indian Journal of Psychological Medicine, 37(1), 12-16. 

doi:10.4103/0253-7176.150801  

Guan, K., Fox, K. R., & Prinstein, M. J. (2012). Nonsuicidal self-injury as a time-invariant 

predictor of adolescent suicide ideation and attempts in a diverse community sample. 

Journal of Consulting and Clinical Psychology, 80(5), 842-849. doi:10.1037/a0029429 

Guerreiro, D. F., Cruz, D., Frasquilho, D., Santos, J. C., Figueira, M. L., & Sampaio, D. (2013). 

Association between deliberate self-harm and coping in adolescents: A critical review of 

the last 10 years’ literature. Archives of Suicide Research, 17(2), 91-105. 

doi:10.1080/13811118.2013.776439 



109 

Guerry, J., & Prinstein, M. (2010). Longitudinal prediction of adolescent nonsuicidal self-

injury: Examination of a cognitive vulnerability-stress model. Journal of Clinical Child 

and Adolescent Psychology, 39, 77-89. doi:10.1080/15374410903401195 

Haavisto, A., Sourander, A., Multimaki, P., Parkkola, K., Santalahti., P, Helenius, H., … 

Almqvist, F. (2005). Factors associated with ideation and acts of deliberate self-harm 

among 18-year-old boys. Social Psychiatry and Psychaitric Epidemiology, 40, 912-921. 

doi:10.1007/s00127-005-0966-2 

Hall, B., & Place, M. (2010). Cutting to cope- A modern adolescent phenomenon. Child: Care, 

Health and Development, 36(5), 623-629. doi:10.1111/j.1365-2214.2010.01095.x 

Hallab, L., & Covic, T. (2010). Deliberate self-harm: The interplay between attachment and 

stress. Behaviour Change, 27(2), 93-103. doi:10.1375/bech.27.2.93 

Hamza, C. A., Stewart, S. L., & Willoughby, T. (2012). Examining the link between 

nonsuicidal self-injury and suicidal behaviour: A review of the literature and an integrated 

model. Clinical Psychology Review, 32, 482-495. doi:10.1016/j.cpr.2012.05.003 

Hawton, K., & James, A. 2005. Suicide and deliberate self-harm in young people. British 

Medical Journal, 330, 891-894. doi:10.1136/bmj.330.7496.891 

Hawton, K., Bergen, H., Mahadevan, S., Casey, D., & Simkin, S. (2010). Suicide and deliberate 

self-harm in Oxford University students over a 30-year period. Social Psychiatry and 

Psychiatric Epidemiology, 47, 43-51. doi:10.1007/s00127-010-0310-3 

Hawton, K., Harriss, L., Hall, S., Simkin, S., Bale, E., & Bond, A. (2003). Deliberate self-harm 

in Oxford, 1990-2000: A time of change in patient characteristics. Psychological 

Medicine, 33, 987-995. doi 10.1017/S0033291703007943 

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

adolescents: Self-report survey in schools in England. British Medical Journal, 325, 

1207-1211. doi:10.1136/bmj.325.7374.1207 

Hawton, K., Saunders, K. E., & O’Connor, R. C. (2012). Self-harm and suicide in adolescents. 

Lancet, 379(9834), 2373-2382. doi:10.1016/S0140-6736(12)60322-5 



110 

Hussain, A., Kumar, A., & Husain, A. (2008). Academic stress and adjustment among high 

school students. Journal of the Indian Academy of Applied Psychology, 34, 70-73. 

Retrieved from medind.nic.in/jak/t08/s1/jakt08s1p70.pdf 

IBM Corporation (2012). IBM SPSS statistics for Windows, Version 21.0. Armonk, NY: IBM 

Corporation. Retrieved from http://www-03.ibm.com/software/products/en/spss-

advanced-stats. 

Idemudia, E., Maepa, M., & Moamogwe, K. (2016). Dynamics of gender, age, father 

involvement and adolescents’ self-harm and risk taking behaviour in South Africa. 

Gender & Behaviour, 14(1), 6846-6859. Retrieved from: 

http://web.b.ebscohost.com/ehost/pdfviewer/pdfviewer?vid=8&sid=a73ef70c-6393-

4f05-ba79-3d599f63ea9e%40sessionmgr104&hid=124 

Idenfors, H., Kullgren, G., & Salander Renberg, E. (2015). Professional care after deliberate 

self-harm: A qualitative study of young people’s experiences. Patient Preference and 

Adherence, 9, 199-207. doi:10.2147/ppa.s76244  

Isohookana, R., Riala, K., Hakko, H., Rasanen, P. (2012). Adverse childhood experiences and 

suicidal behaviour of adolescent psychiatric inpatients. European Child and Adolescent 

Psychiatry, 22(1), 13-22. doi:10.1007/s00787-012-0311-8 

Israelashvilli, M., Gilad-Osovitziki, S., & Asherov, J. (2006). Female adolescents’ suicidal 

behavior and mothers’ ways of coping. Journal of Mental Health, 15(5), 533-542. 

doi:10.1080/09638230600902567 

Jacobson, C. M., & Gould, M. (2007). The epidemiology and phenomenology of non-suicidal 

self-injurious behaviour among adolescents: A critical review of the literature. Archives 

of Suicide Research, 11, 129-147. doi:10.1080/13811110701247602  

Jacobson, C. M., Muehlenkamp, J. J., Miller, A. L., & Turner, J. B. (2008). Psychiatric 

impairment among adolescents engaging in different types of deliberate self-harm. 

Journal of Child and Adolescent Psychology, 37, 363-375. 

doi:10.1080/15374410801955771 

Jewkes R. (2003). Intimate partner violence: Causes and prevention. Lancet, 359(9315), 1423-

1429. doi:10.1016/S0140-6736(02)08357-5 



111 

 

Johnson,  S.B., Blum,  R.W., & Gledd,  J.N. (2009). Adolescent maturity and the brain: The 

promise and pitfalls of neuroscience research in adolescent health polcy. Journal of 

Adolescent Health, 45(3), 216-221. doi: 10.1016/j.jadohealth.2009.05.016  

Kanjee,  A., & Foxcroft,  C. (2009). Cross-cultural test adaptation, translation and tests in 

multiple languages. In C. Foxcroft & G. Roodt (Eds.), Intorduction to psychological 

assessment in the South African context (3rd ed., pp. 77-89). Cape Town: Oxford 

University Press.  

Karrass,  J., Walden,  T. A., Conture,  E. G., Graham,  C. G., Arnold,  H. S., Hartfield,  K. N., 

& Schwenk,  K. A. (2006). Relation of emotional reactivity and regulation to childhood 

stuttering. Journal of Community Discord, 39(6), 402-423. 

doi:10.1016/j.jcomdis.2005.12.004 

Kendall, D. (2011). Sociology in our times. Belmont, CA: Wadsworth/Thompson Learning. 

Kerig, P. K., Ludlow, A., & Wenar, C. (2012). Developmental psychopathology: From infancy 

through adolescence (6th ed.). Maidenhead, UK: McGraw-Hill. 

Kerr, M., Stattin, H., & Burk, W. J. (2010). A reinterpretation of parental monitoring in 

longitudinal perspective. Journal of Research on Adolescence, 20(1), 39-64. 

doi:10.1111/j.1532-7795.2009.00623.x 

Khanlou, N., & Wray, R. (2014). A whole community approach toward child and youth 

resilience promotion: A review of resilience literature. International Journal of Mental 

Health and Addiction, 12, 64-79. doi:10.1007/s11469-013-9470-1 

Kidger, J., Heron, J., Lewis, G., Evans, J., & Gunnell, D. (2012). Adolescent self-harm and 

suicidal thoughts in the ALSPAC cohort: A self-report survey in England. Bio Med 

Central Psychiatry, 12(69). doi:10.1186/1471-244X-12-69 

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

Clinical Psychology Review, 27, 226-239. doi:10.1016/j.cpr.2006.08.002 

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

Psychometric properties of the inventory of statements about self-injury (ISAS). Journal 



112 

of Psychopathology and Behavioural Assessment, 31, 215-219. doi:10.1007/s10862-008-

9107-z 

Klonsky. E. D., & Moyer, A. (2008). Childhood sexual abuse and non-suicidal self-injury: 

Meta-analysis. British Journal of Psychiatry, 192, 166-170. 

doi:10.1192/bjp.bp.106.030650 

Klonsky, E. D., & Olino, T. M. (2008). Identifying clinically distinct subgroups of selfinjurers 

among young adults: A latent class analysis. Journal of Consulting and Clinical 

Psychology, 71, 22-27. doi:10.1037/0022-006X.76.1.22. 

Klonsky, E. D., Oltmanns, T. F., & Turkheimer, E. (2003). Deliberate self-harm in a nonclinical 

population: Prevalence and psychological correlates. American Journal of Psychiatry, 

160(8), 1501-1508. doi:10.1176/appi.ajp.160.8.1501 

Koening, H. G. (2004). Religion, spirituality and medicine: Research findings and implications 

for clinical practice. Southern Medical Journal, 97(12), 1194-1200. 

doi:10.1097/01.SMJ.0000146489.21837.CE 

Kokkevi, A., Rotsika, V., Arapaki, A., & Richardson, C. (2012). Adolescents’ self-reported 

suicide attempts, self-harm thoughts and their correlates across 17 European countries. 

Journal of Child Psychology and Psychiatry, 53(4), 381-389. doi:10.1111/j.1469-

7610.2011.02457.x 

Kolar, K., Erickson, P. G., & Stewart, D. (2012). Coping strategies of street-involved youth: 

Exploring context of resilience. Journal of Youth Studies, 15(6), 744-760. 

doi:10.1080/13676261.2012.677814 

Kopko, K., & Dunifon, R. (2010). What's new: Parenting and adolescent development. 

Retrieved from www.human.cornell.edu/pam/outreach/parenting/research/loader.cfm 

Krishnakumar, P., Geeta, M. G., & Riyaz, A. (2011). Deliberate self-harm in children. Indian 

Pediatrics, 14, 38-43. doi:10.1007/s13312-011-0084-z 

Kumpfer, K. L. (1999). Factors and processes contributing to resilience: The resilience 

framework. In M. D. Glantz, & J. L. Johnson (Eds.), Resilience and development: 

Positive life adaptations (pp. 179-224). New York, NY: Kluwer Academic/Plenum. 

https://dx.doi.org/10.1097/01.SMJ.0000146489.21837.CE


113 

Kyriakopoulos, M. (2010) Psychosocial and psychiatric factors relating to adolescent 

suicidality and self-harm. In D. Ougrin, T. Zundel, & A. Ng (Eds.), Self-harm in 

adolescents: A therapeutic assessment manual (pp. 59-79). London: Hodder Arnold. 

Laible, D. J., Carlo, G., & Raffaelli, M. (2000). The differential relations of parent and peer 

attachment to adolescent adjustment. Journal of Youth and Adolescence, 29(1), 45-59. 

doi:10.1023/A:1005169004882 

Landstedt, E., & Gadin, G. K. (2011). Deliberate self-harm and associated factors in 17-year-

old Swedish students. Scandinavian Journal of Public Health, 39(1), 17-25. 

doi:10.1177/1403494810382941 

Laukkanen, E., Rissanen, M. L., Tolmunen, T., Kylma, J., & Hintikka, J. (2013). Adolescent 

self-cutting elsewhere than on the arms reveals more serious psychiatric symptoms. 

European Child and Adolescent Psychiatry, 22, 501-510. doi:10.1007/s00787-013-0390-

1 

Laukkanen, E., Rissanen, M .L., Honkalampi, K., Kylma, J., Tolmunen, T., & Hintikka, J. 

(2009). The prevalence of self-cutting and other self-harm among 13- to 18-year-old 

Finnish adolescents. Social Psychiatry and Psychiatric Epidemiology, 22, 23-28. 

doi:10.1007/s00127-008-0398-x 

Laye-Gindhu, A., & Schonert-Reichl, K. A. (2005). Nonsuicidal self-harm among community 

adolescents: Understanding the ‘Whats’ and ‘Whys’ of self-Harm. Journal of Youth and 

Adolescence, 34, 447-457. doi:10.1007/s10964-005-7262-z 

Lazarus, R. S. (1981). The stress and coping paradigm. In C. Eisdorfer, D. Cohen, A. Kleinman 

& P. Maxim (Eds.), Models for Clinical Psychopathology (pp. 177-214). New York: 

Spectrum 

Lazarus, R. S. (1991). Emotion and adaptation. New York, NY: Oxford University Press. 

Lazarus, R. S., & Folkman, S. (1984). Stress, appraisal, and coping. New York, NY: Springer 

Publishing Company.  

Lee, T. Y., Kwong, W. M., Cheung, C. K., Ungar, M., & Cheung, M. Y. L. (2010). Children’s 

resilience-related beliefs as a predictor of positive child development in the face of 



114 

adversities: Implications for interventions to enhance children’s quality of life. Social 

Indicators Research, 95(3), 437-453. doi:10.1007/s11205-009-9530-x 

Lereya, S. T., Winsper, C., Heron, J., Lewis, G., Gunnell, D., Fisher, H. L., & Wole, D. (2013). 

Being bullied during childhood and the prospective pathways to self-harm in late 

adolescence. Journal of the American Academy of Child and Adolescent Psychiatry, 

52(6), 608-618. doi:10.1016/j.jaac.2013.03.012 

Levesque, R. J. R. (2010). Special issue introduction: The place of self-harm in adolescent 

development. Journal of Youth and Adolescence, 39, 217-218. doi:10.1007/s10964-009-

9497-6 

Lewin-Fetter, V. (2010). Self-harm on either side of the pond. The Lancet, 376(9745), 1224. 

doi:10.1016/S0140-6736(10)61881-8. 

Li, C. E., DiGiuseppe, R., & Froh, J. (2006). The roles of sex, gender, and coping in adolescent 

depression. Adolescence, 41(163), 409-415. Retrieved from 

http://web.a.ebscohost.com/ehost/pdfviewer/pdfviewer?vid=9&sid=6324cd90-fdb5-

4f51-8402-6b0b97d4486a%40sessionmgr4010&hid=4212 

Linehan, M. (1993). Cognitive-behavioural therapy for borderline personality disorder. New 

York, NY: Guilford Press. 

Linehan, M. M. (2006). SASII standard (short) version. Retrieved from 

http://depts.washington.edu/brtc/files/SASII%20standard%20short%20form%20with%

20supplemental%20questions.pdf 

Lockhat, R., & Van Niekerk, A. (2000). South African children: A history of adversity, violence 

and trauma. Ethnicity & Health, 5, 291-302. doi:10.1080/713667462 

Louw, D. A., & Louw, A. E. (2014). Child and Adolescent Development (2nd ed.). 

Bloemfontein, Free State: Psychology Publications.  

Louw, M., & Parker, H. (2010). The rise of self-mutilation. Retrieved from 

http://www.health24.com/teens/mind_stuff/735-1440.33660.asp 

http://www.health24.com/teens/mind_stuff/735-1440.33660.asp


115 

Lundh, L. G., Karim, J., & Quilisch, E. (2007). Deliberate self-harm in 15-year-old adolescents: 

A pilot study with a modified version of the Deliberate Self-Harm Inventory. 

Scandinavian Journal of Psychology, 48, 33-41. doi:10.1111/j.1467-9450.2007.00567.x 

Luthans, F., Vogelgesang, G. R., & Lester, P. B. (2006). Developing the psychological capital 

of resiliency. Human Resources Development Review, 5(1), 25-44. 

doi:10.1177/1534484305285335 

Luthar, S. S., & Cicchetti, D. (2000). The construct of resilience: Implications for interventions 

and social policies. Development and Psychopathology, 12(4), 857-885. 

doi:10.1017/S0954579400004156 

Luthar, S. S., Cicchetti, D., & Becker, B. (2000). The construct of resilience: A critical 

evaluation and guidelines for future work. Child Development, 71, 543-562. 

doi:10.1111/1467-8624.00164 

Luthar, S. S., & Zelazo, L. B. (2003). Research on resilience: An integrative review. In S. S. 

Luthar (Ed.), Resilience and vulnerability: Adaptation in the context of childhood 

adversities (pp. 510-549). New York: Cambridge University Press. 

Lewin-Fetter, V. (2010). Self-harm on either side of the pond. Lancet, 376(9748), 1224-1224. 

doi:10.1016/S0140-6736(10)61881-8. 

Lynn, M. (2013). Self-harm: The solution, not the problem? Therapy Today, 24(6), 22-25. 

Retrieved from http://www.therapytoday.net/2013/ 

Madrigal, D., & McClain, B. (2012). Strengths and Weaknesses of Quantitative and Qualitative 

Research. Retrieved from http://www.uxmatters.com/mt/archives/2012/09/ strengths-

and-weaknesses-of-quantitative-and-qualitative-research.php 

Malone, K. M., Oquendo, M. A., Haas, G. L., Ellis, S. P., Li, S., & Mann, J. J. (2000). 

Protective factors against suicidal acts in major depression: Reasons for living. American 

Journal of Psychiatry, 157, 1084-1088. doi:10.1176/appi.ajp.157.7.1084 

Mampane, R., & Bouwer, C. (2011). The influence of township schools on the resilience of 

their learners. South African Journal of Education, 31, 114-126. Retrieved from: 

http://www.sajournalofeducation.co.za/index.php/saje/article/view/408/229 



116 

Maodzwa-Taruvinga, M., & Cross, M. (2012). Jonathan Janse and the curriculum debate in 

South Africa: An essay review of Jansen’s writings between 1999 and 2009. Curriculum 

Inquiry, 42(1), 126-152. doi:10.1111/j.1467-873X.2011.00573.x 

Maree, J., & Pieterson, J. (2010). Sampling. In J. Maree (Ed.), First steps in research (Revised 

ed., pp. 171-181). Pretoria: Van Schaik Publishers.  

Marmot, M., Allen, J., Goldblatt, P., Boyee, T., McNeish, D., Grady, M., …, Mulgan, G. 

(2010). Fair society, healthy lives: Strategic review of health inequalities in England post 

2010. The Marmot review: London. 

Martin, G., Swannell, S., Harrison, J., Hazell, P., & Taylor, A. (2010). The Australian National 

Epidemiological Study of Self-Injury (ANESSI). Centre for Suicide Prevention Studies: 

Brisbane, Australia. 

Mash, E. J., & Barkley, R. A. (1996). Child psychopathology. New York: Guilford Press. 

Mash, E. J., & Wolfe, D. A. (2010). Abnormal child psychology (4th ed.). Belmont, CA: 

Wadsworth. 

Masten, A. S. (1994). Resilience in individual development: Successful adaptation despite risk 

and adversity. In M. C. Wang & E. W. Gordon (Eds.), Educational resilience in inner-

city America: Challenges and prospects (pp. 3-25). Hillsdale, NJ: Lawrence Erlbaum 

Associates. 

Masten, A. S. (2001). Ordinary magic: Resilience processes in development. American 

Psychologist, 56, 227-238. doi:10.1037/0003-066X.56.3.227 

Masten, A .S. (2007). Resilience in developing systems: Progress and promise as the fourth 

wave rises. Development and Psychopathology, 19, 921-930. 

doi:10.1017/S0954579407000442 

Masten, A. S. (2011). Resilience in children threatened by extreme adversity: Framework for 

research, practise, and translational synergy. Development and Psychopathology, 23, 493-

506. doi:10.1017/S0954579411000198 

Masten, A. S. (2014). Global perspectives on resilience in children and youth. Child 

Development, 85(1), 6-20. doi:10.1111/cdev.12205 



117 

Masten, A. S., & Narayan, A. J. (2012). Child development in the context of disaster, war and 

terrorism: Pathways of risk and resilience. Annual Review of Psychology, 63, 227-257. 

doi:10.1146/annurev-psych-120710-100356 

Mattes, R. (2011). The “Born Frees”: The prospects for generational change in post‐apartheid 

South Africa. Australian Journal of Political Science, 47(1), 133-153. 

doi:10.1080/10361146.2011.643166 

McAllister, M. (2003). Multiple meanings of self-harm: A critical review. International Journal 

of Mental Health Nursing, 12, 177-185. doi:10.1046/j.1440-0979.2003.00287.x 

McDonald, C. (2006). Self-mutilation in adolescents. The Journal of School Nursing, 22(4), 

193-200. doi:10.1177/10598405050220040201 

McDougall, T., Armstrong, M., & Trainor, G. (2010). Helping children and young people who 

self-harm: An introduction to self-harming and suicidal behaviours for health 

professionals. Routledge: New York, NY. 

McEwen, B. S. (1994). How do sex and stress hormones affect nerve cells? Annals of the New 

York Academy of Sciences, 743, 1-18. doi:10.1111/j.1749-6632.1994.tb55784.x 

McLaughlin, J., Miller, P., & Warwick, H. (1996). Deliberate self-harm in adolescents: 

Hopelessness, depression, problems, and problem solving. Journal of Adolescence, 19, 

523-532. doi:10.1006/jado.1996.0051 

McLeod, S. (2008). Correlation. Retrieved from http://www.simplypsychology.org/ 

correlation.html 

McMahon, E. M., Reulbach, U., Corcoran, P., Keeley, H. S., Perry, I. J., & Arensman, E. 

(2010). Factors associated with deliberate self-harm among Irish adolescents. 

Psychological Medicine, 40, 1811-1819. doi:10.1017/S0033291709992145 

McVey-Noble, M. E., Khemlani-Patel, S., & Neziroglu, F. (2006). When your child is cutting: 

A parent’s guide to helping children overcome self-injury. California: New Harbinger. 

Medical Dictionary (2016). Retrieved from http://medical dictionary.thefreedictionary 

.com/precipitating+factor 

Medical Dictionary. (2017). Retrieved from http://medical-dictionary.thefreedictionary.com/ 



118 

Mental Health First Aid Australia. (2017). Retrieved from https://mhfa.com.au/ 

Merriam-Webster Dictionary (2016). Retrieved from http://www.merriam-

webster.com/dictionary/ 

Mikolajczak, M., Petrides, K. V., & Hurry, J. (2009). Adolescents choosing self-harm as an 

emotion regulation strategy: The protective role of trait emotional intelligence. British 

Journal of Clinical Psychology, 48, 181-193. doi:10.1348/014466508X386027 

Millard, C. (2013). Making the cut: The production of ‘self-harm’ in post-1945 Anglo-Saxon 

psychiatry. History of Human Sciences, 26(2), 126-150. doi:10.1177/0952695112473619 

Miller, F. G., Renn, W. R., & Lazowski, L. E. (2001). The adolescent Substance Abuse Subtle 

Screening Inventory. Indiana, Bloomington: Baugh Enterprises. 

 

Milnes, D., Owens, D., & Blenkiron, P. (2002). Problems reported by self-harm patients: 

Perception, hopelessness and suicidal intent. Journal of Psychosomatic Research, 53, 

819-822. doi:10.1016/S0022-3999(02)00327-6 

Moodley, T. (2008). The relationship between coping and spiritual well-being during 

adolescence (Unpublished doctoral thesis). University of the Free State, Bloemfontein.  

Moodley, T., Esterhuyse, K., & Beukes, R. (2012). The ways in which adolescents cope and 

their relationship to age, gender and specific religious variables. Journal of Psychology 

in Africa, 22(1), 10-20. doi:10.1080/14330237.2012.10874516 

Moorhouse, A., & Caltabiano, M. L. (2007). Resilience and unemployment: Exploring risk and 

protective influences for the outcome variables of depression and assertive job searching. 

Journal of Employment Counseling, 44(3), 115-125. doi:10.1002/j.2161-

1920.2007.tb00030.x 

Moos, R. H., & Schaefer, J. A. (1993). Coping resources and processes: Current concepts and 

measures. In L. Goldberger, & S. Breznitz (Eds.), Handbook of stress: Theoretical and 

clinical aspects (2nd ed., pp. 234-257). New York, NY: Free Press. 

Moran, P., Coffey, C., Romaniuk, H., Olsson, C., Borschmann, R., Carlin, J. B., & Patton, G. C. 

(2012). The natural history of self-harm from adolescence to young adulthood: A 



119 

population-based cohort study. Lancet, 39, 236-243. doi:10.1016/S0140-6736(11)61141-

0 

Mould, J. (2014). Programme to promote internal resiliency among female adolescents: A 

cognitive-behavioural approach (Unpublished doctoral thesis). University of the Free 

State, Bloemfontein.  

Muehlenkamp, J. J., & Gutierrez, P. M. (2007). Risk for suicide attempts among adolescents 

who engage in non-suicidal self-injury. Archives of Suicide Research, 11, 69-82. 

doi:10.1080/13811110600992902 

Muehlenkamp, J. J., & Kerr, P. L. (2010). Untangling a complex web: How non-suicidal self-

injury and suicide attempts differ. The Prevention Researcher, 17(1), 8-10. doi: 

Naidoo K. 2013. Rape in South Africa – A call to action. South African Medical Journal, 103, 

210-211. doi:10.7196/SAMJ.6802 

Narayanan, A. (2008). The resilient individual: A personality analysis. Journal of the Indian 

Academy of Applied Psychology, 34, 110-118. Retrieved from 

https://www.google.com/search?sclient=psy-ab&client=firefox-b-ab&biw=1600&bih= 

741&noj=1&q=narayan+2009+resilience&oq=narayan+2009+resilience&gs_l=serp.3...

132085.134334.1.134795.11.10.0.0.0.0.410.1666.2-2j2j1.5.0.foo,ewh%3D0,nso-enksa 

%3D0,nso-enfk%3D1,nso-usnt%3D1,nso-qnt-npqp%3D0-217,nso-qnt-npdq%3D0-583, 

nso-qnt-npt%3D0-154,nso-qnt-ndc%3D430,cspa-dspm-nm-mnp%3D0-077,cspa-dspm-

nm-mxp%3D0-1925,nso-unt-npqp%3D0-219,nso-unt-npdq%3D0-514,nso-unt-npt%3 

D0-201,nso-unt-ndc%3D403,cspa-uipm-nm-mnp%3D0-025,cspa-uipm-nm-mxp%3D0-

175,cfro%3D1,ewh%3D0,nso-enksa%3D0,nso-enfk%3D0...0...1.1.64.serp..6.4.1304... 

33i21k1j33i160k1.Q9egI9-TgcM&gfe_rd=cr&ei=aailWIHAN-io8weAyYi4CQ 

Ndimande, B. S. (2012). Race and resources: Black parents’ perspectives on post-apartheid 

South African schools. Race, Ethnicity & Education, 15(4), 525-544. 

doi:10.1080/13613324.2011.618832 

Ng, R., Ang, R. P., & Ho, M. H. R. (2012). Coping with anxiety, depression, anger, and 

aggression: The mediational role of resilience in adolescents. Child and Youth Care 

Forum, 41(6), 529-546. doi:10.1007/s10566-012-9182-x 



120 

Ngcobo, T., & Tikly, L. P. (2010). Key dimensions of effective leadership and change: A focus 

on township and rural schools in South Africa. Educational Management Administration 

& Leadership, 38(2), 202-228. Retrieved from 

http://repository.uwc.ac.za/xmlui/bitstream/handle/10566/1127/NgcoboKeyDimensio 

ns2010.pdf?sequence=3 

Nixon, M. K., Cloutier, P. F., & Aggarwal, S. (2002). Affect regulation and addictive aspects 

of repetitive self-injury in hospitalised adolescents. Journal of the American Academy of 

Child and Adolescent Psychiatry, 41(11), 1333-1341. doi:10.1097/00004583-

200211000-00015 

Nixon, M. K., & Heath, N. L. (2009). Introduction to nonsuicidal self-injury in adolescents. In 

M.K. Nixon & N.L. Heath (Eds.), Self-injury in youth: The essential guide to assessment 

and intervention. New York, NY: Taylor & Francis Group. 

Nock, M. K. (2008). Actions speak louder than words: An elaborated theoretical model of the 

social functions of self-injury and other harmful behaviours. Applied and Preventative 

Psychology, 12, 159-168. doi:10.1016/j.appsy.2008.05.002 

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

of self-injury. Association for Psychological Science, 18(2), 78-83. doi:10.1111/j.1467-

8721.2009.01613.x 

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

and Behaviours Interview: Development, reliability, and validity in an adolescent sample. 

Journal of Psychological Assessment, 19(3), 309-317. doi: 10.1037/1040-3590.19.3.309 

Nock, M. K., Joiner, T. E., Gordon, K. H., Lloyd-Richardson, E., & Prinstein, M. J. (2006). 

Non-suicidal self-injury among adolescents: Diagnostic correlates and relation to suicide 

attempts. Psychiatry Research, 144(1), 65-72. doi:10.1016/j.psychres.2006.05.010 

Nock, M. K., & Mendes, W. B. (2008). Physiological arousal, distress tolerance, and social 

problem-solving deficits among adolescent self-injurers. Journal of Consulting and 

Clinical Psychology, 76, 28-38. doi:10.1037/0022-006X.76.1.28 



121 

Nock, M. K., & Prinstein, M. J. (2004). A functional approach to the assessment of self-

mutilative behaviour. Journal of Consulting and Clinical Psychology, 72, 885-890. 

doi:10.1037/0022-006X.72.5.885 

Nock, M. K., & Prinstein, M. J. (2005). Contextual features and behavioral functions of self-

mutilation among adolescents. Journal of Abnormal Psychology, 114, 140-146. 

doi:10.1037/0021-843X.114.1.140 

Noll, J. G., Horowitz, L. A., Bonanno, G. A., Trickett, P. K., & Putnam, F. W. (2003). 

Revictimisation and self-harm in females who experienced childhood sexual abuse. 

Journal of Interpersonal Violence, 18, 1452-1471. doi:10.1177/0886260503258035 

Noor, N. M., & Alwi, A. (2013). Stressors and well-being in low socio-economic status 

Malaysian adolescents: The role of resilience resources. Asian Journal of Social 

Psychology, 16, 292-306. doi:10.1111/ajsp.12035 

Nunnally, J. C., & Bernstein, I. H. (1994). Psychometric theory (3rd ed.). New York, NY: 

McGraw-Hill. 

O’Connell, M. E., Boat, T., & Warner, K. E. (2009). Preventing mental, emotional, and 

behavioral disorders among young people: Progress and possibilities. Washington, DC: 

The National Academies Press. Retrieved from http://www.whyy.org/news/ 

sci20090302Mentalprepub.pdf 

Olson, G. (2006). Teenage girls: Exploring issues adolescent girls face and strategies to help 

them. Michigan: Zondervan. 

Olsson, C. A, Bond, L., Burns, J. M., Vella-Brodrick, D. A., & Sawyer, S. M. (2003). 

Adolescent resilience: A concept analysis. Journal of Adolescents, 26(1), 1-11. 

doi:10.1016/S0140-1971(02)00118-5 

Ong, A. D., Bergeman, C. S., Bisconti, T. L., & Wallace, K. A. (2006). Psychological 

resilience, positive emotions, and successful adaptation to stress in later life. Journal of 

Personality and Social Psychology, 91, 730-749. doi:10.1037/0022-3514.91.4.730 



122 

Osuch, E. A., & Payne, G. W. (2009). Psychosocial risk and protective factors. In M. K. Nixon 

& N. L. Heath (Eds.), Self-injury in youth: The essential guide to assessment and 

intervention (pp. 79-110). New York, NY: Routledge. 

Otwombe, K. N., Dietrich, J., Sikkema, K. J., Coetzee, J., Hopkins, K. L., Laher, F., & Gray, 

G. E. (2015). Exposure to and experiences of violence among adolescents in lower socio-

economic groups in Johannesburg, South Africa. Bio Med Central Public Health, 

15(450), 1-11. doi:10.1186/s12889-015-1780-8 

Ougrin, D., Tranah, T., Leigh, E., Taylor, L., & Asarnow, J. R. (2012). Practitioner review: 

Self-harm in adolescents. Journal of Child Psychology and Psychiatry, 53(4), 337-350. 

doi:10.1111/j.1469-7610.2012.02525.x 

Pao, P. N. (1969). The syndrome of delicate self-cutting. British Journal of Medical 

Psychology, 42, 195-206. doi:10.1111/j.2044-8341.1969.tb02071.x 

Parker, S. L., Jimmieson, N. L., Walsh, A. J., & Loakes, J. L. (2015). Trait resilience fosters 

adaptive coping when control opportunities are high: Implications for the motivating 

potential of active work. Journal of Business and Psychology, 30, 583-604. 

doi:10.1007/s10869-014-9383-4 

 
Pavot, W., & Diener, E. (2008). The satisfaction with life scale and the emerging construct of 

life satisfaction. The Journal of Positive Psychology, 3(2), 137-152. 

doi:10.1080/17439760701756946 

 

Penning, S. L., & Collings, S. J. (2014). Perpetration, revictimization, and self-injury: 

Traumatic reenactments of child sexual abuse in a nonclinical sample of South African 

adolescents. Journal of Child Sexual Abuse, 23, 708-726. 

doi:10.1080/10538712.2014.931319 

Pieterson, J., & Maree, J. (2010). Standardisation of a questionnaire. In J. Maree (Ed.), First 

steps in research (Revised ed., pp. 171-181). Pretoria: Van Schaik Publishers.  

Piko, B. (2011). Gender differences in coping with adolescence. The Psychological Record, 

51(2), 4. Retrieved from http://opensiuc.lib.siu.edu/tpr/vol51/iss2/4/ 

http://opensiuc.lib.siu.edu/tpr/vol51/iss2/4/


123 

Pillay, A. L., Bundhoo, H. Y., & Bhowon, U. (2010). Depression-related distress in Mauritian 

and South African adolescent girls: An exploratory investigation. Psychological Reports, 

107(1), 87-94. doi:10.2466/02.10.12.13.PR0.107.4.87-94  

Pompili, M., Innamorati, M., Gonda, X., Serafini, G., Sarno, S., Erbuto, D., … Girardi, P. 

(2013). Affective temperaments and hopelessness as predictors of health and social 

functioning in mood disorder patients: A prospective follow-up study. Journal of 

Affective Disorders, 150(2), 216-222. doi:10.1016/j.jad.2013.03.026 

Portzky, G., De Wilde, E. J., & Van Heeringen, K. (2008). Deliberate self-harm in young 

people: Differences in prevalence and risk factors between the Netherlands and Belgium. 

European Journal of Child & Adolescent Psychiatry, 17(3), 179-186. 

doi:10.1007/s00787-007-0652-x 

Posel, D., & Rudwick, S. (2013). Changing patterns of marriage and cohabitation in South 

Africa. In M. Makiwane, M. Nduna, & N. E. Khalema (Eds.), Children in South African 

families: Lives and times (pp. 169-180). Newcastle Upon Tyne: Cambridge Scholars 

Publishing.  

Prince-Embury, S. (2007). Resiliency Scales for Children and Adolescents: A profile of 

personal strengths. San Antonio, TX: Hartcourt Assessment. 

Prince-Embury, S. (2011). Assessing personal resiliency in the context of school settings: using 

the resiliency scales for children and adolescents. Psychology in the Schools, 48(7), 672-

685. doi:10.1002/pits.20581 

Prince-Embury, S., & Saklofske, D. H. (Eds.). (2013). Resilience in children, adolescents, and 

adults: Translating research into practice. New York, NY: Springer. 

Probyn, M. (2009). Smuggling the vernacular into the classroom: Conflicts and tensions in 

classroom codeswitching in township/rural schools in South Africa. International 

Journal of Bilingual Education and Bilingualism, 12(2), 123-136. 

doi:10.1080/13670050802153137 

Ramdass, K. (2009, October, 7-9), The challenges facing education in South Africa. Paper 

presented at the Higher Education Conference on the Impact of Mergers on the South 

African Higher Education System, Tshwane University of Technology, Pretoria, South 



124 

Africa. Retrieved from https://www.google.com/search?q=The+challenges+facing+ 

education+in+South+AfricaAuthorsKem+Ramdass&ie=utf-8&oe=utf-8&client=firefox 

-b-ab&gfe_rd=cr&ei=cdCiWO6yNI-p8we1rZSIDQ 

Randolph-Seng, B., Nielsen, M., Bottoms, B. L., & Flippas, H. (2008). The relationship 

between ethnicity, Christian orthodoxy and mental health. Mental Health, Religion and 

Culture, 11(8), 795-805. doi:10.1080/13674670802084788 

Reddy, S. P., James, S., Sewpaul, R., Koopman, F., Funani, N. I., Sifunda, S., … Omardien, 

R. G. (2010). Umthente Uhlaba Usamila- The 2nd South African Youth Risk Behaviour 

Survey. Cape Town, South Africa: South African Medical Research Council. 

Reddy, S. P., Panday, S., Swart, D., Jinabhai, C. C., Amosum, S. L., Monyeki, K. D., ... Van 

den Borne, H. W. (2003). UmthentheUhlaba Usamila-The South Africa Youth Risk 

Behaviour Survey. Cape Town: South African Medical Research Council. 

Rew, J. G., Thomas, N., Horner, S. D., Resnick, M. D., & Beuhring, T. (2001). Correlates of 

recent suicidal attempts in a triethinic group of adolescents. Journal of Nursing 

Scholarship, 33(4), 361-367. doi:10.1111/j.1547-5069.2001.00361.x 

Reynolds, W. M. (1988).  Suicidal Ideation Questionnaire for Adolescents. Odessa, Florida: 

Psychological Assessment Resources. 

 

Richardson, G. (2002). The metatheory of resilience and resiliency. Journal of Clinical 

Psychology, 58(3), 307-321. doi:10.1002/jclp.10020 

Rissanen, M. L., Kylma, J., & Laukkanen, E. (2008). Descriptions of self-mutilation among 

Finnish adolescents: A qualitative descriptive injury. Issues in Mental Health Nursing, 

29, 145-163. doi:10.1080/01612840701792597 

Rodham, K., Hawton, K., & Evans, E. (2004). Reasons for deliberate self-harm: Comparison 

of self-poisoners and self-cutters in a community sample of adolescents. Journal of the 

American Academy of Child and Adolescent Psychiatry, 43(1), 80-87. 

doi:10.1097/00004583-200401000-00017 

Rodriquez, M. S., & Cohen, S. (1998). Social support. Encyclopedia of Mental Health, 3, 535-

544. Retrieved from: https://scholar.google.com/scholar?q=Rodriguez,+M.S.,+% 



125 

26+Cohen,+S.+(1998).+Social+support.+Encyclopedia&hl=en&as_sdt=0&as_vis=1&o

i=scholart&sa=X&ved=0ahUKEwjY8_PA64zSAhXkAMAKHYnSCQQQgQMIHDAA 

Roe-Sefowitz, D. (2007). Characteristics and predictors of self-mutilation: A study of 

incarcerated women. Criminal Behaviour and Mental Health, 17(5), 312-321. 

doi:10.1002/cbm.665 

Ross, A., Kelly, C., & Jorm, A. (2014). Re-development of mental health first aid guidelines 

for non-suicidal self-injury: A Delphi study. Bio Med Central Psychiatry, 14(236), 1-8. 

doi:10.1186/s12888-014-0236-5 

Ross, R. R., & McKay, H. B. (1979). Self-mutilation. Lexington, MA: Lexington Books. 

Rossow, I., & Wichstrom, L. (2010). Receipt of help after deliberate self-harm among 

adolescents: Changes over an eight-year period. Psychiatry Services, 61, 783-787. 

doi:10.1176/appi.ps.61.8.783 

Roth, S., & Cohen, L. J. (1986). Approach, avoidance, and coping with stress. American 

Psychologist, 41(7), 813-819. doi:10.1037/0003-066X.41.7.813 

Rothbaum, F., Weisz, J. R., & Snyder, S. S. (1982). Changing the world and changing the self: 

A two-process model of perceived control. Journal of Personality and Social Psychiatry, 

42(1), 5-37. Retrieved from https://www.google.com/search?q= 

Changing+the+world+and+changing+the+self:+A+two-process+model+of+perceived+ 

control.&ie=utf-8&oe=utf-8&client=firefox-b-ab&gfe_rd=cr&ei=XoihWLWeEo-p8we 

1rZSIDQ 

Rubenstein, J. L., Halton, A., Kasten, L., Rubin, C., & Stechler, G. (1998). Suicidal behaviour 

in adolescents: Stress and protection in different family contexts. American Journal of 

Orthopsychiatry, 68, 274-284. doi:10.1037/h0080336 

Rubia,  K., Overmeyer,  S., Taylor,  E., Brammer,  M., Williams,  S.C., Simmons,  A., … 

Bullmore,  E.T. (2000). Functional frontalisation with age: Mapping neurodevelopmental 

trajectories with fMRI. Neuroscience & Biobehavioural Reviews, 24(1), 13-19. doi:  

10.1016/S0149-7634(99)00055-X 

https://doi.org/10.1016/S0149-7634%2899%2900055-X


126 

Rutter, M. (1985). Resilience in the face of adversity: Protective factors and resistance to 

psychiatric disorder. British Journal of Psychology, 147(6), 598-611. 

doi:10.1192/bjp.147.6.598 

Rutter, M. (2007). Resilience, competence, and coping. Child Abuse and Neglect, 31(3), 205-

209. doi:10.1016/j.chiabu.2007.02.001 

Rutter, M. (2013). Annual research review: Resilience-clinical implications. Journal of Child 

Psychology and Psychiatry, 54(4), 474-487. doi:10.1111/j.1469-7610.2012.02615.x 

Sacarcelik, G., Turkcan, A., Guveli, H., & Yesilbas, D. (2011). The prevalence of deliberate 

self-harm behaviour and its association with sociodemographic features in patients 

referred to secondary care psychiatric clinic for adolescents and young adults. The 

Journal of Psychiatry and Neurological Sciences, 24, 253-264. 

doi:10.5350/DAJPN2011240401 

Safarino, E. P., & Smith, T. W. (2012). Health psychology: Biopsychosocial interactions (7th 

ed.). Hoboken, NJ: John Wiley & Sons. 

Salkind, N. J. (2013). Statistics for people who (think they) hate statistics. London, UK: Sage. 

Sameroff, A. J. (Ed.). (2009). The transactional model of development: How children and 

contexts shape each other. Washington, DC: American Psychological Association. 

Sandler, I. N., Wolchik, S. A., MacKinnon, D., Ayers, T. S., & Roosa, M. W. (1997). 

Developing linkages between theory and intervention in stress and coping processes. In 

S. A. Wolchik, I. N. Sandler (Eds.), Handbook of children’s coping: Linking theory and 

intervention (pp. 3-40). New York, NY: Plenum Press. 

Sandman,  C., & Hetick,  W. (1995). Opiate mechanisms in self-injury. Mental Retardation and 

Developmental Disabilities Research Review, 1, 130-136. doi:  

10.1002/mrdd.1410010209 

Sandy, P. T. (2013). Motives for self-harm: Views of nurses in a secure unit. International 

Nursing Review, 60, 358-365. doi:10.1111/inr.12038 



127 

Sandy, P. T., & Shaw, D. (2012). Attitudes of mental health nurses to self-harm in secure 

forensic settings: A multi-method phenomenological investigation. Journal of Medicine 

and Medical Science Research, 1(4), 63-75. doi:10.1016/j.hsag.2016.08.001 

Santiago, C. D., Wadsworth, M. E., & Stump, J. (2011). Socioeconomic status, neighborhood 

disadvantage, and poverty-related stress: Prospective effects on psychological syndromes 

among diverse low-income families. Journal of Economic Psychology: Special Issue on 

the Psychology and Behavioural Economics of Poverty, 32, 218-230. 

Schaefer, C., Coyne, J. C., & Lazarus, R. S. (1981). The health-related functions of social 

support. Journal of Behavioral Medicine, 4(4), 381-406. doi:10.1007/BF00846149 

Scholte, R. H., Van Lieshout, C. F. M., & Van Aken, M. A. G. (2001). Perceived relational 

support in adolescence: Dimension, configurations, and adolescent adjustment. Journal 

of Research on Adolescence, 11(1), 71-94. doi:10.1111/1532-7795.00004 

Schwarzer, R., & Knoll, N. (2004). Positive Coping: Mastering Demands and Searching for 

Meaning. In S. J. Lopez & C. R. Snyder (Eds.), Handbook of Positive Psychological 

Assessment. Washington, DC: American Psychological Association. 

Scoliers, G., Portzky, G., Madge, N., Hewitt, A., Hawton, K., De Wilde, E. J., ... Van 

Heeringen, K. (2009). Reasons for adolescent deliberate self-harm: A cry of pain and/or 

a cry for help? Findings from the Child and Adolescent Self-harm in Europe (CASE) 

study. Social Psychiatry and Psychiatric Epidemiology, 44(8), 601-607. 

doi:10.1007/s00127-008-0469-z 

Seedat, M., Van Niekerk, A., Jewkes, R., Suffla, S., & Ratele, K. (2009). Violence and injuries 

in South Africa: prioritising an agenda for prevention. The Lancet, 374(9694), 1011-22. 

doi:10.1016/S0140-6736(09)60948-X  

Seery, M. D., Holman, E. A., & Silver, R. C., (2010). Whatever does not kill us: Cumulative 

lifetime adversity, vulnerability, and resilience. Journal of Personality and Social 

Psychology, 99(6), 1025-1041. doi:10.1037/a0021344 

Seiffge-Krenke, I., Aunola, K., & Nurmi, J. E. (2009). Changes in stress perception and coping 

during adolescence: The role of situational and personal factors. Child Development, 

80(1), 259-279. doi:10.111/j.1467-8624.2008.01258.x 



128 

Sharma, R. (2014). Know in which countries committing suicide is legal and illegal. Retrieved 

from http://www.oneindia.com/india/know-which-countries-suicide-is-legal-illegal-

1588243.html 

Sharma, R., Grover, V. L., & Chaturvedi, S. (2008). Suicidal behavior amongst adolescent 

students in south Delhi. Indian J Psychiatry, 50, 30-33. doi:10.4103/0019-5545.39756 

Shenk, C. E., Noll, J. G., & Cassarly, J. A. (2010). A multiple mediational test of the 

relationship between childhood maltreatment and non-suicidal self-injury. Journal of 

Youth and Adolescence, 39, 335-342. doi:10.1007/s10964-009-9456-2 

Shilubane, H. N., Ruiter, R. A. C., Van den Borne, B., Sewpaul, R., James, S., & Reddy, P. S. 

(2013). Suicide and related health risk behaviours among school learners in South Africa: 

results from the 2002 and 2008 national youth risk behaviour surveys. Bio Med Central 

Public Health, 13(926). doi:10.1186/1471-2458-13-926 

Silk, J. S., Steinberg, L., & Morris, A. S. (2003). Adolescents' emotion regulation in daily life: 

Links to depressive symptoms and problem behaviour. Child Development, 74(6), 1869-

1880. doi:10.1046/j.1467-8624.2003.00643.x 

Skegg, K. (2005). Self-harm. The Lancet, 366, 1471-1483. doi:10.1016/S0140-6736(05)67600-

3 

Skrove, M., Romundstad, P., & Indredavik, M. S. (2013). Resilience, lifestyle and symptoms 

of anxiety and depression in adolescence: The Young-HUNT study. Social Psychiatry 

and Psychiatric Epidemiology, 48(3), 407-416. doi:10.1007/s00127-012-0561-2 

Sourander, A., Aromaa, M., Pihlakoski, L., Haavisto, A., Rautava, P., Helenius, H., & 

Sillanpaa, M. (2006). Early predictors of self-harm among adolescents. A prospective 

follow-up study from age 3 to age 15. J Affect Discord, 93, 87-96. 

doi:10.1016/j.jad.2006.02.015 

South African Press Association (SAPA). (2016). Retrieved from 

http://www.http.com//www.sapa.org.za 



129 

Sowell,  E.R., Peterson,  B.S., Thompson,  P.M., Welcome,  S.E., Henkenius,  A.L., & Toga,  

A.W. (2003). Mapping cortical change across the human life span. Nature Neuroscience, 

6, 309-315. doi: 10.1038/nn1008 

Sowell,  E.R., Thompson,  P.M., Holmes,  C.J., Jernigan,  T.L., & Toga,  A.W. (1999). In vivo 

evidence for post-adolescent brain maturation in frontal and striatal regions. Nature 

Neuroscience, 2, 859-861. doi: 10.1098/13154 

Springer, A., Parcel, G., Baumler, E., & Ross, M. (2006). Supportive social relationships and 

adolescent health risk behaviour among secondary school students in El Salvador. Social 

Sciences and Medicine, 62(7), 1628-1640. doi:10.1016/j.socscimed.2005.08.018 

Stallard, P., Spears, M., Montgomery A. A., Phillips, R., & Sayal, K. (2013). Self-harm in 

young adolescents (12-16 years): Onset and short-term continuation in a community 

sample. Bio Med Central Psychiatry, 13(328), 1-14. doi:10.1186/1471-244X-13-328 

Stanford, S., & Jones, M. P. (2009). Psychological subtyping finds pathological, impulsive and 

‘normal’ groups among adolescents who self-harm. Journal of Child Psychology and 

Psychiatry, 50(7), 807-815. doi:10.111/j.1469-7610.2009.02067.x 

Statistics South Africa. (2013a). Marriages and divorces 2013. Pretoria: Statistics South Africa. 

Retrieved from www.statssa.gov.za  

Statistics South Africa. (2013b). Social profile of vulnerable groups 2002-2012. Pretoria: 

Statistics South Africa. Retrieved from www.statssa.gov.za  

Statistics South Africa. (2015). General household survey 2015. Pretoria: Statistics South 

Africa. Retrieved from www.statssa.gov.za  

Statistics South Africa. (2016). Mbalo brief: The missing piece of the puzzle, issue 6. Retrieved 

from http://www.statssa.gov.za/?p=8071 

Steyn, H. S. (1999). Praktiese beduidendheid: Die gebruik van effekgroottes. North-West 

University, Potchefstroom.  

Stone, C. (2005). Cutting, eating disorders and confidentiality. Retrieved from 

http://www.schoolcounselor.org/magazine/blogs/november-december-2005/cutting,-

eating-disorders-and-confidentiality 

http://www.statssa.gov.za/?p=8071


130 

Storr, F. (1912). Oedipus the King. Translation of the original work by Sophocles. Harvard: 

Harvard University Press. Retrieved from https://www.google.com/search?q=Oedipus+ 

the+KingBy+SophoclesTranslated+by+F.+Storr&ie=utf-8&oe=utf-8 

Stratta, P., Capanna, C., Patriarca, S., de Cataldo, S., Bonanni, R.L., Riccardi, I., & Rossi, A. 

(2013). Resilience in adolescence: Gender differences two years after the earthquake of 

L'Aquila. Personality and Individual Differences, 54, 327-331. 

doi:10.1016/j.paid.2012.09.016 

Sue, D., Sue, D. W., & Sue, S. (2010). Understanding abnormal behaviour. Boston, MA: 

Wadsworth. 

Suls, J., & Fletcher, B. (1985). The relative efficacy of avoidant and nonavoidant coping 

strategies: a meta-analysis. Health Psychology, 4(3), 249-88. doi:10.1037/0278-

6133.4.3.249 

Swannell, S., Martin, G., Scott, J., Gibbons, M., & Gifford, S. (2008). Motivations for self-

injury in an adolescent population: Development of a self-report measure. Australasian 

Psychiatry, 16, 98-103. doi:10.1080/10398560701636955 

Tan, A. C. Y., Rehfuss, M. C., Suarez, E. C., & Parks-Savage, A. (2014). Nonsuicidal self-

injury in an adolescent population in Singapore. Clinical Child Psychology and 

Psychiatry, 19(1), 58-76. doi:10.1177/1359104512467273 

Tancred, H. M. (2010). Psychosocial predictors of suicidal ideation in adolescence, 

(Unpublished doctoral thesis). University of the Free State, Bloemfontein. 

Tantam, D., & Whittaker, J. (1992). Personality disorder and self-wounding. British Journal of 

Psychiatry, 161, 451-464. Retrieved form 

https://www.google.com/search?q=Tantam+Whittaker+1992&ie=utf-8&oe=utf-

8&client=firefox-b-ab&gfe_rd=cr&ei=va6qWNOhKI-p8weBg6WQDw 

Taylor, S. E. (1983). Adjustment to threatening events: A theory of cognitive adaptation. 

American Psychologist, 38(11), 1161-1173. doi:10.1037/0003-066X.38.11.1161 

Taylor, I. M., Spray, C. M., & Pearson, N. (2014). The influence of the physical education 

environment on children’s well-being and physical activity across the transition from 



131 

primary to secondary school. Journal of Sport and Exercise Psychology, 36(6), 574-583. 

doi:10.1123/jsep.2014-0038 

Terre Blanche, M., Durrheim, K., & Painter, D. (2010). Research in practice: Applied methods 

for the social sciences (2nd ed.). Cape Town: UCT Press. 

Thatcher, O. J (Ed.). (1907). Volume III: The Roman World. The Library of Original Sources 

(pp. 166-193), Milwaukee: University Research Extension Co. Retrieved from 

www.constitution.org/rom/polybius6.html 

The Children's Act, No. 38 of 2005. Pretoria: Government Printer (2005). Retrieved from 

http://www.justice.gov.za/legislation/acts/2005-038%20childrensact.pdf 

Theron, L. C. (2012). Resilience research with South African youth: Caveats and ethical 

complexities. South African Journal of Psychology, 42(3), 333-345. 

doi:10.1016/j.chc.2006.12.005 

Theron, L. C., & Donald, D. R. (2012). Educational psychology and resilience in developing 

contexts: A rejoinder to Toland and Carrigan 2011. School Psychology International, 34, 

51-66. doi:10.1177/0143034311425579 

Theron, L. C., & Dunn, N. (2010). Enabling white, Afrikaans-speaking adolescents towards 

postdivorce resilience: Implications for educators. South African Journal of Education, 

30, 231-244. 

Theron, L. C., & Theron, A. M. C. (2010). A critical review of studies of South African youth 

resilience, 1990-2008. South African Journal of Science, 106(7), 1-8. 

doi:10.4102/sajs.v106i7/8.252 

Theron, L. C., Theron, A. M. C., & Malindi, M. J. (2013). Toward an African definition of 

resilience. A rural South African community’s view of resilient Basotho youth. Journal 

of Black Psychology, 39, 63-87. doi:10.1177/0095798412454675 

Thompkins, S. M., & Schwartz, R. C. (2009). Enhancing resilience in youth at risk: 

Implications for psychotherapists. Annals of the American Psychotherapy Association, 

12(4), 32-39. 



132 

Thompson, R. A. (1990). Emotion and self-regulation. In R. Dienstbier (Series Ed.) & R. A. 

Thompson (Vol. ed.), Nebraska Symposium on Motivation: Socioemotional Development 

(pp. 367-467). Lincoln: University of Nebraska Press. 

Thompson, R. A. (1994). Emotion regulation: A theme in search of definition. Monographs of 

the Society for Research in Child Development, 59(2), 25-52. 

Tormoen, A. J., Groholt, B., Haga, E., Brager-Larsen, A., Miller, A., & Walby, F. (2014). 

Feasibility of dialectical behaviour therapy with suicidal and self-harming adolescents 

with multi-problems: training, adherence, and retention. Archives of Suicide Research, 

18, 432- 444. 

United Nations Convention on the Rights of the Child. (1989). Retrieved from 

http://www.unicef.org.uk/Documents/Publication-pdfs/UNCRC_PRESS200910web.pdf  

United Nations International Children’s Fund (UNICEF) (2016). Retrieved from 

https://www.unicef.org/southafrica/ 

United Nations Population Fund (UNPF) South Africa (2016). Retrieved from 

http://southafrica.unfpa.org/ 

Uniting Christian Student Association of South Africa UCSA. (n.d.). Retrieved from 

http://www.vcsv.co.za/index.php/what-we-do/head-office/what-we-do 

Van der Kolk, B. A., Perry, J. C., & Herman, J. L. (1991). Childhood origins of self-destructive 

behaviour. American Journal of Psychiatry, 148, 1665-1672. 

doi:10.1176/ajp.148.12.1665 

Van Niekerk, Z. (2014). Coping in die verband tussen blootstelling aan traumtatiese 

gebeurtenisse en substansmisbruik by adolessente (Unpublished master's dissertation). 

University of the Free State, Bloemfontein. 

Victor,  S.E., Glenn,  C.R., & Klonsky,  E.D. (2012). Is non-suicidal self-injury an “addiction”? 

A comparison of craving in substance use and non-suicidal self-injury. Psychiatry 

Research, 197, 73-77. doi: 10.1016/j.psychres.2011.12.011 

Wagner, B. M. (1997). Family risk factors for children and adolescents suicidal behaviour. 

Psychological Bulletin, 121, 246-298. doi:10.1037/0033-2909.121.2.246 



133 

Walker, W. (2005). The strengths and weaknesses of research designs involving quantitative 

measures. Journal of Research in Nursing, 10(5), 571-582. 

doi:10.1177/136140960501000505 

Walsh, B. (2006). Treating self-injury: A practical guide. New York, NY: Guilford Press. 

Walsh, B. (2007). Clinical assessment of self-injury: A practical guide. Journal of Clinical 

Psychology: In Session, 63(11), 1057-1068. doi:10.1002/jclp.20413 

Wang, B., Stanton, B., Li, X., Cottrell, L., Deveaux, L., & Kaljee, L. (2013). The influence of 

parental monitoring and parent-adolescent communication on Bahamian adolescent risk 

involvement: A three-year longitudinal examination. Social Science & Medicine, 97, 161-

169. doi:10.1016/j.socscimed.2013.08.013 

Waters, S. K., Lester, L., Wenden, E., & Cross, D. (2012). A theoretically grounded exploration 

of the social and emotional outcomes of transition to secondary school. Australian 

Journal of Guidance and Counselling, 22(2), 190-205. doi:10.1017/jgc.2012.26 

Webb, L. (2002). Deliberate self-harm in adolescence: A systematic review of psychological 

and psychosocial factors. Journal of Advanced Nursing, 38(3), 235-244. 

doi:10.1046/j.1365-2648.2002.02174.x 

Weber, S., Puskar, K. R., & Ren, D. (2010). Relationships between depressive symptoms and 

perceived social support, self-esteem, & optimism in a sample of rural adolescents. Issues 

in Mental Health Nursing, 31(9), 584-588. doi:10.3109/01612841003775061 

Weierich, M. R., & Nock, M. K. (2008). Posttraumatic stress symptoms mediate the relation 

between childhood sexual abuse and non-suicidal self-injury. Journal of Consulting and 

Clinical Psychology, 76(1), 38-44. doi:10.1037/0022-006X.76.1.39 

Weiten, W, Llyod, M.A., Dunn, D., & Hammer, E. (2008). Psychology applied to modern life: 

Adjustment in the 21st Century. Boston, MA: Cengage learning.  

Weisz, J. R., Rothbaum, F. M., & Blackburn, T. C. (1984). Standing out and standing in: The 

psychology of control in America and Japan. American Psychologist, 39(9), 955-969. 

Retrieved from https://www.google.com/search?q=Standing+out+and+standing+in:+ 



134 

The+psychology+of+control+in+America+and+Japan&ie=utf-8&oe=utf-8&client=fire 

fox-b-ab&gfe_rd=cr&ei=fuGiWJ_YKYmp8we8xpywBw 

Werner, E. E. (2000). Through the eyes of innocents: Children witness World War II. Boulder, 

CO: Westview Press. 

Werner, E.E., & Smith, R.S. (1982). An epidemiologic perspective on some antecedents and 

consequences of childhood mental health problems and learning disabilities: A report 

from the Kauai longitudinal study. Journal of American Academy of Child Psychiatry, 

18(2), 292-306. 

White, R. W. (1959). Motivation reconsidered: The concept of competence. Psychological 

Review, 66, 297-333. doi:10.1037/h0040934 

Whitlock, J., Purington, A., & Gershkovich, M. (2009). Media and the internet and non-suicidal 

self-injury. In M. K. Nock (Ed.), Understanding nonsuicidal self-injury: Origins, 

assessment, and treatment (pp. 139-155). Washington, DC: American Psychological 

Association. 

Wijnberg, C. (2013, March, 20). Tackling youth unemployment in South Africa. Retrieved from 

http://www.ujuh.co.za/opinions/tackling-youth-unemployment-in-south-africa/ 

Williams, F., & Hasking, P. (2010). Emotion regulation, coping and alcohol use as moderators 

in the relationship between non-suicidal self-injury and psychological distress. Preventive 

Science, 11(1), 33-41. doi:10.1007/s11121-009-0147-8 

Wolf, A., Gray, R., & Fazel, S. (2014). Violence as a public health problem: An ecological 

study of 169 countries. Social Science & Medicine, 104, 220-7. 

doi:10.1016/j.socscimed.2013.12.006 

Wolmarans, L. (2010). The influence of emotional strengths on the level of suicidal ideation 

experienced by adolescents (Unpublished master's dissertation). University of the Free 

State, Bloemfontein. 

Wong, P. T. P., Reker, G. T., & Peacock, E. (2006). The resource-congruence model of coping 

and the development of the Coping Schemas Inventory. In P. T. P. Wong, & L. C. J. 



135 

Wong (Eds.), Handbook of Multicultural perspectives on stress and coping (pp. 223-283). 

New York, NY: Springer 

Wright, M. O., & Masten, A. S. (2006). Resilience processes in development. In S. Goldstein 

& R. B. Brooks (Eds.), Handbook of resilience in children (pp. 17-37). New York, NY: 

Springer. 

Yates, T. M., Tracy, A. J., & Luthar, S. S. (2008). Nonsuicidal self-injury among “privileged” 

youths”: Longitudinal and cross-sectional approaches to developmental process. Journal 

of Consulting and Clinical Psychology, 76(1), 52-62. doi:10.1037/0022-006X.76.1.52 

Yip, K. S. (2005). A multi-dimensional perspective of adolescents’ self-cutting. Child and 

Adolescent Mental Health, 10(2), 80-86. doi:10.1111/j.1475-3588.2005.00122.x 

Young, R., Sproeber, N., Groschwitz, R. C., Preiss, M., & Plener, P. L. (2014). Why alternative 

teenagers self-harm: Exploring the link between non-suicidal self-injury, attempted 

suicide and adolescent identity. Bio Med Central Psychiatry, 14(137), 1-14. 

doi:10.1186/1471-244x-14-137 

Ystgaard, M., Reinholdt, N. P., Husby, J., & Mehlum, L. (2003). Deliberate self-harm in 

adolescents. Tidsskrift for Den Norske Laegeforening, 123(16), 2241-2245. 

Za'za', B. (2011, May 17). Suicide punishable under UAE law Individuals who attempt to kill 

themselves are treated as suspects. Gulf News. Retrieved from 

http://gulfnews.com/news/uae/crime/suicide-punishable-under-uae-law-1.808785 

Zeman, J., Cassano, M., Perry-Parrish, C., & Stegall, S. (2006). Emotion regulation in children 

and adolescents. Journal of Developmental & Behavioral Pediatrics, 27(2), 155-168. 

doi:10.1097/00004703-200604000-00014 

Zimmer-Gembeck, M. J., & Skinner, E. A. (2008). Adolescents’ coping with stress: 

Development and diversity. Prevention Researcher, 15, 3-7. 

Zlotnick, C., Shea, M. T., Pearlstein, T., Simpson, E., Costello, E., & Begin, A. (1996). The 

relationship between dissociative symptoms, alexithymia, impulsivity, sexual abuse, and 

self-mutilation. Comprehensive Psychiatry, 37, 12-16. doi:10.1016/S0010-

440X(96)90044-9 



136 

Zunic-Pavlovic, V., Pavlovic, M., Kovacevic-Lepojevic, M., Glumbic, N., & Kovacevic, R. 

(2013). The relationships between personal resiliency and externalising and internalising 

problems in adolescence. Ceskoslovenska Psychologie, 57(1), 1-14. 



137 

Appendices 



138 



139 



140 



141 



142 



143 



144 



145 



146 



147 



148 



149 



150 



151 



152 



153 



154 



155 



156 

 


	Declaration
	Acknowledgements
	Declaration by Supervisor
	Ethical Clearance
	Abstract
	Opsomming
	Chapter 1: Context of the Study
	1.1 Context and Rationale of the Research
	1.2 Theoretical Perspectives Underpinning the Study
	1.3 Overview of the Research Design and Methods
	1.4 Ethical Requirements
	1.5 Delineation of the Chapters
	This thesis is organised into eight chapters.
	1.6 Chapter Summary

	Chapter 2: Self-Harm
	2.1 Introduction
	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.
	2.3 Definitions of Self-Harm
	2.4 Importance and Prevalence of Self-Harm
	2.5 Understanding Self-Harm
	2.6 Self-Harm Risk Factors
	2.7 Functions of Self-Harm
	2.8 Triggers of Self-Harm
	2.9 Protective Factors of Self-Harm
	2.10 Chapter Summary

	Chapter 3: Coping
	3.1 Stress
	3.2 Definition of Coping
	3.3 Wong’s Resource-Congruence Model of Coping
	3.4 Types of Coping
	3.5 Coping and Self-Harm
	3.6 Coping and Resilience
	3.7 Chapter Summary

	Chapter 4: Resilience
	4.1 Background
	4.2 Definition
	4.3 Characteristics of Resilient Individuals
	4.4 Kumpfer’s Resilience Model
	4.5 Types of Resilience as Conceptualised by Prince-Embury (2011)
	4.6 Self-Harm and Resilience
	4.7 Chapter Summary

	Chapter 5: Research Methodology
	5.1 Research Context
	5.2 Research Design
	5.3 Participants
	5.4 Measuring Instruments
	5.5 Procedure
	5.6 Ethical Considerations
	5.7 Data Analysis
	5.8 Chapter Summary

	Chapter 6: Results
	6.1 Descriptive statistics
	Descriptive statistics provide a depiction of the characteristics of a large assortment of data (Salkind, 2013). In this section, the descriptive statistics relating to self-harm, coping, and resilience are presented.
	6.3 Chapter Summary

	Chapter 7: Discussion
	Chapter 8: Conclusion
	8.1 Summary of Empirical Findings
	8.2 Limitations of the Study
	8.3 Contributions of this Study
	8.4 Competing Interests

	References
	Appendices

