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ABSTRACT

This study examined the frequency of Self-Harm Behavior (SHB) and determined the
effect of ACEs on Self-Harm (SH) among Emerging Adults (EAs). This study
reconnoitered how common ACEs are and how they instigate SHB among EAs in
Pakistan. It involves a cultural adaptation of card sort task for self-harm (CaTS)
followed by a pilot study to uncover the key pattern of SHB among EAs. The data for
this study was collected through on-line google forms and in paper using simple
random sampling from various local University settings. An analysis was conducted
on 301 respondents out of 400 total samples, ranging in age from 18 to 29 years. The
majority of the participants, 55.8%, were females, however for the SH variable, there
was a significant difference observed between males and females, males reported SHB
to a greater extent than females. A Bootstrapping analysis utilizing SMART PLS-SEM
and linear regression model utilizing SPSS is conducted to determine the factors that
predict SH among emerging adults. The study considered variables such as ACEs,
Mental Health (MH), self-harm (SH), Social Functioning (SF) and Social Support
(SS), while also accounting for other factors like socio-economic status, and family
dynamics etc. Out of the 400, only 301 respondents were examined. According to the
findings of the study, there was a significant increase in the likelihood of SH among
EAs who experienced physical or sexual abuse, specifically; those with sexual abuse
had a higher risk of having SHB, in comparison to those who did not experience abuse.
The study demonstrates the negative inspiration of ACEs on SF. The output clearly
explains the impact of ACEs on mental health (MH) and Self-harm (SH). It
investigated the mediating role of social functioning (SF)between ACEs and MH. It
explored the moderating role of social support (SS) that reduces the likelihood of SH
among EAs. Conclusions imply that social support can foster favorable outcomes even
for individuals from dysfunctional homes and that the protecting roles of SS grow with
the number of support programs while this study depicted insignificant mediating role
of MH between the ACEs and SH. This insignificance provides good evidence for the
fact that SH is maladaptive coping during stressful situation and overcoming emotional
dysregulation in EA. The study suggests that addressing MH and related emotion
directive abilities right from the childhood can potentially impede forthcoming SHB,
while also strengthening social support networks.

Keywords: Adverse Childhood Experiences (ACEs), Card Sort Task for Self-Harm
(CaTS), Emerging adults, Self-Harm Behavior (SHB), Mental Health
(MH), Social Support (SS), Social Life Functioning (SF)
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CHAPTER 1

INTRODUCTION

1.0 Introduction

Self-Harm is a complex, multifaceted and diverse phenomenon in the realm of mental
health. Self-Harm (SH) is defined as deliberate acts of self-injury without planning to
suicide (Klonsky, 2011). SH, a coping mechanism or a method of conveying internal
distress is often driven by emotional suffering (Plener et al., 2015). Self-harming
behaviors such as burning, beating, or cutting oneself serve as a way to conceal the
intense psychological distress and is a clear signal of extreme mental suffering and a

cry for help, indicating that an individual is struggling to manage intense emotions.

Among Emerging adults (EA) exclusively, the incidence of SHB is concerning.
The years between the twilight of puberty and the middle of one's twenties constitute
the developmental period known as emerging adulthood (Arnett, 2000). Significant
life changes, more independence, and the quest for one's own identity characterize this
formative period. Challenges including becoming financially independent, pursuing
higher education or job goals, and forming personal relationships are common
outcomes of these transitions (Arnett et al., 2014). The significant changes during this
phase of life are causing instability and uncertainty, posing a risk to mental health. EA
age 1s a time of great personal growth and discovery, it is also a period when mental
health issues are more prevalent. Suicide attempts may be prompted by the unique

pressures felt during this transitional time.

1.1 Emerging Adulthood (EA) as a Critical Developmental Stage
Emerging adulthood (EA) has garnered increased attention in the domains of

psychology and sociology due to its distinctive traits and developmental significance.



This stage is distinguished by an investigation of one's individuality, a growth in
autonomy, and a protracted period of transition between adolescence and full maturity.

It includes the following major features:

1.1.1  Identity Exploration

Emerging adults (EAs) are on a quest for self-identity, experimenting with different
roles, values, and life trajectories to figure out who they are and who they want to be.

This approach frequently entails trying out new experiences and beliefs (Arnett, 2001).

1.1.2  Autonomy and Independence

EAs try to be self-sufficient from their parents or caretakers. This need for autonomy
extends to decisions about school, employment, living circumstances, and

relationships (Arnett, 2004).

1.1.3 Life Transitions

This life phase is highlighted by substantial life transformations such as excelling
further to higher education, beginning a profession, and creating intimate relationships.

These changes present a distinct set of difficulties and opportunities (Arnett, 2004).

1.1.4  Psychological Turmoil

Along with potential for development, emerging adulthood is marked by emotional
and psychological upheaval. Uncertainty, identity confusion, and greater emotional

sensitivity may plague young adults with vulnerability (Grosz et al., 2016).

Emerging adulthood is a developmental period in which people are
significantly vulnerable to mental health issues. Self-harm activity frequently emerges

during this period as a sign of underlying psychological pain and emotional instability.

2



The stresses of seeking education, work, and personal relationships might aggravate
sensitivity to self-harm, making this demographic an important subject for research

and intervention.

1.1.5 ACES and its Influence

ACEs, refer to childhood adversities, have appeared as substantial constituent that has
an influence on the mental-wellbeing of individuals throughout their life-spans.
According to Felitti et al. (1998), ACEs encompass a wide-ranging spectrum of
distressing childhood experiences comprising corporal or emotive abuse,
abandonment, dysfunctional home dynamics, besides exposure to drug addiction or
mental illness within the family. It is possible for these encounters to exert enduring
influence on a one's psychological fitness as well as their general well-being. Multiple
studies conducted by Nelson et al. (2017) and Hughes et al. (2017) have consistently
shown the substantial and enduring impression of ACEs on physical and intellectual
health, leading to increase the susceptibility to depression, anxiety, substance abuse,
and suicidal tendencies. It is possible for repressed childhood trauma to emerge and
hit with the developmental problems of emerging adulthood, which is a period when
the repercussions of ACEs linger throughout emerging adulthood ((Babad et al., 2020).
As a maladaptive method of dealing with their emotional distress, EAs who have had

ACEs are more inclined towards self-inflicted damage.

1.2 Background of the Study

An intriguing and pressing topic in contemporary mental health research and treatment
is the increase in adult self-harm behavior. Encompassing various deliberate self-harm
(DSH) or self-poisoning actions, often employed as a way to cope or as an indication

of underlying psychological turmoil (Klonsky, 2011). During the developmental stage



of emerging adulthood, which typically spans from late adolescence to the mid-20s
according to Arnett (2000), individuals face unique challenges and stresses while
transition from adolescence to full adulthood. EAs are in a phase where they are
discovering themselves, pursuing further education or career aspirations, and
establishing independent living situations, all contributing to the intricacies of their
social and psychological surroundings. These modifications may heighten the chances
of engaging in SHB due to their alignment with the emotional upheaval and
developmental traits of this life stage. SH is a prevalent issue during adolescence and
early adulthood because of its frequent occurrence and negative outcome. In most
cases, there will be a gradual deterioration in SHB, but a significant proportion will
persist in this chronic manner into later years (Barrocas et al., 2015). SH has been
identified the most potent among other predictors of effective suicide (Hawton et al.,
2003) and attempted suicide (Guan et al., 2012), regardless of suicidal intent.
Regarding prevention and treatment, it is critical to identify correlates and predictors

of these maladaptive behaviors in diverse samples.

Preventing SHB from becoming chronic problems may be facilitated by
identifying risk behaviors that are typically overlooked by utilizing community

samples to identify predictors (Baetens et al., 2014).

Victims of sexual assault violence and child sexual abuse (CSA) are prevalent
issues with well-documented, detrimental long-term effects. The World Health
Organization (WHO) defines CSA as the involvement of young children in sexual
activities that they do not fully understand, cannot consent to, or are not prepared for
developmentally, and goes against societal laws or norms. Child sexual abuse is
defined as any form of engagement between a minor and an adult or another minor in

which the former, who is older takes advantage of their position of trust or power to

4



fulfil their own needs (WHO, 1999). Teens who are victims of sexual abuse are more
probable to attempt suicide and engross in SHB (Soylu et al., 2022). By identifying

SH risk factors, it is possible to prevent potentially fatal behaviors.

This study is an attempt to add to the corpus of knowledge previously available
on the correlations and determinants of SH, by examining this subject in populations
of EAs in Pakistan and providing a prospective method of investigation. There is a
wide range of terminology that is linked with SH, each of which involves a distinct
conceptualization. Depending on the sample of the research, the conceptualization that

was shown to be the most useful was evaluated.

Instances of abuse, bullying, or family disruptions are considered ACEs and
have been identified as solid gauges of impending MH issues supported by an
accumulating corpus of research. According to estimates, the prevalence of MH
disorders such as depression, drug addiction, and behaviors that cause injury to oneself
is at least twice as common among those who suffered any kind of adversity
throughout their childhood, including but not limited to abuse of any type, bullying,
and inadequate parenting. Even while ACEs are recognized as being noteworthy meant
for subsequent mental health conditions, there is a very little amount of information

available about the parts of ACEs that have the most significant impact.

Initially ACEs are simply dichotomized and summed up into cumulative
scores, which serve as the foundation for a great deal of study. The assumption that
every ACEs function via the same mechanisms and contributes equally to the desired
result is the foundation upon which this strategy is built. More study is being done to
investigate the association among particular ACEs and MH. This research primarily

focuses on the correlation between adverse childhood experiences (ACEs), and mental



health that lead to self-destructive behaviors among the emerging adults. The SHB of
adolescents in addition to EA, whether they are suicidal (SI) or non-suicidal (NSSI),
provide a huge challenge for both the institutions that they are a part of and their
families. In spite of this, there are not enough recommendations for controlling NSSI
at the moment, especially in the context of Pakistan and other developing nations,
which includes school-based treatments. These recommendations should detect SSI
and NSSI behavior between school, college pupils, as well as the nature of the problem
and the proper time for notifying their parents of the behavioral issue. Additionally,
these guidelines should also define the nature of the problem. The present research is
expected to investigate the impact of various ACEs on mental well-being and self-
harm in later life. With the help of this study, policymakers and law enforcement will
be effectively pressured to prioritize primary prevention and control. This will be
accomplished by mandating not only the presence of school psychologists in
elementary schools, colleges and university campuses at all levels, but also mandatory

premarital counselling on healthy relationships and effective parenting.

1.3 Research Gaps and the Need for This Study

Although there is an increasing amount of research on SHB and ACEs individually,
there is still a significant gap in understanding the intricate interaction between these
two factors among emerging adults. Current research has mainly concentrated on
growing adults, resulting in a lack of comprehension of self-harm behaviors during
this developmental stage. Furthermore, although ACEs have been extensively studied
regarding their impact on mental well-being, further research is necessary to explore
how ACEs directly affect self-harm behaviors (SHB) during the critical period of

emerging adulthood.



