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Abstract 
 
 

Nonsuicidal self-injury (NSSI) is a frequent presenting concern with a prevalence rate 

that appears to be increasing over time. NSSI has historically been associated with deficits in 

impulse control; however, evidence suggests that individuals high in self-control also self-injure. 

This constructivist grounded theory study aimed to generate a substantive theory regarding the 

nature of undercontrolled and overcontrolled self-injury to fill gaps in the literature and improve 

clinical understanding and treatment. The resulting Theory of Overcontrolled and 

Undercontrolled Self-Injury was derived inductively from the perspective of those who lived the 

experience and was constructed using the data they shared during intensive semi-structured 

interviews (n = 20). This theory provides a preliminary understanding of the mechanisms that 

guide overcontrolled and undercontrolled NSSI, the processes that can facilitate individuals 

switching profiles, and the processes that lead to cessation of self-injurious behavior. The 

findings of this study provide a deeper understanding of the role of self-control in NSSI, thereby 

contributing to the development of more comprehensive theories of self-injury. Additionally, 

clinical implications for the development of assessments and interventions aimed at preventing 

and treating NSSI are discussed. The findings of this study may be used to inform future research 

focused on the assessment, conceptualization, and treatment of NSSI. 

Keywords: nonsuicidal self-injury, self-control, undercontrol, overcontrol, self-harm 
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Chapter 1: Introduction 

Nonsuicidal self-injury (NSSI) is the act of intentional, self-inflicted damage of body 

tissue without the intent to end one’s life and for purposes not socially or culturally sanctioned 

(Klonsky et al., 2014). While NSSI is a frequent presenting concern (Giordano et al., 2020), 

counselors often experience anxiety and self-doubt when working with clients who self-injure 

(Fox, 2011; Whisenhunt et al., 2014), perhaps in part because of the limited scholarly resources 

available to guide treatment and intervention (Zila & Kinselica, 2001). NSSI has historically 

been associated with deficits in impulse control (Favazza & Rosenthal, 1990; Glenn & Klonsky, 

2010); however, evidence suggests that individuals high in self-control also self-injure (Claes et 

al., 2012; Hempel et al., 2018; Nock & Prinstein, 2005). Hempel and colleagues (2018) explored 

this concept empirically and found initial evidence that in undercontrolled individuals, self-

injurious behavior is typically impulsive, carried out during periods of strong emotion, and may 

involve others. In overcontrolled individuals, on the other hand, self-injury tends to be planned, 

rule-governed, and secretive. While this study provides compelling evidence that self-injurious 

behavior and function differ based on whether it occurs in the context of undercontrol or 

overcontrol, further research is needed to fully understand these differences.  

 This chapter provides a thorough review of peer-reviewed professional literature related 

to NSSI, self-control, and undercontrol and overcontrol. At the time of writing, only one study 

(Hempel et al., 2018) discussed possible differences in self-injurious behaviors in the context of 

overcontrol and undercontrol. This research study seeks to fill gaps in the literature related to the 

role of self-control in the experiences, attitudes, and behaviors of individuals who self-injure. 

The findings will provide implications for counselors and other professionals working with 

individuals who self-injure and facilitate understanding of how self-control may impact 
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individuals’ self-injurious experiences, behaviors, and attitudes. 

Defining NSSI 

 A common concern in professional literature is the varied terms scholars use to represent 

self-injury and the absence of a universally accepted operational definition of these behaviors.  

Initially, the term “parasuicide” was used to describe both NSSI behavior and non-lethal suicide 

attempts (Linehan, 1987); other researchers at the time used “deliberate self-harm” (Pattison & 

Kahan, 1983). Both terms have since been criticized for including both suicidal behaviors and 

non-suicidal acts and therefore failing to differentiate these behaviors based on intent and 

function (Nock & Favazza, 2009). Later, Favazza and Rosental (1993) introduced the term “self-

mutilation,” which was utilized widely by researchers until recent decades, when it was opposed 

due to its pejorative nature and the perceived severe and permanent consequences of behaviors 

described as mutilation (Klonsky, 2011; Nock & Favazza, 2009). As a result, the term 

“nonsuicidal self-injury” was proposed by Shaffer and Jacobson (2009), who highlighted the 

need for a term that did not carry connotations of suicide and could therefore help professionals 

make accurate conclusions from research results.  

The distinction between NSSI and suicidal behavior is important because these behaviors 

are generally motivated by different factors and require different interventions (Nock & Kessler, 

2006; Walsh, 2012). NSSI has been described as a coping mechanism that may help individuals 

prevent suicide (Suyemoto, 1998), while suicide attempts involve the active intention of death. 

NSSI is a behavior that can be differentiated from suicide attempts based on intent, severity, 

frequency, and methods (Muehlenkamp & Kerr, 2010). Individuals who engage in NSSI have a 

higher potential for eventual suicide, perhaps because they become habituated to painful 

experiences and through this process, acquire the ability to enact lethal self-injury (Joiner, 2005). 
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Use of the term “self-harm” is still prevalent in current research (e.g., Cannon & 

Umstead, 2018; Qian et al., 2022); however, this is an umbrella term that captures all self-

inflicted injury regardless of intent. In some conceptualizations, self-harm includes indirect 

injury, such as that caused by eating disorders or reckless behavior, or psychological self-injury 

caused by factors such as self-criticism (Klonsky, 2007; Nock, 2010). For the purposes of this 

study, NSSI is defined as the act of intentional, self-inflicted damage of body tissue without the 

intent to end one’s life and for purposes not socially or culturally sanctioned (Klonsky et al., 

2014). This definition excludes stereotypic self-injury in individuals with neurodevelopmental 

disorders as well as severe forms of self-injury, such as limb amputation, that occur in 

individuals experiencing psychosis (Klonsky, 2007). Further, this definition is consistent with 

current research on NSSI (e.g., Buser et al., 2017; Giordano et al., 2022) and reflective of the 

consensus definition adopted by the International Society for the Study of Self-Injury (Heath et 

al., 2008). 

History of NSSI 

 The phenomenon of self-injurious behavior has a long history, as evidenced by 

documented instances of self-mutilation in ancient Greek, Roman, and Japanese texts (Favazza, 

2009). The earliest accounts of these behaviors are generally described in the context of religious 

practices. Favazza (1989) classified self-mutilative behaviors into two categories: culturally 

approved and deviant. Culturally approved self-mutilation may be present in certain groups or 

tribes where individuals perform acts of sacrifice or scarification on their bodies as a sign of 

courage, masculinity, or beautification. In contrast, deviant self-mutilation behaviors are 

considered to be symptoms of mental health issues.  

While mental health professionals no longer categorize NSSI as “deviant,” it is essential 
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that self-injury be evaluated from a cultural perspective as behaviors considered to be self-injury 

in some cultures may be culturally sanctioned in others (Walsh, 2012). For instance, body 

piercing and tattooing are considered acceptable forms of self-injury in many cultures. Therefore, 

it can be asserted that no universal qualities define self-injury across all cultures, and its 

interpretation varies with cultural context. Considerations for mental health professionals seeking 

to differentiate culturally sanctioned self-injury may find it helpful to assess the intent of the 

behavior and its impact on daily functioning (White et al., 2002).  

 Self-injury became the focus of psychiatric literature in the latter half of the nineteenth 

century, when case notes and textbooks showed references to self-mutilation in the form of 

cutting, flesh-picking, punching objects, or inserting foreign objects into the skin (Chaney, 

2011). Self-mutilation was added to the Surgeon General’s Index Catalogue in 1910 and several 

articles and case studies were subsequently published focusing on severe forms of self-injury. It 

was not until 1930 that explanations for self-injury began to surface, and early attempts to 

distinguish NSSI from suicide attempts emerged (Favazza, 2009).  

Much of the early literature focused on severe self-injury or cutting as a symptom related 

to borderline personality disorder (BPD). By the late 1960s, several studies specific to the 

function of wrist-cutting began were published (e.g., Graff & Mallin, 1967; Pao, 1969; Rosenthal 

et al., 1972) and in 1983 the deliberate self-harm syndrome was proposed by E. Mansell Pattison 

and Joel Kahan. This syndrome included symptoms such as feeling unable to cope with intense 

emotions, a sudden and recurrent impulse to harm oneself, and a sense of relief after inflicting 

pain upon the body. 

 A decade later, Favazza and Rosenthal (1990) proposed repetitive self-mutilation 

syndrome, which they defined as the inability to resist self-injury impulses. It was suggested that 
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this syndrome could be classified as an Axis I impulse control disorder due to its characteristic 

features, such as failure to resist impulses, heightened emotional state before the act, and sense of 

relief after the act. The authors proposed that the diagnosis could be made if individuals 

repeatedly engaged in self-harm as a response to internal or external triggers and the behavior 

was not associated with suicide, delusion, mental retardation, or hallucination.  

Later, Muehlenkamp (2005) proposed that self-injurious syndrome be recognized as a 

clinical diagnosis in the fifth edition of the Diagnostic and Statistical Manual of Mental 

Disorders (DSM-V; American Psychiatric Association [APA], 2013). She argued that 

recognizing self-injurious syndrome as a clinical diagnosis separate from BPD could lead to 

better understanding and research on the topic, as well as improved treatment and reduced 

stigma. The most recent attempt to distinguish NSSI as a distinct clinical disorder was made by 

Shaffer and Jacobson (2009), who again suggested that it be included in the DSM-V. Like 

previous researchers, they posited that it was essential to operationally define NSSI to alleviate 

confusion in clinicians and researchers. They argued that individuals who engage in self-

injurious behaviors do not always meet the criteria for diagnosis with BPD; therefore, defining 

self-injury as a discreet diagnosis was necessary.  

Despite four decades of proposals from various scholars outlining the benefits of 

considering NSSI as a distinct disorder, none of these diagnoses were accepted into the DSM. 

NSSI is currently included in Section III of the DSM-V-TR, as a condition for further study 

(APA, 2022). The proposed diagnostic criteria, diagnostic features, associated features, 

prevalence, development and course, culture-related diagnostic features, association with suicidal 

thoughts and behaviors, functional consequences, and differential diagnosis are described and 

updated from the DSM-V (APA, 2013). Although records of self-injury can be traced back to 
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early human civilization, there is still work to be done in the generation of conceptual and 

diagnostic consensus among researchers and clinicians.  

Diagnosis and NSSI 

 As early as the 1980s, researchers have suggested that self-injurious behavior be 

established as a distinct diagnostic entity (Pattison & Kahan, 1983). In the DSM-IV (APA, 

2000), NSSI appeared only once, as a symptom of borderline personality disorder. The present 

edition of the DSM (APA, 2022) includes NSSI disorder in Section III as a condition for further 

study. The proposed criteria for diagnosis of NSSI disorder are: 

A) In the last year, the individual has, on 5 or more days, engaged in 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). 

B) The individual engages in the self-injurious behavior with one or more of the 

following expectations: 

1. To obtain relief from a negative feeling or cognitive state. 

2. To resolve an interpersonal difficulty. 

3. To induce a positive feeling state. 

C) The intentional self-injury is associated with at least one of the following: 

1. Interpersonal difficulties or negative feelings or thoughts, such as depression, 

anxiety, tension, anger, generalized distress, or self-criticism, occurring in the 

period immediately prior to the self-injurious act.  

2. Prior to engaging in the act, a period of preoccupation with the intended behavior 
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that is difficult to control. 

3. Thinking about self-injury that occurs frequently, even when it is not acted upon. 

D) The behavior is not socially sanctioned (e.g., body piercing, tattooing, part of a 

religious or cultural ritual) and is not restricted to picking a scab or nail biting. 

E) The behavior or its consequences cause clinically significant distress or interference 

in interpersonal, academic, or other important areas of functioning. 

F) The behavior does not occur exclusively during psychotic episodes, delirium, 

substance intoxication, or substance withdrawal. In individuals with a 

neurodevelopmental disorder, the behavior is not part of a pattern of repetitive 

stereotypes. The behavior is not better explained by another mental disorder or 

medical condition (e.g., psychotic disorder, autism spectrum disorder, intellectual 

developmental disorder [intellectual disability], Lesch-Nyhan syndrome, stereotypic 

movement disorder with self-injury, trichotillomania [hair-pulling disorder], 

excoriation [skin-picking] disorder) (APA, 2022, pp. 923-926). 

Further research is encouraged to better understand these conditions and inform future 

possible placement in upcoming editions of DSM. It is also noted that the information listed in 

Section III is not intended for clinical use, but rather to provide common terms for researchers 

and clinicians who are interested in studying these disorders. 

Prevalence of NSSI 

Prevalence estimates for NSSI vary due to the lack of consistent terminology and 

standard methodological approaches for assessment; however, professional literature suggests 

that incidence of self-injury has increased over time (Nock, 2009, 2010). Although a prevalence 

rate of 3-4% was reported in community samples in the 1990s (Briere & Gil, 1998; Garrison et 
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al., 1993), current research has found prevalence of NSSI in similar samples ranging from 17% - 

26% (Andover, 2014; Cipriano et al., 2017; Giordano et al., 2022; Swannell et al., 2014). 

International prevalence rates appear to be comparable to those in the United States 

(Muehlenkamp et al., 2012), with rates of 12.2% among Chinese adolescents (Tang et al., 2018), 

21% among Dutch Belgian adolescents (Ghandi et al., 2018), and 13.7% worldwide (Lim et al., 

2019). Prevalence within clinical populations is higher, with rates as high as 80% in inpatient 

client samples (Czyz et al., 2019; Wester & Trepal, 2017). 

NSSI impacts individuals across the lifespan; however, onset frequently begins in 

adolescence (Plener et al., 2015; Brager-Larsen et al., 2022). Onset before age 12 is associated 

with more severe self-injury over a longer period (Muehlenkamp et al., 2019). While many 

studies have found similar prevalence rates for men and women (Andover et al., 2010; Lloyd-

Richardson et al., 2007), other research suggests that girls and women are more likely to report 

self-injury than boys and men (Lutz et al., 2022; Fox et al., 2019; Monto et al., 2018). Sexual and 

gender minority individuals self-injure at rates two to three times higher than their heterosexual 

and/or cisgender peers, possibly due to the impact of internalized stigma and minority stress (Liu 

et al., 2019).  

Extant literature indicates that self-injury is present across cultures and races. 

Historically, the greatest prevalence was reported in White individuals (Gratz, 2006; 

Muehlenkamp & Gutierrez, 2007); however, evidence of high rates in African American (Hankin 

& Abela, 2011), Latinx, and Multiracial (Wester & Trepal, 2015) populations has also been 

reported. Clinically, NSSI is a frequent presenting concern; 97.9% of licensed clinicians reported 

working with NSSI at some point during their careers (Giordano et al., 2020). Despite this, 

counselors often experience anxiety and self-doubt when working with clients who self-injure 
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(Fox, 2011; Whisenhunt et al., 2014), perhaps in part because of the limited scholarly resources 

available to guide treatment and intervention (Zila & Kinselica, 2001).  

Functions of NSSI 

The functions of NSSI vary considerably between individuals; however, commonly 

endorsed reasons are emotion regulation (Andover, 2014; Doyle et al., 2017; Taylor et al., 2018), 

self-punishment (Silverman et al., 2018), relief from dissociation (Calati et al., 2017; Rossi et al., 

2019), and the communication of psychological pain (Choate, 2012; Edmondson et al., 2016). A 

2011 quantitative study examined data from 439 respondents endorsing self-injury and found 

that 64% of participants reported engaging in NSSI “to release emotional pressure that has built 

up inside of you” (Klonsky, p. 1984). Other commonly endorsed functions of self-injury were to 

eliminate bad feelings (60%), to elicit a feeling other than numbness or emptiness (36%), self-

punishment (32%), to communicate or get the attention of others (28%), and to avoid others or 

doing things (8%). These findings are supported by subsequent literature identifying five 

common functions of self-injury as emotional regulation, feeling generation, self-punishment, 

communication of distress, and attempts to influence others (Klonsky, 2011; Turner et al., 2012). 

Intrapersonal functions of NSSI such as emotional regulation, feeling generation, and 

self-punishment were reported at higher rates than interpersonal functions such communication 

of distress and interpersonal influence (66-81% and 33-56% respectively; Taylor et al., 2018). 

Emotion regulation and self-punishment were associated with greater affective intensity and 

expressive suppression (Turner et al., 2012). Both interpersonal influence and communication, 

on the other hand, were negatively associated with expressive suppression.  

Further, a latent class analysis examining the method, social context (e.g., alone versus 

with others), and functions (intrapersonal versus interpersonal) of NSSI identified two clinically 
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severe subgroups, one that engaged in a greater variety of methods of NSSI and endorsed both 

intrapersonal and interpersonal functions with equal frequency, and one that engaged primarily 

in cutting, self-injured when alone, and endorsed intrapersonal functions almost exclusively 

(Klonsky & Olino, 2008). Other research has linked endorsement of interpersonal functions of 

NSSI to loneliness and socially prescribed perfectionism, or the belief that others have 

exceedingly high standards for oneself and that acceptance by others is dependent on fulfilling 

these standards (Nock & Prinstein, 2005). These findings highlight that specific affective traits 

and interpersonal styles may influence individuals’ engagement in NSSI. 

Methods and Location of NSSI 

NSSI takes many forms and may include cutting, scratching, piercing, or burning the 

skin, preventing wounds from healing, or head banging (Favazza, 2011). In nonclinical samples, 

the most common form of self-injury appears to be cutting the skin (Klonsky, 2011; Klonsky 

2007), followed by banging or hitting (Glenn & Klonsky, 2009; Klonsky & Olino, 2008). 

Similarly, cutting was the most common form of NSSI reported in clinical samples (Victor et al., 

2012; Weinberg & Klonsky, 2012). Many individuals who self-injure report using multiple 

methods (Klonsky, 2007; Sornberger, 2012).  

Common areas of the body that individuals self-injure were the arms, legs, chest, 

abdomen, face, and genitals (Favazza, 1998; Klonsky & Muehlenkamp, 2007; Sornberger et al., 

2012; Whitlock et al., 2006). Men appear more likely than women to self-injure visible areas of 

the body (Sornberger et al., 2012; Whitlock et al., 2006). One hypothesis to explain this is that 

boys and men may be more likely to use NSSI to communicate a message to others (Sornberger 

et al., 2012). However, research elucidating the reasons for differences in methods or location of 

NSSI has been scarce to date.  
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The Relationship of NSSI to Suicide 

 While nonsuicidal self-injury is not enacted with the intent to die, there is a relationship 

between NSSI and suicide. NSSI is a risk factor for attempted suicide; research has found that 

individuals who self-injure are more likely to attempt suicide than individuals who do not engage 

in self-injury (Andover & Gibb, 2010; Hamza et al., 2012; Mangall & Yurkovich, 2008). 

However, while it is generally accepted that NSSI confers risk for suicide attempts, the 

magnitude of its effect varies widely. Some studies have found a strong positive association 

between the two (Asarnow et al., 2011; Wilkinson et al., 2011); on the other hand, Ribeiro and 

colleagues (2016) conducted a meta-analysis of longitudinal studies and found that the presence 

of NSSI only increased the odds of a suicide attempt in the next year to 0.013 (1.3%).  

Joiner’s (2005) interpersonal theory of suicide posits that an individual must possess both 

a desire to die and the ability to inflict lethal self-injury for a suicide attempt to occur. Repeated 

NSSI can result in a desensitizing habituation to the pain involved in self-injury, thereby 

increasing the risk of suicide. Additionally, in cases when NSSI behaviors of higher lethality 

result in accidental death, there may be an assumption of suicide (Hawton & James, 2005). On 

the other hand, NSSI may be considered a protective factor for suicide in some individuals; 

studies have shown that individuals who engage in NSSI often use it as a coping mechanism for 

emotional distress and to prevent more lethal suicidal behavior (Suyemoto, 1998).  

Self-Control 

Self-control is a multidimensional construct that encompasses the ability to regulate 

behavior in accordance with social norms, moral standards, and long-term goals (Baumeister & 

Heatherton, 1996). Self-control has been linked to numerous positive outcomes, including better 

academic and occupational performance, improved health and well-being, and stronger 
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interpersonal relationships (Duckworth & Seligman, 2005; Hofmann et al., 2014; Moffitt et al., 

2011; Tangney et al., 2004; Vohs et al., 2011). However, while many theorists (e.g., Metcalfe & 

Mischel, 1999; Mischel et al., 1988; Tangney et al., 2004) posit that higher levels of self-control 

are invariably adaptive and advantageous, some have argued that the relationship between self-

control and well-being is curvilinear, with both the highest and lowest levels of self-control 

capacity being maladaptive (Block & Block, 1980; Carter et al., 2016; Lynch et al., 2015).  

A lack of self-control – frequently conceptualized as impulsivity, or the tendency to 

pursue short-term goals without attention to the consequences of their fulfillment – has been 

correlated with psychological distress and lower well-being (Goodwin et al., 2017; Massar et al., 

2020; Wiese et al., 2018). Low self-control has also been associated with a broad spectrum of 

negative outcomes, such as substance use disorders, criminal activities, financial difficulties, and 

domestic violence (Baumeister & Heatherton, 1996; de Wit, 2009; Moffit et al., 2011). Research 

focused on the negative impact of self-control is comparatively less developed than research 

focused on its benefits. However, literature exploring this topic has found that excessive self-

control may be associated with maladaptive patterns of behavior, such as rigidity, perfectionism, 

and social isolation, that may negatively impact functioning and well-being (Koole et al., 2014; 

Lynch et al., 2015; Morse & Lynch, 2004). 

Undercontrol and Overcontrol 

Although research on overcontrol, or the excessive presence of self-control, is limited, 

maladaptive overcontrol is not a new concept. Block and Block developed a theory over several 

decades that focused on individual differences in impulse control (referred to as ego control), 

which varies from undercontrol to overcontrol (Block, 2002; Block & Block, 1980; Block & 

Block, 2006). Undercontrolled individuals are conceptualized as having difficulty controlling 
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their impulses and affect, while overcontrolled individuals unnecessarily inhibit impulses and 

expression. Characteristics typical of undercontrol include spontaneity, impulsivity, fluctuating 

emotions, disregard for social customs, and a lack of concern related to ambiguity. In contrast, 

characteristics associated with overcontrol are emotional constriction, dependability, high levels 

of organization, and the unnecessary delaying of gratification or denial of pleasure (Block & 

Block, 1980; Block & Block, 2006).  

The implications of characteristic overcontrol or undercontrol are contingent upon 

contextual factors and may manifest as either adaptive or maladaptive. Overcontrol typically 

promotes disciplined and goal-directed behavior, which may be advantageous in certain 

situations. However, in other contexts, restricting emotional expression and delaying 

gratification may be maladaptive, such as while socializing with friends, vacationing, or 

engaging in sexual activity. Similarly, undercontrol may promote intimacy and the enjoyment of 

life, but can also be maladaptive when it results in emotionally volatile or risky behavior. 

Individuals possessing the ability to adaptively respond to changing circumstances and 

appropriately moderate ego control were described as resilient in this personality typology 

(Block & Block, 1980). Overcontrolled, undercontrolled, and resilient personality profiles have 

been replicated in several subsequent studies across various populations (Caspi & Silva, 1995; 

Chapman & Goldberg, 2011; Gilmartin et al., 2021; Robins et al., 1996; Sava & Popa, 2011). 

More recently, Lynch (2018) proposed a transdiagnostic model of disorders of 

overcontrol in conjunction with the development of Radically Open Dialectical Behavioral 

Therapy (RO DBT). RO DBT targets deficits in interpersonal functioning, emotional expression, 

and social connectedness related to excessive inhibitory control (Lynch et al., 2003; Lynch & 

Cheavens, 2008). In Lynch’s (2018) model, maladaptive overcontrol is posited to result from a 
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convergence of biotempermental, environmental, and behavioral factors described in a 

neurobiosocial theory that underscores RO DBT treatment.  

The biotempermental, or “nature” component posits that overcontrolled clients are 

biologically predisposed to heightened states of defensive arousal and anxiety, diminished 

experiences of spontaneous pleasure and reward, superior capacity for inhibitory control, and 

high attention to detail. These qualities interact with early family, environmental, or cultural 

experiences (i.e., the “nurture” component) that reinforce messages that self-control is 

imperative, mistakes are intolerable, weakness is to be avoided, and planning is essential. This 

results in an emotionally constrained, risk-avoidant, aloof style of socioemotional coping 

characterized by masked inner feelings, compulsive striving, and distress overtolerance. While 

these individuals are often high achievers with measurable success in some domains of their 

lives, they also frequently experience pervasive loneliness and psychological distress (Lynch et 

al., 2018). 

 Research focused on behavioral and emotional undercontrol has supported the hypothesis 

that dysfunction is often associated with low levels of self-control. For example, the presence of 

ego undercontrol at age 3 predicted the use of “hard” drugs (e.g., hallucinogens, cocaine, 

amphetamines, and barbituates) at age 14 (Block et al., 1988), and undercontrol in 7-year-old 

boys predicted depressive tendencies at age 18 (Block et al., 1991). Scholars have also linked 

undercontrol to externalizing problems in children (Eisenberg et al., 2000; Huey & Weisz, 1997). 

BPD is often conceptualized as a disorder of undercontrol, and research has demonstrated this 

relationship (Chapman, 2019; Nigg et al., 2005; Putnam & Silk, 2005). Linehan (1993) 

characterized BPD as a disorder of self-regulation in which individuals experience emotional 

lability, impulsivity, and intolerance of distress. Deficits in inhibitory control not only impact 
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individual well-being; failures to inhibit maladaptive, mood-dependent actions often result in 

unstable and intense interpersonal relationships. Like the neurobiosocial theory of overcontrol 

(Lynch, 2018), Linehan (1993) posits that BPD develops as a result of the reciprocal interaction 

of biological influence (i.e., emotional vulnerability) and social learning (i.e., invalidating 

environment).  

Undercontrolled and Overcontrolled NSSI 

 One factor that may help counselors conceptualize and treatment plan related to NSSI is 

assessing whether a client’s behavior indicates the presence of undercontrol or overcontrol. 

Hempel and colleagues (2018) explored this concept empirically and found initial evidence that 

in undercontrolled individuals, self-injurious behavior is typically an impulsive act carried out 

during periods of strong emotion that may involve medical intervention or communicate 

messages to others. In overcontrolled individuals, on the other hand, self-injury tends to be 

secretive, planned, and rule-governed. While this study provides compelling evidence that self-

injurious behavior may differ based on personality typology, further research is needed to fully 

understand these behaviors. To date, no other published study has explored NSSI in the context 

of undercontrol and overcontrol. However, research focused on related concepts, such as 

impulsivity, premeditation, perfectionism, and alexithymia, will be discussed. 

Impulsivity and Premeditation in NSSI 

 NSSI has been frequently linked with impulse control problems, likely because of its 

association with BPD (Hamza et al., 2015). Despite past conceptualizations of NSSI as an 

impulsive behavior, recent research has produced mixed findings (Hamza et al., 2015; Janis & 

Nock, 2009; Liu et al., 2017). Some researchers have reported a strong association between 

impulsivity and self-injury (Glenn & Klonsky, 2010), while others have found no relation 
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between the two constructs (Bornovalova et al., 2011). One study further examined impulsivity 

as a contextual characteristic of NSSI and found that 77% of participants waited an average of 15 

minutes or less between NSSI thought and action (Klonsky, 2011).  

Similarly, Glenn and Klonsky (2010) found that individuals who self-injured endorsed 

less premeditation than those without a history of self-injury. The correlation between lack of 

premeditation (i.e., the inability to delay action in order to deliberate or plan) and NSSI is 

consistent with previous research that has documented poor planning in NSSI (Hawton et al., 

2002; Herpertz et al., 1997). A positive relationship was also found between the frequency of 

NSSI and lack of premeditation and perseverance (Glenn & Klonsky, 2010). Despite this, no 

differences in inhibitory control function were found between individuals who self-injured and 

those who did not. Given these conflicting results, it appears reasonable to theorize that both 

impulsive and restrained individuals engage in self-injurious behavior.   

Alexithymia and NSSI 

Research has found that self-injury is associated with alexithymia, or a deficit in 

identifying and communicating emotions (Greene et al., 2020; Norman et al., 2020). Adolescents 

who self-injured reported higher alexithymia than those without a history of self-injury in both 

community and clinical samples (Creutti et al., Garisch & Wilson, 2015; Gatta et al., 2016; Lin 

et al., 2017). Additionally, emotional inexpressivity was associated with more frequent self-

injury in a sample of women (Gratz, 2006). Empirical and clinical literature has suggested that 

one function of self-injury may be the expression or communication of distressing emotions 

(Briere & Gil, 1998; Conterio & Lader, 1998; Favazza, 1998); individuals with alexithymia may 

rely on this strategy to release or express emotions that they are unwilling or unable to 

communicate otherwise. These findings are in contrast with Linehan’s (1993) theory that high 
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levels of emotional intensity and reactivity in BPD play a contributing role in the development of 

NSSI.   

Perfectionism and NSSI 

 Several studies have reported a significant association between perfectionism and NSSI, 

particularly in individuals with eating disorders (Claes et al., 2012; Fujimori et al., 2011; Hoff & 

Muehlenkamp, 2009; Luyckx et al., 2015; Nock & Prinstein, 2005). For example, Claes and 

colleagues (2012) found that dimensions of perfectionism related to self-criticism and concern 

about making mistakes were elevated in eating disorder patients who self-injured. This echoes 

similar findings in a community sample of college students with a history of self-injury (Hoff & 

Muehlenkamp, 2009). One possible explanation for this relationship is that perfectionism may 

lead individuals to engage in NSSI to cope with the stress associated with their high standards 

and harsh self-criticism. Self-criticism has been found to have a strong relationship with NSSI, 

and perfectionism has been linked to both the emotion regulation and self-punishment functions 

of NSSI (Claes et al., 2012; Mahtani et al., 2017). 

Clinical Intervention Aimed at Treating NSSI  

 Conceptualizing NSSI through the lens of overcontrol and undercontrol may help guide 

clinical treatment. Frequently used clinical interventions such as dialectical behavior therapy 

(Linehan, 2015) or emotional regulation group therapy (Andover & Morris, 2014), which seek to 

improve emotional regulation and distress tolerance, may be less effective for individuals who 

already possess high levels of impulse control and emotional constriction. Previous research has 

posited that interventions directed at specific functions of NSSI may be more effective in 

bringing about change (Nock & Prinstein, 2004). Similarly, understanding the experiences, 

attitudes, and behaviors of both undercontrolled and overcontrolled individuals who self-injure 
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may increase our clinical knowledge and guide the development of treatment interventions.  

Significance of the Study 

While considerable research on NSSI exists, much remains to be learned about this 

phenomenon. The inclusion of NSSI as a condition for further study in the most recent revision 

of the DSM (APA, 2022) supports the need for additional research to better understand this 

behavior and inform future diagnostic criteria and clinical interventions. Prevalence rates in 

community samples range from 17 – 26% (Andover, 2014; Cipriano et al., 2017; Giordano et al., 

2022; Swannell et al., 2014), and professional literature suggests that incidence of self-injury has 

increased over time (Nock, 2009, 2010); despite this, clinicians frequently experience anxiety 

and self-doubt when working with this population (Fox, 2011; Whisenhunt et al., 2014).  

Extant literature has made significant contributions to professional knowledge of 

common methods (Favazza, 2011), locations (Klonsky & Muehlenkamp, 2007; Sornberger et al., 

2012), and functions (Klonsky, 2011; Turner et al., 2012) of NSSI. NSSI has also been linked to 

several concepts related to both undercontrol and overcontrol, such as impulsivity (Hamza et al., 

2015), lack of premeditation (Glenn & Klonsky, 2010), alexithymia (Norman et al., 2020), and 

perfectionism (Claes et al., 2012). However, NSSI in the context of undercontrol and overcontrol 

has yet to be the focus of significant research. Therefore, the experiences, attitudes, and 

behaviors of undercontrolled and overcontrolled individuals warrant further exploration.  

Purpose of the Study 

 The purpose of this qualitative research study was to examine the experiences, attitudes, 

and behaviors of undercontrolled and overcontrolled individuals related to NSSI. This study 

aimed to inductively generate a theory regarding the nature of self-injury in these two groups to 

fill gaps in the literature and improve clinical understanding and treatment. The findings have 
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significant theoretical and clinical implications for counselors and other professionals working 

with individuals who self-injure. From a theoretical standpoint, this study provides a deeper 

understanding of the role of self-control in NSSI, thereby contributing to the development of 

more comprehensive theories of self-injury. In considering clinical treatment, the findings of this 

study have implications for the development of assessments and interventions aimed at 

preventing and treating NSSI. 

Research Questions 

 Research has shown that NSSI is a frequent presenting concern; however, there is a lack 

of research examining the role of self-control in NSSI. Particularly, there is a gap in the literature 

regarding the nature of experiences, attitudes and behaviors associated with undercontrolled and 

overcontrolled NSSI. The current study aimed to expand research on NSSI in the context of 

undercontrol and overcontrol to provide practical implications and interventions to promote 

wellness within this population. The research questions guiding this study include: 

1. What are the experiences, attitudes, and behaviors of undercontrolled and overcontrolled 

individuals who engage in self-injury? 

2. How can these experiences, attitudes, and behaviors inform the clinical treatment of self-

injury? 

Chapter Summary 

Various terms have been used to represent self-injury in research, resulting in challenges 

in interpreting study outcomes. For the purposes of this study, NSSI is defined as the act of 

intentional, self-inflicted damage of body tissue without the intent to end one’s life and for 

purposes not socially or culturally sanctioned (Klonsky et al., 2014). While NSSI has a long 

history, it was only recently included in the DSM (APA, 2022) as a condition for further study. 
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NSSI is a frequent presenting concern with a prevalence rate of 17-26% in community samples 

(Cipriano et al., 2017; Giordano et al., 2022). NSSI has been linked to several concepts related to 

both undercontrol and overcontrol, such as impulsivity (Hamza et al., 2015), lack of 

premeditation (Glenn & Klonsky, 2010), alexithymia (Norman et al., 2020), and perfectionism 

(Claes et al., 2012). However, NSSI in the context of undercontrol and overcontrol has yet to be 

the focus of significant research. Therefore, the experiences, attitudes, and behaviors of 

undercontrolled and overcontrolled individuals warrant further exploration. The purpose of the 

study was to construct a grounded theory regarding the nature of undercontrolled and 

overcontrolled self-injury. 
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Chapter 2: Methodology 

This chapter describes the methodology utilized for this constructivist grounded theory 

study. The methodological approach, rationale for the choice, research questions, participants, 

design and procedures, data collection, and analysis methods are discussed. The current study 

examined the role of self-control in experiences, attitudes, and behaviors related to non-suicidal 

self-injury. Specifically, the study aimed to inductively derive a theory regarding the similarities 

and differences between undercontrolled and overcontrolled self-injury in order to improve 

clinical understanding and treatment. 

Research Questions 

1. What are the experiences, attitudes, and behaviors of undercontrolled and overcontrolled 

individuals who engage in self-injury? 

2. How can these experiences, attitudes, and behaviors inform the clinical treatment of self-

injury? 

Grounded Theory Methodology 

 Understanding the self-injurious experiences, attitudes, and behaviors related to both 

undercontrol and overcontrol requires the examination of the personal experiences of individuals 

who have engaged in NSSI. Qualitative methods are optimal for studying this phenomenon 

because they aim to construct knowledge within the context of human experiences and make 

meaning of those experiences (Bhattacharya, 2017). Qualitative research approaches generate 

descriptions and meaning, which can aid in recognizing constructs and connections that have yet 

to be explored (Hays & Singh, 2023). Grounded theory is a systematic qualitative method used 

to collect and analyze data with the goal of developing a theory that is “grounded” in the data or 

emerges from the data (Glaser & Strauss, 1967).  
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Glaser and Strauss developed grounded theory methodology in the 1960s, largely as a 

response to what they saw as the limitations of traditional qualitative research methods that relied 

on pre-existing theoretical frameworks to guide data collection and analysis (Charmaz, 2014). 

This inductive method of inquiry sought to offer explanations about a phenomenon situated in 

the perspective of those who experience it. In this original conceptualization of grounded theory 

(also called classical grounded theory), it was recommended that researchers enter the research 

process free of preconceived ideas about the phenomenon of study (Glaser & Strauss, 1967). 

Accordingly, no literature review was conducted before starting the research project and the 

researcher operated from a postpositivist paradigm characterized by objectivity. The process of 

theory generation involved an iterative, concurrent process of data collection, coding, and 

analysis, with each iteration leading to the refinement of the emerging theory.  

Constructivist Grounded Theory 

Constructivist grounded theory (CGT), developed by Charmaz (2014), extended and 

refined Glaser and Strauss’ (1967) original theory to emphasize the role of the researcher in the 

theory generation. CGT holds the ontological position that our world is socially constructed and 

emphasizes the researcher as “part of the world we study, the data we collect, and the analyses 

we produce” (Charmaz, 2014, p. 61). In recognizing the participants and researcher as co-

creators of knowledge, CGT assumes that meaning is derived from a subjective and interpretive 

process and that multiple, contextualized truths can explain a particular phenomenon. The goal 

of CGT is not to identify an objective truth, but rather to develop a theory that captures 

participants’ experiences in a meaningful and coherent manner.  

Charmaz (2014) posited that researchers construct grounded theories through their own 

experiences, interactions, perspectives, and interpretations, and therefore encourages reflexivity 
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throughout the research process. I hold complex intersecting identities (e.g., White, cisgender, 

woman), beliefs, assumptions, and biases that may influence my interactions with and 

understanding of participants and data. I have clinical experience working with clients who self-

injure in both residential and outpatient settings. It is this experience that sparked my interest in 

the phenomenon and the idea that there may be some observable difference in the experiences, 

attitudes, and behaviors of undercontrolled and overcontrolled individuals who self-injure. While 

classical grounded theory and CGT differ in some foundational assumptions, they share certain 

defining principles, such as (a) constant comparative method, (b) theoretical sampling, (c) memo 

writing, (d) theoretical saturation, and emerging theory that is grounded in data (Chamzaz, 2014; 

Merrium & Tisdell, 2016). These techniques will be discussed briefly below.  

Constant Comparative Analysis 

 Constant comparative analysis is utilized in CGT to facilitate finding similarities and 

differences in the collected data (Charmaz, 2014). Using this approach, researchers begin data 

analysis immediately after initial data collection and use this analysis to inform subsequent data 

collection. Comparisons are made during each stage of analysis, with codes and categories being 

added, removed, or integrated as appropriate. This iterative work allows evolving theory to 

inform how and what data are collected and facilitates the generation of a richly detailed theory.  

Theoretical Sampling 

 Theoretical sampling allows researchers to strategically identify and collect needed data 

to further develop and refine categories in the emerging theory (Charmaz, 2014). This may mean 

returning to previously analyzed data to determine if newly emerging categories were also 

present or revisiting earlier participants to ask follow-up questions to enrich the data. Theoretical 

sampling ensures that the research constructs full and robust categories with clearly defined 
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relationships.  

Memo Writing 

 Memo writing is a way of recording the researcher’s thoughts about the data and analysis 

along with salient participant words (Charmaz, 2014). Memo writing aids in elaborating 

categories, making connections, and identifying areas that require further investigation. Memo 

writing is particularly important in CGT methodology because it helps the researcher engage in 

the iterative process of theory development. Through the writing of memos, the researcher 

continually reflects upon and revises their current understanding of the data and records the path 

and process of theory construction.  

Theoretical Saturation 

 Data collection in CGT is considered complete when the properties of theoretical codes 

and categories are “saturated” with data and no new properties are present in new interviews 

(Charmaz, 2014). Theoretical saturation occurs when emerging categories and concepts are well-

defined and the relationship between categories has been refined, resulting in a comprehensive 

understanding of the phenomenon being investigated. 

Emerging Theory that is Grounded in Data 

Glaser and Strauss (1967) described a grounded theory as one that fits closely with the 

data, is useful and conceptually dense, and possesses explanatory power. Generating a theory 

that is closely aligned with rich data requires the researcher to seek “thick” description (Geertz, 

1973) which may include fieldnotes, observations, records and reports, and respondents’ detailed 

narratives in the form of written personal accounts or transcribed interviews (Charmaz, 2014; 

Glaser & Strauss, 1967). While classical grounded theory analysis emphasized the generation of 

a theory that emerges directly from the data, CGT methodology supports the notion that theory 
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construction is also informed by socially constructed values and interactional meaning-making 

processes (Charmaz, 2014). Therefore, theoretical renderings are considered an interpretive 

portrayal of the phenomenon being studied rather than an exact picture of it (Charmaz, 1995; 

Guba & Lincoln, 1994; Schwandt, 1994).  

Procedure 

CGT encourages the use of purposive criterion sampling for initial data collection 

(Charmaz, 2014). Purposive criterion sampling selects participants who meet a predetermined 

criteria based on their experience and therefore can contribute to the emerging theory (Patton, 

2014). After initial data analysis was completed, theoretical sampling was used to identify 

further participants. This sampling method strengthens the rigor of grounded theory studies by 

seeking participants with specific knowledge and experiences that will enrich the data gathered 

and the constructed theory (Hays & Singh, 2023). 

Recruitment 

To recruit participants who had meaningful experience with the phenomenon of self-

injury, calls for participation were posted on relevant listservs, online groups, and social media 

sites. The recruitment flyer (see Appendix A) was posted on my personal LinkedIn and 

Instagram accounts, as well as in Facebook and sub-Reddit groups related to self-injury support. 

After seeking approval from group moderators, the flyer was shared in a total of four online 

groups. Recruitment utilizing email listservs was completed in a similar manner, and calls for 

participation were shared on Counselor Education and Supervision Network, Georgia Therapist 

Network, and Radically Open DBT Listserv.  

Recruitment materials were also emailed to contacts in the field who have expertise in 

self-injury. Finally, snowball sampling was used to allow potential participants to suggest 
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additional individuals who are appropriate for the study and fit the criteria. The recruitment 

email contained an invitation (see Appendix A) to participate in the research or suggest someone 

else who was appropriate for the study and an Auburn University Qualtrics link to the IRB-

approved information letter and participant screening and demographic questionnaire (see 

Appendix B and C). Upon participants’ submission of screening and demographic information, I 

reviewed entries to determine eligibility for participation based on inclusion criteria and 

contacted appropriate participants to schedule semi-structured intensive interviews.  

Grounded theory sample sizes vary depending on the study’s purpose, aims, and goals. 

Creswell and Poth (2018) recommended 20-30 participants while Charmaz (2014) posited that as 

few as eight in-depth interviews may be enough to reach theoretical saturation. Given that this 

study required two distinct focused groups of participants (undercontrolled and overcontrolled), I 

aimed to recruit between 8-10 participants for each group. The final sample consisted of 20 

participants total, 10 who self-identified as undercontrolled and 10 who self-identified as 

overcontrolled. The final number of participants was guided by the process of data analysis, 

during which theoretical sampling was utilized to balance undercontrolled and overcontrolled 

participants and select participants who held diverse identities to investigate whether saturation 

would be maintained across this diversity. Once I obtained broad and deep coverage of emerging 

categories and new data no longer provided new theoretical insights, no additional participants 

were sought (Charmaz, 2014). 

Participants and Inclusion Criteria 

 Adult individuals who had self-injured five or more times throughout their lifespan were 

invited to participate in this study. Full participant inclusion criteria included individuals who a) 

had self-injured five or more times throughout their lifespan, b) had not self-injured in the past 
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three years, c) had no current suicidal ideation, d) self-identified as undercontrolled or 

overcontrolled, and e) were 18 years or older.  

Screening to Minimize Risk 

It is recommended that researchers screen participants for vulnerabilities and balance the 

goal of obtaining rich data with the potential harm that may occur when asking sensitive 

questions (Hays & Singh, 2023). In the Declaration of Helsinki, the World Medical Association 

characterized vulnerable individuals as those who “may have an increased likelihood of being 

wronged or incurring additional harm” (2013, section 19). Therefore, a thorough literature 

review was conducted to more fully understand the possible iatrogenic effects and benefits 

related to participating in interviews broaching NSSI.  

In professional literature, NSSI is frequently situated within the context of recovery-

based models in which cessation of the target behavior is the primary aim (Andrews et al., 2013; 

Kiekens et al., 2017; Whitlock et al., 2015). For example, researchers have viewed self-injury in 

the context of the transtheoretical stages of change model, which considers individuals as 

“recovered” following 6 months of abstinence from the behavior (Grunberg & Lewis, 2015; 

Kress & Hoffman, 2008; Kruzan et al., 2020). In contrast to these views, the lived experiences of 

individuals who self-injure suggest that ongoing NSSI thoughts or urges are not uncommon 

(Lewis & Hasking, 2021; Lewis & Mehrabkhani, 2016) but tend to decrease in magnitude and 

frequency over time (Lewis & Hasking, 2020).  

Several studies have investigated the iatrogenic risk of posing questions about NSSI. In 

one study, a sample of 847 young adults were randomly assigned to either an experimental 

condition in which individuals were presented with questions assessing NSSI or a control 

condition that did not include NSSI questions (Muehlenkamp et al., 2015). The impact of these 
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questions was assessed immediately with pre- and post-measures and 3 weeks later with a 

follow-up assessment of reactions, NSSI behavior, and urges to self-injure. Results indicated that 

participating in detailed NSSI research did not appear to have significant short-term adverse 

effects. Additionally, Whitlock and colleagues (2013) investigated disclosure of self-injury, 

suicide-related behavior, and psychological distress in a web-based survey and found that only 

2.7% of individuals in their sample of 14,372 reported negative survey experiences. 

Lewis and Hasking (2019) outlined the importance of including the lived experiences of 

individuals who self-injure in research on NSSI to increase understanding of prevention, service 

provision, training, and diagnostic issues as well as enhance research relevance to impacted 

individuals. They posited that participation in research efforts may also afford significant benefit 

to individuals themselves through the opportunity for reflection and building insight. Priya 

(2010) suggested that the researcher’s “empathetic witnessing” (p. 497) may create a space that 

allows participants to share and transcend their suffering. Disclosing self-injury during 

participation in research may additionally reduce self-stigma, increase empowerment and self-

esteem, and provide a sense of meaning (Hasking et al., 2015; Muehlenkamp et al., 2015; 

Whitlock et al., 2013). 

To minimize risk, participant eligibility for the study was based on the absence of any 

current suicidal ideation and self-injury in the past three years. This screening information was 

available to participants in recruitment materials and a required pre-screening survey in 

Qualtrics, and it was reiterated verbally by the researcher at the start of the interview process. In 

the case that prospective participants endorsed current self-injurious behavior or suicidal ideation 

on the screening questionnaire, they were immediately redirected to a page with crisis 

management information, including national phone- and text-based support resources. 



 

 36 

Data Sources 

 Generating a strong grounded theory is dependent on gathering data that are detailed, 

focused, and full (Charmaz, 2014). This study’s main data sources included a demographic 

questionnaire, a 45-60-minute intensive interview, and follow-up email communication with 

participants. Additional data sources included field notes and memos written by the researcher 

throughout the data collection and analysis process. 

Demographic Questionnaire 

 Participants were asked to report their gender, age, race/ethnicity, and geographical 

location on a brief questionnaire administered via Qualtrics (see Appendix C). These data were 

collected to provide the necessary information to describe the sample and help determine the 

extent to which the theory generated represents experiences across a diversity of identities. 

Additionally, participants were asked to self-identify with undercontrolled, overcontrolled, or 

resilient personality types as described by Block and Block (1980). 

Intensive Interview 

 Qualitative interviews involve a dynamic interaction between researcher and participant 

in which the researcher seeks to understand the participant’s experiences and perspectives 

through open-ended questions (Bhattacharya, 2017). The intensive interview, posited by 

Charmaz (2014) as the best fit for grounded theory inquiry, is described as a gently guided, 

flexible conversation that explores a respondent’s rich first-hand experience with the research 

topic. Intensive interviews involve open-ended questions that incite in-depth exploration of 

participants’ experiences, situations, perspectives, and meanings. The process of creating the 

interview protocol for the current study followed CGT methodology in that the questions were 

chosen to elicit participants’ views, concerns, and experiences while also reflecting the purpose 
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of the research.  

A total of 10 questions and subquestions (see Appendix D) were created to elicit rich 

description of the experiences, attitudes, and behaviors of individuals who self-injure. The 

questions in the interview protocol were written by the researcher and reviewed by two subject 

matter experts, Dr. Julia Whisenhunt at the University of West Georgia and Dr. Laurie Craigen at 

Boston University. Intensive interviewing relies on the practice of following up on unanticipated 

areas of inquiry, ideas, and discourse (Charmaz, 2014); therefore, interview questions were 

updated in response to data collection and emergent theory generation. For example, after several 

participants mentioned their reactions to NSSI in peers or media representations, a question 

related to participant perception of others’ NSSI was integrated into subsequent interviews. 

Data Collection 

 Following the approval of the Auburn University Institutional Review Board (IRB) and 

the identification of participants that met the established criteria through a screening and 

demographic questionnaire (see Appendix C), data was collected through a semi-structured 

interview process lasting approximately 45 to 60 minutes. Data was collected in face-to-face 

interviews conducted via Zoom. Open-ended questions such as “What has your experience been 

with disclosing your self-injury to others?” and “Could I ask you to describe the experiences that 

led you to stop self-injuring?” were used to facilitate the generation of rich participant narratives 

related to the phenomenon of self-injury. Additionally, probing questions (e.g., “Could I ask you 

what you were feeling then?”) and summaries of participant responses (e.g., “Let me make sure 

I’m clear on what you mean”) were used to encourage participants to confirm, correct, or 

elaborate on their responses (Hays & Singh, 2023). 

Engaging ethically in participant interviews requires attention to specific vulnerabilities 
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that may create psychological harm (Hays & Singh, 2023). Because of the sensitive nature of the 

research topic, the researcher continually monitored participant reactions for signs of distress or 

dysregulation and, if appropriate, planned to end the interview and offer the participant coping 

strategies and crisis management resources (see Appendix E). Participants were also assured that 

they could skip questions or stop the interview entirely at any point. No participants expressed 

signs of distress during the interview, nor required referral for immediate support.  

All interviews were audio recorded and transcribed by Scribie, a professional 

transcription service vetted by Auburn University, before sharing with the participants for 

member checking. Participants were invited to revise, redact, or add information to their 

individual transcripts to establish the accuracy of their voices and communicated experiences. 

Minor edits, such as changing a word to better describe an experience, were submitted by one 

participant.  

Data Analysis 

 CGT methodology requires data to be analyzed inductively and simultaneously with data 

collection in two major phases: initial coding and focused coding (Charmaz, 2014). Initial coding 

included line-by-line coding during which I labeled segments of data in a manner that both 

summarized and categorized. This process began with reviewing the transcripts for accuracy 

while listening to the interview recording. This allowed me to reflect on the experience and write 

memos about tone, emotion, and timing that might not be discernable from the transcript alone. 

Then, using Dedoose qualitative software, I highlighted significant phrases in participants’ 

narratives and color-coded these segments to visually associate concepts. During this process, I 

used memo writing in the form of handwritten notes, which were eventually transitioned to 

digital memos within my Dedoose desktop. The goal during initial coding was to begin to define 
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core conceptual categories while remaining open to all possible theoretical directions. 

Transcripts were read and evaluated multiple times as new data was collected in order to 

compare new data to previous interviews and establish similarities and differences in participant 

narratives. The initial coding process yielded 38 codes. 

The process of focused coding involved identifying and developing the most salient 

codes into categories and themes to form a larger theory (Charmaz, 2014). During this phase, I 

considered and compared the 38 initial codes with the goal of collapsing similar codes into 

singular descriptions that best encapsulated the meaning of participants’ narratives. The iterative 

process of revisiting earlier interviews during the focused coding process supported my 

awareness of patterns and any gaps that required further exploration. Focused coding resulted in 

15 themes that explained the relationships between findings, moving the analysis from 

descriptive to conceptual and ultimately toward the development of a theory (Charmaz, 2014). 

During this process, I used hand drawn concept mapping to organize my thinking. These hand 

drawings were eventually transitioned to a more formal figure representing my theory, which 

was created in PowerPoint for easy manipulation and fine tuning. 

Constant comparative methods (Glaser & Strauss, 1967) were used throughout the coding 

process to identify patterns, concepts, and categories that contributed to emerging analysis and 

facilitated the grounding of theory in participant narratives. Memo writing was used to record 

analytic ideas for later follow-up. I used Dedoose, a HIPAA-compliant, password-protected 

online qualitative software, and Box, a HIPAA-compliant cloud storage system, to organize data 

and store codes, categories, field notes, and memos. Recruitment continued using theoretical 

sampling during data analysis to refine and clarify emerging categories, explain relationships, 

and contribute to ongoing analysis.  
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Once theoretical saturation was reached, I conducted member checks by sending 

participants a summary of themes and categories via email to elicit their feedback. All 20 

participants indicated that the emerging theory was congruent with their experience, and of those 

20, five engaged in the process of asking clarifying questions, providing additional feedback, and 

further developing the theory. This process was carried out via email communication. 

Information gathered during this phase of analysis was recorded using memos and added to the 

data informing theory generation. 

During the data analysis process, I worked closely with a methodological and subject 

matter expert on my dissertation committee to support the process of considering multiple 

perspectives as theory emerged from the data. After each of our meetings, which occurred via 

Zoom, I would engage in memo writing to record my reflections about the coding process and 

what the data was telling me. The resulting Theory of Overcontrolled and Undercontrolled Self-

Injury (illustrated by the Model in Figure 1) was co-constructed around the 15 final themes to 

describe the experiences, attitudes, and behaviors related to overcontrolled and undercontrolled 

self-injury, including the processes that can facilitate individuals switching profiles, and the 

processes that lead to cessation of self-injurious behavior.   

Trustworthiness 

 Several strategies were used to increase rigor and reduce methodological limitations. The 

validity of qualitative studies is often determined by how genuinely they reflect participant 

perspectives and the phenomenon being investigated (Creswell & Miller, 2000; Denzin et al., 

2023). Reality is a social construct and meaning is negotiated within relationships and 

experiences; therefore, those with lived experience are the experts on their reality (Angen, 2000). 

To facilitate the generation of a theory that was representative of participant experiences, a semi-
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structured interview guide utilizing open-ended questions was developed to invite participants 

into a conversation through which their story could emerge (Charmaz, 2014). Follow-up 

questions were used throughout the interview process to enhance the clarity of participant 

meaning and elicit examples of attitudes, behaviors, and emotions associated with participant 

narratives.  

Additionally, member checking was used to allow participants an opportunity to 

determine the reflectivity of results to their own reality. Interviews were recorded, transcribed, 

and reviewed by participants to elicit feedback as to whether the content of the transcript 

matched their intended meaning. As theory generation occurred, participants were invited to 

review and comment on tentative findings. Five participants engaged in the process of providing 

additional feedback and information, further shaping the theory as a reflection of their 

experiences. Ultimately, all 20 participants indicated support for the developing theory.  

 Researcher reflexivity was utilized to elucidate personal beliefs, values, and biases that 

may shape the interpretation and analysis of the data (Hays & Singh, 2023). Memo writing 

supported this process by providing an ongoing opportunity to reflect upon and record my 

perspectives and their influence on the research process (Birks & Mills, 2015). Topics included 

reactions to participants, hunches about potential findings, and explanations of any changes made 

to the interview guide, theoretical sampling procedure, or method of data analysis. To increase 

the dependability of the constructed theory, careful record keeping was utilized during data 

collection and concurrent analysis. Items such as participant contacts, demographic information, 

codebooks, contact summary sheets, and notes on emerging theory served as systematic evidence 

of how the study progressed and theory developed (Charmaz, 2014).  

Chapter Summary 
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The experiences, attitudes, and behaviors related to undercontrolled and overcontrolled 

self-injury are unexplored in professional literature. Therefore, a CGT methodological approach 

(Charmaz, 2014) was chosen for this study. This chapter presented an overview of grounded 

theory methodologies, with a focus on CGT. The design of the study was described, including 

participant recruitment and sampling, data collection, and data analysis. The main data source for 

this study was information gathered in semi-structured intensive interviews. The steps taken to 

increase the study’s trustworthiness and actions taken to protect human subjects were also 

discussed. 
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Chapter 3: Findings 

This study aimed to develop a grounded theory elucidating similarities and differences in 

the experiences, behaviors, and attitudes of undercontrolled and overcontrolled self-injury. Data 

were collected during Fall 2023 and Spring 2024 through audio-recorded semi-structured 

individual interviews, and the CGT methods of constant comparison and iterative analysis were 

used to develop 15 core themes from the interview data. The data analyses process began with 

line-by-line coding, progressed to focused coding, and resulted in the generation of a theory that 

was grounded in the experiences of participants. This process was supported by memo writing, 

conceptual diagrams, and additional contact with participants via email to enhance theory 

development. This chapter discusses the demographic and qualitative findings of this study, 

including a thick description of participants’ narratives of their experiences.  

Demographic Findings 

 The 20 study participants all endorsed self-injuring five or more times throughout their 

lifespan and self-identified as undercontrolled (UC; n = 10, 50%) or overcontrolled (OC; n = 10, 

50%) as described by Block and Block (1980). The majority of participants identified as White 

or Caucasian (n = 14, 70%), with three identifying as Multi-Racial (15%), two identifying as 

African American and/or Black (10%), and one identifying as Hispanic or Latino/a/x (5%). 

Likewise, most participants identified as women (n = 18, 90%), with one identifying as a 

nonbinary woman (5%) and one identifying as a man (5%). Participants ranged in age from 18 to 

43, with the mean age being 29.4. The participants lived in various geographic regions, with the 

most common region being the South (n = 12, 60%), followed by the Midwest (n = 4, 20%), 

Northeast (n = 2, 10%), and West (n = 2, 10%). See Table 1 for a visual representation of 

participant demographics. 
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Table 1  
Participant Demographics 
  
Pseudonym  Age Gender identity Race/Ethnicity  Personality 

typology  
Geographic region 

   
Madeline 

 
28 

   
F 

 
Caucasian or White 

 
OC 

 
South 

 
Lola 

 
24 

 
F 

 
Caucasian or White 

 
OC 

 
South 

   
Rex 

 
32 

 
F 

 
Multi-Racial 

 
OC 

 
West 

  
Elizabeth 

 
26 

  
F 

 
Caucasian or White 

 
OC 

 
South 

  
Katie 

 
18 

  
F 

  
Caucasian or White 

 
OC 

 
Midwest 

   
Olive 

 
31 

  
Nonbinary woman 

  
Caucasian or White 

 
OC 

 
South 

   
Sally 

 
27 

   
F 

  
 Hispanic or Latino/a/x  

 
OC 

 
South 

   
Rose 

 
29 

   
F 

   
Caucasian or White 

 
OC 

 
South 

  
Lauri 

 
43 

  
F 

  
Caucasian or White 

 
OC 

 
South 

  
Roxanne 

 
40 

  
F 

  
Caucasian or White 

 
OC 

  
South 

 
Tricia 

 
20 

 
F 

 
African American, Hispanic or Latino/a/x 

 
UC 

 
Northeast 

  
Amy 

 
21 

  
F 

  
Caucasian or White 

 
UC 

 
South 

 
Marie 

 
23 

 
F 

 
Caucasian or White 

 
UC 

 
Midwest 

 
Jasmine 

 
25 

 
F 

 
African American, Black 

 
UC 

 
West 

 
Emma 

 
34 

 
F 

 
Caucasian or White 

 
UC 

 
South 

 
Jane 

 
39 

 
F 

 
Caucasian or White 

 
UC 

 
Northeast 

  
Pacey 

 
24 

  
M  

  
Black 

 
UC 

  
Midwest 

 
Shane 

 
30 

 
F 

 
Caucasian or White 

 
UC 

 
South 

 
Phoenix 

 
32 

 
F 

 
Caucasian or White 

 
UC 

 
Midwest 

 
Jenny 

 
42 

 
F 

 
Multi-Racial 

 
UC 

 
South 

  
 

Participants reported the age of NSSI onset to be between 7 and 19, with the mean age 

reported being 13. Participants reported that the duration of their NSSI behavior was between 6 

months and 16 years. Various NSSI methods were reported, including cutting, scratching, 

pinching, hitting, picking the skin, and head banging, with the most common method being 

cutting. Likewise, a variety of locations on the body were reported, including hands, wrists, 
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arms, soles of the feet, ankles, legs, shoulders, breasts, stomach, hips, back, inside of the mouth, 

and inside of the vagina. The most frequently reported function of participants’ NSSI was 

emotion regulation; however, participants also reported self-punishment, increasing their sense 

of control over their body or situation, numbing, feeling generation, communication of distress, 

and attempts to influence others.  

Qualitative Findings 

Overview of Theory 

The Theory of Overcontrolled and Undercontrolled Self-Injury was constructed from 

participants’ narratives and feedback to describe the experiences, attitudes, and behaviors 

associated with overcontrolled and undercontrolled self-injury. A corresponding conceptual 

model, illustrated in Figure 1, provides a visual representation of OC and UC NSSI, including 

the processes that can facilitate individuals switching profiles and the processes that lead to 

cessation of self-injurious behavior. OC NSSI was described as restrained, guided by rules and 

ritual, highly private, and characterized by a perception of others’ NSSI as inferior. Cessation of 

OC NSSI occurred when the behavior lost its utility, and frequently followed a defined decision 

to stop. UC NSSI, on the other hand, was described as impulsive, guided by emotion, disclosed 

despite secrecy, and characterized by a perception of others’ NSSI as superior or relatable. 

Cessation of UC NSSI was related to interpersonal influence (e.g., therapy or pressure from a 

partner or family) and frequently occurred over a long period of time.  

Participants described switching from an UC NSSI profile to an OC NSSI profile as a 

result of aging and receiving negative feedback from others. Likewise, participants described 

switching from an OC NSSI profile to an UC NSSI profile following intense interpersonal 

distress. When the transition from OC NSSI to UC NSSI occurred, it was followed by feelings of 
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fear and shame, which ultimately precipitated cessation of NSSI. The dotted and dashed arrows 

in the figure represent these potential pathways for profile transitions. 

Figure 1  

Model of Overcontrolled and Undercontrolled Self-Injury 

 

It is important to note that although participants were asked to self-identify as UC or OC, 

this designation did not always correlate to their profile of self-injury. For example, three 

participants identified that their NSSI behavior was markedly different than their behavior in the 

rest of their lives. Lauri, who self-identified as OC, described being “very controlled, I would 

think, and very organized and put together…even like, you know, decisions around like sex and 

stuff…I was very good at setting boundaries and not crossing them.” At the same time, she noted 

that her self-injury was different, describing it as “the one thing I had the green light to be 

impulsive in.” Additionally, several participants described transitioning from one profile to 

another at some point during their self-injury. As a result of this unexpected finding, I 

categorized participant NSSI based on their descriptions of their self-injurious experiences, 
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attitudes, and behaviors rather than their self-identified personality typology. 

OC NSSI 

 Four themes emerged from participant narratives describing OC NSSI: restrained, highly 

private, guided by rules and ritual, and perception of others’ NSSI as inferior. These themes 

describe processes guiding when, where, and how participants self-injured, their attitudes about 

disclosure and privacy, and their perception of others who self-injured. Two additional themes 

emerged describing the processes related to participants’ cessation of NSSI: loss of utility and 

defined decision to stop.  

 Restrained. Participants described a measured approach to OC NSSI, often using 

restraint to moderate how deeply they cut or delay self-injury until they could reach a private 

location. This restraint was frequently motivated by a strong desire to keep their self-injury 

hidden, which necessitated utilizing self-control to both mask emotions and defer the urge to 

self-injure until a later time. Emma shared that if something upsetting happened at school or in 

public, she might make a decision to self-injure later at home:  

There were definitely times where maybe something would happen like at school. Or 
somewhere out in public or something like that. Where I knew that I…You know, 
because I was extremely secretive about what I was doing, that I maybe thought, “well, 
later I might go home and do that.” I can’t remember ever thinking to myself, “well, I 
need to go home right now and cut,” you know? That was never crossing my mind. 
 
Sally described a similar mechanism that helped her cope when the urge to self-injure 

arose in a public setting: “I kind of tricked myself into thinking that I was ‘normal’ at school…I 

don’t need to self-harm at school because you’re okay…so I could kind of turn it off.”  

Participants described delaying their self-injury for several hours to several weeks at a 

time, sometimes using this time to plan when, where, or how they self-injured. Katie described 

this experience:  
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Once it got dark out and everything was kind of hidden, then I was like, “okay, in like 
two hours I’m probably going to do it again.” I’m like, “I’m going to take a shower first 
and then I’m going to do it.” 

 
Phoenix shared that her most severe self-injury occurred on four specific days each year, and that 

she spent time planning in advance where on her body it would occur, “it would normally be a 

couple of days before that my brain would start to think about what spot.” Madeline disguised 

the cuts that she made inside of her vagina as a menstrual cycle, and discussed the high levels of 

self-control necessary to make the timing believable:  

So, when I was giving myself a period, it was like, I will self-harm for this week and then 
I will not for three weeks. And then I will for this week. And it was very planned around, 
like, if I’m angry now, I just need to wait because if you do it now, you’re gonna fuck 
everything up and you don’t deserve to get to cut now. 
 
When participants did self-injure, they often utilized restraint during the process itself to 

control how much tissue damage they caused. Participants expressed high levels of confidence in 

their ability to restrain themselves in this manner. For example, Jenny shared: 

When I was cutting, I had to be – I had to really pay attention. Really focus, laser focus, 
to not do something wrong or not cause more grievous harm or also to sort of maintain 
some pain, but maybe not too much pain, not go too deep. A lot of my cuts were very 
deep, so I was always sort of like really careful to not expose too much. So, just that, 
those moments, being in that act or moments I think of like extreme control, really having 
to exert control. 

 
Olive also discussed their ability to control the severity of their self-injury, sharing, “I could 

moderate, I was able to moderate how much pain I was causing and how much damage I did.” 

Madeline echoed this, reporting, “I never like cut too deep or anything like that. That always felt 

very controlled.”  

Roxanne shared that she might go into the bathroom at school to cut but “was more 

careful not to go as deep or whatever…because at home, I had my medical kit.” She described 

this process of finding just enough release:  
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If I had a two-liter of soda or whatever, and it was like, I shook it up really bad, and that’s 
how I felt on the inside, and when I would cut it would be just like loosening the top a 
little bit, just letting off a little bit of the anxiety. And then I would stop until I got home 
and I could…yeah.  

 
Participants expressed a sense of pride in their ability to utilize restraint related to OC NSSI, 

which contributed to their sense of identity and differentiated their behavior from impulsive 

conceptualizations of self-injury. 

 Highly Private. Participants were highly private about their OC NSSI, often not 

disclosing their behavior to anyone until after it had stopped. This desire to hide their self-injury 

was often motivated by maintaining a specific image or not burdening others. Sally described 

pacifying the urge to self-injure when she was in public with “smaller harm tactics” such as 

digging her nails into her skin, snapping a rubber band on her wrist, or picking her lips or the 

skin on her fingers “just to sedate myself until I got home, and then I could self-harm easily and 

not have to worry about keeping up appearances from there.” Emma shared, “I didn’t want to be 

a burden to anyone or my pain to be a burden to anyone. And so that was my worst nightmare, 

for someone to know what was going on.” 

 OC NSSI was seen as something that was deeply personal and carried out solely for the 

benefit of participants. Katie described the pride she felt in holding this secret:  

I’ve had a big thing where I like to know that I have my own secrets. I have things about 
me that other people don’t know, and that I’m able to keep those secrets. So I think that 
was a big thing that I was like, no one else knows about this, this is just for me…Like I 
said, like that secret that I, like no one else knows that I did this. No one else knows that I 
can relate to this. And you know, I’m keeping it a secret and this is just mine. And yeah, 
like that part felt good.  
 

Amy echoed this, stating, “I didn’t really want to draw attention to the fact that I was [self-

injuring]; it was more of something for me.” 

The highly private nature of OC NSSI influenced the location of participants’ self-injury 
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as well as rules that would support keeping it hidden. Olive shared the decision-making process 

that informed where on their body they cut:  

Most of the time I did consider where I would do it on my body. A lot of the times it 
would be wanting to do it somewhere that it was more hidden – that’s why I didn’t cut on 
my wrists. I didn’t want people to see that. 
 

Likewise, Madeline described being intentional about where she cut so that her wounds would be 

concealed even during extracurricular activities:  

I never, I like very rarely cut on my arms or like even my legs because I would, I was 
training for triathlons and was swimming. And so a lot of it was like on my breasts, on 
like my pelvic area where it would never be seen, not even on like the sides of my hips, 
like just places it wouldn’t ever be like seen. 

 
In extreme cases, participants’ intense desire to keep their self-injury hidden motivated them to 

wound themselves internally, choosing locations such as the inside of the mouth or vagina. 

Elizabeth stated, “I’d started out doing it actually in my mouth with a razor blade because it 

would, you could never see.” This strong desire for privacy also influenced participants’ 

behaviors related to concealing any evidence of self-injury. Marie shared a “rule” that ensured 

that she left no trace for her family to discover:  

It would always be that whatever room I enter [to self-injure], I have to leave it exactly 
how I found it. So I would make sure to clean, sometimes I’d vacuum because I didn’t 
want anyone to walk in and like see the skin on the floor or see the blood, you know what 
I mean? 

 
Participants’ desire to keep their self-harm private led to the avoidance of medical care, 

even if it meant taking responsibility for caring for severe wounds independently. Phoenix 

described learning to suture her wounds on YouTube. Likewise, Katie shared:  

There were a few times where I thought that…I was like, “oh, I might need stitches for 
this,” and I tried to put like band-aids on it that kept the injury closed. But I never 
received any. I didn’t want anybody to know and I wasn’t ready to stop yet, I guess. 

 
Rex talked about her thought process after a cut became severely infected: “And I got really 
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scared that like, what if something happens here and I lose my leg? And so that’s why I started to 

do the cleanup thing.” She added, “I didn’t want to end up in the hospital having to have 

somebody ask a question about [self-injury].” 

Even after the cessation of NSSI, participants were often reluctant to discuss the 

behavior. Jenny disclosed that the conversations precipitated by participating in this research 

study represented more discussion about her self-injury than all her other disclosures combined. 

She stated, “I have never told anyone like proactively that I can recall.” Marie echoed this, 

sharing, “While it was going on, I did not tell a single person.” Emma described disclosing her 

self-injury as “very difficult,” even after the behavior had stopped: 

…since it had already always been a very secretive thing and it felt like something that 
was very private, I was hesitant to tell people unless I was extremely close with them. 
And so maybe, maybe very, very close friends later in life or maybe like partners that 
I’ve been with later in life. 
 

Olive shared that while they were attempting to be more vulnerable with those close to them, “I 

generally prefer to keep that kind of private” because “there’s a lot of stigma attached to it…I 

don’t wanna make myself vulnerable to the opinions of others.” The private nature of 

participants’ OC NSSI made them less likely to seek and receive support, including mental 

health care.  

Guided by Rules and Ritual. Participants reported that rules and rituals were influential 

in guiding when, where, and how they self-injured. They frequently described a compensatory 

approach to their OC NSSI, choosing tools, locations on the body, or a number of cuts that 

corresponded to specific offenses or triggers. Phoenix described rules related to the number of 

cuts she made and how this corresponded to their severity:  

Always in multiples of three or five. I don’t know why…it was either multiples – or the 
one, like the big one – of three or five. But five would be kind of superficial, and then 
three could be significant, or it was just one really decent one, I guess. 
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For Elizabeth, there was a correlation between the tool she used to self-injure and how much 

pain she wanted to cause, which was often related to the reason she was cutting and what she 

was hoping to achieve: 

I used different things sometimes. I knew that if I was going to make a mark…if I used a 
blunted object that was going to hurt a lot more. So if the point was more like the pain, 
being so upset with myself and wanting that, then I would choose a more blunt 
object…and then the ones that aren’t as severe looking, the experience of the harming is 
worse if that makes sense. So I went back and forth with some of that. And that was just 
dependent on, yeah, the purpose behind the self-harming. 
 

She also disclosed that the location of her self-injury corresponded to what she was punishing 

herself for: “If I would say things wrong or embarrass myself or whatever…those types of things 

went with the mouth.” Olive also talked about restoring a sense of order through her self-injury: 

“I felt very deep down that I was bad and deserved to be punished, and I couldn’t make things 

right in the world until I was punished.” 

 This structured approach to self-injury provided the scaffolding for behaviors that 

became ritualistic. For example, Katie shared: 

I was very planned with it. The first time I did it, it wasn’t as planned. But then as like the 
second, third and fourth, and fifth night went on, it was like I did it in the same spot every 
night and I did it when everyone’s like in their rooms and going to sleep, and I was alone 
and I had stuff in a certain area ready for me. 
 

She also reported that while sometimes her self-injury would occur during moments of 

heightened emotion, “there were nights where I didn’t really feel like I had like a lot of emotions. 

And it was more of that secret part of it, where I was keeping a routine. Like, ‘Well, time to go 

do this.’” Madeline shared that even her more impulsive self-injury was guided by structure 

rather than emotion, “it was still within this structured thing that had nothing to do with day-to-

day how I was feeling.” She described adhering rigidly to the rules and ritual she had established 
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for herself: “I’m not gonna stop. If I’ve decided this is gonna happen 113 times, I’m doing 113. 

Like, regardless of if I decide halfway through, I don’t wanna keep doing this.” 

Participants also described ritualized aftercare, often involving an organized medical 

supply kit, which became a meaningful part of the self-injury process. In some cases, this also 

involved photographing, writing about, or otherwise documenting their wounds. Phoenix shared, 

“I always stitched it up, or whatever. In the moment, it was something that was very destructive. 

But afterwards, it was always taken care of…maybe in a way, that was a way of kind of taking 

care of myself.” Elizabeth echoed this sentiment, describing looking forward to “the ritual part” 

of her aftercare process and describing it as, “maybe kind of regulating”:  

Once I was kind of feeling down, I would wash for a little bit, just kind of wash it, kind 
of like inspecting, I guess. I’d dry it for a little bit, do the Neosporin and bandaging 
process. I had different sized band-aids and a whole cabinet of them, and all the stuff was 
in its own little place…so I almost felt like a little doctor. 

 
Olive also made meaning of their aftercare process, describing that while there was a part 

of themself that felt they deserved to be punished or abused, there was also a part that wanted to 

nurture and heal:  

As I got older the self-care process became part of the ritual as a way of healing – trying 
to heal myself…I think that it was sort of like I would do the self-harm as a form of 
punishment for myself, and then the aftercare as a way of comforting myself. 

 
Marie, whose wound care process involved putting lotion and a sock on her injured foot to help it 

heal, described this as “the one kind of kindness I would do for myself.” However, this aftercare 

become something that could be withheld as an additional form of self-punishment:  

If I had a really, really bad day, and I just did everything wrong…those would be the 
days that I wouldn’t let myself put lotion on, because I felt like I didn’t deserve it. Those 
didn’t happen very often, because the repercussions of not putting lotion on would be 
really painful. 

 
The rules and rituals associated with participants’ OC NSSI created order and structure in their 
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lives and imbued the behavior with meaning that elevated it beyond a simple emotion regulation 

tool.  

 Perception of Others’ NSSI as Inferior. If participants encountered peers that self-

injured or media representations of NSSI, their view was often that others’ NSSI was inferior to 

their own. Participants reported feeling particularly judgmental of others’ impulsivity and 

willingness to disclose and expressed frustration about being associated with those constructs. 

Katie shared, “I think I felt very judgmental of [others who self-injured], like, ‘how come you’re 

doing this to yourself and then sharing it to everybody?’ Like, ‘I can’t believe you’re using this 

to get attention and stuff like that.” Emma described a sense of pride in the way that she engaged 

with self-injury: 

Seeing someone who maybe shared their experiences or maybe was reaching out for help 
in a way I wasn’t. I would definitely think of myself as, yeah, again, pride is a strange 
word to describe it, but it was almost sort of like being more pious. It was like, I am…I’m 
holding this big secret. I’m doing this thing, and that’s the way it should be. So I felt like 
I was doing it correctly. 
 
Madeline shared, “I felt misunderstood when people were like, ‘it’s impulsive and it’s 

this thing that teenagers do.’ And like again, I think part of that was also just like elitism and 

being like, ‘I’m not like other teenagers.’” She explained her thought process:  

I can do this like worse and deeper than other people or like in more sort of abject or like 
gross or worse ways because I’m a worse person. And I don’t feel pain like other people 
do. And like people who have scars on their arms and stuff. I was like, that is like, so like 
base and out of control… 
 

Rex recalled her feelings of disgust when she witnessed a friend’s self-injury during school, and 

how that led to judgment about the behavior as attention-seeking:  

And she like cut herself one day in class next to me like on her forearm. And I just 
thought that that was like really gross. And I didn’t like it. And I was like, you’re doing it 
for attention. And obviously, I don’t know now whether she was doing that or not. But at 
the time, like I was very disgusted by the like publicness of it all. 
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Sally stated that she was aware that the purpose of others’ self-injury sometimes differed from 

her own: “Some people did self-harm for attention, and some people did it to like fit in, to be like 

part of that edgy group that they wanted to be part of.” She described her thoughts when she 

encountered NSSI presented in this manner: 

I never related to it ‘cause I didn’t, I didn’t want the attention. I didn’t want anyone to 
know that what I was doing was hurting myself. So I kind of dismissed that and then I 
also felt like it was kind of icky. 

 
Participants viewed their OC NSSI as different from what they saw around them, contributing to 

a sense of pride as well as a feeling of isolation. 

Loss of Utility. Cessation of OC NSSI often came when the behavior lost its utility and 

no longer served a purpose for participants. This pragmatic approach meant that once the 

benefits of self-injury waned, participants saw no reason to continue to engage with it. Katie 

described her thoughts as her self-injurious behavior ended:  

I feel like I achieved what I wanted to achieve and now I don’t feel like doing it 
anymore…I remember going into therapy afterwards and thinking, “I don’t know why 
I’m here because like I don’t even feel these urges anymore. So like, there’s no point.” 

 
Elizabeth shared, “At the very end, in college, the few times I did it, I was like, ‘What am I 

doing? This is not, this was for me 10 years ago, this isn’t for me now.’” Madeline also discussed 

the process of self-injury losing its utility, stating: 

I’m in a space where I have control…I am in an environment where I have agency and so 
it’s not utilitarian in the same way. And I think the less insecure that I became, especially 
post-college, it became just, it’s not compelling. It just hasn’t felt compelling. 
 
Jenny stopped self-injuring when she moved abroad after college: “I just had to focus on 

other things…It was the first time that I was completely removed from my own context.” She 

added, “I was a new, disoriented, discombobulated person and I had to kind of figure everything 
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out. And I had to really focus on that and put all of my effort into that.” Sally also shifted her 

focus to other things: 

I was able to kind of distract myself with extracurriculars. I learned how to play music, so 
I was always involved in some kind of music, so like I did marching, I did ensemble. So 
that took up a lot of my time to learn routines, learn music and so I threw myself into 
that. I really started reading more and getting lost, using books as an escape mechanism 
as well…And things just got easier, things got better and I didn’t have the feeling or I 
didn’t have the urge to do it anymore. 

 
While cessation experiences sometimes included counseling or other interventions, they often 

occurred independently, consistent with the highly private nature of OC NSSI.  

Defined Decision to Stop. As participants experienced a loss of utility related to their 

OC NSSI, they often made a defined decision to stop. Scaffolded by their ability to exercise 

restraint, participants rarely went back on their decision or experienced a lengthy cessation 

process. Katie stated, “I think that was another part of the control. Like I get to decide when I do 

this and how I do this and when I stop and stuff like that.” Olive described their thought process 

at the hospital after they self-injured for the last time:  

I was just like, I’m never gonna do this again. It was just so scary, and I knew that if I 
kept that door open, there’s a possibility that it could happen again, and I could have 
killed myself. Which is what the doctor told me, he was like, “if you had done this in a 
slightly different part of your leg you could have killed yourself.” And I didn’t want to 
die. 

 
Several participants clearly recalled the exact date they decided to stop, and some even 

memorialized the decision with a behavioral or metaphorical marker. Lauri shared: 

I actually got to a point where I was like, “Okay, I’m in my 30s now. This has like, you 
know, got to stop. Like, this is not okay.” But I actually went and got a tattoo as a marker 
that I’m not doing this anymore, and I haven’t. 

 
Emma reported that when her parents found out, “it was really just kind of like a stop 

altogether.” Jane echoed this, sharing, “There was definitely a moment where I was like, ‘you’re 

not gonna do this anymore.’ Like, ‘you’re gonna stop.’ And I kind of made that decision.” 
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Participants’ sense of themselves as being fully in control of their OC NSSI extended to their 

perception of being able to stop at any moment. The resoluteness with which they committed to 

their decision to stop often felt more salient than any distress they experienced as a result of 

cessation. 

UC NSSI 

Four themes emerged from participant narratives describing UC NSSI: impulsive, 

disclosed despite secrecy, guided by emotion, and perception of others’ NSSI as superior or 

relatable. These themes describe processes guiding when, where, and how participants self-

injured, their attitudes about disclosure and privacy, and their perception of others who self-

injured. Two additional themes emerged describing the processes related to participants’ 

cessation of NSSI: interpersonal influence and protracted process of stopping.  

 Impulsive. Participants described their UC NSSI as occurring impulsively. Lauri, Pacey, 

Tricia, and Rose all reported that they typically self-injured “within minutes” of experiencing a 

thought or urge related to NSSI. Lauri stated that when she had the urge to self-injure, “it was 

kind of like a panic, like trying to get to it as soon as possible to get relief, basically.” She added, 

“I can’t even think of a time where I was like, ‘When I get home, I’m gonna do this’…I would 

find a way to do it even if I wasn’t at home with whatever was around me.” This sometimes 

meant that participants carried tools to self-injure with them. Roxanne echoed this sentiment, 

reporting, “I just always carried something with me because I didn’t plan for it.” Likewise, Rose 

shared, 

Usually, I wouldn’t plan. I would often have the tools on me, especially when I was in 
college, ‘cause that’s when I was kind of the most…I would have it with me so that I 
could do it in the bathroom between classes, or whenever I needed…I wouldn’t plan like, 
“Oh, I’m going to go home and self-injure,” it’s like, “I’m gonna go home and study.” 
And then if I’m feeling like my emotional regulation was out of whack, it’d be like, 
“Okay, I got to do this”…and then I would cut. 
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If participants did delay, it was due to seeking favorable circumstances rather than 

planning or premeditation. Pacey shared, “It was more about opportunity or convenience, I 

guess, than planning.” Amy described this in more depth: “There wasn’t a premeditated like 

separate razor blade or anything. It was just, I knew where and when I could do it. And so if I got 

overwhelmed, I might go take a shower or something.” Phoenix described her early, impulsive 

self-injury:  

That was all, like, that would be in reaction to a feeling of like, you know? I’m angry. 
This person made me feel little, or, I’m so frustrated. Or why did you act so stupid? Or 
something like that. And then that was, there was no planning associated with those. That 
was just like, ugh, I just wanna go and harm. And then in the moment, thinking of a place 
that I could do it. 
 
Shane described that as she got older, her self-injury became slightly less impulsive. She 

shared, “When I was younger it was more impulsive. So it was just in the moment, if I was 

looking at my hands, I would do that or whatever.” By the time she was in her late teens, she 

reported, “I knew enough not to do it in that moment, if it was around a bunch of other 

people…but I also wasn’t so controlled that I wouldn’t do it around people at home and stuff.” 

This impulsiveness sometimes contributed to disclosure experiences because participants were 

unable to inhibit their self-injury urges until they reached a private space or their hastiness 

contributed to others’ suspicions.  

Disclosed Despite Secrecy. While participants described their UC NSSI as secretive, it 

was often disclosed in spite of this. Phoenix shared that her parents were aware of her early self-

injury because, “There was blood on clothes. There was stuff everywhere.” Shane reported being 

“very secretive” about her self-injury, but due to its impulsive nature she ultimately self-injured 

in the presence of her husband, mom, an ex-boyfriend, and classmates. Rose described wanting 
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to cut in places that could be covered, but also shared that she didn’t hide her self-injury from her 

friend group: 

I had a couple of really close friends at college, and I told one of them pretty early on, 
and that was voluntary…I don’t remember how I told the others or if I just said, “it’s 
okay if you tell the others.” But eventually, my friend group knew. 
 
Amy shared that, “two or three close friends knew during the time it was happening.” She 

stated that these friends “typically would make sure I was being safe about it and not doing it in a 

way that I was using rusty blades or something.” Lauri reflected on telling one of her teammates, 

reporting that, “she was like, ‘oh, I do that too.’ Or something like that. So it was kind of like a 

no big deal kind of thing.” When asked who was aware of her self-injury, Tricia replied, “my 

parents, my friends at school. Because if I was feeling detached from them I would kind of use 

this as emotional blackmail. My friends, my siblings.” 

Participants frequently reported ambivalence about revealing their UC NSSI, describing 

conflicting feelings about disclosure. Rose shared: 

When I started cutting, I wanted people to know that I was struggling, because I was a 
top student, president of everything, holding it together very, very well and didn’t know 
how to get help or even what I needed. And so I really wanted people to know, but I 
didn’t want them to know what I was doing, because that would mean I was doing it for 
attention, but I didn’t know what else to say or how to ask for help. So it was this weird, 
like, hide it, but I want help, but I don’t know how to bridge that. 

 
Pacey echoed this, reporting that while he wanted the people close to him to know that things 

were difficult, the potential ramifications of disclosing his self-injury were a barrier to having 

those conversations:   

Even though I really didn’t want my family to know…I guess in a way I did want them to 
know that I was struggling. I just knew they wouldn’t understand what I was doing and I 
didn’t want to deal with the fallout from that. 

 
Lola described hiding her self-injury, but not so deliberately that it didn’t raise the suspicions of 

people around her: “I always wore long sleeves, which definitely I guess I could say my parents 
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felt a little bit suspicious of when it was summertime and stuff.” This behavior appeared strange 

enough that it led to inquiries, “so a couple of times my parents or my friends would ask 

questions about it just because it would be 90 degrees outside and I had a sweatshirt on.” 

Eventually, Lola’s mom became so suspicious that, “she asked to look and so I showed her and 

she found out and we had a conversation about it and everything.”  

Jane also shared conflicting thoughts related to disclosure. On one hand, she shared, “I 

would cut my arms mostly. And that was like, I mean, that’s like a, ‘hey, I’m doing this’, kind of 

thing.” At the same time, she remembered thinking: 

This is embarrassing. I don’t really want people to know or ask me about it. But it was 
also like, in a place where like, sometimes I’d be in a t-shirt. So sometimes you would see 
it. Or sometimes people would notice. 

 
Participants’ ambivalence about disclosure meant that even though they experienced a desire to 

keep their self-injury secret, they were not always intentional about hiding it. Jasmine shared that 

her first disclosure happened when a friend inquired, “why’d they catch me pinching myself so 

hard to the point that it would leave a mark.” UC NSSI was also more likely to result in seeking 

medical assistance, which sometimes necessitated disclosing to family or friends in addition to 

medical professionals. 

Guided by Emotion. Participants reported that emotion was influential in guiding where, 

when, and how they self-injured. They described their UC NSSI behavior as not only a result of 

their emotional state, but also something that had a powerful impact on their emotionality in the 

moment. Tricia shared, “I felt I just let my emotions control me, because whenever I was 

emotional, emotionally high or emotionally low, I tried to inflict pain on myself and that – that’s 

what led to the self-injury.” Jasmine echoed this, reporting that, “my self-injury was always 

heavily connected to my emotions.” Rose reported that “any negative feeling, but especially like 
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guilt or regret, shame” might trigger an episode of self-injury. She went on to add, “So it was 

very much an emotional regulator.”   

Lola described the process of building a cognitive association between emotional 

dysregulation and self-injury: 

…it was truly anytime something happened that really, really got to me, that was what I 
leaned towards. So it was like if at any point I felt…Like I said, overwhelmed, upset, 
anything of that feeling, I immediately associated it with I have to go self-harm now. And 
so I feel like it was completely linked for a couple of years. I was like I could not have 
one without the other…I felt like I had to go do that if I was upset. 
 

Pacey described the emotional intensity when he would self-injure: “Definitely [self-injury 

would occur] at the top. Sometimes I remember crying really hard when it was happening, or 

feeling so anxious that I was lightheaded. And the cutting would help bring that emotion down.” 

Rose recalled using her emotional intensity to provoke herself when she “couldn’t get past the 

stinging” of the first few cuts: “Sometimes I would like say negative things about myself or that 

other people had said to me while I cut, especially if I felt like I wanted to make it a deeper or 

worse cut…”  

Jane shared how challenging it felt to tolerate intense emotions, and how self-injury 

became a behavior that made this easier: 

I can’t handle this intense emotion. I don’t wanna feel this so intensely. So if I do this 
thing, like I would maybe have this intense cry. I would be, you know, full body, intense 
emotional crying. And then I, and then the idea would come to my mind, this is what you 
do to stop it. 

 
Shane also described having a low tolerance for emotional pain, and attributed this to her 

untreated bipolar disorder: 

So I think that my threshold for emotional, I don’t know what the right words is, like my 
threshold for, or tolerance of, pain and distress was like much lower. So it could be 
something really small. Like it could have been something like I got a B on a test or like, 
I had a fight with somebody or something and then I would just react.  

 



 

 62 

This connection between emotionality and UC NSSI meant that participants more frequently 

conceptualized their triggers as interpersonal, resulting from interactions that precipitated 

emotional distress. 

 Perception of Others’ NSSI as Superior or Relatable. If participants encountered peers 

that self-injured or media representations of NSSI, their view was often that others’ NSSI was 

superior or relatable. Pacey recalled his feelings when he saw other kids at school who allowed 

their cuts to be visible: “I guess sometimes I wished that I was that brave, like I thought they 

were somehow cooler or better than me and I wanted to be like them.” Later, when he joined 

online support groups and read others’ stories, he shared: “I felt a lot of similarities to their 

stories…And it was nice to know that I wasn’t alone.” Jane also discussed her feelings of 

inferiority related to others’ NSSI: 

There was definitely a period of time where I would see people who maybe were self-
injuring in a way that was more aggressive than I was doing it and definitely had some 
inferiority complex going on like, oh…mine’s not impactful or…I felt like an imposter. 
 
Unlike conceptualizations of others’ self-injury in OC NSSI, these participants rarely 

judged others, even if they didn’t identify with them. Instead, they tended to experience concern 

or empathy. Lola recalled her reaction when she encountered friends who were self-injuring: 

It was like that immediate reaction of like oh my gosh, no. I don’t want that to happen to 
you. But then it was weird because I didn’t have the same feelings toward myself about 
it. So it was very much a…I wanna protect them from this, but I’m fine…and while it 
was also comforting to know that I wasn’t the only one going through that, it was also 
really obviously difficult to see my friends dealing with that. 
 

For Jasmine, encountering self-injury stories on social media felt “scary” because she often 

identified with the posters and was anxious about experiencing the same negative outcomes they 

faced: 

I don’t remember watching any movies about it, but I know I used to read a lot of stories 
online, people sharing stories…and maybe 90% of them usually led to tragic endings 
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such as death…I really didn’t want to end up like that, but at the same time I couldn’t 
stop. 

 
While Rose and Lauri both identified a misalignment between their experiences and 

conceptualizations of NSSI as an attention-seeking behavior, they were not critical of others 

whose behavior did not match their own. Lauri shared that the “misconnection with cutting and 

borderline and cutting and attention seeking” was “frustrating for me because I was like, I don’t 

feel like those things fit me.” Likewise, Rose reported: 

In the books I read, it was portrayed really sympathetically. Like, they’re struggling, and 
so are the friends [I knew that self-injured]. But somehow still, I got that idea of people 
do it for attention. But my personal experience from books and friends was just like, 
they’re having a hard time, and that’s the only way they can figure it out. 

 
Participants’ view of others’ NSSI as superior or relatable influenced their willingness to engage 

in conversations with others who self-injured, further supporting their capacity to seek and 

receive help.  

 Interpersonal Influence. Participants’ UC NSSI often stopped as a result of 

interpersonal influence, whether that be in the context of counseling or personal relationships. 

When asked what experiences led to the cessation of her self-injury, Shane shared:  

I would say that it was probably just going to counseling and just, like…learning and 
adapting and finding things to help me with my anxiety because my anxiety was really 
bad and my distress and my, really my mania, but I didn’t realize that’s what it was at the 
time.  

 
Rose also discussed counseling as being pivotal in her cessation process, and shared that seeing 

the same counselor over many years helped her develop a deeper understanding of her self-

injurious behavior:  

I was seeing the counselor like twice a week. And once we kind of got into a stable point, 
we focused a little more on the self-harm. And so over the course of like two years, we 
kind of decreased that until like the beginning of 2019, I stopped completely.  

  
Jasmine described the support that came from her inner circle as essential to her self-
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injury cessation. “They would encourage me to call one of them and just have them come over or 

have me go to the restroom or outside near a tree and just talk through what my emotions were 

telling me.” Amy also leaned on support from friends during the process of cessation: 

Having that friend that knew about it from freshman year that I lived with was also a help 
in not doing it again because I could go literally right next door to her room and kind of 
talk about how I was feeling for a second and sit on her floor and just let that feeling pass. 

 
Pacey described the impact of seeing his mom’s reaction to his self-injury: “In the end, that 

helped me stop cutting, because I really didn’t want to hurt her anymore. I wanted to make her 

proud.” Because participants frequently had already disclosed their UC NSSI, interpersonal 

support was more likely to be available, and participants attributed the cessation of self-injury to 

these experiences.  

 Protracted Process of Stopping. Participants described a lengthy process of UC NSSI 

cessation, frequently characterized by the behavior waning over time. Lola shared, “I noticed for 

a while it would be like, I went two weeks, and then I would go a month without it, and then at 

one point I remember I went six months without it.” Tricia recalled gradually working on 

controlling her emotions in other ways: 

It wasn’t something that I stopped immediately because, like I said, I tried to work on my 
emotions. I tried to control my anger. I went back to it and almost went back to it a lot of 
times. I tried to distract myself from the cause of the pain…It wasn’t a fast process. It 
was a gradual process. 

 
Pacey also relied on coping mechanisms that took time to implement, “I started learning some 

coping strategies that were helpful. I didn’t stop right away but that definitely was the beginning 

of the process. I knew something needed to change, it just took me a while to change it.” Jasmine 

echoed this: “It took some time…it was really hard to convince myself to [develop routines] and 

trying not to pinch myself and dig my nails into my palms.” 

 Rose and Shane both discussed the way they continued to rely on self-injury even after it 
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no longer felt like it was an effective tool. Rose shared: 

The last two years, it was really sporadic. And so, the last couple times that I cut were 
almost maybe a month apart. And in those times, it was almost like a, “Oh, I got through 
that, but this feels really weird,” that I thought like, “I’m going to do it just to see what it 
feels like.” And so, as I was self-harming less, I think it usually took place more on the 
back end. 

 
Unlike participants describing OC NSSI, who tended to stop once the behavior lost its utility, 

these participants had difficulty letting self-injury go, even when it precipitated feelings of guilt 

or shame. Shane described this experience:  

I would think that like, oh this is stupid. Like there’s no point in this. And so that would 
add to more guilt when I did it. But I think I still did it fairly regularly. I mean, I 
definitely didn’t do it as much as when I was a teenager, but like it was spaced out more. 
But I think I still did it. Like when I got to that level of distress, I think I did it fairly 
often.  

 
Because the process of UC NSSI cessation was protracted in nature, participants did not typically 

memorialize it or assign specific meaning to the final experience. 

Processes Supporting Participants Switching Profiles 

 Participants described switching NSSI profiles as a result of specific experiences. For 

example, aging and feedback supported the process of participants transitioning from UC NSSI 

to OC NSSI. Likewise, intense interpersonal distress supported the process of participants 

transitioning from OC NSSI to UC NSSI. When an OC NSSI to UC NSSI transition occurred, it 

typically led to an isolated UC NSSI experience that resulted in acute fear and shame for 

participants. These intense emotions then contributed to participants’ cessation of NSSI. 

 Aging and Feedback. Participants reported that the process of getting older influenced 

their transition from UC NSSI to OC NSSI. Jane shared, “I feel like when you’re in your teens, a 

lot of people are doing weird self-harm shit. And I feel by the time you’re in your 20s, if people 

see something on your arm, they’re like, ‘what the fuck is wrong with you?’” Shane also 



 

 66 

described how aging contributed to changes in her self-injurious behavior: “It was easier to hide 

when I got older because I understood as I got older – cognitively, I was like, ‘well, this isn’t 

really healthy or appropriate.’ But I still did it.” Phoenix described the way that her self-injurious 

behavior changed as she got older: 

It started from a kind of, I would say a group home situation of, “try this, it’ll make you 
feel better,” so it started as a very superficial way to feel better. And as I aged and it 
progressed, it became something that became very ritualistic, like it happened kind of 
four times a year, once on my birthday, once on the anniversary of my dad’s passing, on 
his birthday, and on Christmas. And then it was always very bad. 

 
Negative experiences with feedback also influenced this transition; as participants 

encountered criticism or judgment related to self-injury, they often became more secretive, 

restrained, or ritualistic in their behaviors. Elizabeth shared the way that others’ reactions to her 

self-injury influenced the way she engaged with it: 

When people would sometimes maybe see a mark on my arm or scars and I would see 
their face kind of processing that. I think those experiences were kind of isolating. 
Definitely fear-inducing. [After that], I just saw that it was, it had a negative influence, I 
guess, on my life and…So it took a couple of people for me to realize, I guess, how not 
well supported of a behavior that was. But I didn’t stop. So I just kind of became a little 
quieter about it. 
 

Roxanne recalled a similar experience in which an unintended disclosure resulted in negative 

feedback and emotions related to her self-injury: “I had a friend notice, and she told the teacher 

and I was really embarrassed. And then my grandmother found out and she was really mad.” She 

went on to describe how this feedback precipitated a change in her behavior:  

I realized that I needed to do a better job hiding it. And so that’s why I moved locations; 
because I really didn’t want anybody to know. I was embarrassed by it. But it did make 
me feel a lot better. And so I wanted to keep doing it. 

 
When participants transitioned from an UC NSSI profile to an OC NSSI profile, they typically 

continued to self-injure in this manner until cessation.  

 Intense Interpersonal Distress. Participants described experiences of intense 
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interpersonal distress as a salient factor in their transition from OC NSSI to UC NSSI. During 

relational conflict that resulted in extreme dysregulation, participants reported losing the ability 

to moderate their emotions or how severely or impulsively they self-injured. Olive recalled, 

“That last time I self-harmed right after seeing my ex, immediately after seeing them, ‘cause they 

came over and they left, and when they left, it was like, emotionally, I just peaked. And lost 

control.” They went on to describe what was different about that experience: “It was in a 

moment of very intense emotionality, and it was extremely impulsive and I didn’t really have 

control over what I did and I cut my leg open…It was traumatizing.”  

For Jane, interpersonal conflict within a romantic relationship precipitated the transition 

from OC NSSI to UC NSSI. During this stage of her life, self-injury typically occurred only 

when she was at home alone; however, in this instance she cut with her boyfriend in the next 

room:  

I was living with this guy who’s really toxic. And we had been drinking and we had this 
like, bad fight, and I ran into the back and I was like, so overcome with my emotions of 
that moment. But I went into the bathroom and I took a pair of scissors that I had never 
used before. And they were scissors that were for sewing, so that they were really sharp. 
And I cut my thigh and I cut it really badly. Like I didn’t, I wasn’t expecting them to be 
as sharp as they were. 

 
Rex also shared an experience of UC NSSI that occurred in the context of an abusive 

relationship. This was a departure from her previous self-injury, which was private, superficial, 

and very controlled:  

…and she kept on yelling and yelling and then I did it in front of her and the fat started 
bleeding out of my arm…It was like scarier and felt way more out of control than 
anything like I had ever experienced as far as self-harm. 

 
Participants’ impulsivity and emotionality in these moments meant that they might self-injure in 

the presence of others or reach for tools they didn’t normally use, resulting in wounds that were 

more severe than they normally experienced. 



 

 68 

 Fear and Shame. When participants who typically self-injured in a restrained, private 

manner experienced UC NSSI, the result was acute feelings of fear and shame. Perhaps because 

they had previously held judgment of self-injury that occurred impulsively and publicly, self-

judgment often occurred in the wake of a transition to UC NSSI. Olive described the fear they 

felt after the last time they self-injured, which resulted in 17 stitches: 

The experience – I had an acute stress response to this. I was having nightmares and 
flashbacks for three months afterwards. So it was traumatic for me to experience and I 
scared myself. I didn’t know that I could do that to myself. I didn’t know that I was 
capable of causing that kind of harm, and I guess it made me realize how dangerous it 
was for me to be doing what I was going because when I actually did it I had a total loss 
of control in that moment. 
 

Rex echoed this, reporting intense feelings of fear, shame, and embarrassment in the wake of a 

self-injury experience that felt incongruent with the way she normally conceptualized herself and 

her behavior:  

It terrified the shit out of me, I thought I was gonna die…I was embarrassed that I had 
done that ‘cause like I had never cut myself to that extent before either. And that felt like 
really, really out of control for me because usually like I’m pretty good at keeping 
everything like kind of together a little bit. And so that like experience was – I felt a lot of 
shame and embarrassment and guilt…It was scarier and felt way more out of control than 
anything like I have ever experienced as far as self-harm. 
 
Jane discussed how the effects of alcohol compounded her loss of control by lowering her 

inhibitions, “That felt so out of control for me and so uncalculated because I did it in a way that – 

I had been drinking, so I was like, already a little bit unhinged or whatever, like a bit 

uninhibited.” In this more vulnerable state, interpersonal conflict led to high levels of distress, 

and she ended up cutting her thigh in a manner so severe that it made her reconsider self-injury 

as a viable strategy: 

I never really meant to do so much damage. And so that was the time where I was like, 
okay, I really need to put some thought and effort into like why I’m doing this and how I 
can not do that anymore. 

 



 

 69 

These feelings of fear and shame felt by participants, coupled with the loss of equilibrium related 

to their NSSI identity, prompted them to reconsider the role of NSSI in their life. Often, this 

episode of UC NSSI represented the last time they self-injured.  

Chapter Summary 

This chapter presented the findings from this CGT study exploring the experiences, 

attitudes, and behaviors related to OC and UC NSSI. OC NSSI was found to be restrained, 

highly private, guided by rules and ritual, and characterized by a perception of others’ NSSI as 

inferior. Cessation of OC NSSI occurred when the behavior lost its utility, and typically followed 

a defined decision to stop. UC NSSI, on the other hand, was found to be impulsive, disclosed 

despite secrecy, guided by emotion, and characterized by a perception of other’s NSSI as 

superior or relatable. Cessation of UC NSSI was related to interpersonal influence (e.g., therapy 

or pressure from a partner or family) and frequently occurred over a long period of time. 

Participants described switching from an UC NSSI profile to an OC NSSI profile as a result of 

aging and receiving negative feedback from others. Likewise, participants described switching 

from an OC NSSI profile to an UC NSSI profile following intense interpersonal distress. When 

the transition from OC NSSI to UC NSSI occurred, it was followed by feelings of fear and 

shame, which ultimately precipitated cessation of NSSI. A conceptual model (see Figure 1) was 

presented along with thick description from participant narratives.  
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Chapter 4: Discussion 

The purpose of this study was to explore the experiences, attitudes, and behaviors 

associated with undercontrol and overcontrol in self-injury. Specifically, this study aimed to 

generate a substantive theory focused on the nature of self-injury in these two contexts. A 

thorough review of existing literature was conducted, which revealed several gaps in current 

understanding about undercontrolled and overcontrolled self-injury. Given that much is still 

unknown about this phenomenon, constructivist grounded theory methodology was used to 

develop a theory elucidating the nature of undercontrolled and overcontrolled self-injury to fill 

gaps in the literature and improve clinical understanding and treatment. The resulting Theory of 

Overcontrolled and Undercontrolled Self-Injury was derived inductively from the perspective of 

those who lived the experience and was constructed using the data they shared during intensive 

semi-structured interviews. From this theory, a conceptual model (see Figure 1) was developed 

to aid in understanding the mechanisms that guide OC and UC NSSI, the processes that can 

facilitate individuals switching profiles, and the processes that lead to cessation of self-injurious 

behavior.  

OC NSSI was described as restrained, highly private, guided by rules and ritual, and 

characterized by a perception of others’ NSSI as inferior. When individuals experienced a loss of 

utility related to their OC NSSI, they often made a defined decision to stop. UC NSSI, on the 

other hand, was described as impulsive, disclosed despite secrecy, guided by emotion, and 

characterized by a perception of others’ NSSI as superior or relatable. Individuals reported that 

interpersonal influence (e.g., therapy or pressure from a partner or family) supported a 

protracted process of stopping. Additionally, three themes emerged describing processes by 

which individuals could switch profiles: aging and feedback, intense interpersonal distress, and 
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fear and shame. This chapter discusses the interpretation of the study findings, comparison of the 

findings to the existing literature on NSSI, implications and limitations of the study, and 

suggestions for future research on this topic. 

Discussion of Research Findings 

The findings from this study offer valuable insights into the way that self-control may 

influence individuals’ NSSI experiences. Two distinct profiles emerged from the data, echoing 

research by Hempel and colleagues (2018) suggesting that it is possible to differentiate self-

injurious behavior based on whether it occurs in the context of undercontrol or overcontrol. An 

unexpected outcome of this study was that participants’ self-injurious behavior did not always 

align with their self-identified personality typology (see Appendix C for participant screening 

and demographic questionnaire). Assessing for excessive self-control can be challenging; while 

overcontrolled individuals often experience high levels of defensive arousal, their capacity to 

tolerate distress and mask their emotions make their problems less likely to be noticed (Lynch, 

2018). Additionally, overcontrolled behaviors can sometimes mimic those of undercontrol. For 

example, overcontrolled individuals may report having intense emotional outbursts; however, 

these displays often occur only in private. Knowing that misdiagnosis of overcontrol is common 

in clinical practice (Hempel et al., 2018), it is not a stretch to assume that some participants may 

have assessed themselves incorrectly.  

Consistent with previous research (e.g., Plener et al., 2015; Brager-Larsen et al., 2022), 

most participants in this study reported that their NSSI behavior began in adolescence, with only 

two participants reporting onset before the age of 10. Participants endorsed various functions of 

NSSI, including emotion regulation, self-punishment, increasing their sense of control over their 

body or situation, numbing, feeling generation, communication of distress, and attempts to 
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influence others. This echoes previous research identifying emotion regulation (Taylor et al., 

2018), self-punishment (Silverman et al., 2018), relief from dissociation or feeling generation 

(Rossi et al., 2019), and the communication of psychological pain (Edmondson et al., 2016) as 

common functions of NSSI. Consistent with findings by Taylor and colleagues (2018), 

intrapersonal functions were more frequently reported than interpersonal functions in this 

sample.  

The methods and location of NSSI reported by participants of this study also align with 

previous research. Participants reported cutting, scratching, pinching, hitting, picking the skin, 

and head banging, all methods commonly endorsed in prior literature (Favazza, 2011; Klonsky, 

2011). Similarly, locations on the body included the hands, wrists, arms, soles of feet, ankles, 

legs, shoulders, breasts, stomach, hips, back, inside of the mouth, and inside of the vagina, all of 

which have been described in existing research (Favazza, 1998; Muehlenkamp, 2007; Sornberger 

et al., 2012). While findings related to onset, function, method, and location echo those of 

previous studies, no distinct pattern was found differentiating these characteristics between OC 

NSSI and UC NSSI. 

Restrained vs. Impulsive 

 Two distinct profiles emerged related to participants’ level of impulsivity in their NSSI 

behavior. OC NSSI was associated with high levels of restraint, which allowed participants to 

mask negative emotions, delay self-injury, and moderate how deeply they cut. Motivated by the 

highly private nature of OC NSSI, participants often postponed their self-injury for several hours 

or more in an effort to keep it hidden. This time was frequently used to plan when, where, and 

how self-injury might occur. Participants also utilized restraint during the behavior itself, cutting 

deeply enough to feel relief but not so severely that it resulted in medical attention or attention 



 

 73 

from others. These characteristics are in line with previous conceptualizations of overcontrol as 

the pervasive inhibition of impulses and expression, which enables individuals to delay 

gratification, even while tolerating high levels of distress (Block, 2002, Block & Block, 1980; 

Lynch et al., 2015). This finding is also in agreement with Hempel and colleagues’ (2018) 

assertion that overlearned inhibition contributes to diminished impulsivity and increased 

planning in OC NSSI. 

UC NSSI, on the other hand, was described as occurring in an impulsive and unplanned 

manner. Participants described an urgency to their self-injurious thoughts and urges that 

motivated them to seek immediate relief, often within minutes of the decision to self-injure. To 

facilitate this, some participants carried tools to self-injure with them. Others described using 

whatever they could find nearby, even it wasn’t their preferred instrument. These findings echo 

previous literature associating undercontrol with the immediate expression of impulse and an 

inability to delay gratification (Block, 2002; Block & Block, 1980), as well as Hempel and 

colleagues’ (2018) conceptualization of UC NSSI as an impulsive behavior.  

Previous literature examining the role of impulsivity in NSSI has produced mixed results 

(Bornovalova et al., 2011; Glenn & Klonsky, 2010; Janis & Nock, 2009; Liu et al., 2017), 

supporting the possibility that both impulsive and restrained individuals engage in self-injurious 

behavior. While studies documenting differences in impulsive and restrained NSSI are lacking in 

professional literature, one study (Glenn & Klonsky, 2010) found that lack of perseverance and 

planning predicted more frequent and more recent NSSI. This finding supports the possibility 

that UC NSSI, which was described by study participants as unplanned and impulsive, may 

occur more frequently than OC NSSI. 

One explanation for the historical association between impulsivity and NSSI may be 
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differences in disclosure dispositions. Participants experiencing UC NSSI were more likely to 

disclose their self-injury; therefore, it is reasonable to assume that these individuals may also 

participate in research in higher numbers. For example, one study found that 77% of participants 

reported that only a few minutes elapsed between the urge to self-injure and the act of NSSI 

(Glenn & Klonsky, 2010); however, recruitment in this study occurred through a random digit 

dialing procedure where participants could opt in or out of NSSI questions. Knowing that 

individuals high in overcontrol are likely to minimize their distress, underreport their problems 

(Lynch et al., 2015), and desire to keep their NSSI a secret (Hempel et al., 2018) the potential for 

a sample skewed toward undercontrol is high.  

Highly Private vs. Disclosed Despite Secrecy 

While a desire for secrecy was reported in both OC and UC NSSI, the commitment and 

dedication to maintain this privacy differed between the two groups. OC NSSI was described by 

participants as highly private, prompting them to avoid disclosure experiences, take great care to 

hide injuries and scars, and avoid medical attention. Consistent with previous literature on OC 

NSSI (Hempel et al., 2018; Lynch, 2018), participants in the current study reported training 

themselves to treat self-inflicted wounds independently to avoid having to go to a doctor or 

hospital. For some study participants, the cultural association between NSSI and impulsivity or 

attention-seeking served to reinforce their commitment to hiding their behavior, even in 

counseling, as they feared being viewed through the lens of these stereotypes. 

Several constructs that have been associated with overcontrol may support participants’ 

diligence and success in hiding their self-injury. First, overcontrol has been associated with 

maladaptive perfectionism (Lynch et al., 2015), in which individuals avoid vulnerability to 

maintain an image of flawless performance (Dunkley et al., 2003). Individuals desiring to appear 
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as though they do not have any problems may be inclined to perceive their self-injury as a sign 

that they are flawed or weak and thus go to great lengths to conceal it. Overcontrol has also been 

linked to stoicism, self-reliance, and social isolation (Block, 2002; Lynch et al., 2015), all of 

which may allow individuals to more easily hide their OC NSSI. Lastly, the restraint associated 

with overcontrol (Lynch et al., 2015) and observed in this study renders individuals quite capable 

of delaying their self-injury until they reach a private space in which they will not be discovered.  

UC NSSI, on the other hand, was often disclosed despite participants’ desire for secrecy. 

The reasons for this appear to be manifold. Participants’ inability to delay their NSSI behavior or 

mask their emotionality sometimes contributed to self-injuring with others present or in manners 

that were more likely to be discovered (e.g., in a bathroom at school after an emotional outburst). 

Additionally, participants described conflicting feelings related to disclosure in which they often 

desired for others to know about their NSSI while simultaneously experiencing shame or 

embarrassment about the behavior. This resulted in inconsistent or disorganized concealment 

behaviors, making disclosure more likely. The findings of this study differ slightly from those of 

Hempel and colleagues (2018), who described UC NSSI as “public,” which does not give 

context to the dissonance often felt related to disclosure.  

Undercontrol is associated with higher levels of openness and expressiveness than 

overcontrol (Block, 2002; Gilmartin, 2024); therefore, it follows that UC NSSI would be more 

frequently disclosed than OC NSSI. The impulsivity associated with undercontrol (Block & 

Block, 1980) also contributed to disclosure experiences for study participants who were unable 

to postpone self-injury until they reached a context supportive of concealment. Participants’ 

dissonance related to disclosure may be best viewed through a lens of dialectics. Linehan (1993) 

described BPD, characterized as a disorder of undercontrol, as a “dialectical failure” in which 
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individuals vacillate between two contradictory points of view, rendering their behavior 

inconsistent and confusing, even, at times, to themselves. The fact that OC NSSI and UC NSSI 

are both described by participants as “secretive” may make distinguishing between the two 

profiles challenging unless an in-depth interview is conducted. 

Guided by Rules and Ritual vs. Guided by Emotion 

 Two well-defined profiles emerged from the data elucidating factors that guided when, 

where, and how participants self-injured. OC NSSI was structured around rules and ritual, while 

UC NSSI was governed by emotion. Participants describing OC NSSI spoke to rules that 

dictated their use of specific tools, number of cuts, and locations on the body. Often, these rules 

were based in a compensatory approach to self-injury in which participants responded to specific 

wrongdoings or perceived failures with distinct strategies of self-punishment. Self-punishment 

has long been identified as a common function of NSSI (Klonsky, 2007; 2009), and this finding 

fits with Lynch’s (2018) assertion that self-injury may help to restore overcontrolled individuals’ 

sense of order through its ability to “right the balance” when they believe they have done 

something deserving of punishment. It is also in line with previous research conceptualizing 

overcontrol as associated with rigid and rule-governed behavior (Block, 2002; Lynch et al., 

2015).  

The rules involved in OC NSSI provided scaffolding for behavior that became ritualistic. 

Participants described a structured, disciplined approach to self-injury that was often motivated 

by upholding established routines rather than emotional dysregulation or NSSI urges. This 

finding echoes previous conceptualizations of overcontrolled individuals as perseverative and 

rule-abiding (Block, 2002, Block & Block, 1980), suggesting that premeditated behaviors may 

be carried out despite conflicting emotional context. Overcontrolled individuals have also been 
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observed to possess superior capacities for distress tolerance, allowing them to endure aversive 

experiences to meet a predetermined goal (Lynch & Mizon, 2011). 

A notable finding of this study was the ritualized aftercare associated with OC NSSI, as 

well as the meaning that participants made of this process. Organized activities, often involving 

sterilization, wound care, and documentation contributed to participants’ sense of regulation and 

comfort after self-injury. This is in line with research by Hempel and colleagues (2018), who did 

not discuss the meaning of aftercare in OC NSSI but found that participants were likely to clean 

and even suture wounds themselves. Literature examining self-administered aftercare in self-

injury is absent from the professional literature, but knowing the organized and planful nature of 

overcontrolled behavior (Block, 2002), it makes sense that these characteristics would exist in all 

aspects of OC NSSI. 

In contrast, UC NSSI was guided primarily by emotion. Self-injury typically occurred 

during periods of intense emotion, and participants saw this behavior as a potent strategy to cope 

with challenging feelings. Because of this, triggers to UC NSSI were frequently interpersonal, 

resulting from interactions that precipitated emotional distress. This finding supports previous 

literature on undercontrol, which emphasizes heightened emotional fluctuations (Block, 2002) 

and poor distress tolerance (Lynch & Mizon, 2011).  

A robust body of literature has established a connection between NSSI and deficits in 

distress tolerance (Chapman et al., 2006; Lin et al., 2018; Nock & Mendes, 2008). Individuals 

with low distress tolerance are assumed to experience heightened emotions in distressing 

circumstances and respond in ways that may be considered inappropriate, such as NSSI. Several 

participants in this study identified with this and reported that their low tolerance for emotional 

pain influenced their use of UC NSSI as a mechanism to cope with their intense feelings. 
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However, the connection between deficits in distress tolerance and NSSI may be more tenuous 

than previously assumed; a recent systematic review and meta-analysis found inconsistent 

correlation between these constructs, suggesting that distress overtolerance may also be 

associated with NSSI (Akbari et al., 2024). Therefore, the persistent historical link between NSSI 

and the inability to tolerate emotional distress may lie, again, in the increased disclosure 

characteristic of UC NSSI. 

Undercontrol has historically been associated with an inability to inhibit emotion, 

sometimes resulting in exaggerated changes in mood (Block, 2002; Linehan, 1993; Lynch, 

2018). If we assume that UC NSSI occurs primarily in the context of impulsivity and a 

diminished capacity to tolerate distress, it makes sense that emotion would be an influential 

factor guiding when, where, and how it occurs. Participants reported being highly responsive to 

their mood states and over time, developing a cognitive link between emotional dysregulation 

and UC NSSI. Because they were typically unable or unwilling to inhibit their impulses, self-

injurious behavior often occurred at the peak of emotional distress. This echoes findings by 

Hempel and colleagues (2018), who described undercontrolled self-injury as “mood-governed.” 

Unlike OC NSSI, which was often reported as occurring in an unemotional, detached manner, 

participants described their UC NSSI as occurring during periods of intense emotion, such as 

while crying uncontrollably. Self-injurious behavior often was experienced as highly regulating 

to these participants, who came to rely heavily on it as a strategy to cope with emotional distress. 

Perception of Others’ NSSI as Inferior vs. Perception of Others’ NSSI as Superior or 

Relatable 

An unexpected finding from this study was that participants’ perceptions of others’ NSSI 

differed based on whether they self-injured in the context of undercontrol or overcontrol. This 
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was true regardless of whether participants encountered others’ NSSI as a result of personal 

acquaintances or media representations. Participants endorsing OC NSSI often expressed feeling 

as though their own self-injury was superior to others’ and were highly judgmental of NSSI that 

they viewed as impulsive or not intentionally hidden. They eschewed the idea of their own NSSI 

as attention-seeking and felt a sense of pride in their ability to control their impulses and affect 

and meticulously hide their behavior. These participants used words such as “correct,” “pious,” 

“better,” and “right,” to describe the way they self-injured, positioning themselves as morally 

superior and intrinsically dissimilar from others who self-injured. This finding reflects previous 

literature describing overcontrolled individuals as more likely to engage in social comparisons as 

a means to find evidence that they are correct, better, or smarter than others (Lynch, 2018). 

An additional explanation for this may lie in a phenomenon described by Lynch (2018) as 

“the enigma predicament” (p. 318). The enigma predicament is posited to be a self-protective 

stance in which OC individuals believe that they are fundamentally different or more complex 

than others, and therefore, no one is capable of fully understanding them. This attitude serves to 

maintain social isolation, aloofness, and a feeling of being misunderstood. The value placed on 

self-control by many cultures may reinforce the belief that these individuals are superior or 

special, contributing to a sense of secret pride.  

In contrast to this, UC NSSI was associated with views of others as superior or relatable. 

Participants sometimes described feeling that others’ self-injury was “cooler,” “better,” “brave,” 

and more “impactful” than their own, and endorsed a desire to emulate this. Participants also 

frequently related to others’ NSSI, expressing concern or empathy for others that they viewed as 

similar to themselves. Even when participants identified a misalignment between others’ self-

injurious behaviors and their own, they typically remained nonjudgmental and assumed that 
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others were doing the best they could.  

No existing literature to date has explored the judgments of those who self-injure related 

to others’ NSSI; however, it is possible that viewing this finding through the lens of social norms 

can provide some context. Block and Block (1980; 2006) conceptualized overcontrolled 

individuals as highly vulnerable to social pressures to conform, while undercontrolled 

individuals were observed to be unconcerned with social norms. It is possible individuals 

experiencing UC NSSI are more likely to disregard prescriptive norms for self-presentation, 

allowing them to be empathetic or admiring of those who openly display their self-injury. It is 

also important to consider that those experiencing OC NSSI, which is typically a well-kept 

secret, are unlikely to encounter others who are self-injuring in a manner similar to themselves. 

This finding also may have significant implications for social contagion in NSSI, as previous 

research has found that behavioral modeling of NSSI is particularly impactful when those self-

injuring are seen as likable and relatable (Whitlock et al., 2009). 

Cessation and Changing Profiles 

The findings of this study indicate distinct cessation experiences based on whether self-

injury occurs in the context of undercontrol or overcontrol. Cessation of OC NSSI occurred 

when the behavior lost its utility, and frequently followed a defined decision to stop. 

Interpersonal influence (e.g., therapy or pressure from peers or family) contributed to cessation 

of UC NSSI, which typically occurred over a protracted period of time. Previous literature has 

found evidence of the influence of both intrapersonal and interpersonal factors in NSSI cessation, 

as well as both pragmatic and protracted approaches (da Cunha Lewin et al., 2024; Gelinas & 

Wright, 2013; Hambleton et al., 2022).  
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For example, one qualitative study found that the most commonly cited reason for 

cessation was the realization that self-injury was “stupid and futile;” however, interpersonal 

influence (both in the form of pressure from others and support from others) was also reported 

(Gelinas & Wright, 2013). Recently, another study echoed this, citing cessation factors such as 

influence of peers or family, receiving professional treatment, no longer feeling the urge to self-

injure, and NSSI becoming ineffective (Hambleton et al., 2022). While the cessation experiences 

of participants in this study are congruent with those reported in previous research, this 

dissertation represents the first attempt to differentiate these experiences based on whether they 

occurred related to OC NSSI or UC NSSI. 

A significant finding of this study was the observation that some participants described 

shifts in their self-injury profile as a direct result of specific experiences. The period of 

adolescence, when self-injury onset typically occurs (Brager-Larsen et al., 2022) is known as a 

period of heightened instability in personality traits (Bleidorn et al., 2022). Biological changes 

such as fluctuating hormonal concentrations (Van den Akker et al., 2021) and ongoing 

development of the prefrontal cortex (Ferschmann et al., 2018) impact decision-making, emotion 

regulation, and personality changes. Additionally, adolescents often navigate through various 

roles and values in the process of striving to develop a coherent unified identity (Erikson, 1968; 

Kroger et al., 2010; Marcia, 1966), and may engage in self-injury as a means of coping with the 

stress associated with this identity confusion (Claes et al., 2014). It is possible that a convergence 

of these factors may influence individuals’ capacity to transition from one profile to another. 

Several study participants described switching from an UC NSSI profile to an OC NSSI 

profile as a result of aging and feedback. While no existing literature to date has examined this 

phenomenon, undercontrol typically peaks in early to middle adolescence (Hasking & Claes, 
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2020; Meeus et al., 2011), making it likely that, for some, aging may play a significant role in 

shifting their self-injurious behavior from impulsive to more restrained. It also is reasonable to 

assume that individuals whose self-injury was disclosed (i.e., UC NSSI) would receive higher 

levels of negative feedback than those whose self-injury remained concealed (i.e., OC NSSI). 

This may explain the prevalence of negative feedback experiences in participants describing UC 

NSSI and the absence of similar experiences associated with OC NSSI. 

Participants who reported switching from an OC NSSI profile to an UC NSSI profile 

shared that this was precipitated by experiences of intense interpersonal distress. During 

relational conflict, these participants described having extreme emotional reactions that appeared 

to eclipse their high capacity for restraint and control, resulting in self-injurious behavior that 

was uncharacteristically impulsive, severe, or enacted in the presence of others. Lynch (2018) 

described this phenomenon as “emotional leakage” (p. 71), in which overcontrolled individuals 

temporarily lose the ability to inhibit their impulses, resulting in intense displays of emotion that 

are often followed by shame, embarrassment, and self-criticism. Participants in this study also 

described high levels of fear and shame following their UC NSSI experiences; for this reason, 

these experiences typically represented the last time they self-injured. This is in contrast to UC to 

OC NSSI transitions, which were typically sustained over many years until cessation. 

Implications 

This study makes a significant contribution to the growing body of literature on NSSI. 

The Theory of Overcontrolled and Undercontrolled Self-Injury (see corresponding conceptual 

model in Figure 1) provides a preliminary understanding of the role of self-control in NSSI, 

including its influence on self-injurious attitudes and behavior, cessation of self-injury, and the 

potential for individuals to switch profiles. Research investigating the experiences, attitudes, and 
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behaviors related to overcontrolled and undercontrolled self-injury is limited; therefore, the 

findings from this study provide valuable implications for research, instruction, and clinical 

practice in the field of mental health. 

Implications for Counselors 

 The emergent theory in this study creates a new theoretical model that provides valuable 

implications for clinical practice. The identification of two distinct profiles of NSSI supports the 

assertion that individuals both low and high in self-control engage in self-injurious behavior 

(Hempel et al., 2018). This underscores the importance of recognizing NSSI as a distinct clinical 

disorder and including it in the DSM as a diagnosis separate from BPD. The current proposed 

criteria for NSSI disorder, listed in Section III of the DSM V-TR (APA, 2022) as a condition for 

further study, would identify both OC and UC NSSI as conceptualized in this study. For 

example, criterion C states that self-injury must be associated with either “a period of 

preoccupation with the intended behavior that is difficult to control” or “thinking about self-

injury that occurs frequently, even when it is not acted upon.” This extends prior 

conceptualizations of NSSI that link the behavior with a failure to inhibit impulses, thereby 

including self-injurious behavior that is more restrained in nature. 

 Knowing this, it is imperative for counselors to conduct comprehensive assessments to 

accurately diagnose and differentiate between OC and UC NSSI. This may involve utilizing a 

combination of clinical interviews, standardized assessments, and behavioral observations to 

gain insight into clients’ impulse and emotional regulation abilities. Formal measures 

recommended to assess for undercontrol and overcontrol are the Assessing Styles of Coping: 

Word-Pair Checklist (Lynch, 2018) and, in children and adolescents, the Youth Over- and 

Under-Control Screening Measure (Lenz et al., 2021). Clinical detection of overcontrol can be 
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challenging due to its association with minimizing distress and masking emotion (Hempel et al., 

2015); therefore, clinicians may additionally find the Personal Need for Structure Measure 

(Neuberg & Newsom, 1993) and the Distress Overtolerance Scale (Gorey et al., 2018) helpful in 

its identification.  

 To assess OC and UC self-injury specifically, including questions in clinical interviews 

that evaluate the dimensions explored in this study may be helpful. Tools such as The Non-

Suicidal Self-Injury Assessment Tool (Whitlock et al., 2014) may support this exploration, and 

clinicians can also inquire specifically about clients’ level of NSSI impulsivity and emotionality, 

disclosure and aftercare behaviors, and whether any rules or rituals inform the behavior. 

Questions such as, “When you self-injure, do you tell anyone about it before or afterward?” and 

“Do you have any rules about when, where, or how you self-injure?” may assist clinicians in 

developing a deeper understanding of the processes driving the behavior, thereby informing the 

use of congruent therapeutic interventions. 

 Participants in this study reported two sets of distinct processes that guided their self-

injurious behavior and led to cessation. This underscores the importance of tailored treatment 

approaches that consider whether individuals’ NSSI occurs in the context of undercontrol or 

overcontrol. Traditional therapeutic approaches to treating self-injury, such as dialectical 

behavior therapy (DBT; Linehan, 2015) and emotional regulation group therapy (Andover & 

Morris, 2014), which focus on improving emotional regulation and distress tolerance, may need 

to be adapted or supplemented to address specific vulnerabilities and underlying mechanisms 

related to OC NSSI.  

Interventions targeting UC NSSI should emphasize enhancing inhibitory control and 

distress tolerance while reducing emotional reactivity. Conversely, interventions treating OC 
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NSSI should aim to relax excessive inhibitory control and rigidity while increasing emotional 

expressiveness and openness. RO DBT, which was developed specifically to treat disorders of 

overcontrol by targeting deficits in interpersonal functioning and emotional expression related to 

excessive inhibitory control (Lynch et al., 2003; Lynch & Cheavens, 2008), represents a 

promising approach for these clients.  

 It is also important to consider findings related to participants’ perception of others’ 

NSSI. These findings have important implications for the social contagion of NSSI, in which 

adolescents identify with similar peers who then influence their behavior toward self-injury. In 

one study, new NSSI incidents were reported immediately following peer exposure to NSSI in 

both inpatient and community samples (Jarvi et al., 2013). Exposure to NSSI-related images or 

stories also frequently occurs through social media or online support groups (Conigliaro & 

Ward-Ciesielski, 2023). Previous research has implicated identifying or relating with others who 

self-injure (Whitlock et al., 2009) and a higher need to belong (Conigliaro & Ward-Ciesielski, 

2023) as factors increasing vulnerability to social contagion. Because UC NSSI was associated 

with a perception of others’ NSSI as superior or relatable, individuals exhibiting this self-injury 

profile may be more vulnerable to the effects of social contagion.  

Lastly, it is important for counselors to consider how “the enigma predicament” may 

negatively impact the therapeutic relationship. Overcontrolled clients often believe that they are 

so complicated or unique that even their counselor is incapable of understanding their 

complexities (Lynch, 2018). This may explain why study participants experiencing OC NSSI 

sometimes found therapy unrewarding or unhelpful, particularly if counselors made 

generalizations about self-injury or normalized the behavior in a way that felt incongruous with 

their experiences.  
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Knowing this, counselors should aim to set aside their assumptions about self-injury and 

allow the client to educate them on their experience. Care should also be taken when making 

assertions that OC NSSI behavior is normal, common, or understandable. Although this might 

typically be viewed as a positive intervention (i.e., normalizing the behavior), such expressions 

may cause alliance ruptures in this population. Instead, counselors should consider using the RO 

DBT strategy of, “ask, don’t tell” (Lynch, 2018, p. 279) to encourage the client to share their 

own conceptualization of their behavior. By integrating these implications into clinical practice, 

counselors can enhance their ability to effectively assess, conceptualize, and intervene with UC 

and OC NSSI, ultimately promoting resilience and improved psychological wellbeing. 

Implications for Counselor Educators 

 The findings of this study also have significant implications that can inform the work of 

counselor educators. In clinical training programs, care should be taken to include 

conceptualizations of both UC and OC NSSI in diagnosis courses, trauma counseling courses, 

and case studies, thereby exposing students to the multifaceted nature of self-injurious behavior. 

Additionally, counselor educators can support students in understanding the importance of 

comprehensive assessment and diagnosis strategies that support the identification of UC and OC 

NSSI. Given the importance of congruent intervention strategies to clinical effectiveness, 

counselor educators should highlight a diversity of approaches to treating NSSI, including those 

specifically supporting OC NSSI. Additionally, counselor educators play a critical role in 

advocating for issues related to diagnosis and diagnostic criteria. Continued advocacy work 

related to the inclusion of NSSI disorder in the next edition of the DSM is essential for the 

accurate identification and treatment of this behavior. 

Implications for Research 
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 The findings of this study offer several implications for future research focused on NSSI. 

Participants described two distinct profiles of NSSI, highlighting the importance of ongoing 

attention to representation of both OC and UC NSSI experiences in scholarly inquiry. The 

historical characterization of self-injury as an impulsive behavior associated with deficits in 

emotion regulation and distress tolerance may be attributable to the higher levels of disclosure 

associated with UC NSSI. For example, the experiential avoidance model of NSSI (Chapman et 

al., 2006), which is frequently used in NSSI research, assumes deficits in emotion regulation and 

distress tolerance. This highlights the possibility that OC NSSI has been underrepresented in 

scholarly literature and underscores the importance of building knowledge related to both 

profiles. It is essential that ongoing research attend to both OC and UC NSSI, and the Theory of 

Overcontrolled and Undercontrolled Self-Injury can be applied to future research to support this.  

The resulting conceptual model addresses the literature gap highlighted in Chapter 1 by 

specifically attending to the experiences, attitudes, and behaviors characteristic of both OC and 

UC NSSI. This provides a building point within current literature to research how these two 

profiles can scaffold and extend existing understanding of self-injury. Integration of the findings 

from this study with other theories of self-injury, such as the integrated theoretical model of the 

development and maintenance of NSSI (Nock, 2009), could provide deeper knowledge about 

distal and vulnerability factors contributing to OC and UC NSSI, ultimately providing a more 

nuanced theoretical understanding of this behavior. 

Limitations 

Several limitations must be acknowledged in order to accurately interpret this study’s 

findings. First, due to the absence of validated measures measuring undercontrol and 

overcontrol, participants self-identified based on Block and Block’s (1980) conceptualization of 
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these terms. Knowing the challenges associated with the clinical assessment of overcontrol 

(Hempel et al., 2018) and the subjective nature of self-assessment, it is reasonable to assume that 

some participants may have self-identified in ways that are incongruent with established criteria 

for undercontrol and overcontrol.  

Additionally, the sample in this study was composed predominantly of White women, 

limiting its ability to encompass a diversity of experiences. It is possible that different results 

would have been generated in a sample including a broader range of gender and racial identities. 

Historically, the experiences of both men and individuals of color who self-injure have been 

underresearched; these perspectives are essential to increasing our understanding of this behavior 

across intersecting identities. The sample in this study, while sufficient for CGT methodology, 

was also relatively small, with 20 participant narratives contributing to the findings. Therefore, 

care should be taken in generalizing the results of this analysis, especially in groups 

underrepresented in sampling. 

Lastly, despite efforts to ensure credibility and trustworthiness, the qualitative design of 

this study represents a potential limitation. The use of semi-structured interview methodology 

generates limitations related to the potential influence of question framing, wording, and 

presentation on participants’ responses. Moreover, the research team’s perspective shapes the 

interpretation of findings, with alternative interpretations of the data possible from different 

teams.  

Recommendations for Future Research 

The findings of this dissertation represent an initial, yet significant, step toward 

understanding the role of self-control in NSSI; however, additional research on this topic is 

essential to develop comprehensive knowledge of this multifaceted phenomenon, particularly 
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related to assessment, prevention, and intervention across diverse populations. For example, 

there are opportunities to improve the reflectivity of the sample to the larger population of 

individuals who self-injure. Future studies should intentionally strive to incorporate more diverse 

samples, with a specific focus on amplifying the voices and experiences of men, gender diverse 

individuals, and people of color. This deliberate inclusivity can enhance our understanding of 

whether OC and UC NSSI experiences are consistent across identities.   

Another valuable extension of this study lies in the development of instruments capable 

of effectively measuring and differentiating between OC and UC NSSI. Presently, there is a 

notable absence of validated measures identifying the presence of excessive levels of self-

control, or maladaptive overcontrol, in adults. Subsequent studies should aim to develop a 

comprehensive measure of this construct, as well as robust measures of undercontrol and 

overcontrol tailored specifically to NSSI. These assessment tools would not only aid mental 

health and medical professionals in congruent conceptualization and intervention of self-

injurious behavior, but would also pave the way for quantitative exploration of the findings of 

this study, potentially fostering greater knowledge, understanding, and generalizability. 

Finally, interpersonal functions of self-injury were reported at a slightly higher rate in 

undercontrolled self-injury. While this pattern was not strong enough to be included in theory 

generation, it was notable as an area of further inquiry. Future studies could explore whether the 

function of self-injury differs in the context of undercontrol and overcontrol, and whether 

interpersonal functions are more prevalent in UC NSSI. Elucidating these dynamics could 

enhance our understanding of the nuanced motivations and functions underlying NSSI behaviors. 

Conclusion 
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This purpose of this dissertation was to explore the experiences, attitudes, and behaviors 

related to undercontrolled and overcontrolled self-injury. Data were collected during audio-

recorded semi-structured individual interviews, and the constructivist grounded theory methods 

of constant comparison and iterative analysis were used to develop 15 core themes from the 

interview data describing the processes and mechanisms guiding this behavior. The resulting 

Theory of Overcontrolled and Undercontrolled Self-Injury provides a preliminary understanding 

of the role of self-control in NSSI, including how it influences self-injurious attitudes and 

behavior, cessation of self-injury, and the potential for individuals to switch profiles. Based on 

this new theory, a conceptual model was developed to aid in understanding the similarities, 

differences, and transitions between OC and UC NSSI, generating profiles easily used in 

research, treatment, and education. 

The findings from this study provide valuable implications for research, instruction, and 

clinical practice in the field of mental health. OC NSSI was described as restrained, highly 

private, guided by rules and ritual, and characterized by perceptions of others’ NSSI as inferior. 

Cessation of OC NSSI typically occurred when the behavior lost its utility and was marked by a 

defined decision to stop. UC NSSI, on the other hand, was found to be impulsive, disclosed 

despite secrecy, guided by emotion, and characterized by perceptions of others’ NSSI as superior 

or relatable. Interpersonal influence (e.g., therapy or pressure from peers or family) often 

contributed to cessation of UC NSSI, which typically occurred over a protracted period of time. 

This qualitative analysis underscores the importance of adopting a holistic approach to 

assessing and treating NSSI, taking into account the multifaced nature of this phenomenon. 

Moving forward, it is essential to translate these insights to evidence-based assessments and 

interventions that are sensitive to individuals’ underlying attitudes, motivations, and 
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vulnerabilities related to self-injurious behavior in order to promote resilience and wellbeing. 

Additionally, the findings of this study may be used to inform future research focused on the 

conceptualization, assessment, and treatment of NSSI.  
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Abstract 

NSSI has historically been associated with deficits in impulse control; however, evidence 

suggests that individuals high in self-control also self-injure. This constructivist grounded theory 

study aimed to generate a substantive theory regarding the nature of undercontrolled and 

overcontrolled self-injury to fill gaps in the literature and improve clinical understanding and 

treatment. The resulting Theory of Overcontrolled and Undercontrolled Self-Injury provides a 

preliminary understanding of the mechanisms that guide overcontrolled and undercontrolled 

NSSI, the processes that can facilitate individuals switching profiles, and the processes that lead 

to cessation of self-injurious behavior, thereby contributing to the development of more 

comprehensive theories of self-injury. Additionally, clinical implications for developing 

assessments and interventions aimed at preventing and treating NSSI are discussed.  

Keywords: nonsuicidal self-injury, self-control, undercontrol, overcontrol, self-harm 
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Introduction 

Nonsuicidal self-injury (NSSI) is the act of intentional, self-inflicted damage of body 

tissue without the intent to end one’s life and for purposes not socially or culturally sanctioned 

(Klonsky et al., 2014). NSSI takes many forms including cutting, scratching, piercing, or burning 

the skin, preventing wounds from healing, or head banging (Favazza, 2011). The functions of 

NSSI vary considerably between individuals; however, commonly endorsed reasons are emotion 

regulation, self-punishment, relief from dissociation, and the communication of psychological 

pain (Doyle et al., 2017; Edmondson et al., 2016). 

NSSI impacts individuals across the lifespan; however, onset frequently begins in 

adolescence (Brager-Larsen et al., 2022). Prevalence rates in community samples suggest that 

approximately 1 in 5 individuals report a history of self-injury (Andover et al., 2014; Giordano et 

al., 2022). Clinically, NSSI is a frequent presenting concern; 97.9% of licensed clinicians 

reported working with NSSI at some point during their careers (Giordano et al., 2020). Despite 

this, counselors often experience anxiety and self-doubt when working with clients who self-

injure (Whisenhunt et al., 2014), perhaps in part because of the limited scholarly resources 

available to guide intervention.  

NSSI has historically been linked with impulse control problems, largely due to its 

association with borderline personality disorder (BPD; Hamza et al., 2015). Despite this, recent 

meta-analyses examining NSSI and impulsivity have produced mixed findings (Hamza et al., 

2015; Liu et al., 2017). One study examined the degree of impulsivity and found that 77% of 

participants waited an average of 15 minutes or less between NSSI thought and action (Glenn & 

Klonsky, 2010). A positive relationship was also found between the frequency of NSSI and lack 

of premeditation and perseverance. Despite this, no differences in inhibitory control function 
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were found between individuals who self-injured and those who did not. Before its recent 

classification as a condition for further study in the DSM-V (APA, 2022), NSSI appeared only 

once in the manual, as a symptom of BPD. 

Undercontrol and Overcontrol 

Self-control is a multidimensional construct that encompasses the ability to regulate 

behavior following social norms, moral standards, and long-term goals (Baumeister & 

Heatherton, 1996). Self-control has been linked to numerous positive outcomes, including 

superior academic performance, well-being, and relationships (Hofmann et al., 2014; Tangney et 

al., 2004). However, while many theorists (e.g., Metcalfe & Mischel, 1999; Tangney et al., 2004) 

posit that high levels of self-control are invariably advantageous, some have argued that the 

relationship between self-control and well-being is curvilinear, with both the highest and lowest 

levels of self-control capacity being maladaptive (Block & Block, 1980; Lynch et al., 2015).  

Although research on overcontrol (i.e., the excessive presence of self-control) is limited, 

maladaptive overcontrol is not new. Block and Block developed a theory that focused on 

individual differences in impulse control, which varies from undercontrol to overcontrol (Block, 

2002; Block & Block, 1980). Undercontrolled individuals struggle with impulse and emotion 

regulation, exhibiting spontaneity, impulsivity, emotional variability, disregard for social norms, 

and indifference to ambiguity. In contrast, overcontrolled individuals excessively inhibit their 

impulses and expressions, characterized by emotional restraint, dependability, high organization, 

and an unnecessary delay of gratification or denial of pleasure. More recently, Lynch (2018) 

proposed a transdiagnostic model of disorders of overcontrol in conjunction with the 

development of Radically Open Dialectical Behavioral Therapy (RO DBT). This model suggests 

that while overcontrolled individuals often achieve measurable success, they frequently 
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experience pervasive loneliness and psychological distress. 

Undercontrolled and Overcontrolled NSSI 

NSSI has historically been associated with deficits in impulse control (Glenn & Klonsky, 

2010); however, evidence suggests that individuals high in self-control also self-injure (Claes et 

al., 2012; Hempel et al., 2018). Hempel et al. (2018) found that self-injurious behavior in 

undercontrolled individuals is typically impulsive, emotionally driven, and may involve others. 

In contrast, overcontrolled individuals tend to engage in planned, rule-governed, and secretive 

self-injury. While this study offers compelling evidence of differing self-injurious behaviors 

based on undercontrol and overcontrol, further research is needed to fully understand these 

differences. Currently, no other published research has explored NSSI in the context of 

undercontrol and overcontrol. 

Purpose of the Study 

Despite extensive research on NSSI, much remains to be understood about this behavior. 

The inclusion of NSSI as a condition for further study in the latest DSM revision (APA, 2022) 

underscores the need for more research to refine diagnostic criteria and clinical interventions. 

Significant research has yet to focus on NSSI within the frameworks of undercontrol and 

overcontrol. Thus, our study aimed to develop a theory about undercontrolled and overcontrolled 

self-injury to fill existing gaps in the literature and enhance clinical understanding and treatment. 

Our research question was: What are the experiences, attitudes, and behaviors related to 

undercontrolled and overcontrolled self-injury? 

Method 

We selected a constructivist grounded theory approach, which seeks to offer explanations 

about a phenomenon from the perspective of those who experience it (Charmaz, 2014). This 
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inductive approach facilitates the construction of a theoretical model that systematically 

describes processes associated with the phenomenon of interest (Charmaz, 2014) and, therefore, 

is well-suited to helping counselors understand their clients’ experiences and behaviors (Hays & 

Singh, 2023). Constructivist methodology holds the ontological position that our world is 

socially constructed through interactions over time; therefore, the researchers and participants are 

co-creators of knowledge (Charmaz, 2014).  

Researcher Reflexivity 

Reflexivity is essential if researchers' experiences and interpretations influence the 

grounded theories they construct (Charmaz, 2014). Our research team included a doctoral student 

(first author) and three faculty members, all cisgender women. The first three authors are White, 

and the fourth author is Latina. The first author, a LPC, has clinical experience with clients who 

self-injure in residential and outpatient settings, which sparked her interest in differences in 

undercontrolled and overcontrolled NSSI. The second author is a Professor and Director of 

Counselor Education at a CACREP-accredited Research 1 University. She specializes in 

education and research on chronic illness and disability, including well-being, quality of life, 

satisfaction and coping. She is a Certified Rehabilitation Counselor and is a LCPC. The third 

author, a professor at a regional comprehensive university with a CACREP-accredited program, 

specializes in crisis intervention and has studied NSSI for approximately 15 years. She is a LPC 

and a certified professional counselor supervisor. The fourth author, a faculty member at a 

CACREP-accredited Research 1 institution, is a licensed counseling supervisor with fifteen years 

of experience working with at-risk adults in outpatient settings. 

The first three authors collaborated on the study's conceptualization and design. The first 

author conducted intensive interviews and coding, with the second and third authors advising and 
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supporting the consideration of multiple perspectives. The fourth author assisted with study 

conceptualization and manuscript development. 

Participants and Procedures  

After obtaining institutional review board approval, we used purposeful criterion 

sampling and theoretical sampling to recruit participants (Charmaz, 2014). Selection criteria 

included adults who had self-injured five or more times in their lifetime, had not self-injured in 

the past three years, had no current suicidal ideation, and self-identified as undercontrolled or 

overcontrolled. To reach individuals with meaningful self-injury experience, we posted a 

recruitment flyer in four Facebook and sub-Reddit support groups related to self-injury. We also 

emailed calls for participation to experts in the field and shared them on listservs, including 

Counselor Education and Supervision Network, Georgia Therapist Network, and Radically Open 

DBT Listserv. Participants received a $25 e-gift card as compensation for their time and 

contributions. 

The twenty study participants all self-identified as undercontrolled (UC; n = 10, 50%) or 

overcontrolled (OC; n = 10; 50%), as described by Block and Block (1980). The majority of 

participants identified as White or Caucasian (n = 14, 70%), with three identifying as Multi-

Racial (15%), two identifying as African American and/or Black (10%), and one identifying as 

Hispanic or Latino/a/x (5%). Likewise, most participants identified as women (n = 18, 90%), 

with one identifying as a nonbinary woman (5%) and one identifying as a man (5%). Participants 

ranged in age from 18 to 43, with the mean age being 29.4. The participants lived in various 

geographic regions, with the most common region being the South (n = 12, 60%), followed by 

the Midwest (n = 4, 20%), Northeast (n = 2, 10%), and West (n = 2, 10%). We ceased recruiting 

participants once we achieved comprehensive coverage of emerging categories and new data no 
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longer provided theoretical insights (Charmaz, 2014). 

Data Collection 

After identifying eligible participants via a screening and demographic questionnaire, the 

first author conducted intensive, semi-structured Zoom interviews, each lasting about 60 

minutes. Open-ended questions, such as “What has your experience been with disclosing your 

self-injury to others?” and “Could you describe the experiences that led you to stop self-

injuring?” generated rich narratives on self-injury. Participants chose pseudonyms to protect their 

identities, and all interviews were audio-recorded and transcribed. Participants were then invited 

to review their transcripts and make any revisions, redactions, or additions to ensure the accuracy 

of their voices and experiences. 

Data Analysis 

The first author conducted initial coding by labeling data segments to summarize and 

categorize them. Transcripts were repeatedly read and analyzed as new data were collected to 

identify similarities and differences in participant narratives. Focused coding then aimed to 

refine the most salient codes into categories and themes to develop a larger theory (Charmaz, 

2014). During this phase, the first author condensed the 38 initial codes into concise descriptions 

encapsulating participants' narratives, resulting in 15 themes that explained the relationships 

between findings. This process moved the analysis from descriptive to conceptual, guiding 

theory development (Charmaz, 2014). The first three authors met multiple times to review the 

developing codebook, connect data, and clarify theory development. 

Constant comparative methods (Glaser & Strauss, 1967) were used throughout coding to 

identify patterns and ground the theory in participant narratives. Memo writing recorded analytic 

ideas for later follow-up. Data and codes were organized using Dedoose, a HIPAA-compliant, 
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password-protected online qualitative software. After reaching theoretical saturation, we 

conducted member checks by emailing participants a summary of themes and categories to 

solicit feedback. All 20 participants confirmed that the emerging theory aligned with their 

experiences.  

Trustworthiness Strategies 

 Several strategies were employed to enhance rigor and mitigate methodological 

limitations in this qualitative study. Participant perspectives and the investigated phenomenon's 

authenticity are crucial for the study's validity (Denzin et al., 2023). Member checking was 

consistently used during data collection and analysis, enabling participants to confirm the 

relevance of findings to their experiences. Follow-up questions were integrated into interviews to 

clarify participant responses (Hays & Singh, 2023), and participants reviewed their interview 

transcripts and initial findings to provide feedback (Charmaz, 2014). Five participants 

contributed additional insights, enriching the theoretical framework with their unique 

perspectives. Researcher reflexivity was employed to acknowledge personal beliefs, values, and 

biases that might influence data interpretation (Hays & Singh, 2023), addressing reactions to 

participants, insights into potential findings, and adjustments made to the research process. 

Findings 

The Theory of Overcontrolled and Undercontrolled Self-Injury, illustrated in Figure 1, 

was developed based on participant narratives and feedback to delineate the experiences, 

attitudes, and behaviors associated with OC and UC NSSI, including the processes that can 

facilitate individuals switching profiles and the processes that lead to cessation of self-injurious 

behavior. OC NSSI involves restrained behavior guided by rules, rituals, and privacy, with a 

perception of others' NSSI as inferior. Cessation often follows a deliberate decision when the 
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behavior loses its utility. Conversely, UC NSSI is impulsive, emotion-driven, and disclosed 

despite secrecy, with a perception of other’s NSSI as superior or relatable. Cessation is typically 

influenced by interpersonal factors (e.g., therapy or pressure from a partner or family) over an 

extended period. Participants reported transitioning from an UC to OC NSSI profile due to aging 

and negative feedback, and from an OC to UC NSSI profile due to intense interpersonal distress. 

When an OC to UC NSSI transition occurred, it was followed by feelings of fear and shame, 

which ultimately precipitated cessation of the behavior. 

Figure 1  

Theory of Overcontrolled and Undercontrolled Self-Injury 

 Participants were asked to self-identify as UC or OC; however, this classification did not 

consistently align with their profile of self-injury. For example, three participants identified that 

their NSSI behavior was markedly different than their behavior in the rest of their lives. 

Additionally, several participants described transitioning from one profile to another at some 

point during their self-injury. As a result of this unexpected finding, we categorized participant 
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NSSI based on their descriptions of their self-injurious experiences, attitudes, and behaviors 

rather than their self-identified personality typology. 

OC NSSI  

Restrained 

OC NSSI was associated with high levels of restraint, which allowed participants to mask 

negative emotions, delay self-injury, and moderate how deeply they cut. Motivated by the highly 

private nature of OC NSSI, participants often postponed their self-injury for several hours or 

more to keep it hidden. This time was frequently used to plan when, where, and how self-injury 

might occur. Emma described this:  

There were definitely times where maybe something would happen like at school. Or 
somewhere out in public or something like that. Where I knew that…because I was 
extremely secretive about what I was doing, that I maybe thought, “well, later I might go 
home and do that.” I can’t remember ever thinking to myself, “well, I need to go home 
right now and cut,” you know? That was never crossing my mind. 
 

Participants also used restraint during the behavior, cutting deeply enough to feel relief but not so 

severely that it resulted in medical attention or attention from others. Jenny shared: 

When I was cutting … I had to really pay attention. Really focus, laser focus, to not do 
something wrong or not cause more grievous harm or also to sort of maintain some pain, 
but maybe not too much pain, not go too deep.  

 
Participants expressed a sense of pride in their ability to utilize restraint related to OC NSSI, 

which contributed to their sense of identity and differentiated their behavior from impulsive 

conceptualizations of self-injury. 

Highly Private  

Participants were highly private about their OC NSSI, prompting them to avoid 

disclosure experiences, take great care to hide injuries and scars, and avoid medical attention. 

This desire to conceal their self-injury was often motivated by maintaining a specific image or 
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not burdening others. Emma shared, “I didn’t want to be a burden to anyone or my pain to be a 

burden to anyone. And so that was my worst nightmare, for someone to know what was going 

on.” OC NSSI was seen as deeply personal and carried out solely for the benefit of participants. 

The highly private nature of OC NSSI influenced the location of participants’ self-injury as well 

as rules that would support keeping it hidden. Madeline described this:  

I never…very rarely cut on my arms or like even my legs because I [was] training for 
triathlons and was swimming. And so a lot of it was like on my breasts, on like my pelvic 
area where it would never be seen. 
The avoidance of medical care meant that some participants took responsibility for caring 

for severe wounds independently. Phoenix described learning to suture her wounds on YouTube. 

Rex instituted a disinfecting process after a cut on her leg became severely infected: “I didn’t 

want to end up in the hospital having to have somebody ask a question about [self-injury].” Even 

after the cessation of NSSI, participants were often reluctant to discuss the behavior. Jenny 

disclosed that her participation in this study represented more discussion about her self-injury 

than all her other disclosures combined. The private nature of participants’ OC NSSI made them 

less likely to help-seek, including mental health care.  

Guided by Rules and Ritual  

Participants describing OC NSSI spoke to rules that dictated their use of specific tools, 

number of cuts, and locations on the body. Often, these rules were based on a compensatory 

approach to self-injury in which participants responded to specific wrongdoings or perceived 

failures with distinct approaches to self-punishment. These rules provided the scaffolding for 

behavior that became ritualistic. Participants described a structured, disciplined approach to self-

injury that was often motivated by upholding established routines rather than emotional 

dysregulation or NSSI urges. Katie shared that her self-injury occurred nightly around the same 

time and in the same location: “There were nights where I didn’t really feel like I had like a lot of 
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emotions. And it was more of that secret part of it, where I was keeping a routine. Like, ‘Well, 

time to go do this.’” Madeline adhered rigidly to the rules and ritual she had established for 

herself: “I’m not gonna stop. If I’ve decided this is gonna happen 113 times, I’m doing 113. 

Like, regardless of if I decide halfway through, I don’t wanna keep doing this.” 

Participants also described ritualized aftercare, often involving an organized medical 

supply kit, which became a meaningful part of the self-injury process. In some cases, this also 

involved photographing, writing about, or otherwise documenting their wounds. Phoenix shared, 

“I always stitched it up, or whatever. In the moment, it was something that was very destructive. 

But afterwards, it was always taken care of…maybe in a way, that was a way of kind of taking 

care of myself.” The rules and rituals associated with participants’ OC NSSI created order and 

structure in their lives. They imbued the behavior with meaning that elevated it beyond a simple 

emotion regulation tool.  

Perception of Others’ NSSI as Inferior 

Participants describing OC NSSI often expressed feeling as though their self-injury was 

superior to others’ and were highly judgmental of NSSI that they viewed as impulsive or not 

intentionally hidden. They eschewed the idea of their own NSSI as attention-seeking and felt a 

sense of pride in their ability to control their impulses and affect and meticulously hide their 

behavior. Katie shared, “I think I felt very judgmental of [others who self-injured], like, ‘How 

come you’re doing this to yourself and then sharing it to everybody?’ Like, ‘I can’t believe 

you’re using this to get attention and stuff like that.”  

These participants used words such as “correct,” “pious,” “better,” and “right” to describe 

the way they self-injured, positioning themselves as morally superior and intrinsically dissimilar 

from others who approached the behavior differently. Emma described this: 
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Pride is a strange word to describe it, but it was almost sort of like being more pious. It 
was like, I am…I’m holding this big secret. I’m doing this thing, and that’s the way it 
should be. So I felt like I was doing it correctly. 

 
Participants viewed their OC NSSI as different from what they saw around them, which 

contributed to a sense of isolation and a feeling of pride. 

Cessation - Loss of Utility and Defined Decision to Stop 

Cessation of OC NSSI often occurred when the behavior lost its utility and followed a 

defined decision to stop. This pragmatic approach meant that once the benefits of self-injury 

waned, participants saw no reason to continue to engage with it. Katie described this:  

I feel like I achieved what I wanted to achieve and now I don’t feel like doing it 
anymore…I remember going into therapy afterwards and thinking, “I don’t know why 
I’m here because like I don’t even feel these urges anymore. So…there’s no point.” 

 
While cessation experiences sometimes included counseling or other interventions, they often 

occurred independently, consistent with the highly private nature of OC NSSI.  

Scaffolded by their ability to exercise restraint, participants rarely went back on their 

decision or experienced a lengthy cessation process. Katie stated, “I think that was another part 

of the control. Like I get to decide when I do this and how I do this and when I stop and stuff like 

that.” Lauri also identified a defined ending of her self-injurious behavior: 

I actually got to a point where I was like, “Okay, I’m in my 30s now. This has like, you 
know, got to stop. Like, this is not okay.” But I actually went and got a tattoo as a marker 
that I’m not doing this anymore, and I haven’t. 

 
The resoluteness with which they committed to their decision to stop often felt more salient than 

any distress they experienced due to cessation. 

UC NSSI  

Impulsive 

UC NSSI was described as occurring in an impulsive and unplanned manner. Participants 
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described an urgency to their self-injurious thoughts and urges that motivated them to seek 

immediate relief, often within minutes of the decision to self-injure. Lauri stated that when she 

had an urge to self-injure, “It was kind of like a panic, like trying to get to it as soon as possible 

to get relief…” To facilitate this, some participants always carried self-injury tools with them. 

Others used whatever they could find nearby, even it wasn’t their preferred instrument. If 

participants did delay, it was due to seeking favorable circumstances rather than planning or 

premeditation. Amy shared: “There wasn’t a premeditated like separate razor blade or anything. 

It was just, I knew where and when I could do it. And so if I got overwhelmed, I might go take a 

shower or something.” This impulsiveness sometimes contributed to disclosure experiences 

because participants could not inhibit their self-injury urges until they reached a private space, or 

their hastiness contributed to others’ suspicions.  

Disclosed Despite Secrecy 

UC NSSI was often disclosed despite participants’ desire for secrecy. Participants’ 

inability to delay their NSSI behavior or mask their emotionality sometimes contributed to self-

injuring with others present or in manners that were more likely to be discovered. Additionally, 

participants described conflicting feelings related to disclosure in which they often desired for 

others to know about their NSSI while simultaneously experiencing shame or embarrassment 

about the behavior. Rose described wanting to cut in places that could be covered, but also 

shared that she didn’t hide her self-injury from her friend group: 

I had a couple of really close friends at college, and I told one of them pretty early on, 
and that was voluntary…I don’t remember how I told the others or if I just said, “it’s 
okay if you tell the others.” But eventually, my friend group knew. 
 
Lola described hiding her self-injury, but not so deliberately that it didn’t raise people’s 

suspicions: “I always wore long sleeves, which definitely I guess I could say my parents felt a 
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little bit suspicious of when it was summertime and stuff.” Eventually, Lola’s mom became so 

suspicious that “she asked to look, and so I showed her, and she found out, and we had a 

conversation about it and everything.” Jane also shared conflicting thoughts related to disclosure. 

On one hand, she shared, “I would cut my arms mostly. And that was like a, ‘hey, I’m doing 

this,’ kind of thing.” At the same time, she remembered thinking: 

This is embarrassing. I don’t really want people to know or ask me about it. But it was 
also like, in a place where like, sometimes I’d be in a t-shirt. So sometimes you would see 
it. Or sometimes people would notice. 

 
Participants’ ambivalence about disclosure often resulted in inconsistent or disorganized 

concealment behaviors, making the discovery of their NSSI by others more likely.  

Guided by Emotion  

Emotion influenced when, where, and how UC NSSI occurred. Participants reported 

being highly responsive to their mood states and experiencing self-injury as a potent strategy to 

cope with dysregulation. Because they were typically unable or unwilling to inhibit their 

impulses, self-injurious behavior often occurred at the peak of emotional distress. Rose reported 

that “any negative feeling, but especially like guilt or regret, shame” might trigger an episode of 

self-injury. She added, “So it was very much an emotional regulator.”   

Pacey described the emotional intensity when he would self-injure: “Definitely [self-

injury would occur] at the top. Sometimes I remember crying really hard when it was happening, 

or feeling so anxious that I was lightheaded. And the cutting would help bring that emotion 

down.” This connection between emotionality and UC NSSI meant that participants more 

frequently conceptualized their triggers as interpersonal, resulting from interactions that 

precipitated emotional distress. 

Perception of Others’ NSSI as Superior or Relatable 
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If participants encountered peers that self-injured or media representations of NSSI, their 

view was often that others’ NSSI was superior or relatable. Participants sometimes described 

feeling that others’ self-injury was “cooler,” “better,” “brave,” and more “impactful” than their 

own and endorsed a desire to emulate this. Jane shared: 

There was definitely a period of time where I would see people who maybe were self-
injuring in a way that was more aggressive than I was doing it and definitely had some 
inferiority complex going on like, oh…mine’s not impactful or…I felt like an imposter. 
 

When Pacey joined online support groups, he “felt a lot of similarities to their stories…And it 

was nice to know that I wasn’t alone.” Even when participants identified a misalignment 

between others’ self-injurious behaviors and their own, they typically remained nonjudgmental 

and assumed that others were doing the best they could. Rose shared: 

In the books I read, it was portrayed really sympathetically. Like, they’re struggling, and 
so are the friends [I knew that self-injured]. But somehow still, I got that idea of people 
do it for attention. But my personal experience from books and friends was just like, 
they’re having a hard time, and that’s the only way they can figure it out. 

 
Participants’ view of others’ NSSI as superior or relatable influenced their willingness to engage 

in conversations with others who self-injured, further supporting their capacity to seek and 

receive help.  

Cessation - Interpersonal Influence and Protracted Process of Stopping 

Interpersonal influence (e.g., therapy or pressure from peers or family) contributed to the 

cessation of UC NSSI. Jasmine described the support from her inner circle as essential to her 

self-injury cessation. “They would encourage me to call one of them and just have them come 

over or have me go to the restroom or outside near a tree and just talk through what my emotions 

were telling me.” Amy also leaned on support from friends: 

Having that friend that knew about it from freshman year that I lived with was also a help 
in not doing it again because I could go literally right next door to her room and kind of 
talk about how I was feeling for a second and sit on her floor and just let that feeling pass. 



 

 109 

 
Rose shared that seeing a counselor twice weekly supported her in decreasing and ultimately 

stopping NSSI. Because participants frequently had already disclosed their UC NSSI, 

interpersonal support was more likely to be available and, therefore, influential to cessation. 

Participants also highlighted the lengthy process of stopping their self-injury. Tricia 

recalled gradually working on controlling her emotions in other ways: 

It wasn’t something that I stopped immediately because, like I said, I tried to work on my 
emotions. I tried to control my anger. I went back to it and almost went back to it a lot of 
times. I tried to distract myself from the cause of the pain…It wasn’t a fast process. It 
was a gradual process. 

 
Participants experiencing a protracted cessation process did not typically memorialize it or assign 

specific meaning to the final experience. 

Processes Supporting Participants Switching Profiles 

UC to OC NSSI: Aging and Feedback 

Participants reported that getting older and receiving negative feedback influenced their 

transition from UC NSSI to OC NSSI. Jane shared, “I feel like when you’re in your teens, a lot 

of people are doing weird self-harm shit. And I feel by the time you’re in your 20s, if people see 

something on your arm, they’re like, ‘what the fuck is wrong with you?’” Shane echoed this: “It 

was easier to hide when I got older because I understood – cognitively, I was like, ‘well, this 

isn’t really healthy or appropriate.’ But I still did it.” As participants encountered criticism or 

judgment related to self-injury, they often became more secretive, restrained, or ritualistic in 

their behaviors. Roxanne shared how feedback influenced the way she engaged with self-injury: 

I had a friend notice, and she told the teacher and I was really embarrassed. And then my 
grandmother found out and she was really mad. And so I realized that I needed to do a 
better job hiding it. And so that’s why I moved locations; because I really didn’t want 
anybody to know. I was embarrassed by it. But it did make me feel a lot better. And so I 
wanted to keep doing it. 
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When participants transitioned from an UC NSSI profile to an OC NSSI profile, they typically 

continued to self-injure in this manner until cessation.  

OC to UC NSSI: Intense Interpersonal Distress and Fear and Shame  

Participants described experiences of intense interpersonal distress as a salient factor in 

their transition from OC NSSI to UC NSSI. During relational conflict that resulted in extreme 

dysregulation, participants reported losing the ability to moderate their emotions or how severely 

or impulsively they self-injured. Rex shared an experience of UC NSSI that occurred in the 

context of an abusive relationship. This was a departure from her previous self-injury, which was 

private, superficial, and very controlled:  

…and she kept on yelling and yelling and then I did it in front of her and the fat started 
bleeding out of my arm…It was like scarier and felt way more out of control than 
anything like I had ever experienced as far as self-harm. 

 
Participants’ impulsivity and emotionality in these moments meant that they might self-injure in 

the presence of others or reach for tools they didn’t normally use, resulting in wounds that were 

more severe than they normally experienced. 

 When participants who typically self-injured in a restrained, private manner experienced 

UC NSSI, the result was acute feelings of fear and shame. Perhaps because they had previously 

held judgment of self-injury that occurred impulsively and publicly, self-judgment often 

occurred in the wake of a transition to UC NSSI. Olive described the fear they felt after the last 

time they self-injured, which resulted in 17 stitches: 

I was having nightmares and flashbacks for three months afterwards. So it was traumatic 
for me to experience, and I scared myself. I didn’t know that I could do that to myself. I 
didn’t know that I was capable of causing that kind of harm, and I guess it made me 
realize how dangerous it was for me to be doing what I was going because when I 
actually did it I had a total loss of control in that moment. 

 
These feelings of fear and shame felt by participants, coupled with the loss of equilibrium related 
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to their NSSI identity, prompted them to reconsider the role of NSSI in their lives. Often, this 

episode of UC NSSI represented the last time they self-injured.  

Discussion 

This study provides insight into how self-control influences individuals’ experiences of 

NSSI. The data identified two distinct profiles, consistent with prior research indicating the 

ability to differentiate NSSI behavior based on its occurrence in OC or UC contexts (Hempel et 

al., 2018). OC NSSI was characterized as restrained, private, and rule-guided, aligning with 

previous conceptualizations of OC linked to impulse inhibition, high distress tolerance, and rigid 

behavioral patterns (Block & Block, 1980; Block, 2002; Lynch et al., 2015). Similarly, UC NSSI 

was described as impulsive, disclosed despite secrecy, and emotion-driven, consistent with 

literature highlighting heightened emotional fluctuations, low distress tolerance (Block, 2002), 

and higher levels of openness and expressiveness (Gilmartin, 2024).  

While a desire for secrecy was reported in both OC and UC NSSI, the commitment and 

dedication to maintain this privacy varied between groups. This study’s findings differ slightly 

from those of Hempel et al. (2018), who described UC NSSI as “public,” lacking nuance 

regarding participants’ internal conflicts. Participants’ dissonance regarding disclosure may be 

viewed through a lens of dialectics. Linehan (1993) described BPD, a disorder of UC, as a 

“dialectical failure” in which individuals vacillate between contradictory viewpoints, rendering 

their behavior inconsistent and confusing. OC, on the other hand, has been associated with 

maladaptive perfectionism (Lynch et al., 2015), in which individuals avoid vulnerability to 

maintain an image of flawless performance (Dunkley et al., 2003). Those striving to appear 

problem-free may perceive their self-injury as a sign that they are flawed or weak and thus go to 

great lengths to conceal it. Because both groups describe their NSSI as “secretive,” further 
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exploration of disclosure patterns is essential to facilitate deeper understanding. 

An unexpected finding was that participants’ perceptions of others’ NSSI differed based 

on whether they engaged in UC or OC NSSI. One explanation for the association between OC 

NSSI and a perception of others as inferior may lie in a phenomenon described by Lynch (2018) 

as “the enigma predicament” (p. 318). The enigma predicament is a self-protective stance in 

which OC individuals believe they are fundamentally different or more complex than others. 

This attitude maintains social isolation, aloofness, and a feeling of being misunderstood. Cultural 

emphasis on self-control may bolster beliefs of superiority among these individuals, fostering a 

secret sense of secret pride. 

No existing literature has explored the judgments of individuals who self-injure related to 

others’ NSSI; however, viewing these findings through the lens of social norms offers context. 

OC individuals are sensitive to social pressures and conformity, whereas UC individuals are less 

concerned with societal norms (Block, 2002). Individuals experiencing UC NSSI may be more 

likely to disregard prescriptive norms for self-presentation, facilitating empathy or admiration for 

those openly displaying their NSSI. Those experiencing OC NSSI, which is typically a well-kept 

secret, may be unlikely to encounter others engaging in NSSI in a manner like themselves. 

Another novel finding lies in the shifts participants described in their self-injury profile as 

a direct result of specific experiences, such as aging and feedback. While no existing literature 

has examined this phenomenon, UC typically peaks in early to middle adolescence (Hasking & 

Claes, 2020), suggesting that aging may influence a transition from impulsive to more restrained 

NSSI for some individuals. It is also plausible that individuals whose self-injury was disclosed 

(i.e., UC NSSI) would receive more negative feedback than those whose self-injury remained 

concealed (i.e., OC NSSI). Participants who reported switching from OC to UC NSSI attributed 
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this change to experiences of intense interpersonal distress that appeared to eclipse their high 

capacity for restraint and control. Lynch (2018) described this phenomenon as “emotional 

leakage” (p. 71), in which OC individuals temporarily lose the ability to inhibit their impulses, 

leading to intense emotional outbursts followed by feelings of shame and self-criticism.  

Implications for Counselors 

This study's findings have significant implications for clinical practice. The identification 

of two distinct profiles of NSSI supports previous research indicating that individuals with both 

low and high levels of self-control may engage in self-injurious behavior (Hempel et al., 2018). 

The current proposed criteria for NSSI disorder, listed in Section III of the DSM V-TR (APA, 

2022) as a condition for further study, would identify both OC and UC NSSI as conceptualized 

in this study. For instance, criterion C specifies that self-injury may involve "a period of 

preoccupation with the intended behavior that is difficult to control" or "frequent thoughts about 

self-injury, even if not acted upon." This expands previous views of NSSI by recognizing 

behaviors that involve greater restraint alongside those driven by impulse inhibition failures. 

 Counselors must conduct thorough assessments to accurately diagnose and differentiate 

between OC and UC NSSI. This can involve using clinical interviews, standardized assessments, 

and behavioral observations to evaluate clients' impulse control and emotional regulation 

abilities. Recommended measures include the Assessing Styles of Coping: Word-Pair Checklist 

(Lynch, 2018) for adults and the Youth Over- and Under-Control Screening Measure (Lenz et 

al., 2021) for children and adolescents. To assess OC and UC self-injury specifically, including 

questions in clinical interviews that evaluate the dimensions explored in this study may be 

helpful. Clinicians can also inquire specifically about clients’ NSSI impulsivity and emotionality 

levels, disclosure and aftercare behaviors, and whether any rules or rituals inform the behavior. 
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Questions such as, “When you self-injure, do you tell anyone about it before or afterward?” and 

“Do you have any rules about when, where, or how you self-injure?” may assist clinicians in 

developing a deeper understanding of the processes driving the behavior, thereby informing the 

use of congruent therapeutic interventions. 

 Participants in this study highlighted distinct processes influencing their NSSI behaviors 

and cessation, emphasizing the need for tailored treatment approaches based on whether NSSI 

occurs in an OC or UC context. Traditional therapeutic approaches to treating self-injury, such as 

dialectical behavior therapy (DBT; Linehan, 1993) and emotional regulation group therapy 

(Andover & Morris, 2014), which focus on improving emotional regulation and distress 

tolerance, may need to be adapted or supplemented to address specific vulnerabilities and 

underlying mechanisms related to OC NSSI. Interventions targeting UC NSSI should emphasize 

enhancing inhibitory control and distress tolerance while reducing emotional reactivity. 

Conversely, interventions treating OC NSSI should aim to relax excessive inhibitory control and 

rigidity while increasing emotional expressiveness and openness. RO DBT, which was 

developed specifically to treat disorders of OC by targeting deficits related to excessive 

inhibitory control (Lynch et al., 2015), represents a promising approach for these clients.  

 Understanding participants' perceptions of others' NSSI behaviors also holds implications 

for social contagion (Conigliaro & Ward-Ciesielski, 2023). Previous research has implicated 

identifying or relating with others who self-injure (Whitlock et al., 2009) and a higher need to 

belong (Conigliaro & Ward-Ciesielski, 2023) as factors increasing vulnerability to social 

contagion. Because UC NSSI was associated with a perception of others’ NSSI as superior or 

relatable, individuals exhibiting this self-injury profile may be more vulnerable to the effects of 

social contagion. Counselors should be aware of these dynamics when formulating interventions. 
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Lastly, counselors need to consider how "the enigma predicament" may negatively 

impact the therapeutic relationship with OC clients, who may believe they are so complex or 

unique that they will invariably be misunderstood (Lynch, 2018). This may explain why study 

participants experiencing OC NSSI sometimes found therapy unrewarding or unhelpful, 

particularly if counselors made generalizations about self-injury that felt incongruous with their 

experiences. Knowing this, counselors should aim to set aside their assumptions about self-injury 

and allow the client to educate them on their experience.  

Care should also be taken when asserting that OC NSSI behavior is normal, common, or 

understandable. Although this might typically be viewed as a positive intervention (i.e., 

normalizing the behavior), such expressions may cause alliance ruptures in this population 

(Lynch, 2018). Acknowledging these unique perspectives and avoiding assumptions about the 

normalcy or commonality of NSSI behaviors can help maintain therapeutic rapport and prevent 

alliance ruptures. By integrating these implications into clinical practice, counselors can enhance 

their ability to effectively assess, conceptualize, and intervene with UC and OC NSSI, ultimately 

promoting resilience and improved psychological well-being. 

Limitations and Suggestions for Future Research 

Several limitations must be acknowledged to interpret this study’s findings. First, due to 

the absence of validated measures measuring UC and OC, participants self-identified based on 

Block and Block’s (1980) conceptualization of these terms. Knowing the challenges associated 

with the clinical assessment of OC (Hempel et al., 2018) and the subjective nature of self-

assessment, it is reasonable to assume that some participants may have self-identified in ways 

that are incongruent with established criteria for UC and OC. Future studies aimed at the 

development of instruments capable of effectively measuring and differentiating between OC 
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and UC NSSI would aid mental health and medical professionals in congruent conceptualization 

and intervention for NSSI. They would also pave the way for quantitative exploration of UC and 

OC NSSI, potentially fostering greater knowledge, understanding, and generalizability. 

The sample in this study was composed predominantly of White women, limiting its 

ability to encompass a diversity of experiences. It is possible that a more diverse sample would 

have generated different results. Future studies should intentionally strive to incorporate more 

diverse samples, specifically focusing on amplifying the voices and experiences of gender-

diverse individuals, people of color, and men. Care should be taken in generalizing the results of 

this analysis, especially in groups underrepresented in sampling. Finally, this study's qualitative 

design has inherent limitations despite efforts to ensure credibility and trustworthiness. The 

semi-structured interview method used may influence participant responses through question 

framing, wording, and presentation. Additionally, the research team's perspective inevitably 

influences the interpretation of findings, allowing for alternative interpretations by different 

research teams.  

Conclusion 

The constructivist grounded theory findings enrich our initial grasp of how self-control 

influences NSSI experiences, attitudes, and behaviors, offering significant implications for 

mental health research and clinical practice. Future efforts should focus on translating these 

insights into evidence-based assessments and interventions that acknowledge individuals’ 

attitudes, motivations, and vulnerabilities associated with NSSI, aiming to enhance resilience and 

well-being effectively.  
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Appendix A: Recruitment Email/Social Media Post 

 
Email to Professional Network Colleagues 

Subject: Seeking participants for study about self-injury 

Hello, 
 
My name is Sara Ellison, and I am a Ph.D. candidate at Auburn University working under the 
guidance and supervision of Dr. Jill Meyer. I am writing to request your assistance in distributing 
my call for research to potential participants. I am conducting a study entitled: The Role of Self-
Control in Experiences, Attitudes, and Behaviors Related to Nonsuicidal Self-Injury. 
 
This study seeks to understand individuals’ experiences related to nonsuicidal self-injury. 
Individuals can participate in this study if they have self-injured five or more times over the 
course of their lifespan, have not self-injured in the last three years, have no current suicidal 
thoughts or ideas, and are 18 years or older. Participants will be asked to complete a 45-60-
minute interview via Zoom as well as provide feedback on categories and themes that are 
identified from their interview. 
 
The first 20 participants will be provided with a $25 Amazon gift card to compensate them for 
their time and contributions. Your assistance in sharing or distributing the attached flyer with 
appropriate individuals would be greatly appreciated. I also ask that you send this email and 
attached flyer to professional colleagues who may know of individuals who qualify for the study 
and can also share the flyer. It is my hope that this study provides valuable information about 
individuals who self-injure. This information may contribute to clinical understanding and 
treatment of nonsuicidal self-injury.  
 
If you have any questions, please contact me. Thank you in advance for your assistance with my 
research; I truly appreciate your help. 
 
Attn: RECRUITMENT FLYER 
 
Sara Ellison, MS, APC, NCC 
Doctoral Candidate, Department of Special Education, Rehabilitation, and Counseling 
Auburn University 
szm0194@auburn.edu  
 

mailto:szm0194@auburn.edu
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Appendix B: Information Letter 

 

 
DEPARTMENT OF SPECIAL EDUCATION, REHABILITATION, AND COUNSELING 

 
You are invited to participate in a research study entitled, “The Role of Self-Control in 
Experiences, Attitudes, and Behaviors Related to Nonsuicidal Self-Injury: A Grounded Theory 
Analysis.” This study seeks to explore and understand the attitudes and behaviors of individuals 
related to their experiences with self-injury.  
 
This study is being conducted by Sara Ellison (Doctoral Student in Counselor Education and 
Supervision in the Department of Special Education, Rehabilitation, and Counseling) at Auburn 
University. You are invited to participate in this study if you a) have self-injured five or more 
times over the course of your lifespan, b) have not self-injured in the past three years, c) have no 
current suicidal ideation, d) self-identify as undercontrolled or overcontrolled, and e) are 18 
years or older. The Auburn University Institutional Review Board has approved this document 
for use from -------- to -------- Protocol # -------- . 
 
What will be involved if you participate? If you decide to participate in this research study, 
you will be asked to complete a screening and demographic questionnaire and one recorded 
interview lasting approximately 60 minutes via Zoom. After your audio recording has been 
transcribed and analyzed, you will be asked to provide the researcher with feedback on 
categories identified in the research process. Your confidential data will be stored securely in 
Box, a HIPAA-compliant cloud-based storage system, and destroyed by May 2027, which is 
three years from the date of projected completion (i.e., May 2024). Your total time commitment 
will be approximately 75-100 minutes. 
  
Are there any risks or discomforts? You may experience emotional discomfort (e.g., 
nervousness) during recollection of your personal experiences of self-injury. The risks of 
discomforts are minimal in that they should not cause any additional discomfort than would be 
expected for reflecting and processing experiences within this lived phenomenon. You also have 
the right to skip questions or stop participating if you experience discomfort for any other reason. 
In addition, you will be able to withdraw from this study at any point in time by disclosing this 
preference to the researchers. The researcher will also make every effort to keep all data secure, 
but with the inherent risk of online communication, a potential breach of confidentiality is a risk. 
The researcher will be vigilant in order to protect confidentiality during the study.  
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Are there any benefits to yourself or others? There is no direct benefit to participating in this 
study. However, you may gain increased awareness and develop meaning related to your 
experiences with self-injury. You will also have contributed to a growing body of research and 
study on self-injury. 
  
Will you receive compensation for participating? To thank you for your time, the researcher 
will offer the first 20 participants a $25 Amazon gift card via email with completion of their 
interview. 
  
Are there any costs? If you decide to participate, there are no costs associated with your 
participation.  
 
Your participation is completely voluntary. If you change your mind about participating, you 
can withdraw at any time during the study. If you choose to withdraw, your data can be 
withdrawn as long as it is identifiable. Your decision about whether or not to participate or stop 
participating will not jeopardize any future relations with Auburn University. If you do wish to 
withdraw at any time, please contact Sara Ellison at szm0194@auburn.edu.  
 
Your privacy will be protected. Any information obtained in connection with this study will 
remain confidential. Information obtained through your participation may be published in a 
professional journal or book and presented at a professional conference. Pseudonyms will be 
used to protect confidentiality, and demographic information will be reported as group data only. 
For your privacy, the researcher requests that you be in a private space for the interview to avoid 
being overheard. 
  
If you have questions about this study, please ask them prior to taking the survey or contact 
Sara Ellison at szm0194@auburn.edu. A copy of this consent document will be given to you to 
keep. If you have questions about your rights as a research participant, you may contact the 
Auburn University Office of Research Compliance or the Institutional Review Board by phone 
(334) 844-5966 or e-mail at IRBadmin@auburn.edu or IRBChair@auburn.edu.  

 

mailto:szm0194@auburn.edu
mailto:szm0194@auburn.edu
mailto:IRBadmin@auburn.edu
mailto:IRBChair@auburn.edu
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Appendix C: Participant Screening & Demographic Questionnaire 

 
Please answer the following screening and demographic questions to the best of your ability and 
as honestly as possible. If you qualify for this study, you will be contacted by the primary 
researcher, Sara Ellison (szm0194@auburn.edu) to schedule an interview. 
 
The Auburn University Institutional Review Board has approved this document for use 
from --------- to -------- Protocol # 
 

1. Have you intentionally injured yourself without the intent to die five or more times over 
the course of your life? 

o Yes 
o No 

 
2. When was the last time you self-injured? 

o Less than three years ago 
o More than three years ago 

 
3. Do you currently have any thoughts of suicide or taking your own life? 

o Yes 
o No 

 
4. Three distinct styles of personality have been identified by research. Please mark the 

choice that best describes your behavior most of the time: 
o I am impulsive, spontaneous, distractible, unconcerned with social norms, 

relatively comfortable with ambiguity and inconsistency, and have difficulty 
delaying gratification. I manifest needs and wants directly, readily express 
feelings, and have difficulty remaining focused on uninteresting tasks for long 
periods of time. 

o I am planful and organized, perseverative, cautious, constrained, and concerned 
with social norms. I manifest my needs and wants relatively indirectly, delay 
gratification, show minimal expression of emotion, and am uneasy and therefore 
avoidant of ambiguous or inconsistent situations. 

o I identify with both of the above choices equally and may behave in one way or 
the other depending on what is appropriate to the situation. 
 

5. Name:  
 

6. Preferred Email Address: 
 

7. What is your gender identity? 
o Woman 
o Man 
o Trans Woman 
o Trans Man 

mailto:szm0194@auburn.edu
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o Genderqueer 
o Nonbinary 
o Prefer not to say 
o Other: 

 
8. How would you describe your race/ethnicity? Please select all that apply. 

o African American 
o Black 
o Caucasian or White (non-Hispanic) 
o Hispanic or Latino/a/x 
o Asian 
o Multi-Racial 
o Native American or Alaskan Native 
o Native Hawaiian or Other Pacific Islander 
o Other: 

 
9. What is your age? 

 
10. What is your geographical region (identified based on the US Census)? 

o Northeast (Connecticut, Maine, Massachusetts, New Hampshire, New Jersey, 
New York, Pennsylvania, Rhode Island, Vermont) 

o Midwest (Illinois, Indiana, Iowa, Kansas, Michigan, Minnesota, Missouri, 
Nebraska, North Dakota, Ohio, South Dakota, Wisconsin) 

o South (Alabama, Arkansas, Delaware, District of Columbia, Florida, Georgia, 
Kentucky, Louisiana, Maryland, Mississippi, North Carolina, Oklahoma, South 
Carolina, Tennessee, Texas, Virginia, West Virginia) 

o West (Alaska, Arizona, California, Colorado, Hawaii, Idaho, Montana, Nevada, 
New Mexico, Oregon, Utah, Washington, Wyoming) 

 
 
  



 

 155 

Appendix D: Interview Protocol 

 
Introduction (verbal): 

Hello, my name is Sara Ellison, and I am a Counselor Education doctoral student at Auburn 
University. I want to thank you for taking the time to sit down with me today to talk about your 
experiences with self-injury. Your participation is completely voluntary, and you have the right 
to skip questions or stop the interview entirely at any time without penalty. The purpose of this 
study is to explore the experiences of individuals related to self-injury. Any information we 
collect today will be recorded, but to protect your privacy the recording will remain confidential 
and be stored in a HIPAA-compliant file storage system. Once the interview has been 
transcribed, this recording will be destroyed. The interview will be semi-structured and last 
approximately 45-60 minutes. I will ask you a series of open-ended questions that you can 
answer with as much or as little information as you feel comfortable sharing regarding your 
experiences. My hope is that this interview feels conversational, and I want to assure you that 
there is no right or wrong was to answer any of these questions as everyone’s experiences are 
unique. If you have any questions or need clarification at any point, please let me know. Are 
there any questions that I can answer before we get started? 
 

1. Please give me a brief timeline of your experiences with self-injury over the course of 
your lifetime. 
Alternate wording:  
I’d like to ask you to think back to the first time you self-injured. Could I ask you to 

 describe what led to that moment?  
 

2. Where on your body did you typically self-injure? 
 

3. Have you ever hurt yourself during self-injury to the extent that you needed medical 
assistance, even if you did not receive it? 
Follow up questions: 
a. What was the experience of seeking medical help like for you? 
b. How did you manage treating the injury without medical professionals? 

 
4. What has your experience been with disclosing your self-injury to others? 

Follow up questions: 
a. Who are the people in your life that are aware that you have self-injured? 
b. Did you choose to tell those people about your self-injury or did they find out in some 

other way? 
c. What were peoples’ responses when they found out that you had self-injured? 
d. What influenced your decision to disclose or not disclose your self-injury? 

 
5. Please describe the purpose of your self-injury?  

Alternate wording:  
How did your self-injury influence your mental health? Relationships? 
What did self-injury offer you? 
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6. When you self-injured, to what extent did you plan how, when, or where you were going 

to do it in advance? 
Follow up questions: 
How would you describe the period of time between thinking about how or when you 
were going to self-injure and the self-injurious behavior itself? 
How long was the period of time, generally, between the thought and the behavior? 
 

7. Did you have any rules about when, where, or how you self-injured? If so, could I ask 
you describe them to me? 
 

8. If you think about your level of distress or emotionality as a wave with a peak where the 
emotion is most intense, when did your self-injury typically occur along that continuum? 
 

9. If a close friend or family member had seen you in the moments before you self-injured, 
to what extent would they have suspected that you were in distress?  
Follow up question: 
What factors would have influenced their idea that you were/were not in distress? 
 

10. How would you describe the experiences that led you to stop self-injuring? 
 
Is there anything else you would like to add about your experiences that we haven’t touched on? 
 
Debrief 
 
Thank you so much for your participation in this interview and sharing your experiences with 
self-injury. Now that we have finished the interview, I would like to give you an idea of what 
comes next in this process. I will be reviewing and transcribing our interview in order to analyze 
categories and themes of your experiences and common categories and themes amongst all 
participants. Because of the personal and sensitive nature of this interview, I will send you a 
follow-up email, and if you consent via email, I will send you a copy of your transcript in order 
to give you the opportunity to revise, redact, or add information of your choosing. I will also 
contact you at the completion of the analysis to give you an opportunity to review my findings 
and give me feedback on if I have captured your experience correctly. Findings gathered through 
your participation may be presented at one or more professional conferences and published in a 
professional journal or book. Your name and any identifying information will be excluded to 
protect your privacy. If you know of any other individuals that may meet the criteria for this 
study and be interested in participating, please feel free to provide them with my contact 
information. Do you have any final questions before we end today? 
 
Thank you again for your time.   
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Appendix E: Participant Resources 

 
Coping Strategies: 
 
TIPP: TIPP is a DBT distress tolerance skill that is used to cope with overwhelming emotions by 
changing what is happening physiologically in the body. TIPP is an acronym that stands for the 
following four steps: temperature, intense exercise, paced breathing, and progressive muscle 
relaxation.  
 
Calm Safe Place: This is a clinician-led self-soothing technique frequently used in EMDR 
therapy. Participants are directed to imagine themselves in a place that feels calm or safe and 
describe the things that they see, hear, smell, feel, and taste. 
 
54321 Grounding Technique: An effective coping skill for anxiety or panic, this strategy grounds 
individuals in the present moment by directing them to name five things that they can see, four 
things that they can touch, three things that they can hear, two things that they can smell, and one 
thing that they can taste. 
 
The Container: This technique is useful when individuals want to contain difficult thoughts, 
emotions, memories, or feelings. Participants are prompted to imagine and describe a secure 
container in which they can deposit any distressing emotions, thoughts, or sensations until it is 
safe for them to process them.  
 
 
Crisis Management: 
 
If you are experiencing a crisis or suicidal thoughts, please utilize the following resources 
immediately: 
 
Dial 9-8-8 or visit 988lifeline.org (Suicide and Crisis Lifeline) 
Text HOME to 741741 (free text-based support) 
Dial 9-1-1 or go to your nearest Emergency Department 
 
 
 

 


