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Open to Interpretation? Inconsistent Reporting of Lifetime Nonsuicidal
Self-Injury Across Two Common Assessments

Kealagh Robinson and Marc S. Wilson
Victoria University of Wellington

Nonsuicidal self-injury (NSSI) is typically assessed using either single-item questionnaires or checklists of
common behaviors, but preliminary research suggests that checklists produce higher lifetime prevalence rates.
In 2 preregistered studies (combined n � 1,364), we tested whether memory cueing afforded by behavioral
checklists accounts for this discrepancy. Participants reported their lifetime NSSI history using both a
single-item and a checklist, with presentation order randomized across participants. Nearly a third of
participants reported inconsistent NSSI histories on the 2 assessments, with participants 1.57 times more likely
to report an NSSI history on a checklist than on a single-item. Counter to the memory account, this
discrepancy was evident even when participants completed the checklist first, suggesting that the increased
prevalence estimates captured by checklists are unlikely to simply reflect memory facilitation. Across the 2
samples, 12.5% of participants would have been incorrectly screened out in 2-step assessments; these
participants were more likely to have engaged in NSSI historically, less likely to self-injure by cutting, and (in
Study 2 only) were more likely to be men. These studies suggest that the inconsistencies across 2 of the most
common NSSI assessments arise because people dissimilar to the lay conceptualization of self-injury are less
likely to endorse a single-item, even when they have affirmed engaging in self-injury behaviors on a checklist.
We argue that single-item and checklist assessments capture different aspects of NSSI, such that future
research should distinguish between behaviorally identified NSSI assessed with behavioral checklists and
self-identified NSSI assessed with single-item assessments.

Public Significance Statement
Young adults were 1.57 times more likely to report a lifetime history of nonsuicidal self-injury on
a behavioral checklist than on a single screening question, with no evidence that this difference is
because behavioral checklists better facilitate recall. Instead, people dissimilar to the lay understand-
ing of self-injury were more likely to report inconsistent self-injury histories, suggesting that
screening questions rely on subjective interpretation of nonsuicidal self-injury behaviors.
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Nonsuicidal Self-Injury (NSSI), when a person deliberately and
directly injures themselves without the intention to take their life,
represents a significant mental health concern. Approximately
20% of college students report a lifetime NSSI history (Swannell,
Martin, Page, Hasking, & St John, 2014), with between 2 and 14%
having engaged in the behavior within the past year (Serras,
Saules, Cranford, & Eisenberg, 2010; Wilcox et al., 2012). Cross-
sectionally, NSSI is associated with poorer psychosocial wellbeing

(Giletta, Scholte, Engels, Ciairano, & Prinstein, 2012; Muehlen-
kamp, Brausch, Quigley, & Whitlock, 2013; Rotolone & Martin,
2012), and greater psychopathology (Nock, Joiner, Gordon, Lloyd-
Richardson, & Prinstein, 2006). Longitudinally, NSSI is a risk
factor for poorer psychological wellbeing (Andrews, Martin,
Hasking, & Page, 2014; Robinson et al., 2019), the onset of new
psychiatric disorders (Wilkinson, Qiu, Neufeld, Jones, & Goodyer,
2018), and suicidality (Ribeiro et al., 2016). Given the important
associations and corollaries of NSSI, research into the onset,
development, recovery, and prevention of the behavior is critical.
However, these aims rely on our ability to reliably and robustly
assess NSSI.

At present there are no objective measures of NSSI that provide
a cost-effective, feasible, and ethical alternative to self-report.
NSSI is a stigmatized behavior (Heath, Toste, Sornberger, &
Wagner, 2011; Lloyd, Blazely, & Phillips, 2018). The majority of
people who self-injure do so privately (Klonsky & Olino, 2008),
and are unwilling to disclose the behavior to friends and family
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(Hasking, Rees, Martin, & Quigley, 2015; Klineberg, Stansfeld, &
Bhui, 2013) or seek support from a mental health professional
(Hasking et al., 2015; Whitlock, Eckenrode, & Silverman, 2006).
As such, we need to not only determine the reliability and validity
of self-report NSSI assessments, but also to identify the source(s)
of any assessment discrepancies so that we have a clear under-
standing of what we are assessing and how well.

Self-report NSSI assessments vary widely across studies, with
one meta-analysis of 128 unique samples identifying 76 different
measurement tools (Swannell et al., 2014). NSSI assessments
range from structured interviews (e.g., the Suicide Attempt Self-
Injury Interview [SASII]; Linehan, Comtois, Brown, Heard, &
Wagner, 2006), to checklists of common NSSI behaviors (e.g., the
Deliberate Self-Harm Inventory [DSHI]; Gratz, 2001), to single-
item questions (e.g., “Have you ever tried to hurt yourself on
purpose, without trying to kill yourself (for example burning,
cutting, or scratching yourself)?”; Wilkinson et al., 2018; for an
overview of extant NSSI assessment measures, see Klonsky &
Lewis, 2014).

This heterogeneity in assessment format is likely due, in part, to
the different benefits each format affords. Although interview
assessments have received the most psychometric investigation
and are typically considered the “gold-standard” for assessing
self-injury (Klonsky & Lewis, 2014; Lungu, Wilks, Coyle, &
Linehan, 2018), fewer than 25% of studies assess NSSI using
interviews (Swannell et al., 2014; You et al., 2018). This low
uptake is likely because of the resource-intensive nature of inter-
views. For example, the SASII takes up to 30 min and is admin-
istered one-to-one by trained personnel (Linehan et al., 2006).
However, research on other stigmatized topics, such as suicidality,
finds that participants are less likely to disclose engaging in these
behaviors to an interviewer than on a self-administered question-
naire (Kaplan et al., 1994; Velting, Rathus, & Asnis, 1998; for a
review, see Tourangeau & Yan, 2007), raising concerns about
interviews underreporting NSSI. In contrast, self-administered
questionnaires are more suited to large-scale study designs and to
participant comfort disclosing the behavior. Self-administered
questionnaires encompass omnibus measures assessing several
NSSI domains (e.g., Suicidal Behaviors Questionnaire; Linehan,
1981), behavioral checklists (e.g., DSHI; Gratz, 2001), and single-
item measures (e.g., the item assessing NSSI from the Trauma
Symptom Inventory; Briere, 1995).

Given their prevalence in the literature (Muehlenkamp, Claes,
Havertape, & Plener, 2012; Swannell et al., 2014), here we focus
on behavioral checklist and single-item measures of NSSI. Behav-
ioral measures ask participants to indicate whether, and to what
extent, they have engaged in common NSSI behaviors (e.g., cut-
ting, scratching, or burning their skin), and typically provide
researchers with continuous measures of NSSI methods, severity,
and frequency. In particular, meta-analyses demonstrate that the
Deliberate Self-Harm Inventory (DSHI; Gratz, 2001) is the most
frequently used NSSI measure (Swannell et al., 2014; You et al.,
2018) and DSHI scores have shown good internal consistency and
adequate test–retest reliability over a 3 week period (� � .82, � �
.68; Gratz, 2001).

In comparison, single-item assessments ask participants to re-
port their NSSI history, usually with a dichotomous response-
format reflecting “NSSI history” and “no NSSI history” (e.g.,
Alfonso & Dedrick, 2010; Laye-Gindhu & Schonert-Reichl, 2005;

Wilkinson et al., 2018). Although some single-item measures are
drawn from larger validated scales (e.g., the NSSI item from the
Trauma Symptom Inventory; Briere, 1995), others are created
in-house by researchers (e.g., Wilkinson et al., 2018).

Single-item assessments are often used as part of a two-step
procedure—only those who report an NSSI history on the screen-
ing question go on to complete additional items assessing their
self-injurious behaviors (e.g., Robinson et al., 2019; Ross & Heath,
2002; Wilkinson et al., 2018). Ethics committees are often con-
cerned that asking about specific behaviors may encourage NSSI
thoughts and behaviors (Lloyd-Richardson, Lewis, Whitlock, Rod-
ham, & Schatten, 2015), despite evidence that this is not the case
(e.g., Muehlenkamp, Swenson, Batejan, & Jarvi, 2015; Whitlock,
Pietrusza, & Purington, 2013). Thus, best-practice guidelines for
conducting NSSI research recommend this two-step assessment
procedure as one way to minimize potential iatrogenic effects
(Hasking, Lewis, Robinson, Heath, & Wilson, 2019). However,
the consequences of this two-step procedure for assessment are not
yet known.

The choice of assessment is an important one. Meta-analyses of
the prevalence (Muehlenkamp et al., 2012; Swannell et al., 2014),
associations (Bresin & Schoenleber, 2015; You et al., 2018), and
risk factors of NSSI (Fox et al., 2015) all find that assessment
method moderates the meta-analytic estimates, suggesting that
assessment choice substantively affects the conclusions that may
be drawn (and indeed, the scientific consensus of the field). Given
their popularity and convenience within the empirical literature,
understanding the relative benefits and weaknesses of both single-
item assessments and behavioral checklists is important. Two
meta-analyses of lifetime NSSI prevalence rates found that point
estimates almost doubled when NSSI was assessed using a behav-
ioral checklist compared with a single-item (23.6 vs. 12.5%, and
26.7 vs. 11.8%, respectively; Muehlenkamp et al., 2012; Swannell
et al., 2014). These large differences provide preliminary evidence
of poor agreement between single-item and behavioral checklist
assessments.

Direct evidence that participants report different lifetime NSSI
histories across common assessments comes from a small sample
of 260 college students who reported their NSSI on a single-item
followed by two commonly used behavioral checklists (Lund et
al., 2018). Of the 79 participants who reported engaging in NSSI,
43.0% reported NSSI across all three measures, 25.3% reported
NSSI on two measures, and 31.6% reported NSSI on only one
measure. NSSI was more commonly reported on the two behav-
ioral checklists than the single-item questionnaire (89.9% of the
NSSI subsample screened positive on the Inventory of Statement
About Self-Injury [ISAS], Klonsky & Glenn, 2009 and 74.7% on
the DSHI, compared with 46.8% on the single-item). Overall,
8.5% of participants reported inconsistent NSSI histories between
the single-item and the DSHI, and 13.1% reported inconsistent
histories between the single-item and the ISAS. This study pro-
vides preliminary evidence of considerable variability in lifetime
NSSI history across assessments. However, as yet it is unclear why
participants report different NSSI histories on behavioral check-
lists compared with single-item assessments.

One intuitive explanation for why participants respond differ-
ently across assessments is because they are carelessly selecting
responses regardless of the item content. Common methods for
identifying careless responders include instructed response items
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(e.g., “Please select strongly agree for this item”), and statistical
techniques for identifying unusual patterns in raw data (e.g., long-
string index, multivariate outliers; Curran, 2016; Meade & Craig,
2012). Careless responding prevalence estimates range from 3.5 to
12% (Johnson, 2005; Meade & Craig, 2012), with instructed
response items largely as good at identifying careless responders
as statistical techniques (Curran, 2016).

However, instead of careless (likely unsystematic) responding,
assessment discrepancies may result from systematic differences in
responding. One hypothesis argues that behavioral checklists “out-
perform” single-item assessments because each item of the check-
list acts as a recognition memory cue (Lundh, Karim, & Quilisch,
2007; Swannell et al., 2014). In comparison, responding to a
single-item is more like a free-recall task that is arguably more
cognitively demanding, in that it relies on recollection and may not
provide a sufficiently strong memory cue for participants to re-
trieve instances of NSSI from episodic memory (Lundh et al.,
2007; Swannell et al., 2014). If memory processes underlie the
discrepancy in NSSI prevalence between single-item and behav-
ioral checklists, then the memory benefits afforded by the behav-
ioral checklist should extend to a single-item presented immedi-
ately afterward. At present we do not know if this is the case,
because two-step procedures and the limited research on NSSI
assessment discrepancy (Lund et al., 2018) always presents the
single-item question before the behavioral checklist.

In contrast, we could argue that participants interpret a single-
item assessment as asking if they are more, or less, similar to
people who self-injure (Lundh et al., 2007; Swannell et al., 2014).
That is, single-item assessments may produce different NSSI prev-
alence rates than behavioral checklists because participants eval-
uate their own behavioral history in light of their personal under-
standing of what self-injury is, and who self-injures. Critically, this
subjective self-identification may be systematic, rather than pro-
ducing random error. Within lay communities, NSSI is often
conceptualized primarily as a behavior that young women engage
in by cutting their skin (Lewis, Mahdy, Michal, & Arbuthnott,
2014). Given the stigma associated with NSSI (Heath et al., 2011;
Lloyd et al., 2018) and the stereotype of “who self-injures,” men,
older people, and people who engage in NSSI methods other than
cutting may be more hesitant to label their behavior as NSSI on a
single-item.

The severity of the behavior may also play a role in how a
person interprets their NSSI status. Studies of suicidality find that
discrepant responders report less severe suicidality than do con-
sistent responders (Eikelenboom, Smit, Beekman, Kerkhof, &
Penninx, 2014; Hart, Musci, Ialongo, Ballard, & Wilcox, 2013;
Hom et al., 2019). In a similar manner, adolescents who reported
a lifetime history of self-harm (a broader class of behaviors with,
and without, suicidal intent; Hawton, Rodham, Evans, & Weath-
erall, 2002), at 16 but not at 18, were less likely to report recent
self-harm at 16 and to have self-injured with suicidal intent com-
pared with consistent reporters (Mars et al., 2016). Turning spe-
cifically to NSSI, young adults who reported inconsistent NSSI
histories between a behavioral checklist and a single-item also
reported fewer NSSI methods, less frequent NSSI engagement,
and less psychological distress compared with consistent respond-
ers (Lund et al., 2018). Taken together, research across a range of
self-injurious behaviors suggests that inconsistent responders may
systematically differ from consistent responders.

The Current Study

Although meta-analyses have highlighted a difference in NSSI
prevalence depending on assessment type, and a handful of studies
have shown that participants report different self-injury histories
across assessments, the reasons underlying this assessment dis-
crepancy are not yet clear. Across two studies, we manipulated the
order in which participants complete a behavioral checklist and a
single-item assessment of NSSI. We establish the extent of agree-
ment across assessments, before testing: (a) if memory facilitation
or, (b) careless responding explains discrepant reports of NSSI
histories, and (c) if people are interpreting their behavior through
a lens of “what counts as self-injury” and “who self-injures” when
responding to a single-item NSSI assessment.

We first aim to replicate the finding that fewer people report an
NSSI history on the single-item than the behavioral checklist
(Lund et al., 2018) in a larger sample. We then test the following
preregistered predictions:

1. If people report discrepant NSSI histories because behavioral
checklists better facilitate recall memory than do single-item
assessments, then assessment discrepancy should be smallest
when participants complete the behavioral checklist first,
relative to the single-item first.

2. If people report discrepant NSSI histories because they are
carelessly responding, then participants who fail an in-
structed response item should be more likely to report dis-
crepant NSSI histories across assessments.

3. If single-item measures invite participants to reflect on the
extent to which they are similar to people who self-injure,
then we would expect that:

a. Participants who deviate from the prototypical definition
of “what counts as self-injury” and “who self-injures”
(i.e., men, people who do not self-injure by cutting, and
older adults) should be more likely to report discrepant
NSSI histories across assessments, and

b. Participants with less recent NSSI and less psychological
distress should be more likely to report discrepancies
across assessments.

Given the paucity of empirical investigation into the (dis)agree-
ment across NSSI assessments and the potential mechanisms un-
derpinning these assessment discrepancies, we compare assess-
ment responses in two samples to internally replicate effects.
Preregistered hypotheses, predictions, design, and analytical plans
for both experiments, as well as the deidentified data, analysis
syntax, and materials are available at Open Science Framework
(Robinson & Wilson, 2020, https://osf.io/8gwju/).

Method

Participants

We invited all students enrolled in introductory psychology
courses across two trimesters (Study 1: n � 835; Study 2: n �
1,020) to participate in these studies as part of a broader survey
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counting toward a research participation course requirement, with
the majority accepting the invitation (Study 1: 77.4%; Study 2:
79.2%). In Study 2 analyses, we excluded 35 participants who took
part in both studies (because of the low number, we did not
conduct exploratory analyses of how reliably people report dis-
crepant NSSI histories). Across both samples (Study 1: n � 626;
Study 2: n � 738), participants tended to be young adults (Study
1: Mage � 19.31, SD � 3.38; Study 2: Mage � 18.85, SD � 2.79),
and identify as female (Study 1: 76.0% identified as female, 23.0%
as male, and 1.0% as gender diverse; Study 2: 76.2% identified as
female, 23.2% as male, and �1% as gender diverse).1 The major-
ity of participants identified as Pa�keha�/New Zealand European
(Study 1: 66.9%; Study 2: 69.5%), with the remainder comprised
of Ma�ori (indigenous New Zealanders; Study 1: 11.7%; Study 2:
11.3%), Asian (Study 1: 11.0%; Study 2: 9.8%) and Pasifika
(Study 1: 5.6%; and Study 2: 3.6%).

Design

In both experiments, we used a between-subjects design in
which the independent variable was assessment order; half of
participants completed the single-item assessment followed by the
behavioral checklist (single-item first condition), while the remain-
der completed the behavioral checklist followed by the single-item
assessment (behavioral checklist first condition). Participants were
randomized to each condition. Given that participants could report
an NSSI history on both, one, or neither assessment, for clarity we
refer to lifetime NSSI reported on the behavioral checklist as
“behaviorally identified NSSI,” and lifetime NSSI reported on the
single-item as “self-identified NSSI.” Age, gender, and in Study 2,
careless responding, and psychological distress, were the predictor
variables, and lifetime NSSI history and the two most common
types of assessment discrepancy (participants who reported no
self-identified NSSI history with behaviorally identified NSSI, and
participants who reported self-identified NSSI ideation with be-
haviorally identified NSSI) were the dependent variables.

Measures

Nonsuicidal self-injury. At the beginning of both experi-
ments all participants received the following instructions:

This part of the survey asks questions about some of the things that
people sometimes do to hurt themselves. You might not have told
anyone about how you have hurt yourself or may not want to tell
anyone. By answering these questions honestly, though, you will help
us learn how to help others like you. It is very important that you read
all the instructions below carefully. Sometimes people can hurt them-
selves on purpose without intending or expecting to kill themselves.
Please only answer these questions if you meant to hurt yourself (not
if it was an accident), but without intending to kill yourself. Do not
answer yes if you did something accidentally (e.g., you tripped and
banged your head accidentally).

Participants were then presented with the two NSSI assessments.
Single-item assessment. All participants saw the item “Please

indicate whether you have had thoughts about hurting yourself on
purpose, or whether you have hurt yourself on purpose (e.g.,
punched yourself or objects like walls, prevented wounds from
healing, or cut, burnt, scratched or carved your skin, etc.),” and
were invited to respond with “Yes,” “No,” or “Thought about it.”

The wording of this single-item assessment is similar to others
used in the literature (Wilkinson et al., 2018) and includes the
response option “Thought about it” to reflect evidence that NSSI
ideation and NSSI actions are related, but often distinct (Martin,
Bureau, Cloutier, & Lafontaine, 2011).

Behavioral checklist assessment. All participants completed
the simplified version of the Deliberate Self-Harm Inventory
(DSHI-s; Gratz, 2001; Lundh et al., 2007) that describes common
NSSI behaviors (e.g., cutting skin, punching, or banging the body).
For each of the 13 items, participants indicated how frequently
they have deliberately engaged in the behavior (in the absence of
suicidal intent) on a five-point scale ranging from 0 � never to 4 �
many times, with an additional scale point (1 � I have thought
about it) included to capture NSSI ideation. We combined the
“punched oneself” and “banged head” items into one item (com-
bined item “punched yourself, or banged your head against some-
thing, to the extent that caused a bruise to appear”) and, given the
New Zealand context of these studies, modified two items (“carved
words . . .” and “stuck sharp objects . . .”) to explicitly exclude ta�
moko, the body and face marking that is part of Ma�ori culture. As
the most widely used behavioral checklist (Swannell et al., 2014;
You et al., 2018), the DSHI is well suited to investigate the
discrepancy in responding across behavioral and single-item as-
sessments. DSHI scores have demonstrated convergent validity
with other self-injury measures, as well as internal consistency
(� � .82), and adequate test–retest reliability over 4 weeks (� �
.68; Gratz, 2001). Scores of both the simplified DSHI-s (� � .90,
Lundh, Wångby-Lundh, & Bjärehed, 2011) and of the DSHI-s
modified to capture NSSI ideation and exclude ta� moko (� � .79;
Robinson et al., 2017) have previously shown good internal con-
sistency within adolescent samples. Across both current samples,
DSHI-s scores showed good internal reliability (Study 1: � � .86,
95% confidence interval, CI [.84, .87], Coefficient H � .89; Study
2: � � .84, 95% CI [.83, .86], Coefficient H � .87).

Participants who indicated a lifetime NSSI history on either
measure were also asked to report how many times they had
engaged in NSSI in the past year: “In the last year, how many
times have you deliberately hurt yourself (but without wanting to
kill yourself)?” In Study 1 these measures used an open text
response format, however this response format resulted in 4.3%
unusable data (e.g., “too many to count,” “in the 40’s or 50’s”). So,
in Study 2 we measured NSSI frequency with the question “In the
past year, on how many occasions have you intentionally hurt
yourself?”, with the response format: “never,” “1–3 times,” “4–5
times,” “6–10 times,” “11–20 times,” “21–50 times,” and “�50
times.” Participants who reported no NSSI history on either the
single-item or behavioral checklist were assigned an NSSI recency
score of never.

Psychological distress. In Study 2, participants completed
measures of their depression, anxiety, and stress symptoms in the
past week using the Depression, Anxiety, and Stress Scale (DASS-
21; Henry & Crawford, 2005). Participants responded to 21 items
such as “I felt that I had nothing to look forward to” on a 4-point

1 Open-text responses coded as per best-practice guidelines (Fraser,
Bulbulia, Greaves, Wilson, & Sibley, 2019). Given the low number of
participants who identified as gender diverse (Study 1: n � 6; Study 2: n �
5), we excluded these participants from analyses involving gender to guard
against spurious findings.
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scale ranging from 0 � did not apply to me at all to 3 � applied
to me very much, or most of the time, with seven items comprising
each of the depression, anxiety, and stress subscales. Item scores
are totaled and then doubled to create subscales, with higher scores
indicating greater depression, anxiety, and stress respectively. Pre-
vious research has found that DASS-21 scores have adequate
internal consistency and construct validity within young adult
samples (Depression: � � .83, Anxiety: � � .78, Stress: � � .87;
Norton, 2007). In the current sample, the Depression (� � .89,
95% CI [.88, .90], � � .89, 95% CI [.88, .90]), Anxiety (� � .80,
95% CI [.78, .83], � � .81, 95% CI [.79, .83]), and Stress (� �
.83, 95% CI [.81, .85], � � .84, 95% CI [.82, .85]) subscales
scores showed good internal consistency.

Careless responding. In Study 2, embedded within a scale
approximately 5 to 7 min before the experiment was the item:
“This is an attention check. Please select ‘agree’ for this state-
ment,” to which participants could respond on a 7-point scale
ranging from 1 � strongly disagree to 7 � strongly agree.2 This
item is similar to other instructed response items commonly used
to identify careless responding (Curran, 2016). Participants who
failed this instructed response item (i.e., selected any response
option other than 6 � agree; n � 30, 4.1%) were assigned a
careless responding score of 1, while those who responded as
instructed were assigned a score of 0.

Procedure

Both experiments were embedded approximately 15 min into an
hour-long prescreening survey for a department-wide research
pool for students enrolled in introductory psychology courses at a
large public university. The prescreening survey was presented
online via Surveymonkey and participants took part in their own
time and on their own devices. In Study 2, participants completed
an attention check approximately 5 to 7 min before the experiment.
Following both NSSI assessments, participants reported their past-
year NSSI frequency and, in Study 2, their psychological distress.
Participants gave informed consent before the experiment and
received a list of mental health resources available to them after
debriefing. Victoria University of Wellington’s Human Ethics
Committee provided ethical approval for both studies.

Missing Data

Data from participants who completed the survey several times
(Study 1: n � 85; Study 2: n � 66, identified by identical student
ID numbers) were inspected. The most complete survey response
for each unique participant was retained, except in cases where the
NSSI assessments had been answered in which case the earliest of
the responses was retained. Participants who did not complete both
assessments (Study 1: n � 35, Study 2: n � 16) were excluded.
Across both studies, participants who were excluded did not differ
from those who were included on age (Study 1: t(659) � 0.78, p �
.434; Study 2; t(787) � 1.37, p � .171), gender (Study1: �2(1, N �
655) � 0.19, p � .659; Study 2: �2(1, N � 784) � 0.25, p � .621),
or ethnicity (Study 1: �2(4, N � 643) � 1.92, p � .751; Study 2:
�2(4, N � 775) � 3.77, p � .438).

Within the final Study 1 sample (n � 626), Little’s Missing
Completely at Random (MCAR) test suggested that the pattern of
missingness on the DSHI-s was not MCAR, �2(143, N � 621) �

234.42, p � .001. However, as only 0.34% of values were missing,
we deemed this inconsequential, following convention (Schafer,
1999). In contrast, for Study 2 (n � 738) Little’s MCAR test
suggested that the pattern of missingness on the DSHI-s was likely
to be MCAR, �2(95, N � 734) � 85.00, p � .759, with 0.26% of
data missing. Using logistic regression, neither gender, age, eth-
nicity, or order of assessment presentation predicted presence
(relative to absence) of DSHI-s missingness (Study 1: ps range
from .872 to .205; Study 2: ps range from .153 to .618).

Analytic Plan

NSSI status was coded as ‘No history’, ‘NSSI ideation’, and
‘NSSI history’ for each of the two assessment types. For the
single-item assessment, Yes responses were coded as ‘NSSI his-
tory’, No responses as ‘No history’, and Thought about it re-
sponses were coded as ‘NSSI ideation’. For the behavioral check-
list, participants who reported engaging in at least one of the 13
behaviors on one or more occasions were coded as ‘NSSI history’,
those who reported thinking about engaging in one or more be-
haviors (but reported no engagement) as ‘NSSI ideation’, and
those who reported never thinking about engaging in any of the 13
behaviors were coded as ‘No history’. Participants whose NSSI
status differed across the two assessment types were assigned a
discrepancy score of 1, while those assigned to the same status on
both assessments were assigned a score of 0. Inspection of con-
tinuous variables indicated that, although scores for Depression
(M � 9.37, SD � 9.10), Anxiety (M � 10.97, SD � 8.72), and
Stress (M � 13.18, SD � 8.89) were low (as expected for a
community sample), there was no evidence that they differed
significantly from normality.

Pearson Chi-Square statistical tests assess for relationships be-
tween assessment order (single-item first vs. behavioral checklist
first) and NSSI prevalence measured using the single-item and the
behavioral checklist, as well as a relationship between careless
responding and assessment discrepancy. Logistic regression mod-
els test whether age, gender, specific NSSI methods, past year
NSSI frequency, and psychological distress are associated with
change (vs. stability) across assessment types. Exploratory logistic
regression models test whether age, gender, and frequency of
past-year NSSI predicts incorrectly screened out participants and
those who report NSSI thoughts on the single-item but an NSSI
history on the checklist (vs. participants who report an NSSI
history on both assessments). All analyses reported here were
preregistered unless noted otherwise, and all preregistered predic-
tions are confirmed as supported, or not supported. For preregis-
tered analyses, alpha was set at .05. For exploratory analyses,
alpha was set at .01 to better guard against spurious findings.
Additional exploratory analyses are reported in the online supple-
mental materials. All analyses were conducted using SPSS Version
25.

2 The wording of this instructed response item of this attention check
differs from our preregistration (“Please select ‘Applied to me very much,
or most of the time’ for this question to show that you are paying
attention”) and the item was presented before the experimental manipula-
tion rather than afterwards. These changes were made because this version
of the instructed response item was already included in the online survey
and having two separate instructed response items was considered unnec-
essary by the prescreening facilitator.
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Results

In Study 1, 60.5% of participants (n � 379) reported a lifetime
NSSI history on one or both assessments, and 24.1% (n � 151)
reported NSSI ideation. There were 29.8% of participants (n �
169) who reported engaging in NSSI within the past year (44.6%
of those who reported lifetime self-injury), with a mean of 8.63
(SD � 14.31, Median � 3.00) NSSI episodes. In Study 2, 69.4%
(n � 512) reported a lifetime NSSI history on one or both assess-
ments, and 20.9% (n � 154) reported NSSI ideation. There were
32.7% of participants (n � 393) who reported engaging in NSSI
within the past year (46.4% of those who reported lifetime self-
injury); of these, the majority (25.3%) reported engaging in NSSI
1 to 3 times in the past year, 8.7% 4 to 5 times, 4.8% 6 to 10 times,
4.6% 11 to 20 times, 2.6% 21 to 50 times, and 0.8% more than 50
times. Across both studies, the most common NSSI methods were
scratching (Study 1: 33.4%, Study 2: 35.2%), cutting (Study 1:
32.0%, Study 2: 34.4%), and punching and/or banging the body
(Study 1: 31.6%, Study 2: 41.8%).

Agreement Across Assessments

Our first aim was to replicate the finding that fewer people
report an NSSI history on a single-item assessment than a behav-
ioral checklist. Consistent with previous research, agreement be-
tween the single-item and behavioral checklist assessments was
low (Study 1: 	 � .50; Study 2: 	 � .48), with nearly a third
(Study 1: 31.0%, Study 2: 31.2%) of participants reporting differ-
ent NSSI histories. Reflecting meta-analytic research, participants
were more likely to report a lifetime NSSI history on the behav-
ioral checklist (Study 1: 59.3%; Study 2: 68.6%) than the single-
item (Study 1: 37.2%; Study 2: 44.0%; Study 1: �2(4, N � 626) �
339.20, p � .001, Cramer’s V � .52; Study 2: �2(4, N � 738) �
362.83, p � .001, Cramer’s V � .50). There was a high degree of
asymmetry across all discrepant responses; 10.9% (n � 68) of
Study 1 participants and 14.0% (n � 103) of Study 2 participants
reported no NSSI history on the single-item but reported engaging
in NSSI behavior on the checklist, whereas zero Study 1 partici-
pants and 0.7% (n � 2) of Study 2 participants reported an NSSI
history on the single-item, but no engagement on the checklist.
Table 1 presents the breakdown of NSSI status by assessment type
and presentation order for both studies.

Memory Facilitation

Next, we considered potential explanations for this high rate
of assessment discrepancy. If higher rates of lifetime NSSI on
checklists arise because each checklist item cues memory for
engaging in NSSI, then we would expect that respondents
would be more likely to report an NSSI history on the single-
item if they completed the single-item after the checklist com-
pared with before. Counter to this hypothesis, presentation
order did not affect NSSI prevalence as assessed with either the
single-item (Study 1: �2(2, N � 626) � 0.66, p � .718,
Cramer’s V � .03; Study 2: �2(2, N � 738) � 4.99, p � .082,
Cramer’s V � .08) or the behavioral checklist (Study 1: �2(2,
N � 626) � 3.15, p � .207, Cramer’s V � .07; Study 2: �2(2,
N � 738) � 0.03, p � .985, Cramer’s V � .01).3

Careless Responding

In Study 2 we wanted to test the hypothesis that careless
responding can explain the high rates of assessment discrepancy.
First, at a descriptive level the proportion of participants who
failed the attention-check (4.1%) was substantively lower than the
percentage of participants who reported inconsistent NSSI histo-
ries between the single-item assessment and the behavioral check-
list (31.2%), suggesting that carelessness could not fully account
for discrepancies in responding. Moreover, participants who
passed the instructed response item were just as likely to show
discrepant responding as those who failed, �2(1, N � 723) � 1.23,
p � .267, Cramer’s V � .04. Thus, no evidence was found for the
hypothesis that the high degree of discrepancy found across as-
sessments was because of careless responding.

Individual Differences in Assessment Discrepancy

Our analyses so far show that approximately a third of partici-
pants reported inconsistent NSSI histories between a single-item
and a behavioral checklist. Two specific forms of discrepant re-
sponses made up the majority (Study 1: 74.8%, Study 2: 81.6%) of
all inconsistent responses; participants who reported engaging in
NSSI behaviors on the checklist, but reported either no history or
NSSI ideation on the single-item.4 We next consider the hypoth-
esis that these types of discrepant responses arise because partic-
ipants see themselves as dissimilar to the lay understanding of who
self-injures and what counts as self-injury.

Typically “Screened Out” Participants

First, we focused on the participants who reported no NSSI
history on the single-item and reported engaging in one or more
NSSI behaviors on the checklist. These participants would have
been screened out in any study using the standard two-step pro-
cedure common in the literature. Notably, typically screened out
participants reported engaging in an average of two NSSI methods
(Study 1: M � 2.15, SD � 1.93; Study 2: M � 2.43, SD � 2.11),
although this was fewer NSSI methods than the group who con-
sistently reported a NSSI history across both assessments (Study 1:
M � 4.12, SD � 2.35; Study 2: M � 3.90, SD � 2.24; Study 1:
U � 3413.00, p � .001, 
2 � .16; Study 2: U � 6818.50, p �
.001, 
2 � .12).

If participants who engaged in NSSI behaviors but reported no
NSSI history on the single-item did so because they saw them-
selves as dissimilar to the lay understanding of who self-injures,
then certain people should be more (or less) likely to be screened
out in two step NSSI assessment procedures. Across both studies,
the logistic regression model with age, gender, and past-year NSSI
frequency as predictor variables was statistically significant, Study
1: �2(3, N � 620) � 42.93, p � .001, Nagelkerke R2 � .28; Study

3 Given that presentation order was unrelated to assessment discrepancy,
we deviated from our preregistration and collapsed across presentation
order (instead of analyzing only the single-item first condition) to maxi-
mize sample size.

4 Given that these specific forms of assessment discrepancy comprise the
majority of discrepant responses, we deviated from our preregistration and
chose to focus on these specific forms rather than any form of discrepant
response.
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2: �2(3, N � 733) � 113.23, p � .001, Nagelkerke R2 � .36.
Consistent with our hypothesis, compared with participants who
consistently reported an NSSI history, typically screened out par-
ticipants had lower past year NSSI frequencies (Study 1:
b � �0.97, p � .001, SE � 0.30, odds ratio, OR � 0.38, 95% CI
[0.21, 0.69]; Study 2: b � �2.14, p � .001, SE � 0.34, OR �
0.12, 95% CI [0.06, 0.23]), and, in Study 2 only, were more likely
to be men (Study 1: b � �0.70, p � .095, SE � 0.42, OR � 0.50,
95% CI [0.22, 1.13]; Study 2: b � �0.90, p � .005, SE � 0.32,
OR � 0.40, 95% CI [0.22, 0.77]). Across both studies, typically
screened out participants did not differ in age (Study 1: b � �0.03,
p � .722, SE � 0.08, OR � 0.97, 95% CI [0.83, 1.14]; Study 2:
b � �0.09, p � .115, SE � 0.06, OR � 0.91, 95% CI [0.82,
1.02]).

To test the hypothesis that people who engage in self-injurious
behaviors that deviate from the prototypical definition of what
counts as self-injury are more likely to report discrepant NSSI
histories, we conducted an exploratory binomial logistic regression
in which each of the 13 behaviors of the checklist were entered as
predictors for whether or not a participant would typically be
screened out (behaviorally identified NSSI without self-identified
NSSI, compared with both behaviorally and self-identified NSSI).
NSSI past-year frequency, and (in Study 2 only) gender were
added to the first step of the model (Model 1), followed by each of
the 13 behaviors (Model 2). Across both studies the logistic
regression model was statistically significant, Study 1: �2(13, N �
626) � 94.91, p � .001, Nagelkerke R2 � .73; Study 2: �2(13,
N � 733) � 168.92, p � .001, Nagelkerke R2 � .74. Participants
who reported engaging in cutting behavior were more likely to
report consistent NSSI histories (Study 1: b � �2.16, p � .001,
SE � 0.41, OR � 0.12, 95% CI [0.05, 0.26]; Study 2: b � �2.02,
p � .001, SE � 0.27, OR � 0.13, 95% CI [0.08, 0.23]). In Study
1 only, participants who reported engaging in burning behavior
were more likely to report consistent NSSI histories (Study 1:
b � �1.03, p � .007, SE � 0.38, OR � 0.36, 95% CI [0.17,
0.75]), while in Study 2 those who used bleach or oven cleaner on
skin were more likely to demonstrate inconsistent NSSI histories
(b � 1.71, p � .002, SE � 0.55, OR � 5.51, 95% CI [1.87,
16.19]). No other NSSI method distinguished between participants

who typically are screened out and those who report an NSSI
history on both the single-item and the checklist (Study 1: ps range
from .998 for using bleach or oven cleaner on skin, to .048 for
punching or banging the body; Study 2: ps range from .969 for
using acid on skin, to .104 for scratching skin).

Given that individual differences in psychological distress have
previously been associated with discrepant self-injury reports,
within the Study 2 sample we conducted a binomial logistic
regression to examine whether depression, anxiety, and stress
symptoms negatively predicted behaviorally identified NSSI with-
out self-identified NSSI (compared with both behaviorally identi-
fied and self-identified NSSI), controlling for gender and NSSI
past-year frequency. The logistic regression model was not statis-
tically significant, �2(3, n � 733) � 6.60, p � .086, Nagelkerke
R2 � .38, providing no evidence that depression (b � �0.02, p �
.399, SE � 0.02, OR � 0.98, 95% CI [0.94, 1.02]), anxiety
(b � �0.04, p � .083, SE � 0.02, OR � 0.96, 95% CI [0.92,
1.01]) or stress symptoms (b � 0.01, p � .768, SE � 0.03, OR �
1.01, 95% CI [0.96, 1.06]) predicted whether people would have
been screened out in a two-step procedure.

Self-Identified NSSI Ideation With Behaviorally
Identified NSSI

Finally, we consider the group of discrepant responders who
reported engaging in one or more NSSI behaviors on the checklist,
and report NSSI ideation (but no action) on the single-item. Al-
though most single-item measures do not provide an ideation only
response option, in studies that use a two-step procedure and which
do include this response option (e.g., Robinson et al., 2017) these
participants typically would go on to answer additional NSSI
items. Participants who reported self-identified NSSI ideation with
behaviorally identified NSSI reported engaging in an average of
two NSSI methods (Study 1: M � 2.19, SD � 1.22; Study 2: M �
2.13, SD � 1.37), significantly fewer methods than participants
who consistently reported a NSSI history across both assessments
(Study 1: M � 4.12, SD � 2.35; Study 2: M � 3.90, SD � 2.24;
Study 1: U � 4371.50, p � .001, 
2 � .14; Study 2: U � 9976.00,
p � .001, 
2 � .11).

Table 1
Lifetime NSSI Prevalence Rates as Measured by the Single-Item and Behavioral Checklist Assessments Across Both Studies

Behavioral checklist

Single-item first Study 1 (n � 310) Study 2 (n � 334)

Single-item No history NSSI ideation NSSI history No history NSSI ideation NSSI history

No history 81 (26.1%) 22 (7.1%) 37 (11.9%) 72 (21.6%) 12 (3.6%) 36 (10.8%)
NSSI ideation 6 (1.9%) 11 (3.5%) 34 (11.0%) 4 (1.2%) 15 (4.5%) 45 (13.5%)
NSSI history — 5 (1.6%) 114 (36.8%) — 1 (0.3%) 149 (44.6%)

Checklist first Study 1 (n � 316) Study 2 (n � 404)

Single-item No history NSSI ideation NSSI history No history NSSI ideation NSSI history

No history 101 (32.0%) 11 (3.5%) 31 (9.8%) 88 (21.8%) 17 (4.2%) 67 (16.6%)
NSSI ideation 2 (0.6%) 13 (4.1%) 44 (13.9%) 3 (0.7%) 15 (3.7%) 39 (9.7%)
NSSI history — 3 (0.9%) 111 (35.1%) 2 (0.5%) 3 (0.7%) 170 (42.1%)

Note. NSSI � nonsuicidal self-injury. Study 1: n � 195, and in Study 2: n � 229 reported different NSSI histories across the two assessment measures.
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As with the typically screened out participants, if this group
showed discrepant NSSI histories because they see themselves as
dissimilar to lay understandings of who self-injures, then demo-
graphic and NSSI characteristics should predict group membership
(relative to people who report an NSSI history on both assess-
ments). We entered age, gender, and past year NSSI frequency as
predictor variables within a binomial logistic regression. In Study
1, the logistic regression model was not statistically significant,
�2(3, N � 620) � 2.68, p � .443, Nagelkerke R2 � .02. Partici-
pants with behaviorally identified NSSI with self-identified NSSI
ideation did not differ by past year NSSI frequency (b � �0.03,
p � .177, SE � 0.02, OR � 0.94, 95% CI [0.94, 1.01]), gender
(b � �0.07, p � .866, SE � 0.39, OR � 0.94, 95% CI [0.44,
2.00]), or age (b � 0.01, p � .839, SE � 0.05, OR � 1.01, 95%
CI [0.92, 1.11]). In comparison, in Study 2, the logistic regression
model was statistically significant, �2(3, N � 733) � 50.65, p �
.001, Nagelkerke R2 � .19. People with behaviorally identified
NSSI and self-identified NSSI ideation had engaged in NSSI less
frequently in the past year (b � �0.90, p � .001, SE � 0.18,
OR � 0.41, 95% CI [0.29, 0.58]), and were more likely to be men
(b � �1.05, p � .001, SE � 0.32, OR � 0.35, 95% CI [0.19,
0.65]) and younger (b � �0.018, p � .030, SE � 0.09, OR � 0.83,
95% CI [0.71, 0.98]).

Next, we considered whether the lay understanding of which
behaviors count as self-injury may explain why people report
behaviorally identified NSSI with self-identified NSSI ideation.
We conducted an exploratory binomial logistic regression to test
whether specific NSSI methods reported on the behavioral check-
list predicted behaviorally identified NSSI with self-identified
ideation (vs. behaviorally identified and self-identified NSSI),
while (in Study 2 only) controlling for past-year NSSI frequency,
gender, and age. Across both studies the logistic regression model
was statistically significant, Study 1: �2(13, N � 626) � 96.52,
p � .001, Nagelkerke R2 � .41; Study 2: �2(13, N � 733) �
93.13, p � .001, Nagelkerke R2 � .48. Consistent with the account
that some NSSI behaviors count more as self-injury, across both
studies participants who reported greater engagement in cutting
were less likely to show discrepant NSSI histories across assess-
ments (Study 1: b � �1.02, p � .001, SE � 0.18, OR � 0.36, 95%
CI [0.25, 0.51]; Study 2: b � �1.30, p � .001, SE � 0.19, OR �
0.27, 95% CI [0.19, 0.39]). In Study 2 only, participants who
reported greater engagement in punching and banging were also
less likely to report discrepant NSSI histories across assessments
(b � �0.36, p � .006, SE � 0.13, OR � 0.70, 95% CI [0.54,
0.90]). No other NSSI method distinguished participants who
report behaviorally identified NSSI with self-identified ideation
(Study 1: ps range from .686 for sticking sharp objects into skin,
to .074 for punching or banging; Study 2: ps range from .736 for
biting skin, to .027 for burning skin).

Finally, we assessed whether recent depression, anxiety, and
stress symptoms could help to explain why some participants
reported behaviorally identified NSSI with self-identified NSSI
ideation. Within the Study 2 sample, we conducted a hierarchical
logistic regression with past-year NSSI frequency, gender, and age
entered into the first step of the model (Model 1), followed by the
measures of psychological distress (Model 2). Counter to predic-
tions, Model 2 was not statistically significant, �2(3, N � 733) �
1.82, p � .612, Nagelkerke R2 � .12, such that depression (b �
.01, p � .608, SE � 0.02, OR � 1.01, 95% CI [0.97, 1.05]),

anxiety (b � .01, p � .768, SE � 0.02, OR � 1.00, 95% CI [0.97,
1.05]), and stress symptoms (b � .01, p � .703, SE � 0.02, OR �
1.00, 95% CI [0.96, 1.06]) were unrelated to assessment discrep-
ancy.

Discussion

Agreement across two of the most commonly used NSSI as-
sessments (Swannell et al., 2014; You et al., 2018) was strikingly
low in both studies. Participants were 1.57 times more likely to
report a lifetime NSSI history when assessed using a behavioral
checklist than with a single-item, with 31% of participants in both
studies reporting different lifetime NSSI histories across assess-
ments. These studies add to growing evidence from young adult,
adolescent, and military samples that between 9 to 35% of partic-
ipants report inconsistent self-injury histories across assessments
(Fliege et al., 2006; Hom, Joiner, & Bernert, 2016; Hom et al.,
2019; Mars et al., 2016), raising substantial psychometric concerns
for the field of self-injury research.

One intuitively obvious explanation for this discrepancy is that
behavioral checklists provide retrieval cues for incidents of self-
injury that may have been forgotten. However, we found that
assessment order did not influence the rate of discrepancy; 9.8% of
participants in Study 1 and 16.6% of participants in Study 2
endorsed items on the checklist, and then went on to report no
NSSI history on the single-item. Careless responding also failed to
account for this discrepancy.

Two specific types of inconsistent responding made up the
majority of discrepant responses; participants who reported engag-
ing in NSSI behaviors on the checklist, but on the single-item
reported no NSSI history, or only NSSI ideation. In both of these
instances, participants who reported having engaged in cutting
behaviors were less likely to report a discrepant response on the
single-item, suggesting that this behavior may be seen unequivo-
cally as, and defining of, self-injury, while other behaviors are
open to greater interpretation. Within lay communities, cutting is
often seen as the prototypical NSSI method (Lewis et al., 2014).
Although cutting is one of the most common NSSI methods
(Klonsky, 2011; Plener, Libal, Keller, Fegert, & Muehlenkamp,
2009), many people who self-injure do not cut themselves (Garisch
& Wilson, 2015), and men are less likely than women to engage in
cutting behaviors (Andover, Primack, Gibb, & Pepper, 2010).
Compared with participants who both self-identified and were
behaviorally identified as having a lifetime NSSI history, partici-
pants who reported behaviorally identified NSSI and self-
identified no NSSI history or NSSI ideation engaged in fewer
NSSI methods, and did so less frequently. In Study 2 only, men
were also more likely to report discrepant responses. Counter to
research on the consistency of self-harm self-reports across a
2-year period (Mars et al., 2016), psychological distress was un-
related to either type of discrepancy.

Given the low agreement across these two self-report assess-
ments, it is reasonable to ask which assessment is more accurate in
capturing true NSSI. In general, continuous scores of psychopa-
thologies (i.e., behavioral checklists scores) are more reliable than
discrete scores (i.e., single-item scores; Markon, Chmielewski, &
Miller, 2011). However, in the absence of a comprehensive objec-
tive measure of NSSI neither assessment type can be compared
with true NSSI. Given this difficulty, one path forward is to
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identify who each assessment type captures. Our results suggest
that the common practices of measuring NSSI with single-item
assessments or two-step procedures are more consistently captur-
ing people who self-injure by cutting, but is likely missing people
who engage in less prototypical behaviors or those who do not
identify as someone who self-injures.

We now turn to consider participants who are typically screened
out of two-step assessment procedures—those who report NSSI
behaviors on a checklist but no NSSI history on a single-item.
Compared with participants who report an NSSI history on both
the behavioral checklist and the single-item, typically screened out
participants reported less frequent NSSI, were less likely to self-
injure by cutting, and (in Study 2 only) were more likely to be
men. Excluding these participants creates three key problems for a
literature base built heavily on two-step assessments. First, cap-
turing only a more severe NSSI population leads to misrepresen-
tation (most likely underestimation; Hunter & Schmidt, 1990) of
the true effect size of relationships between NSSI and other vari-
ables of interest. Second, systematically missing a proportion of
the population who self-injures introduces error (and variance) for
longitudinal work testing how NSSI affects subsequent well-being,
curtailing our ability to understand the long-term repercussions of
self-injury. Third, sampling only those who self-identify their
self-injurious behaviors as NSSI greatly reduces our ability to
understand the resilience of people who self-injure, as the most
resilient people may be self-selecting out of such a sample. An
evidence base that underrepresents people who engage in NSSI
behaviors, but do not label their behavior as such, limits our ability
to advance scientific understanding of NSSI. Clinical translations
of this research may then result in intervention and prevention
strategies that are not effective for a substantial proportion of
people who self-injure.

Taken together, this research necessitates changes to how NSSI
is measured and reported. The current research adds to growing
evidence of poor agreement between NSSI self-report assessments
(Lund et al., 2018; Lungu et al., 2018), and shows that two of the
most common NSSI assessment types may be capturing overlap-
ping, but different populations. One option to address this issue of
poor agreement is to move away from self-reported questionnaires
assessments altogether in favor of semistructured interviews.
Among community adolescents (Ross & Heath, 2002), and women
engaged in clinical treatment for borderline personality disorder
(Lungu et al., 2018), more people were classified as having a
lifetime NSSI history when assessed with a self-report question-
naire compared with a semistructured interview. This discrepancy
has been interpreted as evidence that self-report measures overes-
timate NSSI (Lungu et al., 2018). However, in the absence of an
objective measure of NSSI it is difficult to determine the accuracy
of either self-report measures or semistructured interviews. Indeed,
many of the common interview instruments begin with a screening
question assessing lifetime NSSI (e.g., the Self-Injurious Thoughts
And Behaviors Interview, which begins with “Have you ever had
thoughts of purposely hurting yourself without wanting to die?”),
followed by branching dependent on a no (skip to next section) or
yes response (questions about behavior and frequency; Nock,
Holmberg, Photos, & Michel, 2007). That is, semistructured inter-
view assessments typically also follow a two-step assessment
procedure, and it remains to be seen if similar patterns of discrep-
ancy as with self-report questionnaires might be evident.

A second option for addressing this measurement problem is to
distinguish between NSSI operationalized as “engaging in self-
injurious behavior(s)” captured by behavioral checklists and “self-
identification as a person who self-injures” captured by single-item
and two-step assessments. Distinguishing between behaviorally
identified NSSI and self-identified NSSI may provide greater con-
ceptual precision within both the empirical literature and in client
assessment notes. The choice of which assessment type to use is,
therefore, dependent on the research question under investigation,
as the two operationalizations of NSSI provide different informa-
tion. For example, the Interpersonal–Psychological Theory of Sui-
cidal Behavior, a prominent theory of suicide, argues that NSSI is
a risk factor for subsequent suicide attempts because when a
person engages in NSSI behaviors over time they become habit-
uated to the psychophysiological aversiveness of self-injury which,
in turn, increases capability for subsequent suicidal behavior
(Joiner, Brown, & Wingate, 2005; Joiner, Ribeiro, & Silva, 2012).
In this instance, engaging in NSSI behaviors is the mechanism by
which NSSI confers risk of subsequent suicide, rather than the
self-identification as a person who engages in NSSI. Therefore, in
this instance capturing behaviorally identified NSSI rather than
self-identified NSSI is warranted. We encourage researchers to
consider this distinction and report their decision-making process.

Limitations and Future Directions

Across two studies, we found evidence that behavioral check-
lists and single-item assessments capture different aspects of NSSI.
However, this conclusion comes with at least two caveats. First,
the single-item assessment has a greater reading complexity than
the behavioral checklist, requiring participants to hold in working
memory four Boolean alternatives (i.e., “or”). Experimental ma-
nipulations have found that greater reading complexity results in
longer response times and more midpoint responses (interpreted as
a “no-opinion” response; Lenzner, Kaczmirek, & Lenzner, 2010;
Velez & Ashworth, 2007), suggesting that working memory load
can influence how participants respond to items. Although all
participants in the current studies have met the literacy require-
ments for university enrolment, greater working memory load of
the single-item relative to the behavioral checklist may be an
alternative explanation for the discrepancy across NSSI assess-
ments. This hypothesis could be tested in future systematic reviews
by calculating the reading complexity of each assessment using
well-established techniques (Peter, Whelan, Pfund, & Meyers,
2018) before conducting a metaregression to assess whether read-
ing complexity is negatively associated with lifetime NSSI prev-
alence rates across studies.

A second caveat is the use of college samples. Although the
majority of NSSI research has been conducted with college sam-
ples (Swannell et al., 2014; and, thus, a strength of the current
work is that it tests the agreement of common assessments within
commonly used samples), college samples are only able to provide
a truncated understanding of human psychology, including mental
health (Auerbach et al., 2016; Kovess-Masfety et al., 2016). In
particular, 90.7% of participants were aged 17–20 and so the
current studies do not contain an adequate age range to stringently
test the hypothesis that older participants are more likely to report
discrepant NSSI histories across assessments, and so these analy-
ses should be considered exploratory. Given that NSSI peaks in
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mid-adolescence (Plener, Schumacher, Munz, & Groschwitz,
2015), and that sample characteristics are associated with assess-
ment type (Swannell et al., 2014), replication across different ages
and developmental stages is needed to establish the generalizabil-
ity of the current studies and to more stringently test whether age
moderates assessment discrepancy. It is also worth highlighting
that lifetime NSSI prevalence in the current studies, although
similar to other New Zealand community adolescent and young
adult samples (38%, Fitzgerald & Curtis, 2017; 49%, Garisch &
Wilson, 2015), was approximately three-times higher than the
international pooled estimate of NSSI prevalence among young
adults (Swannell et al., 2014). Given that NSSI varies across
cultures (Gholamrezaei, De Stefano, & Heath, 2017), replication in
other countries and cultures is warranted.

The current studies are unable to shed light on why participants
show discrepancy across assessments, only who is more likely to
report discrepancies. When participants who had reported discrep-
ant suicide attempt histories were asked to explain the discrepancy,
many reported changing their operational definition of suicidal
behavior across assessments, or misunderstanding the instructions
(Velting et al., 1998). Future research could establish whether
these explanations extend to NSSI assessments by using a mixed
design where participants who report discrepant responses across a
single-item and a behavioral checklist are later interviewed and
asked to explain why they reported different NSSI histories. Un-
derstanding the explanations that participants give for their dis-
crepant responses may help identify the mechanism(s) that distin-
guish behaviorally identified NSSI from self-identified NSSI for
further investigation. Given that people who self-injure often feel
ashamed about their self-injury (Rosenrot & Lewis, 2018), one
possibility is that reporting a NSSI history on a single-item (i.e.,
self-identification as a person who self-injures) creates more
shame and judgment for the respondent than does a behavioral
checklist, and so fewer people report their NSSI history on a
single-item. Future research could test this potential mechanism by
manipulating shame (e.g., by inviting participants to recall a pre-
vious shameful experience) before completing both single-item
and behavioral checklist assessments, or by assessing whether
people who demonstrate greater socially desirable responding are
more likely to report discrepant responses.

Distinguishing between behaviorally identified and self-
identified operationalizations of NSSI also necessitates future re-
search comparing the two. We found that people who engage in
NSSI behaviors, but do not self-identify as a person who self-
injures, engage in fewer NSSI methods, and have done so less
recently. Given the cross-sectional nature of these studies, the
direction of this relationship remains unclear. Perhaps people with
less severe NSSI are less likely to subsequently identify with the
behavior. Or perhaps people who identify as someone who self-
injures are more likely to subsequently self-injure with greater
severity. Longitudinal research tracking the relationship between
behaviorally identified NSSI and self-identified NSSI over time
may provide valuable insight into who self-injures and who iden-
tifies as someone who self-injures.

Conclusion

Across two studies we found that approximately a third of
participants report different NSSI histories between a behavioral

checklist and a single-item measure. Counter to predictions, nei-
ther memory nor careless responding explained this assessment
discrepancy. Instead, we found that participants who had not
engaged in cutting—the “prototypical” NSSI method within lay
communities—were more likely to report discrepancies across
assessments. Critically, this suggests that the poor agreement
across two of the most common NSSI assessment types may be
systematic, rather than the result of random error. The subjective
interpretation of what counts as NSSI within single-item and
two-step screening measures creates the need for greater concep-
tual clarity in how NSSI is defined and measured. Decisions
regarding operationalization are at the heart of many psychological
questions and we are obliged to get these decisions as right as we
are able. Failure to do so impedes our scientific understanding and,
especially when we conduct research, we hope will inform pre-
vention and intervention, risks resulting in recommendations that
will, at best, make a less positive impact than we hope and, at
worst, harm our communities of interest.
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