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ABSTRACT

AVOIDERS, ACCEPTERS, AND ADVOCATES: A GROUNDED THEORY OFOWEN'S
DISCLOSURE OF SELF- INJURY

By

Meagan A. Hubbard

Self-injury (SI) has been defined as “the direct, deliberate desinumt alteration of one’s body
tissue without conscious suicidal intent” (Favazza, 1998, p. 260). Over the past few decades
scholarly research has provided a better understanding of Sl-what it is, who dog$dwaand
why it is done. Notably absent in the research, however, is an examination of ttss jprte
consequences (both positive and negative) of disclosing SI. This exclusion is sigrafica
choosing whether (and when, and to whom) to disclose Sl has significant raomfidat a
person’s life. This grounded theory study was conducted as a preliminarygatrestinto Sl
disclosure. Eighteen women with a history of Sl participated via in- persoriaws or an
online open-ended surveys. The study addresses participants’ reasons foiretdiisgiosure
and experiences with seeking medical or therapeutic treatment: imeneiations to and long-
term outcomes of their disclosure are also discussed. Shame and stigma were [itayd t
significant role in Sl disclosure. Based on these findings, participant'ssliselexperiences
are categorized based on the degree to which they disclosed their SI, and adgttoemyeof
self-injury disclosure is presented. Findings suggest the need for incdesdedure at the
societal level, as overcoming shame and stigma to disclose Sl not only em@aare tvho

discloses but may also empower others by creating a space for disclosure.
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Self-injury (SI) is a complex and troubling behavior. Since the 1990s, Sl has ceceive
increasing attention in scholarly, professional, and popular media. As a reisolidrs and
practitioners (and to some degree the public) now have a better understanding of the
phenomenon. We know which factors contribute to SlI, the average age of onset and duration of
the behavior, which groups are most likely to engage in Sl, and their motivations foraloing s
Despite the exponential increase in attention given to Sl in recent yeaessthll a large gap
in the literature. Previous research has focused primarily on the S(ats@thining why, when,
and how people self-injure) or (rarely) on treatment options. Of course, none ofdhixines
would be possible if there were not people willing to step forward and speak about their
experiences. For many people who self-injure, the decision to disclose tlse@r &rious one, a
decision that may have a dramatic impact on their life. Surprisingly,aamieation of what
goes into that decision, and how people who self-injure make sense of that decision and the
resulting experiences, is conspicuously absent in the literature. Thefdimsstudy are to gain
a better understanding of the factors that influence disclosure of SI anéetits ef disclosure
or nondisclosure. It is my hope that, with a more complete picture of Sl disciogeeences,
we can reduce the stigma of Sl and encourage PSI to come forward, shargtrenegs, and

seek the help they need.

Definitions
At this point, it is necessary to define some key concepts: Sl, disclosureysstmna,
and stigmatization. Intentional harm inflicted upon oneself is described using amofmb
different labels, includingelf-harm, self-mutilation, self-abuse, self-injury and parasuicide.

Throughout this paper, self-injury, or Sl, will be used to describe “the direct, @déber
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destruction or alteration of one’s body tissue without conscious suicidal intenéizi#ea 1998,
p. 260). The term Sl is preferred because, unlike the term parasuicide, it does yat degile
or attempt to die, and very few people who self-injure intend to kill themselves thiraigh t
injury. It also does not carry the same pathologizing, negative connotationsexrstheelf-
abuse and self-mutilation; it simply describes the behavior. Those who engageightivior
will be identified as “people who self-injure,” or PSI, because PSI, unlike commsat/terms
such as “cutter,” avoids describing people in terms of one dimension of themselvesead ins
recognizes them as people that happen to engage in a certain behavior. PSI alsolis a gende
neutral term that challenges the common assumption that only women engagelim8s$t S
often takes the form of cutting or burning, (Abrams & Gordon, 2003; Suyemoto, 1998) but
encompasses a wide range of behaviors, including slapping, punching, hair-pulling, head-
banging, wound interference, ingesting sharp objects, and biting (Connors, 1996).

For the purposes of this paper, disclosure is defined as “an interaction in which one
person deliberately and voluntarily reveals significant, personal information laibwaelf or
herself to one or more others”. This means that not only is the shared inforroatiethisag
important- i.e., not trivial-it relates to the person sharing it. It also musfdreniation that the
person sharing intentionally chooses to share; thus, if someone is outed, that is not a true
disclosure. Bok (1989) and Finkenauer (1998) defined a secret (that which is maintained
through the process/act of secrecy), as “information that (at least) imo@ @etively and
consciously withholds from (at least) one other person” (as cited in Finkenaugzani2000,
p. 247). Because actively withholding information from one or more others may besgben a
inverse of disclosure, the terms “secrecy” and “nondisclosure” will be usechiageably

throughout this paper.



For the purposes of this paper, stigma will be defined in accordance with Gsffman'’
definition of “an attribute that makes [one] different from others . .. and of a lessbtkeg&ind”
so that person is “thus reduced in our minds from a whole and usual person to a tainted,
discounted one” (Goffman, 1963, p. 3). Stigmatization will be considered as occurring when a
stigma (physical or otherwise) results in the negative social perceptidneatment of the
person who bears it.

These concepts, having been briefly introduced here, will be discussed in mdre detai
later. Having presented them, we will turn now to a consideration of the aims and sgfiirie

the study at hand.

Theoretical Frameworks
This study considered women'’s experiences with disclosure and nondisclosufe of sel

injury and their reasons for choosing to disclose or not disclose, as well as thepmieof

shame, and stigma in disclosure, to propose a theoretical model of self-injupguliecl The

present study incorporated two theoretical frameworks: feminist and humantestsy#

feminist approach was appropriate for several reasons. First, feministrsbipphccepts that

there are often multiple points of view- or many voices- on an issue and all ofriealid.

Feminist research also “argue[s] for the importance of including persppatience as a way of
legitimating what were often women'’s private, unnoticed or invisible suNxgeekperiences as a
woman” (Daly, 2007, p. 189). Stewart “suggests that researchers need to look for whahhas be
left out in social science writing, and to study women'’s lives and issuestddsrcCreswell,

2007, p. 26). | share these sentiments, believing that these post-positivistic eiews amly

especially well suited to an exploratory study of a sensitive topic, butseeties to a complete



understanding of the issues being investigated in the present study. | incaorpeftatevity
into this study, enhancing my ability to respond to participants with sensitaaty réspect, and
self-awareness. The study is also feminist by virtue of the attentien @ issues of power and
oppression implicit in experiences with disclosure of SI. As Daly explaing)éabbt, feminist
inquiry is built on the common cause of ... eradicating women’s oppression in the home and
beyond” (Daly, 2007, p. 119). That statement captures the ultimate aim of this Bexhuse
women who engage in Sl are in fact doubly disempowered, by their gender as wdheis 81,
| hope that this study empowered women at a personal level by hearing andnepatitzt
experiences; as Shulamith Reinhartz (1988) states, “to listen to people is to enmaowgas
cited in Fine, 1992, p.20). This study was also intended to be empowering at a politiday level
taking the first tentative steps toward an understanding of why frank dscuds$! is so taboo
and breaking the taboo by encouraging women (and perhaps, indirectly, men as spelgk
openly about their experiences. In order to accomplish this goal, however, both sburces
disempowerment (gender and SI) must be addressed. Sl will be discusseet laseibelgin with
an examination of the connections between gender and power.

Kimmel (2000) proclaims that “gender is about difference and also about inequality,
about power . . . It is impossible to explain gender without adequately understanding power . . .
because power is what produces those gender differences in the first pl@2g” Power (or,
more specifically, power differentials) invades heterosexual oesttips of all sorts, from the
corporate boardroom to the marital bed. This is arguably due in part to gendendéter
constructed through a complex process involving “identity, interaction, institup@wple
develop a gender identity (largely through interactions with other gendeyplkpim settings

(institutions) that serve to both shape and reinforce gender roles (Kimmel, 2000).
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The social construction of gender is especially apparent when using gendensas a
through which to study mental illness. The relationship between gender and vieestaf
illness goes back to Victorian times, when most psychiatrists believed, daspi@tareness of
other influences (including physical and socioeconomic factors), that “wonrermase
vulnerable to insanity than men because the instability of their reproductteensyisterfered
with their sexual, emotional, and rational control” (Holmshaw & Hillier, 2000, p. 41). This
belief led to “the close association between femininity and pathology [begbfimmly
established in scientific and popular thinking” (Ibid.).

The link between femininity and pathology persists, albeit in different foombkis day.
The diagnostic process itself illustrates this link. Holmshaw and HAROQ) point out that,
when identifying or diagnosing mental health issues, medical professionglagon their
judgments about coping, the extent to which someone’s ability to carry out theg affiected
by their mental state” (p. 46). A woman'’s role is often considered to be “putting ditsgr
taking primary care and responsibility for children, home, spouse and dependermselat
((Holmshaw & Hillier, 2000, p. 48); the medical field is largely “male domuhated
underpinned by stereotypes of female inferiority” (Ibid.). Thus, it seemgy likat, in many
instances, a diagnosis of mental iliness is essentially a judgment lhikeherale) doctor as
incapable of carrying out her “proper role” as caretaker.

In addition, Haw (2000) points out other possible sources of gender bias in diagnosing
mental illness. Diagnostic sex-bias is gender bias related to theaclisigender, while
construct or criterion bias occurs when the diagnostic criteria themseé/bsgased, representing

either “male” or “female” characteristics (such as a woman with pielsex partners being



diagnosed with Borderline Personality Disorder, while a man with mul@gxeartners receives
no diagnosis).

Gender differences persist after diagnosis. Holmshaw and Hillier argievtimaéen’s
feelings and behavioursif] are more likely to be diagnosed as psychological symptoms than
are men’s . . . due to both the general sexism in society as a whole, and alssthe@texi
professional attitudes” (2000, p. 48). They cite several studies illustrating fee tial
treatment women receive, in part because men’s psychological problemssiceed less
likely to occur and more serious when they are diagnosed, so women’s mental dreating
may be treated dismissively. Thus, gender and power have a strong beahagliscussion,
diagnosis, and treatment of mental health concerns.

The present study also included elements of a human ecosystems persjiaciogy is
“the study of the interrelationship between organisms or life and the envirdniBebolz &
Sontag, 1993, p. 419). Human ecology is the study of humans interacting with their
environment. Though environments may be physical (either natural or human-bsikjutty
will focus on the intangible environment, which is often called the socio-cudnvaonment
(Bubolz & Sontag, 1993).

A human ecosystem, as Bronfenbrenner (1981) explains, can be “conceived as a set of
nested structures, each inside the next, like a set of Russian dolls” (p. 3). Heegiti
various “structures” as the microsystem, the mesosystem, the exosystdhe macrosystem.
The innermost structure is the microsystem, which is “a pattern of ejwibles and
interpersonal relations experienced by the developing person in a given g@&tmgéenbre-
nner, 1981, p. 22). Bubolz and Sontag (1993) identify the family as “the principal micnesyste

context in which development takes place (p. 423)”; the family is the first and thémpostant
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socio-cultural environment in which a person participates, and thus has a fair amount of
influence over human development. Moving beyond the family, the next “level” of environment
is the mesosystem, composed of “the interrelations among two or more gattiigsh the
developing person actively participates”. It can also be described ag€msyfamicrosystems”
(Bronfenbrenner, 1981, p. 25). A commonly given example of a mesosystem is a young child
starting school- the child is then participating (at minimum) in the faamtl the school.
Exosystems, the next level, are settings that “do not involve the developing persoctagan a
participant, but in which events occur that affect, or are affected by happens in the setting
containing the developing person” (Bronfenbrenner, 1981, p.25). In other words, exosystems a
settings in which a person has indirect involvement (for a child, this may includerd par
workplace). The final, outermost “level” of the human ecosystem is the maos A
macrosystem encompasses “the broad ideological values, norms and instipatitaras of a
particular culture that make up the ‘blueprints for the culture’s ecology ofrndmaelopment”
(Bubolz & Sontag, 1993, p. 423) - the macrosystem helps to provide a context for the micro-,
meso-, and exosystems.

An ecosystemic framework was appropriate in this study because of theatirplof
how participants interact with the various individuals (e.g., family, friendeagples, therapists,
doctors) in their socio-cultural environments, as well as a possible examiogtiarious
inputs, outputs, and feedback loops (such as knowledge and information, support systems, values

and beliefs).



Research Questions
This study aimed to answer two research questions. The central question waallgssent
descriptive: What factors facilitate or hinder disclosure at the individudPleivethis study, |
also explored the personal and interpersonal consequences of disclosure and nondclosure f
PSI. Though complete answers to these questions are beyond the scope of thi$ popect
that this study will serve as a preliminary exploration of these issulewill provide a

springboard for further research.



In order to address the research questions, it is necessary to begin withcammualete
understanding of the phenomena of S| and disclosure, as well as a consideration of the issue of

stigma (in this case, the primary mechanism by which power is es@m@isienied).

Self-Injury
Risk Factors
Sl has been called “the anorexia of the 90’s” (Edwards, 1998, p. 93) because the

incidence of the two in the general population is similar and because both were “ihasible
heavily stigmatized before receiving increased attention in sciemg&arch and mainstream
media. Both persons with anorexia and PSI are often thought of as being only middleror uppe
class, white, teenage females, but this is not accurate. People of all aggegenders, and
social classes self-injure. About one percent of the population has engaged in & posim
their life (AHSIC, 2007).

Research has suggested a variety of factors that may increagelthedd of Sl.
Studies consistently indicate the strong correlation between Sl and a bispdrysical and/or
sexual abuse (Abrams & Gordon, 2003; Chapman et al., 2006; Connors, 1996; Favazza, 1998;
McDonald, 2006; White, Trepal-Wollenzier, & Nolan, 2002). Family structure andoredatps
are also predictive. These include loss of or separation from family (Connors, 1®®§; S
Hurry, Jowitt, & House 2005; Suyemoto, 1998), childhood neglect (Favazza, 1998; Suyemoto,
1998), family trauma and stress (Abrams & Gordon, 2003), and parental alcoholism or
depression (McDonald, 2006). Other social factors include low levels of social s(fipoety
et al., 2005), violence in society, curiosity and peer pressure (McDonald, 2006). Prxtora
have also been linked to SI. These include depression, a history of chronic illnesses wit

childhood hospitalization (McDonald, 2006); a lack of coping mechanisms assocititestiress
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(Abrams & Gordon, 2003; Connors, 1996; McDonald, 2006; Suyemoto, 1998); low self-esteem
(Chapman, Gratz, & Brown, 2006; Heath, Toste, & Beettam, 2006; Shapiro, 2008), lack of
ability to self-soothe (Chapman et al., 2006), and poor impulse control (Favazza 1998;
McDonald, 2006). In addition, Tantam and Huband (2009) propose another possible contributor:
the existence of a psychological “safety catch” to aid in self-prasen, which PSI are able to
temporarily or permanently disengage or “override”. Despite some miscamseihtat Sl
always starts in response to peer pressure or “fads,” an exploratory sfudyeksthis notion,
finding that although about one-third of participants had been exposed to the idea legfore th
began engaging in Sl (often through media or friends), most were “self-leafidedgjson,
2004).
S| Motivations

Connors (1996) proposed four general motivations for Sl: emotional expression, re-
enactment of trauma, managing or maintaining dissociation, and self-orgamenadi the return
to homeostasis. In one small qualitative study, Abrams and Gordon (2003) found that the
primary motivation for Sl differed based on the respondent’s environment. Parsdimemnt
urban areas listed anger as their primary reason for Sl, while suburban respwedem®re
likely to identify pain, depression, or emotional turmoil as their reason. In matigsbn S,
“release” or “catharsis” emerges as a major motivation for SI (Ab&@erdon, 2003;
Chapman et al., 2006; Connors, 1996; McDonald, 2006; Suyemoto, 1998). PSI frequently
perceive the act of Sl as an effective method for alleviating guilt, sleamaexiety.

Over the past few decades, scholarly research has provided a better ndohey staSI-

what it is, who does it, and how and why they do it. Despite a more complete theoretical
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knowledge, however, research suggests that, out of the lab and in the real world, widedill
misunderstood by many, including the very people who attempt to treat it.
Knowledge Of and Reactions to Sl

Heath et al. (2006) studied attitudes toward and knowledge of SI among high school
teachers. Results were mixed. Forty-eight percent of respondents weifeettidry the idea
of Sl, 78% underestimated the prevalence, and only 20% felt knowledgeable about 8i.eilow
62% said they would be comfortable if a student approached them to discuss their &t 46% f
they would know how to respond to such a situation, and 52% felt able to identify self-injurious
behaviors. Though male teachers felt more knowledgeable than did femalesiei@chale
teachers had more positive attitudes toward S| than male teachers did. One hytiudbny
was that, though the teachers in this study were highly educated (60% had epatkdite
degree), there was a consensus that further training and information on addressangc®iool
setting was necessary.

Those in educational settings are not the only ones feeling ill prepared to respond
effectively to SI. Friedman et al. (2006) surveyed staff in the Accident aredgéncy ward of a
British Hospital regarding their attitudes about PSI via lacerationrfgiittiThe most common
reason given for self-laceration, cited by 98% of respondents, was “to reresien:” desires
“to punish themselves” (83%) and manipulative efforts “to get attention” (77%&) also
frequently cited. When asked about their own response to patients who presented due to self-
laceration, 69% of staff stated they were “concerned for [the] patient” and po¥tectfeeling
“sympathetic”: however, 51% were “frustrated,” and 35% felt “inadequategsionally” in
such situations. Though 92% of staff perceived training in managing selftiacdyahavior as

“very” or “moderately” important, only 9% had received any form of training onsteel
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A New Zealand study of healthcare staff's attitudes toward S| (GildytBes, &
Surgenor, 2010) reported similar findings. Though nearly three-fourths (73.3%) of reggonde
agreed that “I can understand a patient who has attempted suicide or harmed/dsghaderlost
as many (69.5%) reported that “self-harm patients are difficult to work wéhg' 51.8% were
“frustrated” or “irritated” by them. Staff also acknowledged the neetuftiner training, with
less than one-third feeling they were “adequately trained to deal withasetfpatients,” and
87.1% stating, "ongoing training in [addressing] self-harm would be useful {6r me

Taylor, Hawton, Fortune, and Kapur (2009) conducted a review of the literature’sn PSI
views of clinical services in Australia, Europe, New Zealand, and North Améertaugh
experiences varied widely, recurrent themes included poor patient-staffurooation and a
perceived lack of staff knowledge of SI. Five areas for service improvemnseaidentified:
“increased and improved communication between service staff and those wiarself-
“greater staff knowledge of self-harm and how to deal with people afterlzased episode,”
“‘increased sympathy towards those who self-harm,” “improved access to inte¢sand
after-care,” and “provision of better information about self-harm for patieaters, and the
general public”.

Overall, the literature suggests a gap in knowledge about Sl, a lack of i@degineng
on addressing the issue, and a desire among staff for more training. Adolesdextslts who
do engage in Sl are often reluctant to seek help or medical treatment bbaeduseatvior is so
highly stigmatized. As Walsh (2007) explains:

Favazza has written that the treatment literature on self-injurysisdily one of

countertransference’ (1998, p. 265). This statement is hopefully somewhat of an

exaggeration; nevertheless, there is little doubt that self-injury can pregiieene
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reactions in caregivers. Many authors (e.g., Simeon & Hollander, 2001; Walsh, 2006)
have discussed the negative reactions of treatment professionals to encouglfering s
injury in clients, such as shock, disgust, recoil, pejorative judgments, anxatyahger,
and confusion. Itis hard to imagine that any of these responses have therapeutic uti
(p. 1060).

Klonsky and Olino (2008) classified PSI into four subgroups according to the method and

function of their SI. Approximately 11% of the study sample engaged in multgdasrof Si

(e.g., cutting, hitting, burning) and endorsed social (e.g., interpersonal influeacéppding)

as well as automatic (e.g., affect regulation, self-punishment) functi@isn #is group had

early onset of Sl behaviors and displayed more symptoms of anxiety than those gratpsr

The authors reported that “from a treatment perspective, the early ageebhod over-

determined nature of the [SI] suggest that treatment of [SI] could be palyicithcult”

(Klonsky & Olino, 2008, p.26).

In order to deal effectively with Sl, there must be collaboration betweenIraadta

medical health services to treat those who currently engage in Sl as wefpravide outreach

and educational services. There also must be a concerted effort to ramecswaf the

problem among the public to increase knowledge and, in turn, decrease stigma.

Medical and mental health practitioners are not the only ones who are sometimes

ignorant when it comes to issues of Sl. In a study of 71 mother-adolescent parsn7 %

and 38% of adolescents reported engaging in less visible means of Sl, including wound

interference, head-banging, self-hitting and self-scratching (Sgnatmeéerman & Jackson,

2008). However, mothers greatly underreported these behaviors; the greatest ocredarda

reported S| behaviors was in the most severe Sl behaviors (i.e. cutting, burniaggoskible
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that mothers were more likely to be aware of severe Sl because of itsitgnapure . . . the
adolescent’s possible need to be discovered, and/or the need for acute first-aiel advaoced
care because of the act” (Sansone et al., 2008, p. 25). Though this study has sevesgdl potenti
limitations, it suggests that often even those closest to PSI are unawardeh#vior.

Sl is a maladaptive coping mechanism with a variety of factors contrildotihgs
behavior. Because relatively little is known about S, it is widely misunderstabftequently
feared. Unfortunately, far too many are unaware of this growing problemgengart because

of the secrecy that surrounds the behavior.

Secrecy versus Disclosure
Perspectives on Disclosure and Secrecy
Secrecy and disclosure occur in various contexts and in multiple relationships. |

considering disclosure and nondisclosure of Sl, the first issue to consider is akest m
something a disclosure. In the views of early psychologists, such as Chelune (1879), se
disclosure required only that a disclosure contain personal information about the speaddéy
communicated to a target person (as cited in Antaki, Barnes, & Leudar, 2005). Ho\wdakr
et al. (2005) argue that a true self-disclosure must be a significant, persdnaduntary
sharing of information, beyond what the context of the situation requires. Gtkers simpler
view, arguing that a self-disclosure need only involve “an interaction betwésasatwo
individuals where one intends to deliberately divulge something personal to anGiresié¢,
Derlega, & Mathews, 2006, p. 411). A similar definition is proposed by Finkenauer and,Hazam
who cite Jourard in stating that “disclosure is. . . the process of revealingfegaling
information, such as internal states or past events, to others” (Finkenaueaa H#00, p.

247). The common threads in these definitions relate to issues of information sharing,
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communication and relationships and, perhaps, a willingness to place oneself inianaiyot
vulnerable situation. However, these varying perspectives on the nature ofulessloggest
that disclosure is a complex phenomenon that must be considered from a varietpaftpes

These considerations become especially salient when (current, former, or ®1Ejosng
the topic of the disclosure or nondisclosure. Sl, as previously discussed, is a frequently
misunderstood behavior, one that even educators, medical and mental health profegtonals
do not know how to respond to effectively. Thus, it is not surprising that Sl is such a taboo topic
that is only recently being acknowledged, studied and discussed. The highly seasitreeof
Sl requires PSI to consider carefully the possible consequences of admittigguding in such
behavior, while the intensely private nature of SI makes it quite likely thegnasuch active
disclosure, even their most intimate confidants will remain perpetually weafany past or
present problem.
Making Decisions about Disclosure

The next consideration in examining self-disclosure is how people decide whether to
disclose. Omarzu (2000), who studied the factors that help people to decide whethenge,discl
proposes a model for determining whether self-disclosure occurs: the attaimimeward(s)-
intimacy, social control, identity clarification, social approval, or distrelsf- motivates
disclosure. If disclosure is seen as a way to gain the reward, the subjecéfiedfalisclosure
is weighed against the subjective risk of disclosure to determine whetherdisctosure will
occur and, if it does, the “depth, breadth, content and duration of disclosure” (p. 174). As this
model applies to SlI, because of the high degree of social stigma it would |éatg,c
disclosure of Sl would likely tend to decrease, rather than increase, gp@a and social

control (and by extension, would be likely to decrease power and increase social
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marginalization). Thus, the most pertinent factors are likely to be intingetity clarification,

and distress relief. Disclosures of SI may help foster intimacy andsdisaief by allowing PSI

to reveal something hidden and be acknowledged, accepted and validated for doinglso (see a
Farber, Khurgin-Bott, & Feldman, 2009Ristress relief also may be found in the abatement of
physical and psychological difficulties (e.g., headaches, stomachaualiegrg anxiety)

associated with the maintenance of a sdér@tber et al., 2009; Finkenauer, Engels & Meeus,
2002; McKillop & Kelly, 1996). Such a disclosure also may contribute to a view of oneself as
person who self-injures (identity clarification), and, because people cannot eél lae

problem they do not realize they have, this self-concept may encourage P&ltteedeeatment

they need.

The intended audience for the disclosure is frequently cited as a factodecthien of
whether or not to disclose. The quality and nature of the relationship between two people oft
has a strong influence on the likelihood of one person disclosing to the other. In one study of
victims of childhood sexual abuse (Petronio, Reeder, Hecht & Ros-Mendoza, 1996), participants
limited disclosures of abuse to people who were perceived as trustworthy andivesuars of
what the authors describe as “boundary protection). Similarly, McKillop and K€86), as
part of their decision disclosure model, suggest that disclosures should be made only to people
who can be trusted to keep the secret, who will be supportive and non-judgmental, and who
might be able to offer new insights. The authors point out that the timing of a dis¢foals@
an important factor, as disclosures early in a relationship may alienatg, ethée disclosures
much farther into the relationship may be seen as a betrayal. Another model shggests
whether disclosure will occur in a given situation depends on a number of factorsnipt¢hedi

availability of a person to receive the disclosure (henceforth rdftoras a target of disclosure,
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or TOD) and the quality of the relationship with that person (Greene et al., 2006)ODhe T
anticipated reaction to the disclosure and the existence of conditions (caoweidtiw,
privacy) conducive to disclosure are also cited as factors in disclosure (lb&t).diSclosure
can only occur when there is one person to disclose and at least one other to receive the
disclosure, and the relationship between the people often has a strong influencenen avhet
not disclosure occurs. Disclosure is less likely to occur if the person dhigcéogicipates a
negative reaction to the disclosure, and is more likely if circumstano@s@imfort, privacy
and discussion. These findings all suggest that a positive relationship witiwattiongt
supportive, and non-judgmental other and the existence of a comfortable, privateasett
strong contributing factors to disclosure.
The Act of Disclosure and Its Consequences

Once the decision to disclose to a certain person is made, there are still aoumbe
factors to consider, pertaining both to the actual act of disclosure (how, when, wdneya
much to disclose) and to the potential consequences, or “aftermath,” of the desclasiudy
of young victims of sexual abuse (Petronio et al., 1996) proposed that, when decisioriede dis
are being made or considered, “boundary access” (in conjunction with boundaryiqumo teset
above) provides a framework for disclosure. Boundary access is comprised of¢bteétéait
permission,” “selecting the circumstances,” and “incremental disclostlieeit permission
occurred when a child interpreted an inquiry into his or her well being or an erpregsi
concern as an invitation to reveal the abuse. Selecting the circumstancesetasiar
reducing the anxiety associated with the disclosure- disclosures occustazhieveryday
situations as washing dishes, playing softball, and watching TV. The autlggessthat the

familiarity of these scenes creates a sense of safety and caonfibré thild who is considering
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a disclosure. Another tactic used for reducing the anxiety of disclosureemeial disclosure,
in which the abuse is “hinted at,” or disclosed in stages, such as one child who began the
disclosure by stating, “Sometimes | don’t like Dad”. Though childhood sexual abusga$ not
course, an identical issue to self-injury, there are some simildréteseen the two. Both are
mental health issues that more often affect women than men, that are to saeetddgo”
topics, and that may cause great anxiety, fear, guilt, and shame in those thadpauwgith their
effects. These similarities suggest that the “boundary access'Waknmay be applicable to
disclosures of self-injury.

The act of disclosure itself carries both social and psychological consequébizene et
al. (2006) posit seven dimensions of disclosure: reward value, informativenesspditgess
truthfulness, social norms, effectiveness, and transactional. Reward valigesotige positive
and negative consequences of disclosure, similar to Omarzu’s (2000) model. tivEmess
and effectiveness pertain to the disclosure itself, including how much it redealsthe person
who discloses and how well it accomplishes the goal of both the discloser and tremte)ipf
the disclosure. On a deeper level, one must consider how difficult the disclosure is
(accessibility) and the extent to which the disclosure relates to the speale self
(truthfulness). Taking a broader view, one also must consider the broader soctalreaut
(social norms) and the extent to which the disclosure conforms to or deviates fraccepted
standards and processes for disclosure and nondisclosure. In this model, discloswesdisiot
as a singular event, but as a dynamic and ongoing process (transactionad},ecbe&d by
other researchers (Farber, et al., 2009; Finkenauer & Hazam, 2000; Petronio et al., 1996).

Disclosure may carry with it severe consequences that many PSI takecgount before

making a decision to disclose (Berman & Wallace, 2007; McKillop & Kelly, 199@pRietet
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al., 1996). Petronio et al. (1996) suggest that consequences may include strained or damaged
relationships, the possibility of the information getting out, and even reprimand (1996). rAnothe
study of survivors of childhood sexual abuse (Farber et al., 2009) suggests that, in a therapeut
setting, disclosure of the abuse may bring both risks and benefits. Disclosubemyegy variety
of benefits to the client, including validation, affirmation, intimacy, cathadgifgrentiation,
authenticity, and self-awareness and identity formation. Risks include a [iyssilihe
therapists’ censure or disapproval of the client, the client’'s awarenessasfiter emotional
vulnerability, and, perhaps most significant, a temporary increase in depressither forms of
distress in the client, which increases the likelihood of discontinuing theragyaB and
Wallace (2007) point out that the act of disclosure may be “risky” and carry heasequences,
including shame, fear, anger, depression, anxiety and social censure, for both the person
disclosing and the TOD. It is possible that some PSI may be hesitant toaltbelinsS| because
they realize that, in doing so, they will be forced to give up the behavior and méyéa¢éned
by this realization because they do not feel ready or able to stop selfgnj@ynmaintaining
secrecy about their SI, PSI retain their ability to continue engaging in Sthaytifeel ready to
stop.

McKillop and Kelly (1996) argue that in many cases, nondisclosure is gdbeakficial,
as it may help to maintain appropriate relational boundaries and a sense ®f. pRviaacy may
be especially important to PSI, because they are aware of the negatoresessgl may invoke
in others (including the possibility of being stigmatized), because they dotri@wemore
effective coping mechanisms to replace their Sl, or both. In some casesghaligclosure can
bring rewards, including the alleviation of negative emotions and the gaining ahsigims into

an issue (McKillop & Kelly, 1996). The authors suggest that secrets should be devdgle
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when they cause physical (e.g., headaches, stomachaches, backaches) ahdloggsyde.g.,
guilt, stress, anxiety) harm.

Another study, which focused on secrecy and disclosure in adolescent-parent
relationships, reached similar conclusions. Adolescents who kept secrets frqrarthets were
more likely to report minor physical issues (i.e., headaches, stomachachelsp beparted a
higher degree of emotional autonomy (Finkenauer et al., 2002). In contrast, a study of
adolescents with mental health problems in “wraparound” treatment progreeaded that,
though 70% of participants felt that receiving treatment for mental hesilisisvas not
something that must be hidden from others, 60% stated that they would not disclose their own
treatment to someone unless they knew the person well (Moses, 2009). Such gueedgd sec
however, did not correlate significantly with scores on self-concept or depresales.

A survey of high school freshmen and seniors and their parents on issues of parental
authority and “right to know” about a variety of issues, as well as adolesceersty or
disclosure and parents’ perceptions of their child’s disclosure (Smetanaghl&egtman, &
Campione-Barr, 2006) revealed some interesting findings. Both adolescents ausl fipérthat
parents had more legitimate authority over prudential issues (with the pdanittag-term
harm or benefit) than over social (peer/moral), personal or multifaceted,isswketherefore
both adolescents and parents felt that adolescents had more of an obligation to disclose
prudential issues (see also Sansone et al., 2008). Interestingly, mothersmoatrésheir
daughters’ degree of disclosure. Adolescents’ trust in parents and parentdi,vgappbrt and
acceptance (see also Petronio et al., 1996) correlated strongly with adolestestds
Disclosure of personal issues was viewed as more discretionary, making sonppoteptance

even more vital for open communication.
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Parent-child relationships, furthermore, were not the only ones in which seactbpth
positive and negative consequences. A study of the influence of secrecy andidismios
marital satisfaction and commitment considered both dispositional (fad&tiageo the person
themselves) and contextual (factors relating to the relationship) diselasd secrecy within the
relationship (Finkenauer & Hazam, 2000). Results indicate that dispositiorakdiecand
secrecy were unrelated and did not significantly predict maritalaatimh. However,
contextual disclosure and secrecy, namely “openness about conflictive issidanee of
difficult topics, and suspicion that partner keeps information from oneself’ (franiez &
Hazam, 2000, p.253), were found to be significant predictors of marital satisfaction.

The process of disclosure, especially as it relates to the sensitive topioisEbe
carefully considered and constantly negotiated. Relationships with trusiwsautiportive
others help ease the anxiety that frequently accompany such personalickscl®hile
disclosure may bring various benefits to PSI, it also may bring serious negatseguences.
One of the major negative consequences that PSI must take into account when atintempl

disclosure is the potential for stigmatization.

Stigma
Defining Stigma
Since Goffman’s (1963) seminal work on stigma, scholars have struggled toatefine
understand stigmatization. His frequently cited definition of stigma congdesson’s stigma
to be “an attribute that makes him different from others . . . and of a less ddgimdbkso that
person is “thus reduced in our minds from a whole and usual person to a tainted, discounted one”

(Goffman, 1963, p. 3). Others have argued that “stigma . . . is a social constructiondivasi

21



at least two fundamental components: (1) the recognition of difference based on some
distinguishing characteristic, or ‘mark,” and (2) a consequent devaluation fudriden”
(Dovidio, Major, & Crocker, 2003, p. 3). Link and Phelan (2001) offer a slightly more complex
definition, “apply[ing] the term stigma when elements of labeling, stgpead, separation,
status loss and discrimination co-occur in a power situation that allows the compiretigima
to unfold”. For the purposes of this paper, stigma follows Goffman's (1963) definitida, whi
stigmatization occurs when a stigma (physical or otherwise) resuhs negative social
perception and treatment of the person who bears it. This process implicitly corssdes of
power and privilege, as it is the “privileged few” who define what makes someofexédif
from others . .. less desirable . . . tainted, discounted”.
The Process of Stigmatization

Like the process of disclosure, stigmatization is properly viewed as a dypseooess.
Link and Phelan (2001) present one account of the process by which stigmatizatien dteur
process begins with an observation that another person or group is different, and the
identification and labeling of that difference (e.g., one’s skin color or sexealation). The
identified difference is associated with some trait or charadtegisherally seen as negative
(e.g., laziness or promiscuity). Eventually, society is divided into groups aagdodine labels
applied to its members (“Black,” “gay”), and negative treatment (suclsasmdination) is made
possible by power differentials among the various groups (e.g., Black/Whitstrgeyit).
Smith (2002) offers a very similar explanation of the stigmatization proglssrvable
differences are linked to undesirable traits, creating stigmatizegroups lacking in power, and

this recurrent process eventually leads to a “vicious cycle” of stigma.
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Unfortunately, not only is stigma imposed upon one by others, it also may be self-
imposed, as Watson, Corrigan, Larson, & Sells (2007) demonstrate in their stethstifma
among persons with mental illness. The process starts with stigma esgr@knowledge of
the negative beliefs about people belonging to a certain group or possesstaga cer
characteristic held by society (e.g., people with mental illness agedars, weak, incompetent,
and at fault for their iliness). Stigma awareness gradually becomestgpe agreement, or
endorsement of the beliefs held by society about members of a certain ggoupe@ple with
mental illness are weak). Eventually, this morphs into stereotype selircemce, the belief
that the person himself or herself in fact possesses or demonstratessioe tladracteristics
commonly assigned to him or her by the general public (e.g., | am weak)ot@terself-
concurrence leads to reduced self-efficacy and a drop in self-esteem. Thatienthe process
of stigmatization is self-imposed or other-imposed, the result for the $izgah@erson is the
same: a loss of agency and self-efficacy and a decline in mental healtielabding.

The Role of Blame in Stigma

Frequently, there is an element of blame in the process of stigmatizatiaaty $&en
views stigmatized persons as having some role in, and responsibility for rti@instances.
Chapple, Ziebland, & McPherson (2004) conducted a study in Britain in which they intetviewe
45 people with lung cancer. Because of the strong association between lung cancer and
smoking, even non-smoking participants often reported being blamed or held resgonsible
their disease. This blame, perpetuated by the media as well as by those idita me
professions, may be so severe and pervasive that it deters those with lungroamseeking
the help they need or prevents them from receiving treatment when they do seelt medic

attention. The study points out that older people with lung cancer, who grew up atdéme
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smoking was socially acceptable and the health risks unknown, were seen afaldsthan
younger patients who were aware of the risks.

In a study investigating the stigma of physical and mental health condifitaveart,
Keel, and Schiavo (2006) conducted a study to investigate perceptions of a healidyahdan
individual with asthma, an individual with anorexia nervosa, and an individual with
schizophrenia. Overall, participants perceived the individual with anorexia neineosest
negatively of the four individuals described. Of the three individuals with a phgsinantal
health concern, he/she was perceived as the most able to “pull [him/her]silétafyhey
wanted to,” the most likely to be “acting this way for attention,” and the li&ast to have their
issue attributed to biological factors. These findings suggest that peo@espéras having a
higher degree of control or choice are seen as more to blame for theiracoadd are therefore
more likely to be stigmatized.

In their research on adolescent perceptions of the stigma of mental ilinesgarCet al.
(2005) found that, unlike adults, adolescents who reported more contact with people with mental
illness tended to view people with mental illness as beiageresponsible for their illness and
moredangerous than did adolescents who reported less contact. Viewing perseps@sivke
for their illness decreased feelings of pity for and the desire to help themcasased
participants’ anger toward them (Corrigan et al., 2005).

The frequency with which stigmatized persons are seen as playing atpait in
circumstances may cause not only society, but also the persons themselves, emblaiee
themselves as responsible for their situation and the resulting stigma. Onefsiudrweight
adults in a weight-loss support group asked participants about the most commonpsieraioty

overweight people, as well as their perception of the truth or falsity of thosetgpers (Puhl,
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Moss-Racusin, Schwartz, & Brownell, 2008). The most commonly cited stereotypeslvie
overweight people as responsible for their weight, perceiving them as aeyngvereating, and
lacking self-discipline and willpower (among other negative stereotypjé®ugh most
participants challenged these views, about 15% (primarily Caucasian $¢e@d®rsed them.

As the previous studies indicate, stigmatized persons are often perceigspgassible
for their condition and, by extension, the resulting stigma. This is especiall mratiot
because feeling responsible may actually prevent people from seekindriip.case of PSI,
in particular, feeling that they are at fault for engaging in S| argpashamed of their SI may
discourage them from seeking the treatment they need.
The Role of Power in Stigma

In examining the process of stigmatization, we must also consider the roleesf pow
Power is an essential component of stigma: as Link and Phelan (2001) statey istigm
dependent on power” (p. 376). To illustrate their point, they give an example of a gsiafi of
and patients at a mental health treatment facility. The patients megtgpe and label the staff
in various ways (e.g., “pill-pusher”) and treat them differently based on tiesis.| However,
the patients cannot truly stigmatize the staff because “the patiemtly slo not possess the
social, cultural, economic, and political power to imbue their cognitions about gtaferious
discriminatory consequences” (Link & Phelan, 2001, p. 376).

True stigmatization involves the ability to exert some influence on the livaberfs.
This influence may include “[controlling] access to major life domains likeataual
institutions, jobs, housing, and health care,” (Link & Phelan, 2001, p. 376), having one’s
“worldviews of what is right versus wrong or healthy versus sick [be] inflak” (Hinshaw,

2007, p. 25), or “[ensuring] that the culture recognizes and deeply accepts thgtsrduty
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connect to the labeled differences” (Link & Phelan, 2001, p. 376). Thus, true stigroatizati
perpetuates prejudice and discrimination at the macrosystem level.

Part of what makes the determination of “right” and “wrong” or the cultecaignition
of stereotypes and discrimination possible is the ways in which societyrexgkaiiance.
Hinshaw (2007) explains that perceptions of deviance may come from severas smataeing
statistical rarity and social deviance. Statistical rarity, as oryeexy@ect, views mental health as
represented by a bell curve and considers deviance “statistical raritytutorgsextremes of
behavior that seldom occur in the general population,” with the small numbers of peoplerat eit
end “ literally ‘ab-normal’-that is, far from the statistical norm orrage value of the
population” (Hinshaw, 2007, p. 8). Social deviance, in contrast, occurs when behavior in
violation of established social norms is seen as threatening group cohesion. Sur [=ha
therefore labeled “unhelpful and atypical, with strong social pressure to ydiretibffenders
and relegate them to the subgroup of individuals who do not belong in the mainstream,” further
reinforcing social norms (and perhaps resulting in stiffer penatireabdse who violate them)
(Hinshaw, 2007, p.9).

Whether defining deviance in terms of social norms, statistics, or in othey ivesyclear
that the concept of “deviance” generally involves a separation from the reamstiThis
separation creates an automatic minority, reducing the group’s power and ifwctbasing the
odds that group members will be subject to poor treatment.

Perhaps surprisingly, stigmatized people themselves may help to perpetjiadece
and discrimination against them by recognizing that there are situatiatsah conforming to
stereotypes is to their advantage (Miller & Major, 2003). Heller (2009) dissuke status of

lesbian, gay, bisexual and transgender (LGBT) asylum seekers as an exfasnplea situation.
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Frequently, LGBT asylum seekers must support the legitimacy of gyduma claim by
“reverse-covering,” or conforming to stereotypical traits attribubeskkual minority and gender
non-conforming individuals. Reverse-covering, however, may also lead to stigmaepuaticer,

as it is beneficial in certain situations to de-emphasize one’s gendetyidetisexual

orientation (“cover”): for example, a lesbian female asylum seeker witirehimay be torn
between reverse-covering to support her claim for asylum and covering to “pesvéhlss as

a parent in a child custody hearing.

In summary, the power of stigmatization is the ability to single out groupddhsot fit one’s
perception of how people should be, and to shape society’s expectations, views, andttogatme

these groups and even, perhaps, the behaviors and views of the groups themselves.

The Stigma of Mental llines

Possible Origins

Though there are many stigmatized groups, this paper will focus on the stigma
associated with mental illness. Several studies (Corrigan, Watson & Ottati Hi)@g; 1999;
Martin, Pescosolido, & Tuch, 2000) have investigated the potential origins of the stigma of
mental illness. Corrigan et al. (2003) examined three possible theoretioalWorks for
explaining the source of mental iliness stigma and stereotypes of pettonsantal illness as
either dangerous or incompetent: the “normal reaction” theory, the “kernattoftineory, and
the “system justification” theory. The “normal reaction” theory arguesihat appears to be
stigmatizing views and behaviors toward persons with mental illness act alégitimate and
reasonable response to bizarre behaviors (thus viewing persons with mentaadiness

“‘dangerous”). The “kernel of truth” theory posits that mental illness stigm resulof the
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partial truth of the stereotype; namely, the “truth” that persons with méngsd are inherently
more dangerous and less competent than are those without mental iliness. fEne “sys
justification” theory states that stigma is an attempt to draw on hidtexieats in an effort to
maintain the status quo-for example, using the historical fact of slavery tg yists of
African-Americans as inferior. After reviewing a number of studiesjenty to each of the
three frameworks, they conclude that system justification is the most $i&etge of the stigma
of mental illness.

Herek (1999), in the context of his research into the stigma of persons with AIDS
outlines four factors that make an illness or condition more likely to be stigohattzest,
stigmatization is more likely when the cause of the disease “is pedc&i\be the bearer’s
responsibility” (Herek, 1999, p. 1104) (see also Chapple et al., 2004; Puhl et )., 2008
“llinesses and conditions that are unalterable or degenerative” also dyeshigghatized, as are
“conditions that are perceived to be . . . contagious or to place others in harm’s wesK, (H
1999, p. 1104-1105). Finally (and not surprisingly), “a condition tends to be more stigmatized
when it is readily apparent to others” (Herek, 1990, p.1105).

Although these factors initially applied to the stigma of AIDS, they pesiailarly to
Sl. First, Sl is often perceived as “attention seeking behavior,” and thus ax@ushoice
and PSI's responsibility. Some consider Sl “unalterable,” partly becauaedhage time from
onset to treatment is so long- an average of ten to 15 years (Favazza, 1998) hahdqaarse
Sl is often associated with Borderline Personality Disorder (BPD) or pérsonality disorders,
often leading to the assumption that Sl is “part of” PSI and thus PSI cannot st .thei
Additionally, Sl is often incorrectly viewed as a sign that PSI are violent amdgploazard to

others, or is wrongly interpreted as a failed suicide attempt. The variousandrksars that
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tend to result from Sl are frequently “readily apparent,” unless greatstaken to conceal
them. Finally, PSI are a subcategory of a larger stigmatized group: petplaental
illness(es). For this reason, they may be doubly stigmatized.

Martin et al. (2000) conducted a secondary data analysis using a special ofiddele
1996 General Social Survey on mental health. The module described people meetiadari
schizophrenia, depression, alcohol dependence and drug addiction, as well ased tprisbn
who did not satisfy any diagnostic criteria. Respondents were askedsao$ejirestions about
the person, including questions about the cause of their illness (biological causasalper
weakness, God’s will), how willing they would be to have various relationships wstpéhson
(friend, coworker, or neighbor), whether the person was dangerous or incompetent, and whether
or not the person had a mental illness. Results indicate that people had the meott desid
persons with drug or alcohol dependence; however, 48.4% would avoid a person with
schizophrenia, and 37.4% would avoid a person dealing with depression. Additionally, the
majority of respondents reported that people with schizophrenia, drug or alcohol dependence
were “dangerous,” and about a third felt those with depression were dangerous

A related study conducted in Jamaica examined the effects of intednstiigmatization,
hypothesizing that participants would adopt a negative view of family membéra wiental
iliness (Gibson, Abel, White, & Hickling, 2008). Though overall this hypothesis proved
incorrect, almost half of respondents felt afraid of or disgusted by thdivealdth mental
illness (43.8% and 43.1%, respectively), and over a third (36.9%) felt angry with thtwere
These findings reinforce those of earlier research (Herek, 1999; Martin28Q0) suggesting
that fear and beliefs that persons with mental illness are violent or dangez@isong factors in

the stigma of mental illness.
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Fear, however, is only one facet of the stigma of mental iliness. Seveiakstu
(Corrigan et al., 2005; Jason, Taylor, Plioplys, Stepanek, & Shlaes, 2002; Rosenfield, 1997) have
suggested that the language used to describe mental illness influences howw@eeple it.
Corrigan et al. (2005) conducted a secondary data analysis of a study thagnsdds/io
assess students’ reactions to persons with mental iliness, including pityjpeysba, fear of or
anger towards the person, feeling that the person was responsible for his ounestamces,
and desiring to help or avoid the person. The study used four vignettes describing four
adolescents, including one with a mental illness and one with a brain tumor thekeaim
symptoms of mental illness. The student whose mental illness symptoms weiet lmpasbrain
tumor was seen as “less dangerous, less likely to be feared, more worthy aridhédss likely
to be avoided” than the student with mental illness, suggesting that it wabehgilen to the
behavior, not the behavior itself, that was judged negatively.

In a similar study, Jason et al. (20@p2¢sented medical students with one of three case
studies, in which the patient’s symptoms were identical but the names varied, andhasked t
students to answer various questions about the patient. The case studies describedtthe pati
iliness as Chronic Fatigue Syndrome (CFS), Myalgic Encephalopathy (vIElorence
Nightingale Disease. Results indicated that the “medicalized” namgr{Mé&e respondents
more likely to attribute illness to medical causes and less likely to uskigtsigctreatment
methods and to assume the person was “faking” or exaggerating symptoms. Tleeweasers
true for CFS: students were more likely to assume the patient was “fakiddgd use psychiatric
treatments, and less likely to attribute a biological cause to the pasgntfgoms.

A study by Mann and Himelein (2004) however, suggests that labels are not the only

factor in determining societal perceptions of persons with mental illneaan &hd Himelein

30



surveyed 116 undergraduate students to ascertain whether the stigma of measaisila result
of the person’s behavior or of the label given to him or her. The surveys includedeggfett
“Adrian,” who had depression, and “Tony,” who had schizophrenia, and asked respondents to
complete a series of scales rating their level of comfort interaesfthgiony and Adrian in
various capacities (e.g., neighbor, friend). Half of the vignettes &br garson contained
diagnoses and medical terminology; the other half used lay terms and descnbeehawiors.
Respondents expressed less stigmatizing attitudes toward Adrian than towgardThe
descriptive language (medical, diagnoses/ lay, behaviors) used in the vigrietieslthve a
significant effect on respondents’ level of stigma. However, the nature offiheitwes depicted
in the two vignettes (“hallucinations”/ “sees things that are not there” vé&isgreased
appetite”/ “rarely feels hungry”) likely also played a role in studenilingness to interact with
“Adrian” and “Tony”. These findings suggest that the stigma of mental ilisessesult of both
behaviors seen as bizarre or threatening and of the labels applied to those behaviors.
Rosenfield approached the issue of the stigma of mental iliness by applgbeiiag
theory perspective. Labeling theory argues that the act of labelingtiaata/e to persons with
mental illness because it “[creates] chronic mental iliness or [compesirihe life chances of
those so labeled,” interfering with life satisfaction and well-being (Radd, 1997, p.660).
Opponents of this view, taking the so-called psychiatric perspective, arglabilatg mental
iliness is beneficial because it allows persons with mental illness teegewmeded services. In
this article, Rosenfield proposed that both mental illness stigma resuttimdabeling and the
receipt of mental illness services have an influence on the quality of lifesafizewith mental
illness. She conducted interviews that addressed subjective quality of feeseeceived,

perceived stigma, self-esteem, mastery, and mutual empowerment (gdddesssion-making
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skills and “supportive interactions”) with clients of a “clubhouse” program providiegtal
health services. Results indicated that both perceived stigma and mental neakis se
correlated significantly (negatively and positively, respectively) widnts’ reported quality of
life. Perceived stigma resulted in clients’ more negative self-ppnaed consequently in
reduced life satisfaction. Mental health services, however, benefittedsaln the form of
improved self-confidence and an increased sense of being in control of their ks way,
the labeling of mental health issues is a sort of “double-edged sword” forldhesed,
producing both positive (assistance) and negative (stigma) outcomes seautly.
Experienced, anticipated, and perceived stigma of mental illness.

As we have seen, sources of the stigma of mental health are largely salgadti
comparative, relying on the perceptions of the societal “other” in defining whatittes
“normal” and “acceptable” behavior. Such societal definitions may carmy lpesaalties for
those whom society deems “different,” “less desirable,” and “tainted.”

Moses (2009) applied Modified Labeling Theory (MLT) to investigate adalesce
experiences with and perceptions of the stigma of mental illness. MLTegabsitink and
colleagues, proposes that “all individuals internalize cultural prejudicegisigaental illness,
that people with mental illness face negative treatment in society, arfthéhaocietal
devaluation of [mental illness] becomes personally relevant” for persons wlabeled as
having a mental illness” (Moses, 2009, p. 262). Moses conducted interviews with 60 adolescents
involved in “wraparound” programs, a mental health treatment approach in whichetneatm
professionals from various agencies collaborate to develop and deliver a peesbtmahtment
plan for children and adolescents at high risk of institutionalization. Fewiparis felt that

children with mental health or behavioral issues are generally fearededejexcluded, blamed,
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mistrusted, or assumed incapable of improvement or self-care. Howeverfetdhngt youth
with mental health or behavioral issues were likely to be teased, harassed, odiowkeon by
peers. One-fourth of participants reported never having experienced anyneg#ire
treatments listed. Of the remaining participants, the majority report@average two or three
(of the six) types of negative experiences. The most commonly cited nega@reenge was
feeling disrespected by peers (55%), and slightly more than one-fourth @3éfed having
been rejected outright. In terms of self-stigmatizing, almost one-thirdro€ipants (32%)
admitted a fear of being disliked if others knew of their mental health isqees;@e- fourth
felt embarrassed by their mental health issues.

Angermeyer, Beck, Dietrich and Holzinger (2004) conducted a study in Gernany th
analyzed anticipated and experienced stigma among persons with depressias@arivpiéh
schizophrenia. They asked participants about anticipated or experiencedattigghour
dimensions: “interpersonal interaction, public image of mentally ill peopt&sa to social roles
and structural discrimination”. For each dimension of stigma, participanésasked two
guestions, one about what they believed would happen (answered on a Likert scale) and one
about what they had experienced (answered in terms of yes/no/don’t know). The most
commonly anticipated stigmatizing experiences were in relation tosatesescial roles (such as
friend or employee), followed by negative public images of persons with higrgas. The
most common types of experienced stigma reported concerned social ioteragtth
experiences of contact with negative media portrayals of people with mbrgssialso
frequently reported. Results suggest that persons with mental illness éastiganatization
significantly more often than they actually experience it, espedratgiation to access to social

roles. Consistent with earlier findings (Mann & Himelein, 2004; Matrtin et al., 2000),
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participants with schizophrenia experienced stigmatization more often tharrtitgpats with
depression, lending further support to the theory that labels are an importantfaéiogor i
stigmatization process. Interestingly, however, the study found no differetieefrequency of
anticipated stigmatization experiences based on diagnosis. This may be du¢oithgahigher
frequency of depression compared to schizophrenia as well as to the negativpartealyals of
persons with mental illness.

Unfortunately, being labeled is not the only possible negative consequence of mental
health issues. Markowitz (1998) conducted a longitudinal study of stigma andi$ifacian
among people with mental iliness, collecting a second wave of data 18 monthseaiftéral
data collection. The sample included people in self-help groups as well as peopbaireiout
therapy. Questionnaires addressed self-efficacy, self-esteempgysnpit mental illness,
interpersonal and economic life satisfaction, and anticipated and experiepection. Results
for both groups were similar. Seventy-two percent of respondents agreed or stgpegty/taat
people with mental illness are stigmatized (or “devalued and discriminatiedtadga.339) ;
about half reported negative treatment in the prior six months, including emplogsesg
(17%), “social exclusion” and “verbal derogation” (14% each), “denial btsi¢6%), and
“adverse treatment by service providers”(3%)(Markowitz, 1998, p. 338). These findguest
“anticipated stigma is related to depressive-anxiety symptoms andtlgéastion” (Markowitz,
1998, p.341). Anticipated stigma was unrelated to psychotic symptoms. Results alsb sugge
that experienced stigma may have a significant impact on the effectsagpated stigma. Self-
efficacy and self-esteem (self-concept) influenced economic angengenal life satisfaction,
although life satisfaction affected only self-esteem. Symptoms of depresd anxiety were

more stigmatizing than symptoms of psychosis.
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A similar study by Yanos, Rosenfield and Horwitz (2001) focused on the influence of
social interactions on perceived quality of life among a sample of 104 clients of aentpa
treatment program (the majority of whom were middle age white malesplmyed, high
school graduates, and diagnosed with schizophrenia). The interview consisted oésneasur
assessing participants’ number of supportive and negative social interastibjestive and
objective quality of life, perceived experiences of stigmatization, anzhjadyic symptoms.
Negative social interactions predicted lower subjective QOL scoresjagprcrelation to
overall satisfaction with life, satisfaction with one’s financial situatiand satisfaction with
leisure activities, but they had no significant effect on objective qualityeo$dibres. Supportive
interactions, however, influenced both subjective and objective QOL, including frgoefenc
contact with friends and family, leisure time activities, and current e/maot status (after
controlling for psychological symptoms and demographics). Only two types of negatiaé
interactions- being treated “like something is wrong with you” and beitigized by others-
were significantly correlated with QOL scores. However, after caoimigdior demographic
information and psychological symptoms, experiences of criticism by otleeesnet a
significant predictor of satisfaction with life. The number of negative interectid have an
influence on the amount of perceived stigma, which, in turn, had a significant negative
correlation to satisfaction with life. Stigma was a mediating factdranmelationship between
negative interactions and QOL, accounting for about one-fourth of the variance. Thiosséor t
with mental health issues, a variety of objective and subjective factors irdltrexic quality of
life.

Social stigma surrounding those with mental illness is pervasive; in soes taseven

those with mental illness themselves are immune to the strong culturaje®easa may come
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to view themselves negatively in accordance with prevailing social viepesople with mental
iliness (see “The Process of Stigmatization”). However, Watson epaltithat some people
with mental illness appear energized and empowered by their stigma. r Isttlolgi of the
process of self-stigmatization among persons with a serious mental, itmeessithors found that
identification with persons with mental illness as a group served as a lpdfestastereotype
agreement and stereotype self-concurrence. Increased awarenes<adtipubditization of
mental illness was correlated with a decreased acceptance of thstetagion as legitimate,
while increased acceptance of the legitimacy of mental illnesaaiigcreased the likelihood of
self-stigmatization.

An old children’s rhyme claims, “sticks and stones may break my bones, but words can
never hurt me”. As previously shown, however, it seems that words can indeed cause harm, and
may often lead to more severe consequences that ultimately affecaneasyof a person’s life.

It should not come as a surprise, then, that many PSI, who are often labeled, blamed, fear
rejected, and viewed as dangerous, are reluctant to speak openly about their stnaysek
the help that they so desperately need.

Though SI has now become a relatively common topic of scholarly interestchesear
conducted on the issue has been largely from a clinical standpoint, resultingholaga¢d
view of Sl and a narrow focus on the behavior itself. This study attempted to filia the
literature by focusing not on the behavior itself, but on how, when, and why people talk about it

to others and their experiences with doing so.
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Methods

The current study utilized data gathered from in-depth interviews and an mmiee-
methods survey with the goal of gaining a better understanding of women's eocgeath
disclosure and nondisclosure of SI. The option of participating via online survey had the
advantage of increasing the pool of potential respondents, as well as allowingnuople
comfortable with a face-to-face interview to participate. Intervigics included experiences
with disclosure and nondisclosure in various relationships (e.g., family, fridagsmates,
colleagues), experiences with seeking or avoiding medical or therapeatiment because of
SlI, and perceptions of experiences with stigmatization or discriminationn®@egew protocol
and online survey, Appendices D and G). Taken together, this information provided a more
complete understanding of the perceptions and experiences of PSI relatsajdsuile,
nondisclosure and stigmatization. Recruitment for the study began in April 2010.
Setting

Four face-to-face interviews were conducted in a private location of theipeant's
choosing. Due to the sensitive nature of the research, it was imperative ¢éccorgditions to
facilitate participants’ comfort, and allowing them to select the ilocatf the interview while
ensuring that the location was private helped to put participants at ease aad stgpect for
their privacy. Interviews locations included a private room at a local coffee shopat study
room in Michigan State University’s main library, the participant’'s pldanployment, and the
participant’s home. Every effort was made to ensure a quiet, private environeecot f

disruptions. The remaining 14 participants completed the interview via online survey.
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Sample

The sample consisted of 18 participants who fulfilled eligibility criteribgilite
participants were at least 18 years of age and identified as femalew@&teegot enrolled in an
inpatient or intensive outpatient mental health treatment program. Eligiblagzats had a
history of episodic or repetitive Sl, which for the purposes of this study incluaeortmore
episodes of "direct, deliberate destruction or alteration of one's bodywgkoat conscious
suicidal intent" (Favazza, 1998, p. 260). Individuals who had self-injured because of a
developmental issue (often referred to as stereotypic Sl), compulsion (coml)sime
schizophrenia were excluded from this study. To reduce the potential for paditijpatireate
negative consequences (including causing urges to self-injure, or “triggepadgjtipants who
had self-injured in the previous six months were also excluded.

Procedures

In-person interviews. Approval of the Michigan State University Institutional Review
Board was obtained prior to data collection. Participants were recruited thhpergh($ee
Appendix A) hung in various locations on MSU's campus and in various locations in the
surrounding communities, including coffee shops, a beauty salon, a women'’s resotece ce
and the offices of several mental health services providers.

Recruitment flyers contained a brief description of the study and contact itifmmma
(name, phone number, and email address) for those interested in participating. EBary pe
who called or emailed was prescreened (Appendix B) to determine elgibde above). All
eligible respondents were invited to participate imnd@rview at a convenient time and location.
Before the interview began, the participant with a copy of the informed consen{Appendix

C). The key points of the form were verbally summarized, and the participant wakgueton
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read over the form if desired. If the participant voluntarily agreed to pat&dip¢éhe interview
and to be audio recorded, she indicated her willingness by signing the consent form. Once
informed consent was obtained, the audio recorder was turned on and the interview began.
Participants were given the opportunity to ask questions or share their commigihts. A
conclusion of the interview, all participants received $20 to compensate them fointeeand a
list of mental health resources in Ingham County.

After the interview was completed, the audio file was downloaded from thaldigi
recorder to a secure, password-protected folder on a password-protectececomipetaudio
file was then deleted from the recorder. Signed consent forms were stoledkadasafe in a
home office. All interviews were transcribed, and any identifying in&tion removed.
Transcripts were stored electronically as password-protectedfilesaparate password-
protected folder. Backup data were also stored in the locked safe on a passwatdeprote
external hard drive. Though the data were stored in a home office due to lack of on-campus
office space, all necessary precautions (locked safe, password-gutatentputer, individually
password-protected backup, folders and files) were taken to ensure the highest fmadibf
data security and participant confidentiality.

Online surveys. The Michigan State University Institutional Review Board approved the
online survey, which was developed using SurveyMonkey. To recruit participants for tiee onli
survey, emails (see Appendix E) were sent to webmasters of sevedakt&l omline support
groups, information centers, and local and regional mental health organizatiok# thes
would be willing to link to the survey on their websites. Recruitment for the onlineyswas

primarily through a post on a message board for family and friends of peodplBaviterline
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Personality Disorder (see Appendix F); however, due to the nature of the Intamet
impossible to know how individual participants heard of the survey.

The protocol was modified slightly for the online survey. Rather than presaeenin
potential participants for eligibility, the questions from the prescreenimg &ppeared on
individual screens before the consent screen. Participants were requireddpeagwquestion
to determine their eligibility. If any of their responses made thengibkdi the survey was
programmed to take them to a screen thanking them for their time, explainingetteey w
ineligible, and providing contact information in case of questions. The in-persomctoree
was used, with slight modifications to the wording (e.g., "survey" rather thiamview"). The
primary change was that, rather than signing a paper consent form, tsaetagement at the
bottom of the consent screen explaining that, by clicking the "yes" button, thepaenttici
voluntarily agreed to participate in the survey.

At the conclusion of the survey, participants were offered the opportunity to share any
comments they may have had. Due to confidentiality concerns, individual parsoiyenet not
identifiable and therefore could not be compensated for their participation. Howevarathe f
two screens of the survey provided my contact information and a list of national hresital
resources. All responses were copied verbatim into a template, and ahelygsoceeded as in
the in-person interviews. Though the majority of participants chose how they wautd be
identified in this study, the ninth, thirteenth, seventeenth and eighteenth partiaypidetsiudy
declined to provide a name and are identified as “P. N.,”*P. T.,” “P. S.,” and “P. E.,”
respectively. No identifying information is included the transcripts. Quotati@enscluded

verbatim and may contain spelling and grammatical errors; however, obvious typos wer
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corrected when required to make the meaning clear (e.g. “gold a lot of freemd=cted to “told
a lot of friends”).
Measures

In-person interviews. In-person interviews followed a semi-structured interview
protocol (Appendix D) which inquired about participants’ experiences with disclosure and
nondisclosure of their Sl to family members, friends, classmates, cakeaaud others.
Participants also were asked about any experiences of seeking or avoatimegmitgphysical or
psychological) associated with their SI, and the interview concluded witiea s€guestions
about perceived instances of stigmatization or other negative experidated t@ Sl.

First, participants were asked to discuss experiences with, feelings alzbrgaations to
disclosure and nondisclosure among the people they identified (via the ecomamdésgpart
of their social network. This included how others found out about the participant’s SI and how
they reacted when they did, how the participant felt about them finding out, and, in ingtances
which the disclosure was intentional, how the participant decided to disclose and holv she fe
about her decision to disclose.

Participants also were asked questions about their experiences with trqatwmitdrs,
including doctors, nurses, counselors, and therapists. These questions inquired about
participants’ experience with seeking medical treatment for sdifted injuries, instances in
which they may have refused or avoided medical attention and their motivations foraloing s
and any experiences they may have had with mental health treatment providergerVieav
concluded with a brief section on negative consequences of Sl, such as instances in which
participants felt stigmatized, discriminated against, or limited by 8ledr resulting scars, and

any experiences in which they were asked about a scar or wound fromndlisédidi injury.
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Online survey. As explained previously, slight modifications to the in-person protocol
were made for the online survey. To simplify data collection, the ecomapsexian the in-
person interview was replaced with four closed-ended questions, each ogevhstous
categories of people (e.g., parent, friend, and neighbor). The first askegpatti¢o indicate
whether they are very close, close, or less close to the person(s) inggaty&mong those
they considered part of their social network). The second asked particpardicate how long
they have known the people in their social network. The third asked them to indicategiee pe
who know about their SI, and the final question asked them to indicate the people who do not
know about their SI. The remainder of the survey questions followed the interview protocol
with the addition of questions to serve as “probes” where needed. These adjuatsoesdsved
to increase the accuracy and completeness of data collected, as thesealdaspects of the in-
person protocol that participants occasionally found confusing (i.e., the ecomap).

Analysis

Though this study was originally intended as a phenomenological study, changes in
recruitment procedures necessitated a methodological shift to grounded thgatrgnom-
enological study “describes the meaning for several individuals of their yeatiences of a
concept or phenomenon . . . and what all participants have in common as they experience a
phenomenon” (Creswell,2007, p. 57-8). In this case, the phenomenon was Sl disclosure. Such a
study requires incredibly rich data from all participants to gain a thbronderstanding of how
participants make meaning of their experience. However, the necessity ofingpthe study
design to an online survey limited the richness and detail of data for a numberogbguats. In
addition, participants reported incredibly diverse disclosure experiences, anshghodecus

on the “essence” of their experience would result in the omission of a greaf data with the
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potential to provide valuable insights and a more complete understanding of Sludescliesr

these reasons, a phenomenological approach was abandoned and a grounded theory approach
was employed. Grounded theory, like phenomenology, is well suited to exploratorg.studie
Glaser and Strauss have argued, “this is where grounded theory is most apprepeede-
researchers have an interesting phenomenon without explanation and from whichkhey see
‘discover theory from data’™ (as cited in Suddaby, 2006, p.636).

Though the term “grounded theory” is often incorrectly applied to studies whictymere
describe data and fail to generate theory (Corbin & Strauss 2008; Suddaby, 2006) one of the
intentions of this study was to propose a theory of Sl disclosure, as the topielg ignored in
the scholarly literature. The analytic procedure advocated by Corbin ands32@08) was
followed to generate a theory of Sl disclosure. As they point out, “theories canfithe .
from ‘raw data’. The incidents, events, happenings are taken as, or analgisasl, [potential
indicators of phenomena, which are thereby given conceptual labels” (CodoStrauss, 1990,
p.7). Thus, the process began with line-by-line open coding, “haming segments of ldata wit
label that simultaneously summarizes, categorizes and accounts for eacf deged
(Charmaz, 2007, p.43). Axial coding followed and involved “relating concepts to each other”
(Corbin & Strauss, 2008, p.195), a process which entailed collapsing a large number of codes
into categories.

Initial coding was performed using a three-column Microsoft Word coding template a
described by Hahn (2008), including the original text and applicable code(s). ddéd were
organized using a Microsoft Excel spreadsheet. Categorization involved the use t#ritons
comparison,” in which “each incident in the data is compared with other incidents fiarisies

and differences [and] incidents found to be conceptually similar are grouped togethiea unde
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higher-level descriptive concept” (Corbin & Strauss, 2008, p.73). From this process] sev
negative cases (Ann, Alison, and Greylin) which did not fit the general patterndeatdied
(see “Establishing Trustworthiness”), and it was determined how and whexipeirences
varied from the norm. Integrating these cases and their correlatalg@aes into a cohesive
whole led to the identification of a “selective code” (Corbin &Strauss, 2008), maceodle
which subsumed all axial codes. Because the axial codes related to variousiaictors
influenced Sl disclosure- reasons for and against disclosure, prior experigicaiselosure,
and previous experience seeking therapeutic or medical treatment- tisenégree selective

code chosen was “how PSI make decisions about disclosure”.

Establishing Trustworthiness
I employed numerous strategies to enhance the credibility of my findigg, when
possible, in vivo codes were used to keep themes rooted in the participants’ own larkgrage
example, | anticipated that some participants may discuss instancesimtiaey attempted to
downplay the severity of an injury or avoided discussing their SI. As seveieigzants

referred to these experiences as “blowing it off,” | adopted their |gegaiad “blowing it off”

became an in vivo code. Second, | conducted member checks with various people in my social

network, including one therapist trained in treating Sl, one person with scholarl{ekigavof

Sl, and one person with a personal history of SI. These conversations helped ground the data

and at times provided me with additional clarity and insight into the data. Thxkdmined

negative cases, described by Patton (2002) as those that do not seem to fit the eowngent

scheme, which contributed to trustworthiness by providing an opportunity to expand tisgsanaly

and ensure that all participants’ experiences were represented. Foartatftanalysis, |

44



connected participants’ responses to existing literature to show how findengsupported by
existing theories about disclosure. Fifth, | engaged in reflexive memoing throwlgtaut
collection and analysis and responded to my own survey to remain conscious of any possible
biases that may occur. These measures allowed me to remain conscious of hosomgi per
experiences, beliefs, and expectations may have influenced the anadlysitegpretation of the
data. Thus, reflexivity helped serve as protection against attempting toddteéne a
preconceived hypothesis. This introspection and self-awareness is consistenfeminist
approach to research (Charmaz, 2006), as feminist methodology suggests tisthnaidgrof
and receptivity to participants’ experiences must be preceded by understainalimgpwn.
Therefore, though it is impossible for my perspective to be completely abdkatdata, it was
not deterministic of my findings.

Additionally, my tacit knowledge, gained through scholarly research and personal
experience, also enhanced trustworthiness. | have studied Sl from multigbiircasgi
perspectives (including psychology, sociology, and women'’s studies). | hawralggled with
periods of self-injury since age 15, and have witnessed friends and familygdedh SI. My
desire to study Sl was a result of these experiences, most notably of thétiifiof choosing
either to disclose or not to disclose my Sl. This tacit knowledge and personal histergssets
in this study, as they allowed me to more fully understand both the behavior itséiEassies
accompanying it, and to respond to the need for a high degree of sensitivity surroneséng t
issues.

As a final means of enhancing credibility, | examined my experien¢bgivel data

collection process and considered how these experiences aligned with my finditigs.
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discussion, | will explain how the insights | gained as part of the data cmligebcess

substantiate my findings.
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Overview
This chapter will summarize and synthesize participant’s experiendesdigiosure and

nondisclosure of SI. The chapter begins with a brief summary of participant dgrniogr It
proceeds with a presentation of participants’ reasons for and against discigmsaft
disclosure, reactions to disclosure, and long-term outcomes of participanissutisof their SI.

Overall, participants reported that trust in the TOD, a desire to help otherd®Sl, ta
permission, and the knowledge that the TOD also engaged in Sl facilitated S| descdbsume,
fear, judgment and prior negative reactions to disclosure hindered disclosures Acros
participants, three categories of disclosure- voluntary disclosure, involualigalysure, and
nondisclosure- emerged, with voluntary disclosure further categorized dsélbsure,
selective disclosure, and/or delayed disclosure. Though participant’s expefgtictherapy
varied, the few participants who had sought medical attention for self-idfligtgries reported
the experience(s) as overwhelmingly negative. These findings are discusstideindetail
below.

Participant Demographics

All participants in this study fulfilled eligibility criteria (sé&ample” above).
Participants’ ages ranged from 18 to over 55. Among the four participants intehirewe
person, two were non-White: one participant referenced her female partneoniitieesurvey.
Participants also were diverse in their experiences with therapeutidaatteeatment. Of the
18 participants, four spoke of their experiences seeking medical attentiorefbmdlisted
injury and the majority (13) had sought treatment from a therapist or counselareapsint in
their lives. There also were differences in the number of people to whompazantschad

disclosed and the number of people who were and were not aware of their SI. Thexgcdifer
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will be discussed in detail in the following sections. The following table (Taldartjnarizes

participants’ relevant demographic information.

Table 1 Summary of Relevant Participant Characteristics

Medical Therapy/ 4 who # who
Name Age Disclosure type(s)  Treatment/ Disclosure don’t
Disclosure know know
Sol 18-23 V-S No Yes/N 1 3
Rose 18-23 V-S; | No Yes/N 4 8
Alison 35-40 I; N No Yes/I| 4 3
Courtney 30-35 V-S; | Yes/NA Yes/V 4 13
Casey 18-23 V-S; | No Yes/I 6 14
KLH 18-23 V-S; | Yes/N Yes/V 6 8
Nicole 55+ V-S Yes/NA Yes/V 3 2
Ann 41-45 V-F; D Yes/N Yes/V 9 3
P.N. 30-35 V-S; | No Yesl/I 3 10
KM 30-35 V-S; D; | No Yes/I 5 14
Greylin 55+ N No No 0 6
'r‘noyss'gﬁ' 18-23 V-S No Yes/N 1 6
P.T. 51-55 V-S; D No No 2 13
Seppie 30-35 V-S; D; | Yes/N No 6 5
Jenny 18-23 V-S;l Yes/NA Yes/V 6 3
Bella 41-45 V-S No Yes/NA 4 19
P.S. 18-23 V-S; D; | No Yes/D 5
P.E. 18-23 V-S No No 4 8

Note: The “# who know/don’t know” refers to the different relationships participantsliiste
some groups (e.g., friend, sibling, colleague) may include multiple memberdgolldeng
abbreviations are used throughout the table, D=delayed, I=involuntary, N=nondisd\o&are
not available, S=selective, V=voluntary
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Reasons For and Reasons Against Disclosure

Throughout the interviews, participants referred to factors that motivatediibaosure,
as well as factors that discouraged disclosure.
Reasons for Disclosure

Participants cited many reasons for their decision to disclose theinjsejf-including
emotional reasons, an opportunity to disclose, trust in the other person and the beliey that the
would be supportive and nonjudgmental, a desire for insight into their Sl, the other person’s ow
SI, and a desire to help or educate others.

Sometimes, their decision was emotionally driven. Several participants B? ES, and
Bella) cited their “closeness” to the people to whom they disclosed atafang disclosure.
Nicole, who had a distant relationship with her adoptive family growing up, saldnki | was
looking for attention, but | was looking for negative attention”. Seppie’s disclosiner
mentor was “because | needed him to know how much I'd been hurting”. P. S. disclosed to a
close friend “becuaseic] i needed someone to confide in purely out of exhaustion from keeping
up the act around everyone and having no one to trust,” and Casey “told the people I told
because | didn't want to be alone and feel so ashamed”. P. E. commented, ‘gowagrnt
keep it a secret from my boyfriend, and | just felt like telling my friend&jse’s reason for
disclosing to her friends “was just to confide in them . . . you know, high school girls, iitiey ta
Another participant (P. N.) disclosed to her significant other in “a moment of vuliitgraim
part out of a desire to explain “my sometimes confusing behavior when | was your®)”. P
expressed a similar thought, saying “if they were a friend i didn't want to blockoaut af [my]
past and also a part of myself to them because then how could they ever truly know me”. These

responses suggest that disclosure may be motivated by a desire for connectineeahtbdave
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their emotions and struggles understood and validated. In one case, fear was a miatotating
Seppie explained, “I told my parents because | was afraid | might kill fipysaktcident”.

Other participants disclosed simply because they had an opportunity to do so. As Sol

explained:
| told them about it, but it was because of, like, them noticing that . . . like something was
wrong . . . like they're like, ‘Hey, are you okay?’ or like ‘What’s going on? O y

want to talk about anything?’ or kind of thing. And then, like, usually when that happens
it's really hard for me not to, like, disclose, or something, where there’s fhikesae.
KM agreed, stating that, “If the situation arises where it makes senszlosdiit -- e.g. the
subject of SI comes up independantlic] -- | have no hesitation in admitting | did it.”
Trust and perceptions of the TOD as understanding and nonjudgmental facilitated
disclosure as well. Nearly half of participants cited their trust in ttutosgnom they disclosed as
a reason for disclosure. KLH reported that “the level of trust | had with teerphad an
influence on how willing | was to tell them”. Nicole echoed this sentiment, expiahow, for
her, disclosure was because of “my-my trust in them . .. Trust with me has alwaymbe
issue, you know? And | could trust them with my life”. Participants also were likely to
disclose to those whom they believed were likely to be understanding: in the words ,afét. N
disclosure was facilitated “definitely by my ability to trust somenempassionate
understanding”. Jenny also disclosed to those she did “because | knew | could mmestdhe
they would be supportive”. Expecting the other person to be nonjudgmental was another factor

in choosing to disclose. As Sol explained:
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When | do tell them it's because | know that | can like, trust that person innbe teg

like, understand and be open enough to, like, hear what I'm saying without jumping to,

like, ‘But you can’t do that!” or ‘Why would you do that?’
When deciding whether to disclose her Sl to someone, P. E. considered “how | felighey m
react”. P. S. disclosed to others only if she “thought that they wouldn’t freak out”. Sepece s
simply that she is “more willing to disclose to someone who understands that #n4 duske
me crazy”. Finally, Sol explained the potential for new insight as a motivati@hsiclosure,
saying “when | feel . . . like there’s something to be gained from it . . . like, | heigirt
something from you . . . those are the opportunities | took . . . to really . . . to open up about it or
whatever”. Bella agreed, explaining, “it felt good to tell someone and get help”.

Two parallel themes that frequently emerged were a desire to educaseonti® and a
willingness to disclose to help other PSI. Several participants commented o isaftéh
misunderstood and suggested their disclosure was motivated in part by a desiify thisec
lack of understanding. Notably, six participants stated that they would be mdyedikiesclose
if they could help or educate someone else by doing so. As Ann stated, “I choosedsdHiscl
because [SI] is misunderstood . . . | choose to tell them in the hopes of educating piebple”
remarked that she would be “willing to disclose [her SI] if someone els®iggbng and, by
sharing my own story of struggle, they won't feel so alone or "bad" for doinéiifi expressed
a similar thought: “I choose to [disclose] because | see that | can hele fpgagding so . . .
Many people feel so alone. It helps them to see others suffer from it and hascerovét”
Sometimes, the desire to help may even trump all one’s reasons against discidison, for
example, had never willingly disclosed to anyone, but speculated that there g thing that

would convince her to do so:
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My girlfriend from a group, she had a daughter that cut herself. Maybe to help
somebody-a younger teenager or something-so that they wouldn’t do that, maybe. T
say that . . . to tell them that | have the same issue, maybe they could oetlade tisey
didn’t feel so-stupid about it . .. and [would understand] that it can happen to anybody at
any time . ..
Thus, for PSI, the desire to help or educate others can serve as a powerfulondtva
disclosure.
A final theme that emerged as a facilitating factor was the TOD’s aperience with
SI. Five participants relayed experiences in which someone had disclosed tpribrapting
them to reciprocate. Losingmyself disclosed to a friend “to comfort thath"l@ecause |
wanted them to know they weren't alone”. P. T. learned from her son’s cladsatdtert
teenage son had engaged in Sl and “in the process of addressing that issug hteddand
then my son that | had self injured myseit] at around the same age (15 years)”. Her
disclosure helped her “connect,” with her son, and “as he has grown older we ace able t
converse somewhat about his continuing self injury upfront”. Rose described how her own
experiences with SI gave her new insight into her friends’ experiencesexflained:
Almost half my friends had done it themselves . . . most of my friends that had done it
had done it before | had ever had and | thought ‘oh, that’s disgusting, that’s gross’ . . .
And then once | had done it, | saw why they did it. So that was part of the reason | told
them.
Courtney commented, “once | found out my girlfriend was a cutter herself, itinsde
much easier to tell her”. However, shared understanding did not necessarilyhedkeision

to disclose easy. Losingmyself admitted, “if my friend was not in such a devistouldn't
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have said anything,” and Casey confessed that “I really only told thenufied¢hey told me
first. Even when they told me, it took a lot of convincing myself to tell them too.” No matter
what prompted the decision, disclosure remained difficult for many participentise words of
P. N., “it is certainly a taboo subject”.
Reasons Against Disclosure

Participants gave multiple reasons for choosing not to disclose their Slrrassnaent or
shame, fear of judgment, not feeling comfortable disclosing, prior negapeeience, and
concern for how their disclosure would affect others. Almost all participamsfieé
embarrassment and/or shame as deterrents to disclosure. As Greylin pahitpHe were to
find out that | self-injured . . . 1 would feel very embarrassed and ashamedthaFoeason,
several participants commented that they would feel “uncomfortable” oky{adout
disclosing, especially if their SI was in the distant past. Severalipartis admitted that having
engaged in SI made them feel “stupid” or “foolish”. Bella felt that heva®l private and “not
their business”. Alison summed up the general feeling among participantg) gtati S| “isn’t
something you're proud of”.

In addition to the self-induced shame, participants often dreaded the judgmeher®f ot
As Seppie explained, “if | was going to be judged, | didn't want to discloseirié¥ about
being seen as “crazy” or “insane” as well as “what people will think ofwee& common
among participants. In high school, Casey and her best friend, both PSI, kept teereSiream
other students because “we didn't know that others did it too and worried that other people in
school would judge us or think we were freaks”. KM avoided disclosing to others because she
“feared they would see it as a shameful, stupid thing to do”. Rose noted that disclagure m

have changed how others perceived her, because “when you say . . .‘Oh, | cut mysbHt’ . . .
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leads into the whole, you know, other thing, and it's just- then people might view mertiffer
. and then they wonder, “oh you still cut yourself?’ and ‘What's this?,” you know- ‘that’s
gross™. P. S. expressed a similar thought, explaining that:

When someone finds out that . . . you have self harmed they make instant judgements

[sic] about you. if it's a stranger on the sidewalk you[r] daily life isn't affestech as

long as yourgic] able to brush off the glances however, if your co-workers know that

you actively Sl or your friends or school or boss adaf jof dangers start to occursig].
Courtney confided that she felt it was “actually a positive thing that | declode to people out
of my circle--my co-workers or boss—[because] if they knew I'd worry rabogit what | think
of me” which in turn may lead her to engage in Sl.

Many participants commented on how misunderstood Sl is, and how people often have
inaccurate assumptions about PSI. Casey commented, “I just think most people don't
understand. They think we're all crazy, or have been abused, or are violent”. Apsessed a
similar thought, saying:

People don’t understand why you do it. It's like, ‘why would you do something like

that? ... if you're going to try to kill yourself, why didn’t you slice yauist

differently’ or something like that. And you're really not trying to kill yalfs They

don’t understand that . . . they just don’t understand.

Even people participants viewed as generally non-judgmental may reactelgdatSI. As Sol
explained:

Some of my friends, um, who . . . who are really open-minded on a lot of things at times

are not open-minded when it comes to like, um, like, sort of emotional or like, mental
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hardships kind of stuff, so they’re not very sensitive to those things. And so, to them it's

more like, ‘Well, you're just not trying hard enough’.

Others’ ignorance about Sl and the potential for judgment and stigma causetsetienpants
to cite the fear of being “outcast” as an additional reason against disclosure.

Though many participants were concerned about the potential social and emotional
ramifications of disclosure, others cited pragmatic reasons for their nlmsdisc Courtney
remarked that if her boss found out about her Sl, “I'd be worried he would think | was a nutcase
and let me go”. P. T. felt that “any situation where it Importsia} fo be seen as normal or
competitent $ic] or professional would be the kiss of death to disclosure”. P. S. agreed,
explaining how she was currently out of work and looking for a job and would concealiiser sca
during interviews because she is:

Very fearful of people in power over me finding out . . . you are always aware that if

someone knows about this they can forget everything they already know about you and

everything you are telling them and all the see is an unstable human beirgonlot fin

a workplace or possibly in a relationship. if you decide to disclose it can sometime

make people afraid of you. which is dangerous in a work setting because theg can f

you or decide wethesic] to hire you or not on that small detail.

Sol described how “the idea of sharing this would be for me to, like, be able to either hdfp myse
or have somebody help me, so if they’re not going to be able to do either of those things, wh
would I even . . . you know, go through the trouble of telling them”. In one case, she chose not
to disclose to another person who engaged in Sl because “I didn’t feel like it waleld her

either, if | was like, ‘Oh yeah, I'm doing this too’.so | never told her about it”.
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Past experiences also influenced several participants’ willingnessclose. Greylin
confided that her mother, who had been diagnosed with a mental illness:

Would shame me and humiliate me whenever | would become ill or injured as a child . . .

tell me that | was stupid or clumsy or thoughtless, and make me feel guittgusing

her extra work. If | received a wound that needed stitching, she would tell nhevtmat

ugly, that the scar was ugly and made me unattractive.

Casey had a more recent experience that made her reluctant to disclugé. sthool, her
decision to disclose “backfired when I told my aunt. | think it was [because] of how she
responded that | hesitated to tell other people.” Casey and Greylin’s prioveeggieriences
suggest that even one negative experience with disclosure may hinder fstiosude. In sum,
participants’ restriction of disclosure to those whom they perceived asdrtispvand
understanding emerges as a protective strategy for minimizing the risk invol¢sdlosure
that may also serve to decrease PSI's shame about their SI.

Many participants also avoided disclosure for reasons related to the posegagls) of
disclosure. Rose portrayed her mother as “just a really ‘don’t ask, don't tell’ kpetsdn. She
doesn’t want, you know, her life to be more complicated than it needs to be . .. she didn’t want
to ask questions, it was just she turned a blind eye.” Nicole described how:

My mother only wants to talk about pleasant things, even if it's not true, you know- you

can wrap it in a pretty piece of paper and put a bow on it- that's what she waris to tal

about ... There might be a bomb inside, but she would just look at the paper and the bow.
Perhaps not surprisingly, neither felt comfortable disclosing to their mother
Several participants chose not to disclose out of concern for the other person and concern

about how disclosure may affect the TOD. Losingmyself avoided disclosingdectdnave
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never wanted to do serious harm to myself and don't want anyone to worry about me”. Sol

added that if she told someone about her Sl, “they’ll always be worried about ie’llTdeeno

way to, like, ever take that out of their mind again.” She also was concerned c¢leigigsmay

negatively affect someone else because:
Maybe that person might not be able to handle it . . . maybe they're just not readg, mayb
they're not at a point in their life where they can handle something like that, yQwz
know, that is also . . . not a burden, but it's something heavy to take on, just to even know
about something . . . it may reduce them to feeling really helpless. And their rélgtions
with me as like a friend or a family member, and either not being able to help me or not
having been there, or maybe they should have known something.

Courtney also considered how her disclosure may affect someone else, explaalmgys

worry about telling my girlfriend [because] she is still a self injurer @eals with her own

issues”. Overall, participants reported a number of considerations that ieffiuedr

willingness to disclose and thus reported varying degrees of disclosure.

Types of Disclosure
Several different categories of disclosure emerged across thesanginterviews:
nondisclosure, involuntary disclosure, and voluntary disclosure. Voluntary disclosure was
further divided into full, selective, and/or delayed disclosure.
Nondisclosure
Nondisclosure applied to cases or instances in which participants chose notltthesvea
Sl to others, or lied about it when asked. Two participants (Alison and Greylin) had never

voluntarily disclosed their Sl to anyone prior to their participation in this st@tger
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participants had disclosed to a select few but as Courtney explained, “typicaibt

intentionally disclose”. KM stated that her Sl “is not something | broadecdstl the need to

tell everyone”. P. N. agreed, remarking that she “keeps it private” becadse't‘think it's
something that needs to be shared”. Casey also shared how she “[doesn'tpivahpadple to
know. | make efforts to hide it. | hide all my scars and try to get rid of theimdifierent
creams”. Sol explained that, though she may talk to people about her life and her “bad days,”
she wouldn’t often disclose her Sl to them because keeping her SI private wés fadsit
comfortable, it's just that way,” adding, “l don't bring it up for sure. Um, jushbse. . . like,
there’s not really a time or place for it.” KM expressed a similar thoeghtmenting, “mostly

it has not come up as a concern”. Sol's and KM’s comments suggest that perhaps they may
more likely to disclose in the right conditions: if, for example, someone elseéhbrbte

subject in a private, relaxed setting.

Concealing and covering up Sl.Nondisclosure also occurred when a participant hid or
lied about her SI. Eleven participants admitted that they made a conscioueftorteal scars
and injuries. Many of them dressed in ways that would hide their SI. Seppie caurient
didn't want anyone to know when it was going on. | kept my body covered.” Greyledagre
explaining, “I made a conscious decision to conceal my self-injuries. They wesenall and in
places covered by clothing.” Jenny, whose scars were on her wrist and legbeddsow:

| do make a conscious effort to conceal it . . . | wear a watch around people that | don't

want to know. | am constantly adjusting it to make sure it's covering most of thke sca

. | can't wear shorts or short skirts. It's kind of awkward to go swimming taadeec
the scars on my legs are pretty obvious and | can't wear a watch in the water

Rose discussed how clothing affected her Sl, explaining:
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It was really in the wintertime anyway when | did so you could never segitay. |
remember [a friend] telling me something like, ‘you need to stop, becausego@igeon
spring break soon, you're gonna be wearing a bathing suit,” and then it kind of occurred
to me | should probably stop, because . . . spring was coming, and | didn’t want people to
see- | didn’t want to be one of those girls that had to, like, hide her cuts. | guess |
eventually stopped doing it for reasons like that.

Alison, who frequently dressed to conceal her scars, said of Sl:
You wish you hadn’t done it, but the scars are still there. And you know, it's pretty
difficult when you have to be somewhere and it’s really hot out . . . You get the
guestions, and you get the stares.

Casey was concerned about other people seeing her scars, and reported tlatell ohy scars

with clothing and spend a lot of money on creasig pnd oils to try and make them less

obvious to people”. P. E. also concealed her S| by wearing long sleeved shirts. FaiSeexpl

how:
After i had stopped [self-injuring] i got a job later and because i was workinganext
ovens all day long sleeves weren't an option . . . i had already taken measures during the
interview and whenever [my boss] was around me to hide any scars bestcjaseds
worried she would fire me . . . after wearing long sleeves every singl®déyéars on
end i finally became comfortable enough to start wearing t-shirts andualrgénk top
and short [sleeve] or sleeveless shirts.

These comments suggest that participants often chose to wear or not veeaictetes based

on how comfortable they were with other people seeing their scars.
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Lying about SI. Despite their efforts to conceal scars and injuries, participantsadigner
were not entirely successful in avoiding questions about “what happened”. Of the 12
participants who reported having noticeable scars, all but one stated thatdlmehaasked
about a scar or injury and lied about how they got it. Jenny, the only participant who had not
been asked directly about her scars, believed people did not ask because they assumed wha
happened, saying, “I think from the number of scars it's pretty easy to telldbait on
purpose”. When asked about their scars, participants utilized a variety of avoidateggest to
avoid explaining their self-inflicted injuries, including feigning ignorafibwing it off,” and
making an excuse. Losingmyself and P. N. both reported having told someone they “didn’t
know” or “didn’t remember” when asked about an injury. Sol tried to “blow it off [and] ntake i
so that whatever I'm blowing off really isn’t important so you don’t have to pag to it kind
of thing”. Alison took a similar approach, saying “Well, I'm not going to $agdk a knife and
cut myself all up because | was depressed,” and I'm going to blow it qfficidy as possible . .
. and keep a smile on my face and act normal”. Sol explained the different ways she woul
“blow it off,” explaining:
| was very nonchalant about it . . . | also used humor and storytelling also to kind of pull
it off, because the more | engage with them on it, the less that they seem to beetbncer
about it, ‘cuz like, why would | engage with you on something that I'm cleakly, li
trying to hide?
In other cases, she would:
Try to bring the attention to me in . . . a different way. So instead of attention on my

injury, attention on me as like a clown and like, ‘l remember this happened’ and like,
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engage them that way and we laugh about . . . whatever. So, | do that, | guessetl redir
the conversation.
Most participants avoided questions by making an excuse for the injury. Courtney, who
had a noticeable scar on her arm, reported, “I tell people, when they ask, thathysetft
taking something out of the oven”. P. S. admitted that, when asked, she would:
Always lie in a sarcastic way to let them know to back off. like ‘oh i waskatibwith a
cheese grater’ . .. ionly use those responses for my arms besidasefe is nothing i
could say to explain it away and all i can do is make a snarky response to get ttegm to s
asking questions . . . with small more isolated [injuries] i explain them awnagcakents
or animal attacks or warning to not cook on a stove when gagisp tired becausesic|
it might result in injury.
Rose commented that once “my dad saw it, but I told him it was, like, the creasgbed m
sheets, ‘cuz | had just woken up”. KLH would “usually tell them a story | made up . . heggnd t
seem to believe me”. Sol also made up stories, such as when she told people, “Oh yeanh, | fel
“this bug-" or “we were like, playing sports and | collided with that guy ist’fir Alison and
Courtney would sometimes claim, “the cat scratched me”. Rose was sosasikeel about a
scar on her shoulder and admitted that “because it's on my shoulder, | just sayHikiehad a
pet rabbit and she scratched me’. .. But | did have a pet rabbit, and she’s just- she used t
scratch me a lot, so | don'’t really feel like I'm lying (sheepish cha)cklAnn, who was more
averse to lying about the cause of her injuries, explained how she:
Consciously hurt myself in multiple ways to keep people from guessing tlthséld
injure. | wasn't actually lying when | said that | spilled hot tea on mydait my hand

in the door, hit my thumb with a hammer, burnt my hand on the stove, or broke my toe
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when a bowling ball fell on it. | did not want to have to lie, so | devised ways of injuring

myself where | did not have to.

These comments suggest how stigmatized Sl really is, as well as haawti@ppants were
willing to go to conceal their SI from others.

Participants cited several reasons for concealing or lying about theMiSon
commented that, when asked about Sl, lying is “just the easiest way to gettoukred some
people believe it, and go on their own way and don’t ask more questions.” Losingrgysetf,a
commenting, “I lied . . . because it was the easy way out”. KLH explained thatéken |
would lie was because the stigma attached to injuring yourself brings suatea Bametimes
and sometimes harsh words/actions from others. Plus, it was easier thanrexplaghi
answering, "Why would you do something like that? That's dumb.” Jenny too citiedit v
judgment as a reason for nondisclosure, saying “l just don't want people to judgetmé for i
already judge myself enough, and have to see the scars evesigiayH. S. lied because she
“did not want the looks of sympathy or the interventions that i knew would come along with
anyone finding about such a harmful thing i was doing to myself’. She also liatsbegau
either don't want the person to know becuasg® you don't know them that well yourself and it
is such a personal topic, or yosid just scared of what could happen if they find out”. P. E.
also was concerned about the potential consequences of disclosure, remarkingkfodon’
what | would do/ what would happen if they found out. It would be an incredibly uncomfortable
situation”. Courtney commented that she lied about her Sl “because | fed ichke about it.
People are not understanding.” Seppie took a slightly different approach to quesyiogs, sa
“about my scars, unless it was inappropriate | have always toldsighedrsion of truth. About

wounds, no never . .. | had great stories about them though.” Casey confessed, “I've édt out li
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about it a couple of times . . . | guess that means | am still ashamed and afréne ol
react.” Thus, the reasons participants gave for lying about their S| ecleatioas given for
nondisclosure: shame, fear, the possibility of judgment, not wanting to bring it up, and others’
lack of understanding.
Involuntary Disclosure

Involuntary disclosure occurred when a participant’s S| was discovereatbthea
person without them intending to reveal it.

Being Caught. Several participants had been “caught” engaging in Sl or, as KLH put it,
“they would find evidence of it”. Alison, for example, reported how “my daughter canght
with a knife . . . blood everywhere,” and Nicole described her last incident of Sjremglhow
her husband had “come home, and . . . [there] was so much blood in the, um, tub, | got up out of
it and thought | was gonna be sick . . . He cleaned it up, 'cuz I- | couldn’t look at it.'tn€pur
revealed that sometimes someone else would “see me do it”. These graphioscenes
involuntary disclosure were likely highly traumatic for the person who was “found odtha
person who discovered the other’s SI. Other instances of involuntary disclosure, though perhaps
less dramatic, were also deeply troubling for all involved. P. S. described howatentp
found out throughtdic] finding razor blades i had kept in my room,” and how “my school did
find out” as well. Many participants had experiences in which their S| wasvdisd when
others noticed a scar or injury: as Seppie said of her experiences with dis¢iossteof the
time people see my scars,” and Jenny explained how “my Mom found out that | Sihelsaws
the cuts on my legs”. Finally, Casey related an upsetting incident in whichwarker found

out recently, but not [because] | told her. She overheard a conversation | was having.”
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However, P. S. suggested that involuntary disclosure is not always such a negative
experience, explaining how people sometimes “[do] a double take on my arms ositfheyep
linger long enough that i know they have noticed [my scars]. However, she raaggdme ask
about her scars, and “on the rare occasions i do it is always a fellow Sl'er lookamgpéatovith
me”.

Being outed. Outing was another form of involuntary disclosure, in which one person
disclosed someone else’s Sl to a third person without permission. Six particiepyge(
Casey, KM, Jenny, P. N., and P. S) reported being outed, and all described itibka terr
experience. P. N. “showed my therapist who reported it to my parents. | was ahgywére
angry. It was terribly embarrassing for me and | definitely fie#t there was a stigma engulfed
by a complete lack of understanding.” KM described similar feelingsttrepdow her mother
mother “discovered it by seeing it on my body. She told my father about it. Shemwamngry.
| felt shame, confusion, and hurt. | felt frustration that I couldn't make herstiade that |
wasn't trying to commit suicide.” Jenny’s experience paralleled KiW¥s mother told her father
after noticing the scars on her legs. When her brothers somehow learned of theySI
managed to berate me about it and it made me feel terrible”. P. S. related how:

My parents found out throughgif] finding razor blades i had kept in my room. they

were very upset and immediately insisted i see a counselor and start tredtapgds. |

felt very ashamed and guilty that i was upsetting them so much.
Seppie shared how:

My parents, when they first learned of my Sl [told a] lot of therg friends so they

could ‘pray for me’. This was disclosure Isld did not want and in a way made me feel

ashamed of my Sl inawagif] | never did when | self disclose.
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Casey shared her experience with being outed, saying:
Toward the end of high school, | told my aunt. | thought I could trust her and she was
worried about me . . . She told my mother, though | asked her repeatedly not to. She
wanted me to get help, which | now appreciate. At the time, | felt betrayed, angr
embarrassed and ugly.
P. S also related a second experience with being outed: she was the only patticgaort
being outed to someone other than a family member. As a younger student, though she was
careful to conceal her scars at school, somehow:
My school did find out and the thsi§] administration there was shocked and outraged at
my behavior and kicked me out. ifeel very hurt and that event made me feel even more
ashamed of myself and stronger in my belgif]|[that i was a freak and if anyone found
out it would either result in them running away from me and forcing me to go soneewher
to get 'fixed'.
These painful experiences suggest that any unintentional disclosure of Slys deepl
upsetting for everyone involved. These participants’ stories suggest théastasome
instances, people outing PSI do so out of a sincere desire to help, like Casey’s a@ponted r
Casey’s Sl because she “wanted [her] to get help”. The reactions of the peoptanied |
secondhand about another’s Sl - anger, sadness, rejection, ridicule, reaching out forothers
help- underscore the public’s lack of understanding of SI and how to respond to a disclosure of
Sl in an effective, supportive and respectful manner. Finally, participantg'sstdrbeing outed
illustrate the potential negative effects of unintended disclosure- ieckeaame, loss of trust in

the person who outed them, and feelings of anger, hurt, isolation, and betrayal, all of afnich m
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damage relationships and reduce the available sources of social support andnddgi3i
so desperately need.

Experiences with involuntary disclosure were common among participants, with a
majority (14) reporting at least one instance of involuntary disclosure. Whieé¢hieicident is as
dramatic as Nicole and Alison’s Sl scenes or as seemingly innocuous ass@agelyeard
conversation, involuntary disclosure can always be viewed as a potentiallyticavioiation of
a person’s autonomy in deciding whether to disclose.

Voluntary Disclosure

The majority of instances of disclosure reported by participants were volurtaoyher
words, participants made a conscious decision to disclose their SI. Voluntangutisatould be
full, selective, and/or delayed disclosure.

Full disclosure. Full disclosure occurred when a participant made no effort to conceal
her SI from others, and actually made a point of talking about it. Full disclosure Wweagshe
common type of disclosure in this study, reported by only one participant (Ann). Anmegpla
her reasons for speaking so openly about her Sl, saying:

As a nurse, | also think it is part of my professional responsibility to inform @adyolut

illnesses they may not be aware of or may misunderstand. | make it a point to téyk ope

about it because | think it is really misunderstood.
Ann also stated that “so many people know about it now because | make a point tantell the
For example, during a class discussion on Borderline Personality Disordegrssgommented
that s/he did not understand how people could purposely hurt themselves, and Ann took the

opportunity to explain and share her experience.
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Selective disclosure.Other participants were more reticent, engaging in selective
disclosure-, as they disclosed their Sl to certain people while concealioi ibthers. Selective
disclosure was the most common form of disclosure in this study, practiced by &418f th
participants. Many participants made comments identifying people who were @fwheir Sl
and people who were not. P. T., for example, commented, “my older child knows but my
younger child does not”. Rose remarked, “really the only people | flat-out toérnme
friends”. KM had “disclosed it to a few close friends and family (spouse)i aslalt. Nicole
and P. N. also both reported having disclosed to their husband. Courtney reported that “I
typically do not intentionally disclose but when | do it is to my best friend or tdhargpist”.

For P. S., “my biggest fear is rejection so i am very careful about who i talk to myigfa$t

about . . . irarely tell anyone out and out what the scars are from.” All ofdbeseents

suggest PSI may be significantly more likely disclose to the people doghsim, including

family members, close friends, a spouse or significant other. Jenny comnhentéithey

were just close enough to care but not much closer | didn't want to tell themebkfzldike

that's when someone is most judgmental”. As Sol said of the people to whom she had not
disclosed, “there’s just, | guess, like, different forms of levels of oglghips, friendships,
whatever, so . .. And these particular ones, there’s no need for me to go to that point or reall
bring it up.”

Delayed disclosure.An emergent sub-category of voluntary disclosure was delayed
disclosure. Delayed disclosure occurred when a long time lapse occurredbstwaed the
time when PSI first disclosed it: five participants described incidentdafetedisclosure. P. T.
admitted, “it was 25 years before | could even name what | felt and tell mynlistiseppie

described a similar experience, saying, “In the beginning | didn't know what to sand felt
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uncomfortable. But the further away from Sl | get the more matter of fdmdbme about it.”
P. S. also “told friends later on in life”. Thus, a participant’s distance from heasStelated to
the amount of shame she felt about it, so that shame tended to lessen with time. As KM
explained:
| don't remember the exact time | first disclosed my Sl intentisit]. However, | do
know it was many years after the fact. | held onto residual shame aboud itdoy long
time. | probably did not let that go and come to terms with it for 15-20 years . .. [and] |
was reluctant to disclose [my Sl] until it was in the very distant past and bhaslto
terms with it myself. After coming to terms with [my Sl], | have no probldmiting to
it. Before then, it was sort of a ‘shameful secret’ from my childhood thatlyrair ever,
admitted to.
Because participants’ shame and the need to “come to terms” with their & tisfdosing it
often hinders disclosure, these comments may help to explain why it is not uncommoitdor PS
engage in Sl for an average of 10 years before receiving treatment. d\d thiehé goes,

admitting you have a problem is the first step in seeking help.

Reactions to Disclosure
Other People’s Reactions
People to whom participants disclosed had various reactions to the disclosure; seme we
positive, some were not. Two participants reported that those to whom they didots&d t
did not react strongly to the news. P. E. stated that “my friends didn’t have a particula
reaction,” either positive or negative. P. S.’s coworkers noticed her scaragitmutaddressed it

directly or brought it up . . . [they] never made me feel uncomfortable.” Her &bseé point
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directly asked me” about her scars, but did so mostly out of “couriesgtyfigr why i
participated in such an extreme behavior”.

Ten participants reported at least one positive reaction to their disclosure.o3the m
common positive reactions participants experienced were compassion, sympathstandaey,
concern, and support. P. S. stated simply, “when i have told friends later on in lifeushalig
had a positive experience”. Three participants reported that others wermedrfoe them.
Nicole’s friends “all wanted me to get- get better, | know that, they ailtedame to get better

. they would discourage me from that type of behavior,” and KLH remarked that others
reactions were “mostly shown by fear/worry for my safety”. Casmgther, when she found
out about her daughter’s Sl from someone else, “was really worried | had bksstet or
something [because she read somewhere that] a lot of people who cut have beten assala
her over and over that | wasn't.”

A majority of participants reported that others were supportive and nonjudgmental,
reacting to the disclosure with understanding, sympathy, and compassion. Nicdleedesne
friend as having “had nothing but compassion for me” and another “hasn’t judgederg eit
adding that she believes her disclosure to two other friends helped make theawa@aref S,
and “I think they knew | was in pain and | was crying out, you know?” Jenny’s frienslVerg
supportive. It made me feel like | could talk to her.” P. N. commented that her husbded reac
to her disclosure with “compassion and understanding”. Bella’s friends were also
“compassionate”. KM reported that “the reactions to [my] adult admissions haeealjg been
sympathy and understanding, often with surprise . . . [My Sl] was the actooooffused, hurt
child and I think most people understand that. So, if anything, they feel sympathy and

understanding for me.” Losingmyself's disclosure also came as assutpisomeone. After her
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friend admitted to S, she disclosed her SI, and “they were shocked and we getbe itb

Casey’s mother, after learning about Casey’s S| from someone else,dturddrstand. She

read up on self injury online and bought a book to read.”
Ann described how “years ago as part of my recovery process, | began to tell people . . .

Some just hugged me and told me that they loved me.” She also discussed a timéosied disc

to her classmates and professor and how:
Some of the students talked with me about it more after class. The profeddwr sai
appreciated my frankness and candor and was glad that | had received the éadull ne
After the class ended, one of the students in that class also approached me anebiconfess
to self-injuring. | was one of the few people she had told.

P. S. related her experience disclosing to a close friend, and how her friend:
Was very calm about it and tried to help my not by constantly pestering/forgimgon
treatment but by trying to [be] there to talk if i needed to and she supplied [rhe]rwit
medical bandages and things i needed but couldn't get openly . . . she was a great help
and . . . is one of the major reasons i stopped [self-injuring].

Sol also reported that the people she told were supportive and nonjudgmental, saying:
| think most of them were just, like, trying to understand what | meant, and toying t
understand the severity of how | was feeling . . . once they understood that . . . they'd be
like, ‘Okay, well, how does that . . . why does that happen?’. .. and just seeing if | even
wanted to talk about it . . . but yeah, they're pretty supportive, they're like, tryingip
me understand.

She also talked about her disclosure to one person in particular, describing Iem e=act
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You know, she just wanted to make sure | was okay and then she’s like, ‘Well, |
understand. Like, | getit. Like, you just needed to do this to be like, okay, well,
everything else is going crazy but | have power over this one thing, and hg gaiake
advantage of it’. . . And it wasn't like she was encouraging it, it was just rkerél Iget
what happened, like, and I'm glad you're talking to me about it’. . . And, like, her
empathizing that strongly with it really, like, helped me to like, calm down imehens

... itwasn't like | had to explain the whole thing, kind of thing, you know? She just

knew.

Not all participants had others respond to their disclosure in such a nonjudgmental,
affirming manner. Alison (who had never voluntarily disclosed) commented, ‘$hagen
friends in the past that demonized later on” after somehow learning of her Sishrezl how,
when she was a younger student, other students “made fun of me and it was avegutar.e
. hear 'hey why don't you just kill yourself already' or something of it Casey’s aunt also
“didn't respond well. She didn't understand. She asked me 'what is wrong with you?' and
wondered how someone so beautiful could make themsehekadly. She cried.” Jenny’s
parents “were very upset. They didn't understand why | was doing that td.mi&se\.’s
family, unlike her husband, reacted to her disclosure “with anger and not understafdiggs
boyfriend, after she disclosed to him, “cried and said that he had lost respect for.18e”. P
reported that she has “had people stop talking to me because of [my Sl] or avoidifiieye
catch sight of my scars”. She offered her interpretation of their reactiong Sagme people as
soon as they find out treat you like a rabid animal as if at any moment you nagktdose of

your composure and attack either yourself or them, and it frightens them”. f@nthgt she
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might have been discriminated against because of her Sl, remarkingtthak‘someone saw
my scars during a job interview and | definitely didn't get that job, so yeah”.

Ann and Nicole also reported negative responses to their disclosure, both from their
husbands. Nicole described her husband’s response to times he would “come home and find out
I'd cut,” saying:

[He] would be very upset with me. He would forgive me, but in the moment it was

occurring . . . he felt sad. He would, you know, be in one roomand | ... would be in

another room, and | would- | would feel real bad.

Ann described the only negative effect of her disclosure, commenting:
For a short time, | think that it may have hurt my husband, largely because he
blamed himself and did not like the thought of me in pain. He thought it was all
his fault that | was unhappy. | know he feels guilty about it and about not ever
having realized that | was doing it. When I first told him, | think it caused a rif
between us.

PSI's Reactions

Twelve participants reported diverse reactions to and feelings about sodasdre. In
addition to the six participants who shared their overwhelmingly negatpezierces with
involuntary disclosure (see “Involuntary Disclosure”), Courtney also reparéditid negatively
when she disclosed her incidents of SI, explaining that when she discloses to soosote cl
her, “I always feel guilty and worry that they will be mad at me”. P. Eitsebhthat she was
“apathetic” about her decision to disclose to her friends after they showetehitk®on to the

news, though it “hurt me a lot” when her boyfriend reacted negatively to hevsiisel
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Four other participants reported that they felt positively about their disclodare
stated that “deciding to be open about my struggles with self-injury is one bfrige t am
most proud of”. Rose “was a little nervous, but | — | guess | felt better,Jamay said of her
decision to disclose, “I was very nervous about how they would react but it turned out okay”.
P. S. felt “intense relief that there was someone i did not have to hide around &nyBsdice
reported that after her disclosure, she felt “less lonely”.

Several participants had mixed feelings about their disclosure. Losingneysarked,
“I felt better after the fact knowing | wasn't alone . . . | felt guitr saying something but |
know it was for the better.” P. E. stated, “| feel fine” about her initial deti® disclose and
that “my only regret is that | have to confess every time | do it now, and uoyfriend in the
process”. Both Seppie’s and KLH’s feelings about disclosure varied aggdodihe recipient
of the disclosure. KLH commented, “depending on who it was, | was either ashamsgdspa
or felt like | could show someone (boyfriend for example) a bit of my ‘darker sid&eppie
reported that:

| told my mentor, because | needed him to know how much I'd been hurting. | felt fine

about it. |1told my parents because | was afraid | might kill my mysielfby accident,

and | felt a lotof §ic] shame. Now, that it has been years since | S'ED AWsigh |
disclose it is for the purpose of helping others. And | feel empowered by Wwinae |
over come $id|.
KM expressed similar feelings, explaining that she had disclosed to a feve ptagd to her as
an adult “because | no longer feel shame about it. | understand it as a mal-angptige
mech[an]ism of a young child trying to deal with overwhelming difficaliyjome.” These

responses suggest that a person’s feelings about (voluntary) disclosureinfhyebeed in part
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by their reasons for disclosing, as the trust implied in feeling able to “sbmgone . . . a bit of
your darker side,” understanding, validation, connection, and a sense of empowermieat resul

in more positive feelings about disclosure.

Disclosure Timelines

As we have seen, reactions to a disclosure of SI- one’s own as well as thosesef other
may have a significant impact. Both Casey and Greylin suggested (direicttirectly) that
experiences in which they were judged, blamed, criticized, or felt thstritr another had been
betrayed discouraged them from future disclosure. The inverse also may. legpereences in
which others react to a disclosure of SI with compassion and understanding magitieeas
likelihood of future disclosure. Participants’ experiences support this thedrienAdf the
participants who cited positive reactions to their disclosure had disclose@astad few people;
neither of the participants who had never voluntarily disclosed cited a positivéeexpewnith
disclosure; and Ann, the only participant to disclose fully, reported overwheinpasitive
reactions to her disclosure. Also notable was the fact that five of the parsdjpanty, Casey,
P.N., KM, and P. S.) reporting a positive experience with disclosure also reportgd a ver
negative experience in which they were outed. The following timelines (FijuPesnd 3)
illustrate the chronological order of Casey’s, KM’s, and P. N.’s disclosureierpes discussed
as being either positive or negative experiences. Disclosure tim@m#snny and P. S. are not
included because, though both reported positive as well as negative experiemcksclasure,

they did not specify the order in which these experiences occurred.
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Figure 1. A summativerheline of positive and negative reacticto P. N.’s disclosul

Therapist: - Husband: +

Parents (Involuntary): -

Note: dots represent instances of disclosure teetimamed (with the most recent to the far ri
and space between dots represents the passageeoffthe spaces between dots areo scale
and provide only an approximation of the lengthimie that passed between these experie
with disclosure. A (+) indicates a positive expere; a-), a hegative experien.

P. N.’s timeline represents all the people whomrsiperted aseing aware of her S
Because she commented that her disclosure wagdtedl by her “ability to trust someon
compassionate understanding,” we can surmise #rdirbt disclosure was most likely becau
she trusted the therapist and felt safe dsing. When the therapist reacted negatively alud
her parents, she found the situation “terribly errdssing”. It was not until years later that :
confided to her husband about her Sl, and then afitdy initially lying to him when he asked r
about a scar “because that's what | do when | thavkenne will judge the answer”. H

experiences support the idea that prior negatiaeti@ns can significanthimit or delay

disclosure of Sl.
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Figure 2. Asummative timeline of positive d negative reactiort® KM’s disclosurt

Mom Online forum

(Involuntary): - members:+

Husband &
close friends: +

Note: dots represent instances of disclosure teetimamed (with the most recent to the far ri
and space between dots represents the passagesoffthe spaces between dots are not to

and provide onlyan approximation of the length of time that padsetstveen these experienc
with disclosure. A (+) indicates a positive expeage; a-), a negative experienc

KM'’s first experience also was both involuntary arejative. Her mother’s negati
readion contributed to her “residual shame,” whichéaisfor over 15 years before she cam
see her Sl as a coping mechanism to help her ddatfaverwhelming difficulty at home”.
After coming to terms with her Sl, she eventualgctbsed to her husbd and a few clos
friends, all of whom reacted with sympathy and ustéending. Later, she also disclosel
several members of online discussion forums slypiéeted: they reacted similarly. It
plausible that her first negative experience ardrtsulting shame she felt contributed to
delayed disclosure, and that the supportive reastio her later disclosure and her decre:

shame increased her willingness to disclose toreth
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Figure 3. Asummative timeline of positive and negative readitoCasey’s disclosu

Best Friend (also Mother
PSI): + {involuntary): +
Aunt: 0

Note: dots represent instances of disclosure teetimamed (with the most recent to the far ri
and space between dots represents the passageeoffthe spaces between dots are not to
and provide only an approximation of the lengthimie tha passed between these experiel
with disclosure. A (+) indicates a positive expeage; a-), a negative experienc

Casey’s first disclosure was to her best friendp &lso engaged in SI. Her frienc
reaction was supportive. Casey later dised to her aunt, who reacted negatively and
Casey’s mother, who in turn was supportive. Lal&sey disclosed to her classmate Ann i
Ann disclosed her Sl to the class. Ann also wapasrtiive. Casey’s experiences also sug
that other PSI ammore likely to be TOD, as they are thus more likely to be understandimd
less likely to react negatively. Disclosure isoatsore likely to occur when tITOD is
perceived as trustworthy and nonjudgmental (likeeya aunt). It is possible thaasey'’s first
positive disclosure experience increased her wliess to disclose to her aunt. Her au
reaction likely made her more hesitant to disciagelly, but her mother’s supportive reacti
(the only person who found out secondhand abcmeone’s SI who did not react negative

may have increased her willingness to disclosese@alby after Ann disclosed her own Sl (whi

suggests she would be less likely to react nedgjiv:
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Long-term Outcomes

Participants reported overwhelmingly positive long-term outcomes ofdiseiosure,
with only five participants (Alison, Casey, Jenny, P. S., and P. E.) reporting one or more
undesirable long-term effects. The most common long-term outcome of discldatee te a
participant’s relationship with someone to whom they had disclosed. Alison describéaéhow
relationship with her daughter was affected by her Sl, explaining:

| think it hurt my daughter and | . . . [My Sl] didn’t just happen once, and | think the last

time, when she saw that . . . her trust factor went down. She, like, was really upset.

Because once it's over for me, it's over, really, and they have to see yheathesto,

like, go through it more.

Alison described her Sl as impulsive and did not dwell on an incident of SI. Her
comment here suggests that it may be more difficult for those closest to PSI tomfowe a
loved one’s incidences of SI. She also felt that her relationship with her boyfrisraffeeted
by his knowledge of her Sl, saying that “it makes it hard to get out of thenslaip, 'cuz . . .

[it] makes it like, ‘oh, he was there for me when | was doing weird stufaked it hard to
obtain a healthy relationship.” P. E. reported that her relationship with her badyivaes
negatively affected by “the aforementioned hurt” she felt after hisinegatction to her
disclosure. Casey’s disclosure also affected her relationships with hendumgl school best
friend, and she grew distant from them over time. She stated that she is “tdgbdd my
aunt anymore. | still feel betrayed.” Of her relationship with her higbdddyest friend, she
remarked:

| don't see her much anymore. | think that is a good thing [because] we made itaworse f

each other . . . I would say it helped my relationship with her in the beginning [because]
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we could talk to one another. Later though, I think it has come between us [because] |

stopped and she didn't.

P. S. sometimes had experiences in which she “disclosed my behavior to others who i
thought were close to me and it has lesid [to] them feeling disgust towards me and the
relationship ending,” although “this has happened rarely”.

Other participants reported less of an effect on their relationships. Twaogzartsc
reported that, though they felt their initial disclosure had not affected thaionships, there
were some people with whom they did not discuss their Sl further. Casey describeek past
Sl

Just became one more thing | don't talk about with my mother. She knows | don't do it

any more $ic], so doesn't see a point in talking about it. | don't tell her | struggle with it a

lot. I don't refer to when | was younger and did it. |1 don't mention my other fudra |

still engages in Sl] to her. | don't want to make her upset and she just wants td forget i

and move on.

Ann agreed, saying of her initial disclosure to her husband, “I think it caused dwiieineus.

Now, it is a non-issue. | wish we could talk about it more, but | don't want to open old wounds,
So to speak. It just reminds him of a painful time in my life and of what he pescasvhis

failings.” In addition, five participants (Greylin, Jenny, KM, P. N., and P. T.) repahat they

felt their disclosure (or nondisclosure) had not affected their relationstsipd said of her
disclosure, “I don't really feel it has had a big effect either way”. IBreyho had previously

never voluntarily disclosed, said, “I do not think my nondisclosure has affected nigrshaghs
either positively or negatively. | suppose | am not a very open or trusting persainteviib. |

never share everything that | am thinking or feeling, ever.” Jennykeohdl don't really think
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it has affected my relationships with others very much. They love me anchaftdotind out
they still loved me.”

Nearly all participants who felt their disclosure had a long-term effagtt(eut of ten)
reported at least one positive long-term outcome related to either a pos$dateaftheir
relationships. KLH commented that her disclosure had affected her relgi®fistustly
positively after a while”. Rose remarked of the people to whom she had disclosedthiing
it just made me closer to them . . . it definitely didn’t hurt me”. Bella expressedlar view,
stating that “disclosure has made me closer to people | care about”. Reesl, agying that for
the people to whom she disclosed, “their knowledge of my past behavior and fealialgys us
strengthens whatever bond is between us already”.

Ann described how her disclosure had benefitted others, saying, “I've been ladlie t
other people who | care about ... For others, my success in overcoming it has served as
motivation and inspiration.” Seppie said of her disclosure, “Sometimes it givesonaection
... like we are both from this darkness”. Losingmyself stated, “I actuallyhié&kevay things
turned out . . . | have a better support system and can appreciate what | went through.”

Aside from effects on their relationships, participants also reported othetelong
outcomes of disclosure. Two participants reported that disclosure contributed tecbeery
from Sl. Alison shared how her boyfriend’s discovery of her Sl led to a turning pointipaesgc
how:

He ended up throwing away my one knife, finally, so . .. really- | think that helped. 1

asked him to throw it away . . . and | watched him throw it away . . . | haven'’t really

thought about it ‘til now . . . It was about 7 months ago. Haven't done it since.

Ann’s disclosure also helped her to overcome Sl
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Six years ago | would have said that the self-injury makes me feetigsecalone,
addicted, weak, and like a failure. Six years ago | was ashamed of it, edsgutt
myself, full of self-pity. Now, | see myself as having suffered frommraranon mental
condition that unfortunately has received a bad reputation. Now, I'm glad for the
experience. It gives me a means of helping other people who do it. It makes me fe
good to educate people and it gives my pain a purpose.
Others, however, did not feel as positively. Four participants commented on thegongoin
potential for involuntary disclosure and the negative effects it had on their lifgonAkiorried
that if people in her town found out, “word would spread that there was something wtbhng wi
me” and others would “talk behind my back”. P. S. felt limited by her past SI andreplai
how she didn’t “think i could ever be in any kind of public attention” because “anything from an
actress to a politician [SI] limits you in some way. you could never hdit]ee[ected job
because people view you as unstable.” She also spoke about how she perceived her scars in
particular as severely limiting, because:
Anything that involves being able to reveal yourself in any way to the puldm, fr
hollywood [sic] to strippers, would be out of the question because of all these ugly scars
you now carry around for the rest of your life. you would be constantly judged and
scrutinized from every angle. it wouldn't work. even proffesiaig] jobs such as bank
managers or ceo's if you want someone to take you seriously as a persaiquralfgs
[sic] you can't let them see.
Jenny also worried about the scars resulting from her past Sl, saying, Wiskwllhad never
started [self-injuring] because I'll never be able to get rid of these doarsan, what am | going

to tell my kids (If | ever have any) when they ask?”
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Though several participants were concerned about the potential long-tens efffec
involuntary disclosure, Nicole took a different perspective on the issue, commenting:

| just don’t worry about it. There’s too many other things in life to focus on rather than

my past, ‘cuz | can’t change it, | only have the present moment to either godamya

you know, go backwards, a- and you know, | hope I'm on the recovery path ... to go

forward in life. Let the past stay there, you know, and go forward . .. go forwatfel in i

Experiences with Counseling and Therapy
Disclosure and Nondisclosure in Therapy
Four participants - Greylin, P. E., P. T., and Seppie- never received counseling or
therapy. Among the remaining 14 participants, three reported engaging in faswtescfour
involuntarily disclosed, and six voluntarily disclosed. (Bella did not state whathelisclosure
was voluntary.) Rose saw her therapist for approximately two years, butnsadscious
decision never to disclose her S| because:
| was doing better in the therapy and | didn’t want to bring myself down or makeeher
like, um, like | had fell back, and you know. Because we had made progress and . .. so |
didn’t want to bring it up, you know?
She also commented that it “felt kind of like | was holding something back by maog tell
her, but in the long run | didn’t feel like it affected [my therapy] that bad§6l also had
“talked to counselors about different things,” but not self-injury. Losinglhgis® decided not
to disclose her S| because she “did not want that hanging over my head. You know how it is

always said 'everything said here stays here unless you intend to huelfypusemeone else'?
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Well that pretty much sealed the deal to not say anything,” though she made thate'l didn't
ever want to hurt myself in a suicidal way just did it for some relief”.

Disclosure to a therapist, counselor or other mental health professional was divided
between voluntary (Ann, Courtney, Jenny, Nicole, KLH, P. N, and P. S.) and involuntary
(Alison, Casey, KM, and P. S.) disclosure. Ann confided that she “told my therapigthefte
been seeing her almost a year. Even when I told her, | was nervous. | debatedeefor
months before | decided to.” Courtney stated, “I have often disclosed to my thevapisiise
years and my biggest concerns is that they will be mad at me or think | dicmiytogher
coping skills”. KLH disclosed to her therapists “because | felt’/knew thatilkee there to help
me get better and wouldn't judge me (at least too much!) on what I did”. The hesitdhese
participants to disclose to their therapist suggests how taboo Sl is and houltdiféclosure
can be.

P. S. had sought therapy long after she was no longer engaging in SI and redbrted, “a
the therapists i have seen i have told about my preiwgjsglf harm and they never really
wanted to talk about it,” although she also admitted that “i've never stayed withabt@ng so
that might be the reason”. P.N. also voluntarily disclosed to her therapist, but waarahgr
embarrassed when her therapist then told her parents about her SI. These responses t
voluntary disclosure of SI suggest that, in some cases, even trained mental bézdgiqurals
may feel ill prepared to address Sl and thus either avoid the issue or allow solsedoe e
address such concerns.

Three participants did not voluntarily disclose their Sl to their therapigorA who had
previously received more intensive therapy, explained that she had “ cut mysm@lfjrams . . .

just from being upset, and just finding something to cut myself with . . . [You get caught a
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you get] in trouble . . . And they take away your stuff.” Both Casey and KM reported being
“forced” to seek therapy, and both had their SI disclosed involuntarily. KM explained how:
Because my Sl happened when | was a pre-teen and my mother discovered it, | wa
‘forced’ to seek treatment for it. She drgic] me into therapy. She therapist shopped
until she found one that agreed with her ‘take’ on the situation
Casey had a similar experience- when her mother learned about her Shsistee il
go to therapy, but wouldn't come with me ... My mom told the therapist | was theaegbgl
cut myself and 'needed help.” P. S. did not seek therapy for her SI at fiasiskeat the time
she:
Was deathly afraidsjc] of any theripist §ic] or mental care provider because i was
completely convinced that as soon as they found out what was going on they would lock
me up somewhere and not let me come out until i proved mysgglfd be a normally
[functioning] human being (which at the time i never thought i could be).
However, her parents eventually discovered her Sl and “insisted” she see atlag@pi
psychiatrist, “nietherdic] of which helped becaussi§] i was so closed down at the time”.
Thus Casey, KM, and P. S. did not fondly recall their experiences in therapyy éscttezl both
rapport with their therapist and autonomy within the therapeutic process.
Negative Therapeutic Experiences
Negative experiences with therapy were common among participartssefwho
discussed their experiences in therapy, over half reported at least one negativence. P. S.
described her feelings about her experience as an outpatient in a psybbsgital, stating, “i

just felt like i was another problem of thersg] to be fixed and prodded and expertly
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disassembleds|c]. it was like suffoctatingdic] in a test tube.” Casey described her experience
with her therapist, who specialized in working with adolescent women, saying:
| didn't get a say in it and didn't like the therapist one bit. None of the books on her walls
were about self-injury. She insisted at our first meeting that if | caetfhy must do
other things to hurt myself or other things | shouldn't be doing. She wanted me to get it
all on the table upfront to 'know what were dealing with." | didn't trust her. | képd,g
but mostly sat on the couch with my arms crossed silently. | went for likarsdbgfore |
told my mother | wasn't going to waste nsec] time or her money anymore.
Casey was frustrated by her therapist because:
| just felt she didn't understand and didn't have any experience with people like me. She
treated people with anxiety, depression, [Attention Deficit Disorder], eatiogléis,
those kinds of things. She wanted to fit me into those boxes and was certain that there
must be other ways | hurt myself too. She also thought | was suicidal . . . We adlyer re
talked about [my Sl], we talked around it.
KM’s experience was very similar, and she described it as:
A terrible experience for me. | don't recall my Sl being diredbjrassed -- | mostly
recall the therapist suggesting a slew of oppressive rules and regulatsbogs ty
‘acting out.” 1 don't recall him ever getting at the real problem --ribterand chaotic
home life due to a mentally disordered mother.
Nicole also described aggravation over receiving ineffective treatrftentanisdiagnosis years
earlier:
It wasn’t until | took some tests at the psychiatric hospital that thegeddliwas

borderline [Borderline Personality Disorder], they’'d been giving me the wiyqagof
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therapy for years and years-talk therapy, which made my situation rathee than
better. And it wasn’t until | went on one of the newer medications Zyprexa andtiey t
me off Prolixor- Prolixor didn’t do anything for me, I'm walking the stre¢tsight at
midnight on Prolixor . . . half out of my mind-with the Zyprexa, | was able to findIlinyse
again.
Alison remarked on her prior experiences with clinicians in more intensiegpthgric treatment
programs, saying, “they’re mean. Some of them are mean to you. They- they havgathgy
And they’re treatment specialists. It’s surprising . . . They’re jushriiedenny’s experiences in
more intensive treatment programs were also negative: she describeff'h&stration at her
attempts at Sl and that “I have had some nurses tell me it's reallyunenfiat me to still be
cutting. They say ‘Don't you think that's kind of a teenage thing to be doing?”
Positive Therapeutic Experiences
Fortunately, not all participants’ experiences were so negative. Nicolederigreat
deal of benefit from her experiences in Dialectical Behavior Therapy \Bskill-based
treatment approach created to help people with Borderline Personality DisStaesaid of that
experience:
My life was pretty, uh, pretty painful, my life was, and | used the self-irgutiie, or the
cutting to kind of help the pain. That was the wrong way to go about healing pain, |
realize that now, but . .. 1 didn’t have the coping skills that | needed, and | did gain those
skills through, um, a [DBT program] . . . and that’s what helped me turn my life around,
gave me a different way to think- and it changed my behavior: by thinking different

my behavior changed. Without DBT | would probably still be, you know, doing the same
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old thing, ‘cuz I didn’t know any other way to cope. But DBT gave me another way to
cope.
She also described how her therapist would help her develop effective coping meshanism
saying “whatever | would bring to my counselor . . . she would tell me, ‘what akiiat DBT
skill should you be using? ... She always redirected me to these skills.” Otheisteexizpi
supported her use of alternative coping mechanisms when she disclosed her intid@ents
as she commented, they:
Appeared to me in the moment uh, to be, um, sympathetic. But they would encourage me
not to do that kind of self-injury. They would say ‘well why didn’t you call emergenc
services at CMH?’ . . . ‘what could you have done instead of harming yourself?’ and,
you know, stuff like that.
Alison also reported some more sympathetic reactions to her disclosure, sapmg of
therapists:
Well, they always wanna see [the injury] . . . um, same question-‘did it make you fee
better?’, then they give you the warning- ‘sometimes you could miss antlyabtua
vein and die,” give you the warning signs-which is good, to do it nicely, ‘cuz you can . . .
| think they realize it's more of an outlet. Better than killing yourself.
Jenny’s therapist “responded in a supportive way, but not too supportive. It was like ghe didn
want to make a big deal out of it so that | wouldn't do it just for the attention.” Bplated
that her experiences in therapy were “positive” and that she “did not feabsizgd.” Ann’s
experiences in therapy were perhaps the most positive. After her disclosutbetapist
responded well. She was not judgemertia],[was very understanding, and made me feel

comfortable. | did not feel stigmatized. She even gave me a few books to readsfjidout [
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Ann’s therapist also supported her in disclosing to others and “once calleddifihtepidemic’
and said that | should be very proud of myself for giving it voice.” These commenesstigg
therapists who are nonjudgmental and accept SI matter-of-factly and dak’¢ ‘arbig deal out
of it” were perceived by participants as the most helpful.
Factors Influencing Perceptions of Therapy

Overall, participants suggested a number of factors that may influerneppean of
therapy as either a positive or a negative experience. Participants whiomwedeto seek
therapy rather than choosing to do so, lacked rapport with their therapist, fétieihtiherapist
was unsympathetic, or viewed their therapist as lacking the understandingltodaskdress
their Sl viewed therapy as both negative and ineffective. Participants whosestiserere
knowledgeable about SI, sympathetic and nonjudgmental, and helped participants develop
alternate methods of coping felt positively about their experiences in therapy.
Surrogate Therapists

Interestingly, two participants also shared experiences in which thglgtdwelp and
support through alternate means. | have coined the term “surrogate théoa@fr to these
pseudo-therapeutic relationships. Casey described her relationship with Ang; sayi

| think of her like a mentor. She has helped me more than the therapist ever did. She

gave me some books and website support group information. Wseichéké¢ once a

week for lunch and she has helped me open up a lot. She listens, doggodde and

is the only person | knew at the time who stopped doing it. She was like a sgajser |

like you hear about in AA. When | cut, [I] could call and talk to her and not be judged.

When | wanted to, | could call her and we would do something else to take my mind off
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it. She taught me things to do to occupy my mind. It is [because] of her that tlzaven
in so long. She was a blessing.
P.S. also sought out additional support and resources, explaining how she:
Did my own research online to try to understand what was happening to me and it led me
to some very good sites with non harmful stress redaif fechniques and chat rooms
where Sl'ers could talk to each other, which was very important to me at the tamsdec
i was feeling so alone and cut off from everyone. everyone i met was vegnadicgpen
and non judgementasic]. online it was a good experience.
These comments suggest that some PSI, especially those who feel judgashdenstood by
trained therapists, may benefit from the support of others who can offer nonjudgadentel

and support based on their own personal experiences.

Experiences with Seeking Medical Attention for a Self-Inflicted mjury

The majority of participants-twelve out of eighteen-reported that thepdwaa sought
medical attention for a self-inflicted injury. Several of the participantshaldonever sought
medical attention for a self-inflicted injury offered an explanation: all hatfelt that there was
no need because the injuries were “never that bad”. Only one participant (P. &neskiiiat
she declined to seek medical attention for self-inflicted injuries becauseah&o [ic afraid
to go to an ER tosjic] and have them lock me up somewhere becusagd fvas a danger to
myself”. Of the six who had sought medical attention for a self-inflicted infiwey reported at
least one negative experience, generally a result of feeling thas etber judging or
stigmatizing them. KLH stated, “I always felt stigmatized, and have teatfed stories just so

the doctors wouldn't try to treat me any differently”. Seppie agreed, séyihgias going to be
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judged, I didn't want to disclose. This made me not want to tell doctors becanagd it
judged by them,” adding, “the first time | got stitches for a wound the doctor madEehike a
total idiot and was afraid | was suicidal. Which | wasn't.” Nicole repostmilar feelings,
describing how:
The last time | cut, | had to go the emergency room . . . |- | felt ashamed could feel
the personnel, the uh, nurses and the doctor were lookin’ down on me because of what I'd
done to myself. It wasn’t an injury inflicted by someone else on me-it wasuay, iaj
self-injury, and um, you know, | could tell they were, um, you know, not stigmatizing
but, um . .. It was a- a shaming thing, you know. It was like a very negative bad thing to
do to yourself, you know, for a person to harm themselves, their own flesh, is a very
negative thing.
Courtney also felt stigmatized by medical personnel, reporting:
On two occasions | had to visit the ER for my cuts . . . Then, when it was time to get the
stitches out, | had to go see a friend of the family as to avoid embarrassmaple j@&t
don't understand.
Not all participants felt stigmatized or judged by medical personnel. Sdggsebed
another instance in which she sought medical attention for a self-inflicted, isgying “the
next time there was no judgemesic]. But that doctor knew me and knew who | was and my
struggles and myself outside the struggle.” Ann also did not feel stigmatized sevénal
occasions she sought medical treatment, explaining how:
| always had a convenient excuse for them so no one ever suspected anythange Bec

work at the hospital, | often had people | work with take care of me. They'd often just
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joke about how clumsy | was or make a joke about how my injury let me off the hook for

some of the worst jobs.

Jenny’s experiences with medical treatment were unique among parscij&ire reported that
“I have had to get stitches and staples in my wrist before and the doctomokhearte of me
were generally understanding. | guess they see that kind of thing a lot.”

It is interesting to note that of the few participants who sought medicafiattdéor self-
inflicted injuries, most felt stigmatized by medical personnel. All but onejpant who had
received medical attention as a result of a self-inflicted injury tegahat were not entirely
truthful about the cause of the injury (Jenny did not say whether or not she liedp tea
believing they would be treated poorly if they admitted the injury was intentidimis, though
they may have suspected the truth, none of the medical personnel could be certagninhatyt
was intentionally self-inflicted. Therefore, the differences in treatrparticipants reported
varied based on the provider’s familiarity with and understanding of the person (feegpgiie

and Ann) or of Sl in general (Jenny).
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This study examined the Sl disclosure experiences of 18 women. A grounded theoaglappr
was used to explore the socio-cultural context of disclosure and determine thetfaaito
facilitate or hinder disclosure. Findings suggested that participantislise experiences were

diverse and influenced by a multitude of factors.

The Spectrum of S| Disclosure: Avoiders, Accepters, and Advocates

| propose that the concepts of voluntary, delayed, and involuntary disclosure can be
applied to describe a continuum of Sl disclosure behaviors. In this study, PSI whao(gnier
study) had disclosed only involuntarily or not at all (Alison and Greylin) were deslcas
“avoiders,” because they went out of their way to avoid revealing their Sl to.offieesvast
majority of participants (fifteen of eighteen) were “accepteictepters frequently delayed
disclosure until their SI was “in the past” and evaded questions from certain fespseially
strangers and medical personnel) but would disclose to a select few. At the farhend of t
spectrum was Ann, the “advocate” who made a point of being open about her SlI in an effort to

educate and help others.
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Figure 4. The spectrum of sinjury disclosure

More disclosure>

4

,.H

Avoiders Accepters Advocates
Nondisclosure/ Voluntary Voluntary full
Involuntary delayed/ disclosure: may
disclosure Selective include delayed
disclosure disclosure

Note: the terms “avoiders,” “accepters,” and “adtes” refer tcdisclosure behavior at tr
present moment he terms do not refer to past disclosure behlgeig., someone who did n
disclose as a teenager but discloses selectivehisioonsidered an accepter, not an avoi(
nor do they refer to acts of Sl (i advocates support not the act, but the disclosusd)c

Ann, the sole advocate in this study, was uniquban her disclosure experiences w
voluntary and overwhelmingly positive, and she nem@ support from others in her disclosu
In contras, Alison and Greylin, the avoiders, reported oveslmingly negative experienc
with involuntary disclosure. The majority of parpants, as accepters, reported both pos

and negative disclosure experiences, voluntaryirmrauntary.

Findings from the Ecomap:
These perspectives on disclosure were supportésebgcomaps. In analyzing t
ecomap data, | collapsed the original 25 relatigpsstescribed into nine categories: exten

family, guidance relationship, immediate familysticipant’s child, professional relationsh
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romantic relationship, social relationship, therapeutic relationship, andveriteas. My

decision to collapse these categories was based in part on the limited numbecipaptst

citing certain types of people as part of their social network (e.g., only twoijpants cited a
religious leader). Though participants were asked how long they had known the peopte in thei
social network, | chose to exclude that data. Presumably, participants had known their
immediate and extended family members for over 10 years (approximatelgf2Béopeople

cited were family) and there was little variation in the length of time llaglyknown others in

their social networks.

Parents and siblings were considered immediate family: aunts, cousins, geatg]par
nephews, nieces, and cousins were categorized as extended family. PRégiciparen were
categorized separately from other family because | thought that, duertpotiineg age and
immaturity, participants would be significantly less likely to disclasehéir children than to
others in their social network. Guidance relationships included mentors and religipugual s
leaders; therapists and counselors were considered therapeutic relpsioisisses, classmates,
colleagues, co-workers, professors, supervisors, and teachers comprisefetsqmal
relationship category. A boyfriend, girlfriend, partner or spouse was coegideomantic
relationship. Tentative ties included acquaintances, friends of the family, ghihoes. The
remaining relationships were categorized as social relationshgs included best or close
friends, coaches, friends, housemates, roommates, and teammates.

Participants were most likely to disclose to those with whom they had a thicape
relationship and least likely to disclose to extended family members (seeZ)abhterestingly,
both accepters and participants overall were more likely to disclose to a neiglebdrof the

family, or acquaintance than to members of their extended family. Radesloisure in
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guidance relationships did not vary significantly from rates of disclosurenh@diate family:
rates of disclosure to participants’ children were slightly lower. Ovdiradlings suggest that a
participant’s level of intimacy with a TOD was more determinative of mdredisclosure
occurred than was the nature of their relationship. The people to whom participaritgamere
close” were more likely than not to be told of the PSI's SI: the opposite is true eftthatiom
participants were “less close” (see Table 3). Ann, the advocate, had disolesedybne in her
social network to whom she was “very close,” all but one person to whom she was’‘afab
all but 2 people to whom she was “less close”. The influence of intimacy on digcleassinot
as readily apparent among avoiders (Alison and Greylin), who had not voluntasibsdis to
anyone. However, it is interesting to note that they were more likely ta tsgpog “less close”

than “close” or “very close” to those in their social networks.
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Table 2. Disclosure by Relationship Type

Percentage of each group told Fraction of each group told

Accepter Advocate Avoider Overall  Accepter Advocate Avoider Overall
(N=14)  (N=1) (N=2) (N=17) (N=14) (N=1) (N=2)  (N=17)

Extended

Family 3.0% 50% 0% 5.6% 1/33 1/2 0/1 2/36
Guidance

Relationship 33-3% NA NA 33.3% 2/6 0/0 0/0 2/6

::”;mﬁ;“ate 36.4%  100% 0% 333% 822 11 o4 927
Child 20.0% 100% 0% 28.6% 1/5 1/1 0/1 217

Professional

Relationship 10.7% 33.3% 0% 12.5% 3/28 1/3 0/1 4/32
Romantic

Relationship 72-7% 100% 0% 60% 8/11 1/1 0/3 9/15
Social

Relationship 43-6% 100% NA 47.6%  17/39 3/3 0/0 20/42
Therapeutic

Relationship 100% 100% 0% 85.7% 5/5 1/1 0/1 6/7

%‘Z”ta“"e 7.4% NA 0% 71% 2027 0/0 on 2128

Table 3. Disclosure by Level of Intimacy

Percentage of each group told Fraction of each group told

Accepter Advocate Avoider Overall Accepter Advocate Avoider Overall

(N=14)  (N=1) (N=2)  (N=17) (N=14)  (N=1) (N=2)  (N=17)
l/lgza 56.0%  100.0% 0% 55.4.5 28/50  3/3 0/3 31/56
Close 25.0% 83.3% 0% 31.3% 10/40 5/6 0/2 15/48
'gﬁ)fé 11.4%  50.0% 0% 12.1% 10/88  2/4 0/7 12/99

Findings suggest that PSI frequently disclosed to romantic partners, some of whom
(Ann’s and Nicole’s husbands) reacted negatively. These negative reactienfraiiff the

negative reactions reported by other participants. Unlike other reportedraegatitions, the
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husbands’ negative reactions affected both the PSI and the target of theiudeschaguably,
their reactions also were motivated not by anger or ignorance, but by love anchctreedid
not condemn or blame their wives, but rather felt “sad” or “guilty” about theil\&4 can
speculate that perhaps Ann and Nicole’s husbands reacted differently thanshfisors,
Casey’s aunt, or P.N.’s family because of the nature of their relationship. Anncatel N
presumably saw their husbands on a daily basis and most likely, participants did radilyave
contact with, for example, an aunt or friend. Spouses generally share the mose ipinsof
their lives, including their living spaces, their secrets, successes andsanoleven their
sexuality. The intimacy and interdependence of marriage may makesp&lises feel partially
responsible for the SI, because (as Ann’s comments suggest), a spouse’s distiBsuray
make one feel that they somehow contributed to the behavior or should have known that it was
happening. Other people in PSI’s social networks, with whom their life is not deinésl,
would tend to feel less responsible for the PSI's behavior and are thus more likaip&thé
PSI (rather than themselves) for their SI. Because Sl is so commonlydemsiood, even
among medical and therapeutic professionals (see e.g., Dennis et al. 1997, Geaalfdi2603),
PSI may be more likely to be blamed for their behavior than, for example, a person wit
depression or an eating disorder, potentially stigmatizing conditions whichoaeegenerally
understood. As previous studies (see e.g., Chapple et al. 2004; Herek & Capitanio, 1993) have
demonstrated that persons who are perceived to be responsible for their singneatiziition
are more likely to be stigmatized, blaming PSI for their SI would increaserttiertcy for others
to react with anger and judgment rather than support and compassion.

Participants’ experiences revealed the existence of specific fatabiserve to either

facilitate or hinder disclosure and thus determine where on the spectrum ofutesthey fall.
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Several facilitating factors aligned with existing models of disclosBedronio et al.’s (1996)
concept of tacit permission, when a casual inquiry is seen as an invitation toejiaplaged to
two participants. McKillop and Kelly’'s (1996) decision disclosure model was found to lig hig
applicable to participants’ experiences. The decision disclosure model prapais#isclosure
should occur only if the potential TOD is perceived as supportive and nonjudgmental and can be
trusted to keep the disclosure secret: trust and perceptions of the TOD as suppdrtive
nonjudgmental were the reasons most commonly cited as facilitating discld3w decision
disclosure model also suggests that disclosure should occur if the potential Qi@ atae to
offer new insight into the issue. The potential for new insight was also citeasoam for
disclosure, albeit less frequently. Finally, Greene et al. (2006) proposed thaduhes is
determined by factors including the quality of the person’s relationship with tbe TO
anticipated reactions to the disclosure, and the presence or absence of corutitions/e to
disclosure, such as privacy and conversational flow. Findings of the preserdigbpayt this
theory. Participants frequently cited “closeness” as a reason favglise) and often based the
decision of whether to disclose largely on how they believed the TOD wouldoeadtt a
disclosure. Conditions conducive to disclosure, though a less salient theme, also enemnged as
influence on disclosure, as participants’ comments suggest that privacy and éyn¢eym via
online chat) may facilitate disclosure (Sd&eflections on Shame: Exposure versus Anonymity”)
while disclosure is less likely when the topic “never comes up”.

Several unique factors were found to facilitate disclosure. A number of partcipant
reported that they were more willing to disclose when they knew or suspedtttethatential
TOD also engaged in SI. Similarly, many participants (including Alisonyaider) reported

that they would be more likely to disclose their Sl if doing so would help the TOD tcsaddse
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or her own Sl. The desire to educate others about self-injury was also deatli¢sls
frequently) as a reason for disclosure. Education was a primary motivationrfsr disclosure,
as she was motivated by a desire to increase awareness of S| as wedliag &f “professional
duty” to educate others.

Multiple other hindrances to disclosure emerged in the findings. Many partgiptat
a general lack of understanding and a belief that “people don’t understand” as rgaswsts a
disclosure. Others were discouraged by prior negative experiences wibsulisc Some were
concerned about how their disclosure might affect those to whom they disclosed: itgders ¢
more pragmatic concerns, such as the potential for being fired from a job or “lockedaup” in
psychiatric facility. A few participants were simply embarrassethéir S| and did not want
others to know about it.

Throughout the interviews, participants referred again and again to stigmaoffbansg
judged, experiences of being treated poorly, and shame about their SI, which wbsrdieded

to stigma. (The connection between shame and stigma will be discussed indetdidyelow).

Shame
In all participants’ stories, shame emerged as a major factor in S| disckosd
nondisclosure. For these PSI, shame was a result of several factors, includingdwrent,
negative reactions from others, and an awareness of society’s stigmaByeS8é Brown (2007)
argued that, “for many of us, shame is about exposure or the fear of exposure. Thises why
work so hard to hide the flawed parts of ourselves that leave us open to being ridiculed or
judged” (p.216). She explains that “we increase our shame by individualizinglieaonly

one); pathologizing (something is wrong with me); and reinforcing (I should be adjiam
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(2007, p. 100). This explanation aptly describes the shame of SI. Many participantp@nbne
felt alone in their struggles, believing they were the only one engag®igimdividualizing):
they referred to their SI (and by extension themselves) using words likestfgotcrazy,”
“stupid,” “shameful,” and “really weird” (pathologizing), and they often dertrated an
acceptance of the stigma placed on them as a result of their SI. Elevepaadioeferred
explicitly to feeling “shame” or being “ashamed” of their S| at some pddatrhaps even more
telling, two participants made comments that indirectly revealed tladiindgs about their SI. P.
N., in speaking about her disclosure of SI and its effects, remarked that she did mat fee
disclosure affected her self-image or her relationships. However, in spehé&irnglzese
disclosure experiences, she remarked, “I feel ashamed”. Her use of the presenather than
the past tense (feelashamed,” rather than félt ashamed”) suggests that she too may be
pathologizing her Sl and reinforcing her shame. Alison confided that:

If I knew that somebody did something like that [SI], I'd think it was weird . . . Yeah. |
don’t know if I'd want to get very personal with someone who had a problem like that-
there would be something deep-rooted, why somebody would be doing something like
that.

Her comment suggests her (perhaps subconscious) condemnation of her own SI (aizpatholog
behavior).

Both in-person and online, participants frequently (directly or indirectiyessed
feelings of shame about their SI. If, as Brown (2007) contends, shame is aboeéaftbe f
exposure,” it should come as no surprise that shame strongly influenced paicipingness
to disclose. Participants who still felt a great deal of shame about theith8lteme of their

interview were not likely to disclose. Those whose shame had abated over time awdibhos
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had not experienced stigma or judgment because of their SI were more willisgloseli In
light of these participants’ experiences with disclosure and the pregalésbame as an
emergent theme, | posit that shame and Sl are cyclically related, sudmatingt may increase Sl
and S| may increase shame. As shame increases, voluntary disclosure tengsasedec

involuntary disclosure also tends to increase shame.

A Grounded Theory of Sl Disclosure

In summary, the extent to which PSI feel shame about their SI and their nebs¢p
disclose in the future is affected by the nature and degree of others’medotibe disclosure.
Supportive, nonjudgmental reactions increase their willingness to discloseanipde blame,
and judgment decrease willingness to disclose. PSI’s relationships to T&@C#Hsn affect their
willingness to disclose, as the ramifications of disclosure and its poteftieti @h a TOD vary
greatly with the nature and intimacy of the relationship.

The following figure (Figure 5) summarizes the factors that fat@laad hinder

disclosure and thus move PSI forward or backward along the spectrum of disclosure.
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Figure 5. A summary of factors which facilitate or hinder Sl disclosure

Hindering Factors Facilitating Factors

e Prior negative e TOD perceived as
disclosure sympathetic &
experiences nonjudgmental

e Fearof judgment ¢ Trustin TOD

e Stigma e Intimacy/

e Shame closeness with TOD

e Fear of e Desire to help or
consequences educate others

e Embarrassment e TOD also engages

e Concern about in S

effects on others ~ ® Tacit permission
e Potential for new
insight
e Conditions
conducive to
disclosure
e Desire for
connection or
validation

In summary, PSI disclose to varying degrees, which can be viewed as a spectrum of
disclosure: avoiders as the most limited disclosure, accepters thesgdeaeee of disclosure,
and accepters somewhere in between. PSI's degrees of disclosure areddflueaciumber of
factors. Judgment, shame, stigma, embarrassment, prior negative disclpsuenegs, and
fear of the consequences tend to hinder disclosure. Trust, closeness, a degirertechalate
others, knowledge that potential TODs are also PSI, perceiving the potédilahs supportive,
and tacit permission tend to facilitate disclosure. Shame and intimacgeshees the most

salient factors influencing disclosure decisions.
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Limitations and Strengths of the Present Study
Limitations

There were several limitations to this study. First, a few particgpeaind completed
online questionnaires rather than in-person interviews provided more limited resjoooges-
ended questions, and the nature of the online survey limited the ability to probe gr clarif
responses. To counteract this limitation, several probing/clarifying qunestere incorporated
into the online survey to elicit more detailed responses. A brief reviewtafipants’ responses
suggests that the different levels of complexity and detail in responsesafsingle word to an
entire page-varied not by the method of data collection, but rather by participant. Ba¢h onl
and in person, some participants provided lengthy responses to each question, whileeo¢hers
much more reticent (see Appendix H, “Compiled responses to a single questiantheA
limitation was that participants were self-selected, and thus may nateaptbe experiences of
all PSI. However, because online recruitment was conducted primarily throughrem onl
message board with over 16,000 members, the message likely reached a largefsaigtile
participants.

PSI, like many stigmatized groups perceived to be somehow to blame for thed, stigm
are a hard to reach population who may be reluctant to volunteer as researqraptstici
However, because participants by definition were at least somewhagwvidldisclose their Sl,
this limitation lends credence to the idea that shame is a significantifadisclosure, as
participants with a higher degree of shame and greater “fear of expaswulel’ most likely not
volunteer to participate for a study on such a personal and taboo subject. Pastwgrannuch
more likely to disclose in the context of an online survey, perhaps because the anohymeit

Internet helped mitigate some of the risk of disclosure: the influence of artgroymdisclosure
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will be explained in more detail below (see “Reflections on Shame: Exposuns vers
Anonymity”).

The present study included not only participants who spoke (relatively) openly about
their SI but also those who had otherwise never voluntarily disclosed, thus repgeaenider
range of PSI's disclosure experiences. However, as this study excludetid>Bere in an
inpatient or intensive outpatient (“day”) mental health treatment prograrelbassthose who
had engaged in Sl within the last six months, these findings may not be appbdilaiect
populations. Because PSI in intensive therapeutic treatment are more likehg tetently
engaged in S| and shame tended to decrease as disclosure tended to increase iwvgbame
plausible that PSI with more recent episodes of SI may have disclosureegpgemhich differ
from the PSI in the present study.

Strengths

Though the study sample may not include the perspectives of all PSI, it repaesents
number of diverse experiences and perspectives related to Sl disclosurepapéstranged in
age from late teens to late adulthood, reported varying levels of disclosure (igawdiwho
did not choose to disclose), and may or may not have sought therapy or medicahtreatme
their SI. This study is the first in-depth analysis of Sl disclosure, angrésents a starting
place from which to understand the disclosure experiences of PSI. Many paditaiant
empowered by their involvement in this study and believed such work is neceBsagome
participants, this study was the first time they were able to share tpenences without fear of
judgment or reprisal, to be accepted as they are, and to know that they are noP&baofen

use Sl to express or manage their confusion, anger, shame, fear, and sadnessdyThis st
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empowered participants by providing another means of witnessing and valitiaimg t

experiences and making visible their triumphs and tragedies.

Insights and Observations

In this section, | will comment on the most significant insights and observagbesned
through processes of data collection and analysis to facilitate a more tmomderstanding of
my process, thus bolstering the trustworthiness of my research.

The Role of Iterative Interviewing

In grounded theory, data collection procedures evolve in response to previous
experiences via a method known as iterative interviewing (Charmaz, 2006). Tiveagh
unable to make significant revisions to my interview protocol, | did engage in some dégre
iterative interviewing: for example, my online interview protocol waghsly revised from the
original version to address a point of confusion related to the ecomap data. The massignif
adaptation, however, was not in my survey, but in me.

It has been argued that, in qualitative research, the researcher fuastmmstrument
of data collection. My experience in conducting the initial interviews suppaostsidw, as an
observation early in the data collection process led me to modify my behavioertmidet
whether my perceived status as an insider or outsider may have influenced thedsteed.
The following is a reflexive memo | wrote following my interview with Sol

| noticed over the course of the interview that at times she seemed to be clheosing

words very carefully and even seemed somewhat guarded, as if she werefafmai

reaction to what she was saying or afraid that | may be judging hiso foand it

interesting that she only twice said self-injury” or “hurting myself, riést of the time
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instead saying ‘it’ or ‘that.” | realized that | happened to be wearsigrathat covered
my scars, and began to wonder if participants would act differently (morertabte,
more open, less guarded, et cetera) based on whether or not | had visible scaled | dec
that, for the next interview I did, | would intentionally wear something that mmde
scars visible to see if the participant seemed to respond differently to #zudg self-
injury is such a sensitive topic, | thought that perhaps | might get betseif davas
apparent to participants that | am an insider.
To determine whether my perceived status as an insider or an outsidetalffewt
participants responded to me, for my interview with Rose, | intentionally wore ta sleeved
shirt that revealed some of my scars, though | did not say or do anything to téravoato
them. | noticed that, during the second interview, Rose seemed more relaxed and open whe
discussing her Sl than Sol had: though she also sometimes referred obliquely tahkkesl|
Sol, she also referred directly to her Sl behaviors and even pointed out her suarvielwed
Alison next, and again wore a short-sleeved shirt. As | later learned thevasst person to
whom Alison had voluntarily disclosed her SI. To my surprise, though Alison (understandably)
seemed a bit hesitant throughout the interview, she also spoke openly about her Slkedhen as
whether she intentionally tried to conceal her Sl, she responded, “Well, I'm nottgaay ‘I
took a knife and cut myself all up because | was depressed™. Thus, it appearthbkahy
status as an “insider” may have improved data quality in these interviefasilitating trust and
presenting myself as a “safe,” compassionate, nonjudgmental TOD. Krichngthe online
surveys also support this possibility: a number of participants commented thattheybe
more likely to disclose to someone who had also engaged in Sl and/or who was perceived a

trustworthy, compassionate, and nonjudgmental.
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Reflections on Shame: Exposure versus anonymity

Alison’s interview was noteworthy for another reason: when given an opportunity to
make a comment or ask a question, she asked whether her responses had been “sonof the nor
of what other people have to say? Is this the same kind of feedback you getfXiegr @aver
whether her responses were similar to those of other PSI was noteworthyjgréytgiven that
as an avoider, she had previously never voluntarily disclosed. She seemed relf@adhat,
though participants’ experiences were diverse, there were some common thesaesis
plausible, then, that her inquiry represents more than simple curiosity, and irofadt It
considered an attempt to reduce the shame she felt over both engaging inr aaddalbeg her
Sl. Her desire to be reassured and to align her own experiences with those of lothey B&
viewed as attempts to resist individualizing and pathologizing her behavior andviathé as
something that “can happen to anybody at any time”. This brief exchangegnifisant
because (as previously discussed) findings suggest that early expenghatisclosure may
have considerable influence on future disclosure behaviors: perhaps disclosure wooitd be m
common if all PSI were affirmed for having the courage to disclose anctdgbat they were
not alone.

Though Alison’s questions may be seen as one way of reducing the shame that ofte
accompanies a disclosure of Sl, other participants took a different approadasidgsohline in
ways that made them unidentifiable to the TOD. The Internet affords manywppes for
connecting with others while maintaining complete control over what and how muc$oa per
reveals. In their study of disclosure via individual diary-style web Idgeds”), Qian and Scott
(2007) found that in general, there was an inverse relationship between the amotsuraliye

identifiable information on a blog and the blogger’s level of disclosure on the blog, sagthet
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degrees of anonymity may be related to increased levels of disclosurdindimg helps
explain why two participants suggested that they would be more likely to ditictds&l to
someone known to them only over the Internet. As KM explained:

Normally, the person (or forum) | disclose it on is aware that | had aullifticildhood

...S0, | have no problem in saying ‘I cut myself at one point when | was strugglimg wi

my difficult home life and in a particularly bad period of adjustment' The readers of

these forums are known to me, but | have never met most of them other than online . . .

disclose. . . to very few people or in few places (I have disclosed it on public online

forums but only under screen names that cannot be tracked except by those | would

choose to share real personal identity with).
Casey also suggested that the anonymity of the Internet might encourageudestiiat would
otherwise not likely occur, commenting, “I probably said more on here [thisy$@atveut my
cutting than | have to any ongi¢| other than my mentor”. Thus, we can speculate that the
ability to control the amount and content of disclosure, as well as the social @istgicit in
online interactions (as opposed to relationships with those we see faceston fadaily basis),
may make the possibility of judgment and/or the potential loss of a relatiorshipfla

deterrent to disclosure.

Implications
Nondisclosure (or delayed disclosure) often has important implications fon&@SI a
others. Many PSI avoid disclosing to medical and therapeutic professionals Hamtg s
stigma or fear of the potential consequences. In therapeutic situations,cascRSing to

mental health professionals may fear negative reactions as well@sstikility of being seen as
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a danger to themselves and thus made to seek more intensive treatment. Tlesexiombhen
PSI do seek treatment, they may not disclose their Sl to their therapist. Iesbetmtudy, 14
participants had sought therapy: only about half voluntarily disclosed their Slef@srstich as
these may help explain why PSI delay seeking treatment for an averageoof feyetars
(Favazza, 1998). Delayed disclosure results in delayed treatment and m#ydiaffectiveness
of therapeutic interventions. Shame, stigma and fear of the potential consequapedso
deter PSI from seeking necessary medical attention for self-@tfliojuries. Failure to seek
medical treatment for a self-inflicted wound creates the potential foplazanons, such as
scarring, infection, or nerve damage.

When PSI do disclose, the TOD’s reaction may have implications for SI. Previous
research has found that PSI often engage in Sl to relieve shame or anlrein$/ Gordon,
2003; Chapman et al., 2006; Connors, 1996; McDonald, 2006; Suyemoto, 1998), to express
emotions (Connors, 1996), or to cope with depression or emotional pain or turmoil (Abrams &
Gordon, 2003). Negative reactions to disclosure may create feelings of shamety, a
depression, and emotional pain for PSI. Thus, negative reactions to disclosure may lead t
further SI.

Disclosures to knowledgeable, nonjudgmental others may benefit PSI in helping to
establish a network of both formal and informal supports to address their SI. Compgassiona
medical and therapeutic personnel with the skills to respond effectively tostises of Si
facilitate treatment as well as future disclosure. Family, friendspted informal supports,
such as online support groups or “mentors” like Ann, are also beneficial. Thus, it seems

plausible that people with a history of Sl (but who no longer engage in SI) who have been
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formally trained in therapeutic techniques could be especially effectiesponding to and
treating SI.

Family, friends, peers, and professionals may all play a role in supportingliradiPSI
and, on a larger scale, helping reduce Sl stigma. Efforts to increase dissgnah&t
knowledge to medical and therapeutic personnel, as well as to the public, are@wtanent
in stigma reduction. As increased knowledge and understanding of stigmatizetbnoeridiids
to reduce stigma, we can posit that increased understanding, in decreasiagratigrtend to

increase disclosure and facilitate treatment for PSI.

Conclusions

Brown (2007) explained that “for most of us, reaching out to others results in tremendous
individual change, and inspires some still further to engage in collective changeateRiten
empowered by sharing their stories and having their experiences understooddated.alt is
even more empowering to know that they are serving as an advocate in the figsttthga
“silent epidemic.” A cultural shift from viewing Sl as a “taboo,” shamimggd . . . a very
negative bad thing to do” to a “common mental health condition” requires two things: assaren
and advocacy. Awareness entails not only a recognition that Sl exists, but also atandicers
of the nature of, prevalence of, and motivations for SI. Awareness also requorashan
language for speaking about Sl and a willingness to engage in frank discussmoaréan the
role of language and labeling in stigma, see e.g., Corrigan et al., 2005; Jason et al., 2002;
Rosenfield, 1997) on the issue. This level of awareness requires PSI to come fdrarard, s

their stories, and become advocates of honesty and opponents of shame and ignorance.
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PSI who are willing to transcend their fear and shame to reach out to otiparwenfel
advocates in the struggle for improved understanding and decreased stigma ofh&d.aftha
stigma flourish in an atmosphere of secrecy and ignorance; openness and aveaeetiesr
enemies. Brené Brown (2007) argues that “practicing courage, compassion, anti@oimec
the face of shame is a political act” (p.132) which “creates the opportunity fopeonal and
social change” (p. 134). Participants’ stories (especially Ann’s) deratmsiow the decision to
disclose empowers PSI to create powerful change in themselves and in those aroutad them:
deepen intimacy with others through honesty and vulnerability, seek treatmept, @oeself,
educate others, challenge stigma, and refuse to accept being seen atha@sréats than”.

As this study shows and participants’ voices attest, more such advocates@ed. When
offered the chance to comment on the research, many participants (emgbtstiated very
positive feelings about this study and their participation in it. Severalplemeantly surprised
to learn that such a study was being done. Many participants expressedasippretihe fact
that “there is someone who cares to hear their story without judgesigfhaind gratitude for
the opportunity to share their experiences. As Courtney commented, “Thanks fomhettiat
about this. | don't get to talk about it often. It's nice to get things off nsg.theven Ann, who
often took the opportunity to share her experiences with others, was “glad thétidated in
this study]. It has given me one more way in which to tell my story.”

Several participants commented on the need for this study and others like it.
Losingmyself remarked,” | don't think there is any kind of education provided threhiabout
the hard things they have to go through. There are some support lines set-up but if something
more could be done, self-harm could be prevented,” and Jenny stated that “I thinKytsocdal

you're doing a study on this. It'd be great if some of the stigma of cuttirg) loe reduced.”
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These participants’ comments underscore the need for further research intbaSudes
Perhaps with a better understanding of the factors motivating and inhibiting dieabd<S1, we
can develop methods for encouraging PSI to reach out to others, speak out about thes struggl
and seek the help they need without fear of rejection or rebuke.

Many participants seemed to recognize instinctively the potential imipacteased Sl
disclosure, as their comments also implicitly demonstrate that, though thesetlkhes may not
feel ready or able to act as Sl disclosure advocates, they recognizedHem@SI willing to
speak openly about their SI and disclosure experiences. In providing an opportunitytéor PS
share their experiences without fear of judgment, | served (and was oftéeitiynpl
acknowledged) as an “advocate by proxy,” in much the same way as Ann’s disgjasear
Casey the courage to share her experience. Thus, an advocate, in overcoming oreesdham
breaking the Sl taboo, not only empowers the one who discloses but also may empower other
PSI by creating a space for them to disclose. As Brown (2007) writes, “it Grasdid that real
freedom is about setting others free. In the spirit of that powerful definitipgreatest hope is
that we will reach out across our differences and through our shame to share aiastbte

connect with those who need to hear ‘you are not alone™ (p. xxvii).
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Recruitment flyer (Appendix A)

Women Needed For Study of Self-Injury Disclosure

Who can participate in the study?

Women who:
- are 18 years of age or older
-have a history of more than one episode of self-injury not related to a
developmental issue
-currently reside in Ingham County
-are not in a residential psychiatric treatment program
- have not self-injured in at least 6 months.

What is the project about?

The goal of this research project is to gain a better understanding of and wex@riences
with disclosing (and not disclosing) self-injulyo questions directly addressing self-injury
methods or other potentially “triggering” questions will be asked.

What do | have to do, and why should | participate?

If you are eligible to participate, you will be asked to participatmminterview, lasting
approximately 60 minutes. You will also be askeddmplete a diagramshowing your
relationships to various people in your life-family, friends, and others. Yolb&dbmpensated
$20for your time. This information will help to provide a better understanding of why pdople
or do not disclose their self-injury. It is hoped that this information may help to rddusggma
of self-injury and encourage others to speak out and seek help.

How do | sign up or get more information?

Please call Meagan Hubbard at 630 740 4687 or émbilar92@msu.edo see if you are
eligible to participate or to get more information about the study. Meagaretuithryour call as
soon as possible and ask you a few questions to see if you are eligible tpaiartl€iyou are
eligible, you will be invited to participate in an interview at a time and plateg convenient
for you.
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Prescreening form (Appendix B)
PRESCREENING FORM TO DETERMINE ELIGIBILITY FOR SI DISCLORE STUDY

1.

wn

*Are you willing to participate in a face-to-face interview?

How old are you?

a. 17 or under-NOT ELIGIBLE

b. 18 or older-CONTINUE TO QUESTION 2
What city do you live in?
Have you ever intentionally injured yourself, for example, by cutting ydulsening
yourself, hitting yourself, picking at your skin, or swallowing an object orctoxi
substance?

a. YES-CONTINUE TO QUESTION 5

b. NO-NOT ELIGIBLE
Have you intentionally injured yourself on more than one occasion?

a. YES- CONTINUE TO QUESTION 6

b. NO-NOT ELIGIBLE
Were these injuries intended to result in your death (in other words, were yalalsaici
the time of the injury)?

a. YES-NOT ELIGIBLE

b. NO-CONTINUE TO QUESTION 7
Have you ever been diagnosed with any of the following conditions: mental retardation
or developmental delay, autism, schizophrenia, or Tourette’s syndrome?

a. YES-NOT ELIGIBLE

b. B. NO- CONTINUE TO QUESTION 7
Are you currently involved in any form of therapy, on an inpatient, outpatient or intensive
outpatient basis?

a. YES, INPATIENT/INTENSIVE OUTPATIENT-NOT ELIGIBLE

b. YES, OUTPATIENT-ELIGIBLE

c. NO-ELIGIBLE
Have you intentionally self-injured within the past 3 months?

a. YES-NOT ELIGIBLE

b. NO-ELIGIBLE

INTERVIEW LOCATION:
INTERVIEW DATE/ TIME:
PARTICIPANT'S NAME
PHONE #/EMAIL:
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Consent form (Appendix C)

1. Explanation of the Research
You are being asked to participate in a research study of experiences aldbutes and
nondisclosure of self-injury (S1).You will first complete an “eco map,” g@m@ia demonstrating
your relationship to various people and groups. You will then be asked questions about whom
you have told about your Sl and your feelings about telling them, times you haye sonot
sought treatment as a result of your Sl, and times you may have felt tha¢yotreated poorly
as a result of your SI. You WILL NOT be asked any questions that diegtdhess your

experiences with SI. You must be at least 18 years old to participate in tlyis stud

2. Your Rights to Participate, Say No, or Withdraw
Your participation in this study is completely voluntary. You have the right to say nefasd r
to participate. You may at any time change your mind about participating drdfaw from this
study. You may decline to answer any question or questions in the interview. Youwsmay al

decline to have this interview recorded.

3. Costs and Compensation for Being in the Study
There will be no financial cost to you as a result of participating in tinily St our participation
in this study will consist of one interview, which will last approximatel960minutes. To
compensate you for your time, you will be paid $20 at the conclusion of your intdexiew if
you do not answer every question). You will also be provided with a list of resources at the

conclusion of the interview.

4. Contact Information for Questions and Concerns
If you have any questions or concerns about this study, please contact Meagan Hybbar
email hubbar92@msu.efiuphone (630 740 4687) or mail (2904 Taylor St., Lansing, Ml
48906). You may also contact Dr. Marsha Carolan via emedratan@msu.eduf you have

guestions or concerns about your rights and role as a research participant, keaoldlitain

information or offer input, or would like to register a complaint about this study, you may
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Consent Form, cont'd.

contact, anonymously if you wish, the Michigan State University’'s HumaeaRgs Protection
Program at 517-355-2180, fax 517- 432-4503, or em@msu.edwor postal mail at 207 Olds
Hall, MSU, East Lansing, M| 48824.

5. Documentation of Informed Consent: Your signature on the line below indicatesthat y
voluntarily agree to participate in this research study. You will recetapw of this form
for your records.

Signhature Date
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In-Person Interview protocol (Appendix D)

l. Secrecy, Disclosure and Your Social Network
1. Explanation of ecomap exercise
Interviewer: “Before we begin the interview, I'd like you to take some timentplete

an ecomap. Ecomaps are diagrams that show the various parts of an ecosystem: in this case,
people interacting with their environment. In this study, ecomaps will be used to mdétat
collection and organization, and to help ensure that the data is accurate. | would like you to fill
out this diagram with the first names, nicknames or initials of people you interact lgitiseP
write the names of people who know about your previous self-injury in red ink, and the names of
those who do not know in blue ink. Take your time, and let me know when you are finished so we

can continue.”

2. Tell me about the people in your ecomap: what is their relationship to you and how long
have you known them? (If not mentioned: Are any of them in a position of authority over
you, like a professor or a boss?)

3. Of the people that know about your SI, how did they find out? (Probes: Tell me about
when they found out. What happened? How did they react? How did you feel?)

4. If you intentionally disclosed, why did you choose to do so, and how did you feel about
it?

5. Of the people who don’t know about your Sl, did you make a conscious effort to conceal
it from them? How and why? How would you feel if they were to find out about your Sl

now?

6. Do you feel that your disclosure or nondisclosure of your Sl has affected your

relationships with others, either positively or negatively? If so, how?
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In-Person Interview Protocol cont'd

7. What things made you more willing to disclose to someone? What made you mctanteb

disclose?

Il. PERCEPTIONS OF/EXPERIENCES WITH STIGMA OF SI

A. Health Care Experiences

1. Did you ever seek treatment from a doctor, nurse, therapist or other professiomsLdiscd
your Sl (for example, to have a wound stitched or to address your concerns aboufd/teas

did you ever feel stigmatized by them because of your self-injury?

2. Did you ever disclose your Sl to any health care providers (including rheatti care

providers, like therapists)? If so, what was that experience like? If noneifly

C. Other Possible Perceptions of Stigma
1. In your opinion, have you ever experienced prejudice or discrimination as afessift
inflicted injuries, or scars or other marks resulting from self-irgftianjuries? (If so, please tell

me about it.)

2. In your opinion, does your Sl or the resulting marks/scars limit you invapy (For example,
can’t do certain activities, can’t hold certain kinds of jobs, or can’t wear cddtads of

clothing)?
3. Has anyone ever asked you about a self-inflicted injury, or about a scarranatkeesulting
from a self-inflicted injury? (e.g. “What happened to your arm?”) If $@twvas your response?

If you lied about what happened, why did you lie?

4. Has your Sl or resulting injuries affected the way you feel about youisied, positively or

negatively? If so, how?
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Appendix E. Initial Online Recruitment Message

To Whom It May Concern,

| am currently a Master's student writing my thesis on women's expesianit disclosure and
nondisclosure of self-injury, and wondered if you might be willing to help me. As pany of
research, | am conducting an online survey and hoped you might be willing to sh&aredHe
survey on your web site. If not, would you please forward this message to anyonbaelse w
might be willing to help?

The survey can be found at http://www.surveymonkey.com/s/7CSZKHM, or you c#meuse
following code to create a link on your web site:
<a href="http://www.surveymonkey.com/s/7CSZKHM">Click here to take ssiiee>

EI|g|b|I|ty criteria for the survey are as follows:

18 years of age or older

Self-identify as female

Intentionally self-injured on at least two occasions

Have not self-injured within the past 6 months

Not currently in an inpatient or intensive outpatient (day) mental health tnegrogram
(those in outpatient mental health treatment are eligible)

Not have been diagnosed with schizophrenia, autism, Tourette's syndrome, or a
developmental delay.
If you have any questions or would like more information, please do not hesitate tda owntec
hubbar92@msu.edu. Thank you for your time.
Sincerely,
Meagan Hubbard
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Appendix F. Online Recruitment Message

Online Survey Opportunity-Posted with Permission
Experiences with disclosure and nondisclosure of self-injury

Participants are wanted for the Women's Experiences with Disclosurecaddstlosure of Self-
Injury online survey. The purpose of this research study is to learn about the variotss fa
influencing self-injury disclosure. Your participation in this study will cansine online
survey, which will take approximately 30-45 minutes. You will be provided with a list of
resources at the conclusion of the survey.

Please note that no questions directly addressing acts of self-injury will be asked.

Eligibility criteria for the survey are as follows:

Self-identify as female

Intentionally self-injured on at least two occasions

Have not self-injured within the past 6 months

Not currently in an inpatient or intensive outpatient (day) mental health treatme
program (those in outpatient mental health treatment or therapy are eligible)
Not have been diagnosed with schizophrenia, autism, Tourette's syndrome, or a
developmental delay.

18 years of age or older

The survey can be found lattp://www.surveymonkey.com/s/7CSZKHM
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Appendix G. Online Survey Protocol

For interpretation of the references to color instland all other figures, the reader is referredhe
electronic version of this thesis.
Women's Experiences With Disclosure and Non-Discleef Self-Injury

1. Introduction

Welcome to the Women's Experiences with Disclosme Non-Disclosure of Self-Injury online survey.eTh
purpose of this research study is to learn abauvé#nious factors influencing self-injury disclosuPlease note
that no questions directly addressing acts ofiagify will be asked.

For the purposes of this survey, self-injury isioed as "the direct, deliberate destruction oratien of one’s
body tissue without conscious suicidal intent" (&zza, 1998).

Before you can get started with the survey, yolinwged to answer a few basic questions to detergaoe
eligibility and then give your informed consentaarticipate in the survey. Each of the requiredstjoas (marked
with an asterisk, like this: *) MUST be answeredidbe you can move on to the next question. Howeandhe
actual survey, there are no required questionsyandre free to skip any question you choosemanswer. If
your response to a question indicates that yomatreligible to participate, you will be redirectadiay from the
survey to a page with contact information for tegearcher in case you have any questions aboutligilility
for the study.

Please note that for open-ended questions (thakelha large white boxes for a response), you adle &s much
or as little as you choose: you do not have tdt#l box, but if you would like to write more, thex will expand.
On the next screen, you will read a consent statethat gives more information about this studgluding the
purpose of the study, what you will be requiredao and the risks and benefits of participationu¥&UST read
the statement and click the box to indicate wheyloerchoose to participate in this research stlidypu choose
to participate, you will then proceed to a brieff gequestions to assess your eligibility for thedy. These
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questions MUST be answered-however, please natgdhacan skip any questions you choose not to answ
the remainder of the survey.

Next

2. Consent

1. Eligibility Criteria: People meeting the follomg criteria are eligible to participate in thiseasch study: at least
18 years old; identify as female, have intentignaélf-injured on at least 2 occasions; have nibtisired in the
past 6 months; are not currently enrolled in amimgmt or intensive outpatient psychiatric treattp@ogram; and
have never been diagnosed as having autism, Ttisreyndrome, schizophrenia, or a developmentayde

2. Explanation of the Research: You are being ask@articipate in a research study of women's ggpees with
disclosure and non-disclosure of self-injury (cetting, hair pulling, etc.) This survey WILL NOTdlude any
guestions directly addressing self-injury; you witlly be asked about experiences with disclosutdenan-
disclosure of self-injury. The goal of this studytd gain a better understanding of factors infturgm self-injury
disclosure and non-disclosure. The survey inclugestions about whom you have told about yourisgify and
your feelings about telling them, times you havegt or not sought treatment as a result of yolHirgery, and
times you may have felt that you were treated poasla result of your self-injury.

3. Confidentiality: Your confidentiality will be ptected to the maximum extent allowable by law.dslta will be
anonymous (no one will know who you are) and walldtored electronically as password-protected ditea
password-protected computer. Access to the datdevlimited to the primary and secondary invesogaand to
the Michigan State University Institutional ReviBw@ard (in the event of an audit).

4. Risks and Benefits: This study has been desigmednimize risks to the participants. You will Nbe asked
any questions that directly address your expergenatn self-injury. It is possible that some quess may be
upsetting to some participants, and that someqggaaitits may experience a loss of privacy as atrethe
interview.
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Though there is no direct benefit to you, it is @dphat participation in this study will help taoprde a better
understanding of why people do or do not disclosé self-injury. It is also hoped that this infatron may help
to reduce the stigma of self-injury and encouratyers to speak out and seek help. 5. Contact Irtoom for
Questions and Concerns: If you would like to reporeésearch-related injury or have questions oc&ms about
your rights and role as a research participantrgay contact (anonymously if you wish) Michigan 8tat
University’s Human Research Protection Progranil@t365-2180, fax 517- 432-4503, email irb@msu.edu o
postal mail at 207 Olds Hall, MSU, East Lansing,4A8B24. You may also contact Meagan Hubbard at
hubbar92@msu.edu or Marsha Carolan at carolan@adusto@btain information about or offer input omsth
study.

6. Your Rights to Participate, Say No, or Withdrat@ur participation in this study is completely uotary. You
have the right to refuse to participate. You magrat time change your mind about participating artddraw
from this study. You may decline to answer any fjaaor questions in the survey, other than th& firx
guestions (which comprise the screening questioanai

7. Costs and Compensation for Being in the Stuthgr@ will be no financial cost to you as a restipparticipating
in this study. Your participation in this study Igbnsist of one online survey, which will take appmately 30-
45 minutes. You will be provided with a list of cesces at the conclusion of the survey.

8. Documentation of Informed Consent: By clickihg t'YES" box below, you indicate that you voluntaagree
to participate in this research study. If you wolikeé a copy of this consent statement for youords, please
email hubbar92@msu.edu to request one.

1*. Do you voluntarily consent to participate in ths research study?

L2 YES, I have read and understood the consent statem& NO, I do not wish t
and voluntarily agree to participate in this study. participate in the study.
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The following six questions determine your eligilyil Please note that these six questions (markdédam *)
MUST be answered. The remainder of the survey opresare optional.

2*. How old are you?

2 17 or under £ 4145
L 1823 L 46-50
£ 24-29 L 5155
L 30-35 E overss
L 36-40

Prev | Next |

3*. What is your sex?

L Female
L FTm
£ Male
L MTF
Other (please specifyl,

Prev | Next |
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I Autism

I Developmental Delay
™ Schizophrenia

™ Tourette's Syndrome

L No
L ves, outpatient

L Yes,intensive outpatient (i.e. day program)
L ves, inpatient
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6*. It is not uncommon for people, especially adogeents, to learn about self-injury somehow and trit once
out of curiosity. However, this study is focused owomen who consciously choose to engage in selfdiry] as

a way to help them cope with negative, confusing @averwhelming emotions. Have you intentionally
physically injured yourself on at least two occasiuos?

£ ves
E No

Prev | Next |

7*. Though every effort has been made to minimizene potential risks of this survey, there is a podsility
that some questions may be triggering. How recentlgtid you last self-injure?

L2 Within the last 2 months

L2 3-5 months ago

L2 6-8 months ago

L 9-11 months ago

L 0one year or more

Prev | Next |
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The information you provide below may be quoteds gage gives you the option to choose how you avbkie to
be identified. You DO NOT have to provide a name.efsure anonymity and protect your privacy, pléxSe
NOT include your full name. If you would like toquide your first name only, a nickname, your ingja
pseudonym, or a screen name, enter it in the blaxbéPlease note that anyone providing an offexmsiv
suggestive, or vulgar name will have their sunasuits discarded.) If you choose not to providamaea if quoted
you will be identified as "Participant # "

8. If you would like to provide a name, please entét here

Prev | Next |

9. Which of the following people do you consider tbe part of your social network, and how close areney to
you? Please check all that apply. Note that you magheck more than one response for each row: for
example, if you are "very close" to your aunt but 'less close" to your uncle, you would check both thaery
close" and "less close" boxes in the row for "auntincle.” If a relationship does not apply (for examge, if
you do not have children), leave that row of boxeslank.
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11. Which of the following people are aware of youself-injury? Please check all that apply.

Acquaintance
Aunt/Uncle
Boyfriend/girlfriend
Child (biological, foster, adopted, or step)
Classmate
Close/best friend
Coach
Colleague/co-worker
Cousin

Friend

Friend of the family
Grandparent

Mentor

[ N N e e e I I [ B B B
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Neighbor
Niece/Nephew
Other relationship
Parent
Professor/teacher
Religious leader
Roommate/housemate
Sibling
Spouse/partner
Supervisor/boss
Teammate
Therapist/counselor



12. Which of the following people are NOT aware ofqur self injury? Please check all that apply.

1

a Acquaintance Neighbor

™ Aunt/Uncle A Niece/Nephew

a Boyfriend/girlfriend I Other relationship
™ Child (biological,foster,adopted,or step) ™ Parent

™ Classmate ™ Professor/teacher
™ Closelbest friend ~ Religious leader

™ Coach ™ Roommate/housemate
a Colleague/co-worker ~ Sibling

™ Cousin r Spouse/partner

™ Friend r Supervisor/boss

™ Friend of the family I Teammate

A Grandparent I Therapist/counselor
™ Mentor

Prev | Next |
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19. Self-Injury Resources

This list is provided for your convenience anda$ exhaustive. Though the Internet can be a wonte$ource
for information about self-injury, some of the cent may be upsetting or “triggering” (e.g., causges to self-
injure). Please use caution and take steps to y@maself safe, especially if you are feeling thgauto injure
yourself.

Disclaimer: The inclusion of a resource on thisgegnot an endorsement. The research team (Mé#hgamard
and Marsha Carolan) have no connection to or atffdn with any of the resources listed below anthcabe held
responsible for any content therein. Due to theneabf the Internet, some of the web sites listeldw may be
temporarily or permanently unavailable.

Inpatient/Outpatient Treatment:

http://www.selfinjury.com/: S.A.F.E. (Self-Abuserfally Ends) Alternatives: Nationally recognized matient
treatment program: for locations, see http://wwifirgery.com/admissions/locations/

http://www.alexianbrothershealth.org/services/albutservices/self-injury/index.aspx: Web site foe Center
for Self-Injury Recovery Services at the AlexiaroBrers Behavioral Health Hospital: locations thioagy lllinois

http://self-injury.net/information-recovery/recoyéherapy: Offers suggestions on what to look foaitherapist

http://www.goodtherapy.org/advanced-search.htmk starch function to look up therapists by locasind/or
specialty. *Tip: for help with self-injury specifdly, try searching under “concerns: suicidal idwaand
behavior.”

Hotlines:
1-800-273-TALK —24-hour crisis hotline
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1-800-334-HELP — Self Injury Foundation’s 24-hoatianal crisis line.
1-800-THERAPIST (1-800-843-7274): help finding aridwpist
1-800-448-4663 OR 1-800-422-0009: the Youth Ciikitline
1-800-DON'T-CUT —Information about self-injury

Web sites providing self-help and/or support:
http://www.palace.net/~llama/selfinjury/:
http://helpguide.org/mental/self_injury.htm
http://www.thesite.org/healthandwellbeing/mentaltiéselfharm
http://www.focusas.com/SelfInjury.html
http://www.recoveryourlife.com/

Books:

Cutting. Understanding and overcoming self-mutiiatiSteven Levendron, 1998 Norton, New York/London
Healing the hurt within. Jan Sutton, 1999 Pathwaydprd

Women Living with Self-Injury. Jane Wegshcheidemign, 1999 Temple University Press, Philadelphia
The Scarred Soul: Understanding and Ending Sditiatl Violence. Tracey Alderman, 1997 New Harbinge
Oakland

Freedom from Self-Harm: Overcoming Self-Injury w8kills from DBT and Other Treatments. Kim L. Gratzd
Alexander L. Chapman. 2009 New Harbinger, Oakl&inl,

Helping Teens Who Cut: Understanding and EndinI8glry. Michael Hollander, 2008 The Guilford Psgs
New York.

Prev | Done |
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Appendix H. Compiled responses to a single question

The following are responses participants gave to the question, “Of the pleaigteow about

your Sl, how did they find out? What happened when they found out? How did they react? How
did you feel?” In-person interview responses are take from transcripis ioténviewsi:

indicates the interviewer is speakimy,indicates the participant’s response. Responses from the
online survey are copied verbatim.

Sol: P:Well, Itold them about it, but it was because of, like, them noticing that, um, that |
wasn't like, probably like...like | was just-like something was wrong, or kind aftHike

they're like, ‘Hey, are you okay?’ or like ‘What's going on? Do you want to tadkua
anything?’ or kind of thing. And then, like, usually when that happens it's reallyfdrante not
to, like, disclose, or something, where there’s like, an issue, just because, gossisrabf
during a time when | was kind of growing, as a person, sort of...And so, even though | was, like
still dealing with things, | was kind of like, ‘Okay, well, um, clearly you knotg licertain
things...certain steps you can take to be a little more healthy in youmidenaybe you opening
up about this with this person right now could like, be, a way for you, like, reallyhgdd an it
on whatever it is that's making you feel like you're not, you know, holdin’ anythingnd, um,
when you told them, how did they react to it? Were thd3.. They weren’t judgmental at all of
anything. | think most of them were just, like, trying to understand what | meantyarglttr
understand the severity of how | was feeling, and so | guess, um, anotheritihihgenlike,
sometimes the way | speak or try to get my thoughts across, maybe I'm na¢esipgrthe
emotion like what you would normally expect somebody to be experiencing withlthdm}
hmm] So, it kind of confused them in the sense of like, okay, well when you're sad youlcry a
when you’re happy you smile, but right now you’re doing things that are giving reglmi
signals so | don’t know if this is like, a serious issue or maybe you're like, you kikevif, yiou
do need help or if you're just, like, whatever... So, once they understood that | was gerious
that it was like, something they’'d be like, ‘Okay, well, how does that ... why doelsappen?
Like, what makes you...’whatever ,kind of thing, you knowm-hmm] like- and just seeing if
| even wanted to talk about it, ‘cuz sometimes where | was just like.. .l kdteember with one
of them, | was kind of like, not really wanting to talk about it. It was more justrhik@rtant for
me to say, ‘okay, this is kind of what's going ¢’ Mm-hmm] ...thing and I just, like, may
disagree with somebody in general, so... I.....but yeah, they're pretty supportiwee tike,
trying to help me understandThat’s good....So, when you decided to tell them kind of what
was going on with you, um, like what made you decide to just tell them and how did you feel
about telling them-like, were you anxious, were you worried at all, like,chgau feel about it?
P: Well, | remember with um, one of them in particular-that’s the person T.P. [poinitidls

in smallest circle on ecomap]): Mm-hmm] | actually, kind of, ran to her for it, because , uh, |
was at my house-she’s actually my neighbor-so, um, | was just, like, feaihglilee, just
every....I was just, like, wrecked emotionally and then, um, there was a sordehinand |
then was just like, ‘Okay, well, | really can’t be myself right now bddn’t know who else to
talk to about this. Okay, well, actually | do know who | can talk to about this’ and ldike, r
upstairs to her basically and was just like, ‘Can you please help me for a mjusttéRe-I just,
like, I just did this, and if anything she actually was able to, uh-‘cuz she'ssuid#he was able
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to kinda put it in her own words kind of thing. Like she was like, Yeah, | mean, like | tgtally,
know, and it's okay, like, you know, she just wanted to make sure | was okay and then she’s
like, 'Well, 1 understand. Like, I get it. Like, you just needed to do this to bedkeey, well,
everything else is going crazy but | have power over this one thing, and hg tgaiake
advantage of it’ you know, kind of thing Mm-hmm] and, um, so | was like, ‘Yeah, like
really....” And it wasn't like she was encouraging it, it was just more liget Wwhat happened,
like, and I'm glad you're talking to me about it and, you know....And, like, her empathimang t
strongly with it really, like, helped me to like, calm down immensely, likRight]... it wasn’t

like | had to explain the whole thing, kind of thing, you know? She just knew, and was kind of
like, running with me with it, so....

Rose: P: Um...let's see-Well, M--- knew-she’s my best friend- because, | toldAret M---

had also done it. [Noise on recording](sheepishly) My pen just dieB: [chuckles, handk

another penl: Okay, so your best friend M--- knew: Mm-hmm. She was my best friend-and

she still is- and of course with your best friend you tell each other evegy®o, that was her.
Um...my mom and dad | don'’t really know to the extent of how much they knew about it. |
wouldn’t say it was, like, a really, like, intense cut-1 wasn’t cutting, likded#ht areas of my

body, it was mainly my left-my left wrist. Um, my mom...is just very, um, sherdpete’s just

a really “don’t ask, don't tell” kind of person. She doesn’t want, you know, her life to be more
complicated than it needs to be. Um, she’s one of the reasons | did do it, actually. Uhe so I-s
knew, but it was just kind of-she didn’t want to ask questions, it was just she turned a blind eye.
Um, my dad saw it , but..l told him it was, like, the creases of my bed sheets, ‘cunishad |
woken up. So he-l don't really know if he knew or not. Um, and of course my other good friends
from high school-‘cuz that was during the time in which I did it-were, um, R---, M—, and

they knew ‘cuz they saw. And | think R--- had done it once before. It was acuUatiynore

common than | would have ever thought. Um- [P’s cell phone goes off] $olt'g.all right. Do

you need to take thaf? Oh no, no. Um, [clicks tongue] and then of course, my current

boyfriend knows from, you know, I've told him: [Mm-hmm] And then —but people like
grandparents and uncles, they didn’t know... I'm pretty sure I've listed all e

Alison: P: They noticed- | tried to lie... sometimes... try to cover it up. Or when | OD’DY, the
noticed-I got caught. There’s been friends in the past that demonized later on.ughyeda
caught me with a knife.....blood everywhere. There’s been times when it's beesavere

than other times. And whether you had a long sleeve shirt, it's easier to cover oy got y
busted, or.l: So you never intentionally told someone, they just noti€edZah ... it's not
something you’re proud of.

Courtney: Of the people who know--they've either seen me self injure or they saw the scars or
cuts on my arms. Most of the time their first reactions are of confusiondtrelyunderstand

why someone would cut. This makes me feel nervous/anxious that they are judginghmnk

I'm "crazy." Of those who know | SI and have seen me do it numerous times, thyyg akem
upset and don't understand why | lash out the way | do. They don't understand the lfbalrgs
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or how sometimes it feels good to cut. | usually feel guilty and extremelyrexabed by my
cuts and try to hide them, but I also love them too. I've taken pictures of them and thiaiethey
like art. Crazy, | know.

Casey:The first person | told was my best friend at the time. | was in high scredaadly

knew she cut too. After she told me about it, | also told her. It made us grow clos@atut a

from other people. We isolated ourselves, would share our injuries with one another, and talk
about how we felt. Neither wanted other people to know because we didn't want to have to go to
therapy and were ashamed. We didn't know that others did it too and worried that other people in
school would judge us or think we were freaks. We lived in our own little world and didn't let
other people in. At the time, | felt like only my friend knew how | felt. Being &blell her

made me feel less alone, but | thnk it made us both more destructive. Toward the end of high
school, | told my aunt. | thought I could trust her and she was worried about me. She was
worried b/c | also drunk a lot at the time. She didn't respond well. SHe didn't undersiand. S
asked me ‘what is wrong with you?' and wondered how someone so beautiful could make
themselves ugly. She cried. | yelled at her. She told my mother, though | askepdsedly

not to. She wanted me to get help, which | now appreciate. At the time, | falgdubtangry,
embarassed, and ugly. My mom tried to understand. She read up on self injury online and bought
a book to read. | didn't want to talk to her about it though b/c all she really wanted to know was
why | did it. She blamed herself. | felt bad making her feel guilty. She \aHg veorried | had

been molested or something b/c the book said a lot of people who cut have been assadlted. | tol
her over and over that | wasn't. She insisted | go to therapy, but wouldn't ctmmeewi wanted

to go to family therapy, but she said she didn't have time or think it would be bertefgall

felt alone. Like she wouldn't put in the effort | needed her to. | thought she justitakigow

why | did it so that she could feel better about herself. My mom told the theragistthere b/c

| cut myself and 'needed help.' She found me a therapist who was supposedtorzhilyith

working with adolscent women. | didn't get a say in it and didn't like the therapisttoNehe

of th ebooks on her walls were about self-injury. She insisted at our first ménetingl tcut

myself, | must do other things to hut myself or other things | shouldn't be doing. Shd wente

to get it all on the table upfront to 'know what were dealing with." | didn'therstl kept going,

but mostly sat on the couch with my arms crossed silently. | went for likaraogfore | told my
mother | wasn't going to waste me time or her money anymore. About angea half ago, |

met someone who used to cut. She was older, like my moms age, but | met her in a eslitege cl
She talked about it in class and | thought she was so brave. | wanted to talk to hex but wa
nervous. | ended up telling her toward the end of the class and we had some good talks. I think of
her Ike a mentor. She has helpe dme more than the therapist ever did. She gave me some books
and website support group information. We mat like once a week for lunch and she has helped
me open up a lot. She listens, doens't judge and is the only person | knew at the time who
stopped doing it. She was like a sponser like you hear about in AA. When | cut, could call and
talk to her and not be judged. When | wanted to, | could call her and we would do something else
to take my mind off it. She taught me things to do to occupy my mind. It is b/c of her that |
haven't cut in so long. She was a blessing. A co-worker found out recently, but natidbizelrt

She overheard a conversation | was having. | know she knows, but we never talk about it. She
never brought it up, so I am not going to.
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KLH: -l would either tell them or they would find evidence of it -It was mostly shioyv
fear/worry for my safety, and some watched my behavior closer. -Depesingo it was, |
was either ashamed (parents) or felt like | could show someone (boyfriencfople) a bit of
my "darker side.”

Ann: When | was younger, | tried not to tell people about it. While | still self-@cjureally only
my therapist knew. | told my therapist after | had been seeing her aliyeat. &ven when |

told her, | was nervous. | debated telling her for months before | decided toaSie surprised
though and | shouldn't have worried about telling her because she was very underdtanding.
didn't feel judged, which was what | was worried about. | could hide it because madsabout

it. | self-injured in an atypical way, in part to hide it. | would hurt myself ia tdtdifferent ways
that | could explain away as accidents. | didn't have just one way. That ecaydldo it without
people suspecting something was wrong with me. | could also do it in public rethdyet
secretive about it. So, I'd spill hot tea or coffee on myself. I'd bump into sharpsalnect
purpose. | slammed my fingers in doors quite often and once hit my thumb with a hanwher. | g
a reputation for being a klutz. I did it this way because | knew | could continue td thde i

way. No one ever suspected anything other than that | was a klutz. So many peoplbdutatv a
now because | make a point to tell them. | havn't purposefully hurt myself in oear$ go |

have some distance from it now. As a nurse, | also think it is part of my professional
responsibility to inform people about illnesses they may not be aware of or iswaydertand. |
make it a point to talk openly about it because | think it is really misunderstoed. $hame
people don't speak up about it more. | believe lots of people were like | was whegdunger
-not willing to speak about it. They don't want to give it up, sure. But, they also know people
don't understand it and may think less of them. They don't want to be labeled. They datwt want
be thought of as suicidal. Years ago as part of my recovery process, | bedigmetupte. My
husband, my best friend, my daughter. Some just hugged me and told me that they loved me. My
husband cried, said he didn't understand it, took it personally, and was just glad that | had
stopped doing it. We never really talked any more about it. | told my niece adesvago when

| suspected she was doing it. | was right in my suspicion and we talked adbdait f5he told me
she was glad that | told her because she felt really alone and that no oneooddetslping her
reaffirmed my committment to speak up about it. She's since gone to therapy aed s®pp
well. We've talked often about why it is people are so turned off by it and whsoithiarshly
judged. Because of our shared bond with self-injury, she's become one of my diesést fr

took a class on mental illness and | told a story during class about it. We warg &dikut
borderline personality disorder and someone made a comment about how they candnehderst
how people would intentionally hurt themselves. | explained why | had done it. Soh&e of t
students talked with me about it more after class. The professor said heapgneni frankness
and candor and was glad that | had received the help | needed. After the cldsseadé the
students in that class also approached me and confessed to self-injuring. | witheriew

people she had told.
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P.N.: My parents and siblings saw it (many years ago). | told my husband. Epohded
differently - my family reacting with anger and not understanding. My husbahad@mpassion
and understanding. | always feel ashamed.

Greylin: (No response-never disclosed)

K.M.: | self injured as an adolecent (pre-teen) because | was havingltiftiealing with a

very difficult home life (though I didn't understand that was the reason afrtbel tsimply felt
compelled to do it). My mother discovered it by seeing it on my body. She told mydatiner

it. She was very angry. | felt shame, confusion, and hurt. | felt frustratibhabaldn't make her
understand that | wasn't trying to commit suicide. As an adult | have ddadldeen few close
friends and family (spouse) because | no longer feel shame about it. | understanohdlas
adaptive coping mechism of a young child trying to deal with overwhelmingudiffiat home. |
don't tend to broadcast my difficult childhood, so not many people know about it. Thus, they
wouldn't know about my SI. However, if | have confided my difficult childhood to someone, |
have no problem confiding my Sl to them if an appropriate conversation arises. Idtave a
briefly admitted to it on 2 online forums where | feel comfortable. The readdres# forums

are known to me, but | have never met most of them other than online. | discuss cpeei® as
of my life honestly on there (though not indepth) and have touched on the fact that IrdtteSI i
past. The reactions to these adult admissions have generally been sympathy atanaliaigr
often with surprise. | don't have strong feelings about those reactions one thayther. | have
come to terms with my Sl and put it in it's proper context in my life, so | am rgeshone way
or the other by how others feel about it.

Losingmyself: Had a friend tell me of their self injury and I told them of mine to comfort them.
They were shocked and we cried together. | felt better after the factighbwasn't alone.

P.T.: We found our that our teenage son had self injured from a classmate at school. In the
process of addressing that issue | told my husband then my son that | had selfrmjgelf at
around the same age (15 years)and that to this day when | feel overwhelmed||fem tte
impulse to self injure although since my teen years | have never actedts@itange too as

it's an impulse not a desire or a need or a want. | think at some point In timeheseauill
determine that the pathway for this is similar to the pathway for an itch. déy child knows

but my younger child does not. My husband of 25 years was surprised as he had no idea and did
not know that I still experience this feeling. In addition | found out something aboetfrimys

that when my son started to do this | began to research the behavior to understandntirhore a
was suddenly able to put a name on this feeling/issue that | had for so long. My sdenrtas

talk a bit more about and since that time as he has grown older we are able to cmmergeat
about his continuing self injury upfront
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Seppie:Most of the time people see my scars. In the beginning | didn't know what to say... and
felt uncomfortable. But the further away from Sl | get the more mattiacboecome about it.
However, my parents, when they first learned of my S| Golda lotof there frienksysoauld

"pray for me" this was disclosure I'd did not want and in a way made me feel dshiame Sl
inaway | never did when | self disclose.

Jenny: My Mom found out that | SI when she saw the cuts on my legs. My Dad found out when
she told him. They were very upset. They didn't understand why | was doing thaetd hfg#

guilty when they found out. | don't remember how my brothers found out but they managed to
berate me about it and it made me feel terrible. My friend found out when I told hevaShe

very supportive. It made me feel like | could talk to her. | willingly told hrapist about my Sl
and she responded in a supportive way, but not too supportive. It was like she didn't want to
make a big deal out of it so that | wouldn't do it just for the attention.

Bella: Compassionate

P.S.: my parents found out throught finding razor blades i had kept in my room. they were very
upset and immediately insisted i see a counselor and start theray and niedsry éshamed

and guilty that i was upsetting them so much. my closet friend found when i confided ireher. sh
was very calm about it and tried to help my not by constantly pestering/ fongingfo

treatment but by trying to by there to talk if i needed to and she supplied mynyithealical
bandages and things i needed but couldn't get openly. i intense relief that thevene@sesi

did not have to hide around anymore. after i had stopped i got a job later and because i was
working next to ovens all day long sleeves weren't an option. my co workers found outythat wa
and obviously noticed but never adressed it directly or brought it up even though tHedeats
pretty horendous at that point. my boss at one point directly asked me about but not so much as
worry for me but as a couriosity for why i participated in such an extrem&ibehay co

workers never made me feel uncomftorble but when my boss ‘interogatdabme was very
nervous and uncomftorble about the conversation because i had already taken meaguitgeduri
interview and whenever she was around me to hide any scars becuase i was hewiedd

fire me.

P.E.: I told them- my boyfriend cried and said that he had lost respect for me, whichehairt m
lot. My friends didn't have a particular reaction, and | was apatheticdewzat.
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