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Abstract 

Non-suicidal self-injury (NSSI) is a complex behavior that is defined as direct and deliberate harm to 

oneself without the intent to die. Disclosure of such behavior can be an important step towards 

help-seeking as well as reduction of stress, but stigma can be a barrier to this important step. In order to 

better understand individuals who do and do not disclose their behavior, the current study aims to 

differentiate those who disclose vs. those who do not on a variety of factors, including the functionality of 

their behavior. The current study also investigates the role that stigma plays in this relationship. An 

anonymous Mechanical Turk (MTurk) survey was created including measures of NSSI, disclosure, 

stigma, and help-seeking. Eligible participants were individuals aged 18-25 and included individuals who 

had and had not engaged in NSSI. The final study sample included 272 young adults. No relationship was 

found between disclosure status and the four-factor functionalities for NSSI, however there were 

significant differences between participants who disclosed online vs. in-person and between participants 

that disclosed anonymously vs. identifiably. Individuals who disclosed anonymously and who used 

in-person means both had higher scores in social reinforcement measures than those who used online 

means, creating a complicated relationship that requires further exploration. Thus, the current study 

provides preliminary evidence for a connection between NSSI and the ways in which individuals choose 

to disclose their behavior. This study also provides evidence that various factors related to NSSI may be 

related to the target of a participant’s disclosure, including disclosure to mental health and medical 

professionals.  

Keywords​: self-injury, NSSI, disclosure, stigma, help-seeking 
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Disclosure and Self-Injury: Understanding the Role of Function, Stigma, & Help Seeking 

Disclosure of stigmatized behavior is an important step in recovery and stigma-reduction, 

especially in the realm of mental health (Corrigan & Rao, 2012). Particularly for individuals who 

self-injure, disclosure can be pivotal towards receiving treatment and relieving stress. Additionally, 

positive disclosure experiences can improve mood and increases an individual’s chances of receiving 

mental health care (Pachankis, 2007). Despite the necessity of this step of the healing process, very little 

research has directly addressed disclosure of self-injury and individuals who are at risk for nondisclosure 

of this behavior. The current study aims to better understand factors that differentiate individuals who 

have disclosed their NSSI from individuals who have not disclosed this behavior. We hypothesized that 

function of NSSI behavior, stigma, and help seeking will all be important factors in these differences.. 

 
Non-Suicidal Self-Injury 

Non-suicidal self-injury (NSSI) refers to the deliberate and direct harming of body tissue without 

the intent to end one’s life (Nock & Mendes, 2008). NSSI is a specific form of self-injury, which is a 

larger umbrella term that includes all behaviors done with the intent to harm the self (Nock, 2010). NSSI 

is differentiated from other self-injurious behaviors by motivation: suicidal behaviors are characterized by 

the individual’s intent to die from their actions, whereas NSSI might occur for a variety of reasons outside 

of the intent to end one’s life. While these different forms of self-injury have been found to be clinically 

distinct phenomena, they are closely related and NSSI is an important risk factor for later suicide attempts 

(Andover & Gibb, 2010).  

NSSI is not listed in the DSM-5 as a clinical disorder, but is currently included in the area of 

behaviors requiring further review (APA, 2013). There is perhaps more utility in describing the behavior 

itself rather than a disorder, as it occurs across a wide variety of clinical populations as well as in the 

general population. Though it is more commonly found in clinical populations, approximately 15-20% of 

youth and young adults having engaged in NSSI during their lifetime, with 3-7% reporting NSSI in the 
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last year (Nock, 2010; Klonsky, Oltmanns, & Turkheimer, 2003; Swannell, Martin, Page, Hasking, & St 

John, 2014; Heath et al., 2009). The prevalence and severity of NSSI is roughly equivalent between men 

and women during young adulthood (Klonsky et al, 2003). Though NSSI is common among young adults, 

the age of onset is typically in early adolescence, between 12 and 14 years of age (Nock, 2010). The 

majority of patients utilize more than one method of self injury, but the most common methods include 

cutting, hitting, and burning. However, there exists a great deal of variety in the methods individuals 

choose for NSSI, and even single methods can vary in severity, frequency, and location (Nock, 2010). 

In the past, there have been a wide range of theories on why people hurt themselves. More 

recently, Nock and colleagues (2006) suggested a behavioral approach to understanding why people hurt 

themselves, including four reinforcement processes that create and maintain this behavior. This theory 

includes an intrapersonal/interpersonal axis as well as a positive/negative reinforcement axis, such that 

there are four quadrants of maintaining processes that exist for these behaviors. Interpersonal-positive 

reinforcement describes NSSI that facilitates attention or help-seeking from others, whereas 

interpersonal-negative reinforcement describes NSSI that allows for individuals to avoid unwanted social 

situations. Intrapersonal reinforcements are within the self and the psyche: intrapersonal-positive 

reinforcement suggests that NSSI creates desired feelings and situations, whereas intrapersonal-negative 

reinforcements would decrease negative affective states or thoughts (Nock et al 2006). Thus, it can be 

conceptualized that NSSI serves as a behavior to change or regulate affective and social experiences. 

Further details on this theory and examples are provided in Figure 1. In the current study, these factors 

serve as ways to compare the different groups within the sample (disclosed vs. undisclosed). 

To date, there is a great deal that is not understood about NSSI, including how stigma affects care 

and treatment. The current study aims to better understand the reasons why someone may or may not 

disclose, which may help mental health providers to identify individuals who are at risk for nondisclosure 

and help them access services. 
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Stigma 

Stigma is a term that is used to describe stereotyping, prejudice, and discrimination against a 

certain group. Literally, the term refers to a physical “mark of shame”, a strain on a person’s reputation, 

or discrediting attributes (Hinshaw & Cicchetti, 2000). Generally, having and concealing a stigmatized 

behavior has been shown to increase preoccupation and vigilance in patients, as well as lead to affective 

outcomes such as anxiety, depression, hostility, guilt, and shame (Pachankis, 2007). Patients with mental 

illness might blame themselves for their illness, diminishing self-esteem. However, the effects of stigma 

are more than internal – stigma has been shown to be a major reason that patients avoid or drop out of 

treatment (Corrigan, 2004). 

Self-injury is a particularly stigmatized behavior within the umbrella of mental illness (Long et 

al., 2013). For individuals who engage in NSSI, stigma can lead to the perception that their behaviors are 

manipulative and “attention seeking” (Klonsky, 2011). Due to this, the vast majority of individuals who 

engage in NSSI hide their self injury (Rosenrot & Lewis, 2018). The interaction of community-based and 

self-inflicted stigmas also reduce the likelihood of help-seeking behaviors and overall increases the 

patient’s dependency on self-injury in the long term (Long, 2015). This stigma also keeps patients under 

the radar of traditional intervention programs (Long et al., 2013). Much of the research on self-injury 

stigma includes mental health stigma and also the stigma that comes with physical scarring or blemishes 

of the skin. As many methods of self-injury lead to physical scarring, this is both a sign of mental illness 

and something in itself that can be stigmatized, compounding the negative effects of stigma on those who 

engage in this behavior (Long et al., 2013; Lewis & Mehrabkhani, 2016). Some authors claim that 

stigma’s impact on the patient may be similar or more harmful than the actual effects of the person’s 

illness or behavior (Corrigan & Penn, 1999). Regardless of the extent to which this is true, the literature 

clearly supports the claim that stigma has negative affective and health outcomes for those who are 

affected by it. 
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Disclosure 

Disclosure of a stigmatized identity or engaging in a stigmatized behavior can be important in 

healing and recovery for individuals struggling with mental illness (Corrigan & Rao, 2012). Corrigan and 

Rao (2012) describe a range of disclosure behaviors from social isolation to broadcasting (the choice to be 

proud and actively share information), with participants falling somewhere along this spectrum. Their 

results show that disclosure is closely related to community anti-stigma work, and that disclosure of 

stigmatized identities or behaviors leads to less stigma overall. Individuals who disclose may find peers or 

family members who support them, and in the best of circumstances, may find an empowering openness 

and sense of control over their life (Corrigan & Rao, 2012). The act of disclosing one’s behavior allows 

for help-seeking to begin and is closely tied to improved coping strategies (Hasking, Rees, Martin, & 

Quigley, 2015). Positive disclosure experiences with NSSI in particular have been tied to decreased 

suicidality, improved coping strategies, and more help-seeking behavior (Hasking, et al., 2015; Rosenrot 

& Lewis, 2018). In this and other ways, positive disclosure experiences have been related to overall 

well-being, psychological benefits, and better behavioral outcomes (Chaudoir & Quinn, 2010). However, 

not every disclosure experience is positive. Negative disclosure experiences with another individual can 

include further stigmatization or other negative consequences. Thus, these negative experiences can lead 

to discrimination and isolation. Many people who engage in stigmatized behaviors who may want to 

disclose do not due to fear of negative consequences (Michelmore & Hindley, 2012). 

When understanding NSSI in particular, it is apparent that a large number of patients choose to 

avoid disclosure for fear of negative reactions or shame (Rosenrot & Lewis, 2018). At least one third of 

young adults who self-injure do not tell anyone about it, and this fraction is estimated to be larger for 

younger populations (Rosenrot & Lewis, 2018; Michelmore & Hindley, 2012). A 2018 study notably 

found that when speaking to young adults about their NSSI disclosure experiences, responses to 

disclosure had a strong impact on an individual’s self worth, willingness to disclose again, and degree to 
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which distress was reduced. The same study found shame to be an important factor: feeling ashamed and 

stigmatized meant that participants were less likely to disclose (Rosenrot & Lewis, 2018). Negative 

disclosure experiences were found to silence individuals who were struggling, and thus understanding 

who discloses and how disclosure is connected to various factors of NSSI is a next step for research in the 

area. The current study aims to close this gap in the literature and provide a better understanding of how 

various factors affect disclosure. 

Recently, there has been a growing body of literature on the topic of the internet as a more 

hospitable method of disclosure of NSSI. Swannell and colleagues (2010) found that the internet provided 

a relatively safe, anonymous environment where participants felt comfortable sharing their experiences. 

However, this research shows that there can be a wide range of responses to disclosure as well as general 

“pro-NSSI” content that may negate the positive effects of disclosure found in studies studying in-person 

disclosure by encouraging further NSSI. Though results from data collected in 2011 show that overall 

motivation for and use of social networking sites did not differ between individuals with and without an 

NSSI history, harmful content may still be a part of individuals’ experiences on social media. Further, 

trends in the use of social media change quickly and the face of social media is quite different now than it 

was at the time of these results (Jarvi, Swenson, & Batejan, 2017). In fact, recent literature has been 

mixed on the topic, indicating that online disclosure can have both benefits such as reduction of isolation, 

curbing self-harm urges, and recovery encouragement, but can also reinforce NSSI, trigger urges, and 

lead to further stigmatization (Seko & Lewis, 2018). The internet has potentially become a vital tool in the 

disclosure experiences of a wide range of young people, and thus must be better understood in how it can 

help or hinder psychological healing and recovery (Brown, Fischer, Goldwich, Keller, Young & Plener, 

2018). 
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Current Study & Hypotheses 

The current study aims to reveal the differences between participants who disclose their NSSI and 

those who do not in a variety of dimensions. The first hypothesis is that disclosure is related to scores on 

functionality assessments as separated according to the four factor model of NSSI function (Nock, 2008). 

Armiento, Hamza, & Willoughby (2014) found that individuals who disclosed their self injury were more 

likely to endorse interpersonal functions, and although individuals may engage in behavior for a variety of 

reasons, we expected that disclosure will be associated with higher ratings of socially-motivated NSSI. It 

is unclear, based on previous research, if functions along the positive/negative axis of Nock’s (2008) 

model will relate to disclosure of self-injurious behaviors, and thus analyses of this axis of the four-factor 

model will be mostly exploratory. 

The next hypothesis is that individuals who have not disclosed their NSSI behavior will have 

higher ratings of community stigma on the Stigma Scale and Perceived Devaluation and Discrimination 

Scale as compared to those who had not disclosed. Armiento et al. (2014) reported that individuals 

engaging in self-injury may refrain from discussing this behavior due to negative stereotypes, a claim 

which is additionally supported by interviews with patients in qualitative research (Long, 2018). Further, 

the current study will explore anonymous disclosure and if participants who disclose anonymously have 

greater ratings of stigma. This is supported by prior research by Armiento and colleagues (2014) that 

shows that participants with greater perceptions of stigma were less likely to share behaviors when they 

were identifiable and negative consequences could occur. 

Another hypothesis in the current study is that individuals with greater severity of NSSI (greater 

number of instances of NSSI) and a greater desire to stop engaging in NSSI would have disclosed more 

than individuals with less severe NSSI and less desire to stop their behavior. This expectation is based on 

the work of Armiento and colleagues (2014) and Hasking (2015), who found similar results. As more 



DISCLOSURE AND SELF-INJURY 10 

severe forms of self harm can lead to visible scarring and potential medical intervention, this may force 

individuals into disclosure despite their personal intentions and beliefs around disclosure. 

Additionally, few studies to date have focused on the relationship between help-seeking and the 

desire to stop self-harming, but logically these two constructs may be directly related. I hypothesize that 

in this sample, greater desire to stop self-harming as measured in the Functional Assessment of Self 

Mutilation will be associated with higher scores on the Attitudes Towards Seeking Professional 

Psychological Help Scale. However, there are several barriers between the desire to stop behavior and 

subsequent help-seeking, including stigma and availability of resources, and this relationship may include 

more factors than just desire to stop and help seeking attitudes. 

Lastly, due to today’s technologies, disclosure can occur in person and also online, adding a layer 

of anonymity and sometimes even community-seeking to disclosure experiences. This study also aims to 

understand the differences in NSSI function, stigma, and help seeking between in-person, face-to-face 

disclosure and online, anonymous disclosure that may occur via social media sites as Instagram and 

Tumblr (Rosenrot & Lewis, 2018). As this type of question is relatively new in the area of self-injury, 

these analyses are primarily exploratory and further research is necessary to understand the nuanced 

world of online interaction around NSSI. However, it might be hypothesized that individuals who disclose 

in a more identifiable way would have lower levels of stigma, and that individuals who disclose 

anonymously would identify less strongly with social mechanisms of NSSI. 

Overall, the current study aims to utilize anonymous research methods to better understand the 

differences between individuals who disclose their self-injurious behaviors vs. those who do not. In 

understanding the role of NSSI characteristics, stigma, and help-seeking in this issue, this study aims to be 

one of the first to understand how disclosure is tied to the function NSSI behavior serves. Further, the 

current study seeks to understand how  this relationship may be mediated by factors such as stigma and 

the availability of mental health resources. 
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Methods 

Subjects 

Participants were recruited via the MTurk platform, which is a global online platform that posts 

jobs and other tasks that require human intelligence or human subjects (Amazon). There are a number of 

benefits and drawbacks to the use of MTurk for data collection, however, the use of MTurk as an 

anonymous service was essential to access individuals who had not yet disclosed their NSSI.  

The current study consisted of a sample of 342 individuals who recruited on the basis of age. 

Participants were Amazon’s Mechanical Turk (MTurk) workers between the ages of 18 and 34, however, 

only individuals who had indicated a birth date between 1994 and 2001 (18-25) were able to view the task 

and information about the study within the MTurk platform. However, some subjects reported ages 

outside of this range either due to participant error or a failure of the Mechanical Turk system to properly 

recruit based on age.  

In total, 340 MTurk workers participated in the study. However, 68 individuals were excluded 

from the study. 38 workers failed to correctly answer items serving as attentional validity checks that 

were included to ensure higher-quality data and were thus not included in analyses, as recommended by 

Thomas and Clifford (2017). Removing individuals whose language was listed as any other than English 

excluded another 10 participants. This choice was made due to the nuanced nature of the language around 

self-injury and to make sure participants fully understood the survey questions. 

Next, in order to isolate and remove individuals who took too little time to complete the survey, 

indicating potential random selection of answers, participants who completed very little of the survey 

according to percent completion of the total number of items were removed. Participants whose percent 

completion was lower than three standard deviations below the mean (41.24%) were excluded (​M​= 

95.36% ​SD​= 18.04%). 13 participants were removed using this method. The standard deviation for 

completion time was then recalculated and participants were removed based on completion time: those 
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who were one standard deviation below the mean were excluded. Above the mean, participants were 

included as they may have started the survey, taken a break, and completed it later. An additional 7 

participants were excluded utilizing this method. There were no significant differences between those 

included versus excluded from the study on the basis of age (​t​=0.801, ​p​=0.626), gender (​χ​2​=6.991, 

p​=0.008), race (​χ​2​=2.548, ​p​=0.769), level of education (​χ​2​=3.407, ​p​=0.756), or history of NSSI (​χ​2​=0.595, 

p​=0.743). 

The final sample included 272 participants aged 18 to 34 years, ​M​=23.84, ​SD​=2.219. 114 

identified as female, 158 identified as male, and no participants identified as gender non-binary or as 

using as a third gender identifier. Further demographic information for the sample is shown in Table 1.  

Within this sample, 208 participants (76.5%) identified that they had potentially engaged in NSSI 

at some point in their lives, 64 participants had not engaged in NSSI. Of those who engaged in NSSI, 136 

participants (65.4%) reported engaging in the behavior in the last calendar year. Of individuals who had 

engaged in NSSI, the age of onset ranged from 3 years to 25 years, ​M​=13.923, ​SD​=4.280.  

The most frequent methods of self-injury were cutting (reported by 118 participants), then hitting 

(reported by 112 participants), and wound picking (reported by 110 participants). The literature often uses 

the number of instances of behavior as a proxy for severity of behavior. Using this measure, severity 

varied greatly within the sample, between 1 and 59,208 estimated instances of self-injury, ​M​=358.481, 

SD​=3662.209. The majority of the sample (51.4%) reported waiting just a few minutes before engaging in 

the behavior. Of this sample, 27.4% engaged in NSSI while under the influence of a substance and 83.6% 

reported moderate to little experience of pain while engaging in NSSI. A majority (59.1%) of participants 

who engaged in NSSI endorsed that they definitely wanted to stop their behavior. 

 Participants in the current study did not complete a diagnostic interview, and may or may not 

have met criteria for DSM diagnoses, including those commonly associated with NSSI such as Major 

Depressive Disorder and Borderline Personality Disorder (APA, 2013). Participants were thus 
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differentiated for analyses by history of NSSI, disclosure status, method of disclosure, anonymity of 

disclosure, and other factors.  

 
Measures 

The study included four previously validated questionnaires and one study-specific questionnaire 

alongside common demographic questions. Dependent variables were derived from these constructs, and 

included behavioral functionality of self-harm, disclosure, stigma (and it’s various sub-scales), and 

help-seeking. 

 
Non-suicidal self-injury 

The Functional Assessment of Self-Mutilation (FASM; Lloyd, 1997) is a measure that first 

evaluates a participant’s methods of self-injury, as well as frequency of injury with this method. In the 

current study, questions within the FASM were applied to lifetime NSSI. The FASM also assesses the 

amount of time an individual spent thinking about self-injury before engaging in the behavior, whether 

such behavior was performed under the influence of drugs or alcohol, and whether individuals felt pain 

while engaging in this behavior. Lastly, the FASM evaluates the behavioral functions of self-injury 

utilizing 22 items and a 4-point Likert scale (ranging from 0-Never to 3-Often) to assess to what extent 

the participant harmed themselves for a specific reason. 

This questionnaire has been mapped onto the four-factor model of NSSI functions (Nock & 

Prinstein, 2004). Two items relate to automatic-negative reinforcement, three to automatic-positive, four 

to social-negative, and twelve items to social-positive reinforcement. One item (“to give yourself 

something to do with others”) was not included in the breakup of the scale into various functionalities 

(Nock & Prinstein, 2004). 
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Disclosure 

A study-specific disclosure questionnaire was developed using using previous studies related to 

disclosure of NSSI (Rosenrot & Lewis, 2018). Participants were asked if they had ever told anyone about 

their self-injury, and if so, how many people they had told. Participants were then asked to differentiate if 

they had disclosed their self-injury to people in person (and if so, to whom) or online (and if so, if it was 

anonymous). If they had disclosed their self-injury in-person, they were asked to whom they disclosed 

their behavior, including friends, romantic partners, parents, medical doctors, teachers, or mental health 

professionals. Participants were asked to estimate how many people they had told in-person and online, 

and were also asked to list platforms (e.g. Facebook, Tumblr, personal blog) through which they had 

disclosed their self-injury. 

 
Discrimination and Stigma 

Discrimination and stigma were assessed using two separate, previously validated scales. The 

Perceived Devaluation and Discrimination Scale (PDD; Link, 1987) is a 12-item scale that assesses the 

extent to which a participant believes that others will discriminate against individuals with mental illness. 

The items in this scale use a four-point Likert-type scale ranging from “strongly agree” to “strongly 

disagree” to assess how much subjects agree with various statements that pertain to what “most people” 

would think. Various items are reverse scored for greater reliability. Higher scores indicate a greater 

perception of devaluation of and discrimination against individuals with mental illness. 

Participants were additionally presented with a 28-item Stigma Scale (Day, Edgren, & Eshleman, 

2007) along with a five-point Likert scale from “strongly agree” to “strongly disagree” alongside 

statements that measured the extent to which they had been discriminated against due to their mental 

illness, the extent to which they felt comfortable disclosing their mental illness, and the extent to which 

they viewed their mental illness as a positive aspect of their life. Each of these aims formed a subscale 

(discrimination, disclosure, and positive aspects) that were then combined to create a larger “stigma 
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score,” for which a higher score indicates more stigma against mental illness. Approximately half of the 

items are reverse-coded for greater​ ​reliability​.​ The scale was developed and validated with young adults 

by King and colleagues in 2007 and has since been used to investigate internalized and community stigma 

for a variety of populations and mental health conditions (Wei, McGrath, Hayden, & Kutcher, 2018; 

Wong, Collins, Breslau, Burnam, Cefalu, & Roth, 2018). 

 
Help-Seeking 

The current study utilized the Short Form version of the Attitudes Toward Seeking Professional 

Psychological Help Scale (ATSPPH) to assess help-seeking attitudes. This scale was chosen to 

understand help-seeking attitudes toward mental health care specifically. While self-injury is a 

psychological phenomenon that can, in severe cases, include medical intervention, the purpose of the use 

of this scale was to understand attitudes around psychotherapeutic intervention. The ten-item short-form 

of the scale utilizes a four-point Likert scale ranging from “disagree” to “agree,” creating a maximum 

score of 40, with higher scores indicating a greater willingness to seek professional psychological help. 

The original scale was developed by Fischer & Turner in 1970, and there is high correlation between the 

ten-item short form and original 29-item scale (Picco et al., 2016). 

 
Procedures 

Participants were recruited for the study via MTurk and were able to view the study based on age. 

As it is impossible within the MTurk framework to recruit on the basis of NSSI history, the number of 

subjects who had engaged in NSSI was inflated by describing the task within the platform as a project to 

understand NSSI in young adults. However, the description also stated that both people who had engaged 

in NSSI in the past and those who had not were eligible.  

Participants accessed the Qualtrics survey link through the MTurk task. Once redirected in their 

browser, participants viewed information about the study and study confidentiality, then provided 
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informed consent via electronic signature. As some individuals within the population of interest in the 

current study have not disclosed their self-injurious behaviors, confidentiality was paramount. In order to 

ensure complete confidentiality, participant IP addresses were not collected and completion of the study 

was checked via a second, unconnected survey that recorded MTurk worker identification numbers. No 

other potentially identifying information was recorded. 

Participants were then asked to provide demographic information including age, gender, level of 

education, and race. Next, study participants were asked if they had ever engaged in NSSI, which was 

defined to them as the intentional harming of the bodily tissue without the intent to die. Participants were 

given the option to choose yes, no, or maybe, so that individuals who were unsure could view questions 

related to self-injury to help them better understand examples of the behavior. Participants who indicated 

they were unsure if they had engaged in NSSI were then given the option to fill out the NSSI-relevant 

questionnaires or skip them. They were assigned to groups depending on their ultimate choice regarding 

their experience. Participants who denied engaging in self-injury skipped the NSSI-relevant questions, 

including the FASM and Disclosure Questionnaire. Participants who endorsed NSSI or were unsure 

completed these questionnaires. All participants then completed the Perceived Devaluation and 

Discrimination Scale (PDD), Attitudes Toward Seeking Professional Psychological Help Scale-- Short 

Form (ATSPPH), and Stigma Scale. Items within metrics were presented in randomized order and 

included two attentional checks during longer blocks. Lastly, all participants were debriefed as to the 

nature of the study. Participants who had endorsed self-injury within the last year were provided with 

online resources for self-injury and the US National Suicide Hotline.  

Participants were compensated using the MTurk platform after completion of the Qualtrics survey 

and were compensated equally regardless of NSSI history. 
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Data Analysis 

Prior to any analyses, the data were cleaned according to the above procedures. Data were 

assessed for normality using the Shapiro-Wilk test, revealing that measures of automatic-negative 

reinforcement, ​p​<0.001, automatic-positive reinforcement, ​p​<0.001, social-positive reinforcement, 

p​<0.001, and social-negative reinforcement, ​p​<0.001, were not normally distributed. Overall Stigma 

Scale scores were normally distributed, ​p​=0.086, however, none of the subscales, including 

discrimination, ​p​=0.011, disclosure, ​p​=0.009, and positive aspects of one’s experience, ​p​<0.001, were 

normally distributed. PDD score, p=0.004, ATSPPHS score, ​p​<0.001, desire to stop engaging in NSSI, 

p​<0.001, and number of instances of self-injury, ​p​<0.001, all additionally failed the Shapiro-Wilk test. 

These results were confirmed through visual inspection of histograms for each variable. Due to 

non-normal distribution within all but one of the dependent variables, (Overall Stigma Scale Score), as 

well as a majority of non-continuous data, non-parametric tests were used with this sample.  

To test if disclosure was associated with higher ratings of socially-motivated NSSI, 

Mann-Whitney U tests were used to search for differences in function sub-scores from the FASM 

between groups of participants that had disclosed and had not disclosed. Mann-Whitney U tests were 

additionally used to investigate of NSSI history and disclosure was related to ratings of community 

stigma. Mann-Whitney U tests were lastly used to understand group differences based on disclosure for 

the participants’ desire to stop NSSI and severity of NSSI. A Spearman correlation was then used to 

understand the relationship between help-seeking attitudes and the desire to stop self-harming. Lastly, 

participants were broken down in two ways: anonymously vs. identifiably and online vs. in-person. Both 

groupings included a third group of individuals who had disclosed in both ways. Kruskal-Wallis tests 

were then used to search for differences within these groups and better understand anonymity of 

disclosure and methods of disclosure. 
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Results 

Disclosure 

A majority (63.4%) of the 132 of participants who engaged in NSSI reported having previously 

disclosed their NSSI behavior. Individuals who had disclosed did not differ significantly from those who 

had not on the basis of age,​ t​(136)=-1.194, ​p​=0.235, race, ​χ​2​(5)=2.502, ​p​=0.776, or level of education, 

χ​2​(6)=1.861, ​p​=0.932. The two groups did differ, however, on the basis of gender, with significantly more 

women having told someone about their self-injurious behavior than men, ​χ​2​(1)=4.161, ​p​=0.041. Of 

individuals who had disclosed their NSSI, 66.9% were female and 33.1% were male. 

A chi-square analysis revealed that whether or not someone had received medical attention for 

their NSSI was not related to if they had disclosed their behavior to anyone, ​χ​2​(1)=0.068, ​p​=0.794, or to a 

mental health professional specifically, ​χ​2​(1)=0.247, ​p​=0.619. Receiving medical treatment was related to 

having disclosed to a medical doctor, ​χ​2​(1)=9.784, ​p​=0.002. However, the number of times that someone 

had engaged in NSSI behavior was related to if they had told anyone, ​U​(139)=361.5, ​p​=0.056, with 

individuals who had disclosed having a greater number of instances of NSSI on average.  

 

Functions of NSSI 

Mann-Whitney U tests indicated that individuals who had disclosed their self-injury did not have 

significantly different scores than those who had not disclosed on measures of automatic negative 

reinforcement, ​U​(135)=396.00, ​p​=0.285, automatic-positive reinforcement, ​U​(135)=432.00, ​p​=0.473, 

social-negative reinforcement, ​U​(135)=459.50, ​p​=0.633, or social-positive reinforcement, 

U​(135)=470.00, ​p​=0.723. Thus, there were no significant differences between disclosed vs. undisclosed 

groups according to the four-factor model of NSSI functions.  
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Stigma 

Interestingly, individuals who had a history of NSSI scored lower on the Stigma Scale than those 

who did not have a history of NSSI, ​U​(233)=3450, ​p​<0.001. When analysing each of the subscales of the 

Stigma Scale, Mann-Whitney U tests revealed that participants with a history of NSSI had lower ratings 

of discrimination-based stigma, ​M​=140.81, ​U​(233)=3728.00, ​p​=0.002, and disclosure-based stigma, 

M​=144.03, ​U​(233)=3597.500,​ p​<0.001. Contrastingly, a Mann-Whitney U test revealed significantly 

higher scores on the stigma subscale related to positive experiences around mental illness for individuals 

with a history of NSSI, ​M​=124.30, ​U​(233)=3972.000, ​p​=0.008. There was no significant difference 

between individuals with a history of NSSI and those without a history of NSSI in terms of Perceived 

Discrimination and Disclosure scores, ​U​(233)=5296.000, ​p​=0.404. 

There were no significant differences between individuals who had disclosed and those who had 

not with respect to the overall Stigma Scale scores, ​U​(136)=474.500, ​p​=0.396 and PDD scores, 

U​(136)=536.000, ​p​=0.674. Further Mann-Whitney U tests revealed no significant differences between 

disclosed and undisclosed groups on the subscales of the Stigma Scale, though scores on the positive 

experiences subscale approached significance, ​U​(136)=0.058. 

 
Stigma & Targets of In-Person Disclosure 

Within this sample, participants who disclosed in-person (130 instances) most often talked about 

their NSSI with friends (88 instances), romantic partners (65 instances), mother figures (44 instances), 

and mental health providers (41 instances). However, participants who had talked about their NSSI with 

different individuals in their life differed in their perceptions of stigma and discrimination/devaluation.  

There were significantly greater mean number of instances of NSSI (​M​=73.65) for individuals 

who disclosed to a partner vs. those who had not disclosed to a partner, ​U​(130)=1582.5, ​p​=0.014. The 

same trend is seen for individuals who disclosed to a mental health professional vs. those who had not, 

M=87.05, ​U​(130)=941.000, ​p​<0.001, and to a teacher, ​M​=101.86, ​U​(127)=176.000, ​p​<0.009. 
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Participants who had disclosed to a friend reported significantly greater levels of stigma related to 

disclosure-related stigma specifically as compared to those who had not disclosed to a friend. A 

Mann-Whitney U test revealed this difference, ​U​(127)=1358.5, ​p​=0.029. Additionally, those that had 

disclosed to their sisters reported higher stigma related to discrimination, ​U​(127)=460.500, ​p​=0.012.  

On the other hand, participants who disclosed to their medical doctor (​M​=82.08) or a mental 

health professional (​M​=90.20) had higher mean help-seeking scores than those who had not disclosed to 

these professionals, ​U​(130)=921.000, ​p​=0.012, ​U​(127)=812.000, ​p​<0.001, respectively. Additionally, 

there were significantly higher help-seeking scores (​M​=72.44) for individuals who had disclosed to 

partners vs. those who had not, ​U​(130)=1661.500, ​p​=0.035. 

There was one additional difference between individuals who had disclosed their NSSI to their 

mental health professional (41 participants) or not (86 participants): which participants scored higher 

(​M​=74.94) on the Stigma Scale positive experiences of mental illness subscale, ​U​(127)=1302.500, 

p​=0.022. There were no significant differences for this group on any other part of the Stigma Scale. 

 
Help-Seeking Attitudes 

There was no significant difference in help-seeking scores on the basis of NSSI history, 

U​(242)=5499.500, ​p​=0.682. Of the 208 individuals who engaged in NSSI in their lifetime, 69 (16.6%) 

had received medical treatment as a consequence of the behavior. This excludes any mental health 

treatment participants may have received not as a direct consequence of their NSSI.  

A significant negative weak correlation was found between the severity of NSSI (measured by the 

number of instances of behavior) and help-seeking attitudes, ​⍴​(272)=-0.204, ​p​=0.003. However, 

individuals who had disclosed in person had significantly more positive help-seeking attitudes than those 

who had not disclosed in person, ​U​(137)=227.000, ​p​=0.025.  

 
 
 



DISCLOSURE AND SELF-INJURY 21 

Post-Hoc Analyses 

Though there were few significant results differentiating individuals who had disclosed from 

those who had not disclosed their behavior, there were important differences within the group that had 

disclosed. When differentiating on method of disclosure (in person vs. online disclosure) and anonymity 

(anonymous vs. identifiable disclosure) there were significant differences between groups. 

Of the individuals who had told someone about engaging in NSSI, none had disclosed in only an 

anonymous manner (such as on an anonymous messaging forum or using an unidentifiable social media 

account). Ninety-four participants or 71.2% of those who had disclosed had disclosed identifiably (such 

as using their personal Facebook profile or texting), and 38 participants or 28.8% had disclosed in both 

ways. Seventy-seven (57.9%) participants reported only disclosing their behavior in person, whereas only 

2 participants (1.5%) had disclosed only online (including texting and other identifiable methods). 54 

participants (40.6%) had disclosed in person and online. On average, individuals who had disclosed their 

behavior had told approximately fifteen other people, though this varied greatly, ​SD​=73.253.  

 
Functions of Behavior 

Post-hoc analyses revealed differences when subtyping individuals who had disclosed their 

behavior into groups based on identifiability and method of disclosure. In order to understand if there 

were significant differences in functionality based on if the individual disclosed their behavior in an 

identifiable way, an anonymous way, or both, a Kruskal-Wallis H test was used. The results revealed 

significant differences between groups based on anonymity with respect to automatic positive 

reinforcement, ​χ​2​(1)=9.970, ​p​=0.002, social negative reinforcement, ​χ​2​(1)=20.595, ​p​<0.001, and social 

positive reinforcement, ​χ​2​(1)=20.818, ​p​<0.001. Post-hoc Mann-Whitney testing revealed that individuals 

who had disclosed their self-injurious behaviors both identifiably and anonymously had higher mean 

ranks related to all three of these reinforcement mechanisms than individuals who disclosed identifiably 
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only: automatic positive, ​U​(128)=1060.00,​ p​=0.002, social negative,​ U​(128)=846.00, ​p​<0.001, and social 

positive, ​U​(128)=796.5, ​p​<0.001. 

Additional testing revealed significant differences when subtyping individuals who had told 

someone about their NSSI online, in person, or both. A Kruskal-Wallis H test revealed significant 

differences between groups in social negative and social positive methods of reinforcement, ​χ​2​(2)=6.424, 

p​=0.040, and ​χ​2​(2)=12.343, ​p​=0.002, respectively. Subsequent post-hoc testing revealed no significant 

differences in scores for social negative reinforcement, with individuals who disclosed in person and 

online having the highest mean rank, ​M​=73.52, followed by in-person only disclosure, ​M​=58.70, and 

finally online-only disclosure, ​M​=30.50. For social positive reinforcement, the significant difference was 

between in-person only (​M​=55.59) and online-only disclosure (​M​=27.00), ​p​=0.002.  

Stigma 

To understand various disclosure methods and their relationship to the Stigma Scale and PDD 

scores, a Kruskal-Wallis H test was used. The results showed a significant difference between groups that 

had disclosed online, in person, or both on measures of stigma related to disclosure, ​χ​2​(2)=9.004, ​p​=0.011. 

Scores on the Stigma Scale disclosure subscale were highest in the in person and online group, ​M​=74.53, 

followed by the in person only group, ​M​=59.83, and lastly by the online only group, ​M​=11.00. However, 

post-hoc analyses did not reveal any significant differences pairwise between groups. 

In dividing participants who had disclosed into groups based on if they had disclosed in an 

identifiable manner, a Kruskal-Wallis H test revealed significant differences in Perceived Devaluation and 

Discrimination Scores, ​χ​2​(1)=3.907, ​p​=0.048, as well as discrimination scores within the Stigma Scale, 

χ​2​(1)=8.064,​ p​=0.005. A post-hoc Mann-Whitney U test to identify the difference in PDD scores revealed 

that individuals who had disclosed identifiably had significantly higher mean ranks, M=70.68, than those 

who disclosed anonymously and identifiably, ​U​(132)=1393.500, ​p​=0.048. Another post-hoc 

Mann-Whitney U test into the discrimination subscale scores revealed that those who disclosed 
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identifiably had significantly higher mean ranks, ​M​=70.32, than those who disclosed anonymously and 

identifiably, ​U​(128)=1120.500, ​p​=0.005. 

 
Discussion 

Disclosure 

There was a high rate of NSSI in this sample (76.5%), likely due to the inclusion of NSSI in the 

description of the MTurk task as well as the fact that there are generally higher rates of negative affect 

among MTurk study samples (McCredie & Morey, 2018). Of participants who had engaged in NSSI, 

63.4% had previously disclosed their behavior, which is consistent with previous findings (Whitlock, 

Eckenrode, & Silverman, 2006). However, no participants in this study had told someone exclusively in 

an anonymous manner, which may be due to the fact that recruiting individuals who are reluctant to 

identifiably disclose can be difficult. It is unlikely that this is due to selection bias given that there was a 

large group of individuals who had not disclosed their NSSI to anyone else. 

Interestingly, there was a significant difference between the disclosed and undisclosed groups on 

the basis of gender, with far more women having told someone about their behavior than men. While 

interesting, this is not unexpected, given that women often face less mental health-related stigma, are 

more open about talking about their experiences, and tend to rely on close support systems (Lauber, 

Nordt, Falcato, et al., 2004; Chandra & Minkovitz, 2006). Indeed, this seems to be true in this sample, as 

men in had higher scores on stigma related to disclosure (​M​=144.90) than women (​M​=123.78), 

U​(264)=8082.00, ​p​=0.027, and had lower scores (​M​=110.49) on the subscale of the stigma scale related to 

positive experiences with mental illness than women did (​M​=147.22), ​U​(264)=7281.50, ​p​=0.007. 

Disclosure was not related, however, to having received medical attention for NSSI, or the 

number of times that someone had engaged in NSSI. This is notable because one might assume that an 

important reason some people disclose their behavior is that they need medical attention as a direct 

consequence of it, but there was no significant association between these constructs. 
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Functionality 

In understanding how the functions of behavior relates to other constructs of interest, it seems to 

be less about if someone has disclosed vs. as not disclosed, and more about the method of disclosure and 

anonymity of disclosure. There were no significant differences between individuals who disclosed and 

who had not disclosed on scores related to any of the four reinforcement mechanisms within the 

four-factor model of NSSI. However, there were significant differences along these functionalities 

between individuals who disclosed identifiably only and those who had disclosed identifiably and 

anonymously. There were also significant differences between those who had told someone about their 

NSSI online, in person, or both. These results speak to greater differences within the group of participants 

that had disclosed their behavior than between those who had disclosed and those who had not disclosed. 

Individuals who disclosed their self-injurious behaviors in both an identifiable and anonymous 

way had higher mean rank scores on automatic positive, social negative, and social positive 

functionalities than individuals who disclosed only identifiably. Clearly there’s something about 

anonymous disclosure that either plays into these reinforcement strategies, but this relationship is largely 

unclear. Contrastingly, perhaps there is some factor of automatic-negative reinforcement that is less 

relevant to these individuals. Perhaps individuals engaging in NSSI are getting positive feedback or 

“testing the waters” of disclosure through anonymous means, and perhaps they are finding socially 

supportive responses, but these data don’t fully explain the relationship between these functionalities of 

NSSI behavior and these types of disclosure. Subsequent research studies should take into account the 

order of disclosure or more of a “process model” of disclosure where individuals disclose over time in 

varying ways, as this may fit better with the results of the current study. 

Group differences also existed among those who had disclosed in person, disclosed online, or 

disclosed in both ways, but these differences existed only within social negative and social positive 

functionalities. For social negative reinforcement, the highest scores came from those who had disclosed 
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in both ways, and the lowest from those who disclosed online only. For social positive, in person only 

was significantly higher than online-only disclosure. This indicates that participants who engaged in NSSI 

for reasons related to gaining something socially (for example, social support) may be disclosing more in 

person than online. This is in line with the hypothesis that social reinforcement mechanisms would play a 

role in disclosure, and here we see that this is stronger for in-person methods of disclosure. This makes 

sense in that in-person methods might be more direct and are more closely associated with the social 

functionalities of engaging in NSSI such as accessing personal support, communicating their needs, or 

bonding with peers. However, further research into the reinforcement mechanisms of online vs. in-person 

attention would be necessary to make these conclusion.  

Considering the results about in-person vs. online disclosure in tandem with the results on 

identifiability creates a more complex relationship that raises a number of questions. Perhaps age of first 

disclosure or the platform of disclosure are implicated in these relationships? Understanding the time at 

which individuals disclosed in each way and if these change over time might change the way in which we 

view these results. For example, perhaps participants disclosed in one manner before disclosing in 

another, and this process is a significant part of the story. Further research is necessary to answer these 

questions and more specifically understand the mechanisms of these relationships, or if, contrastingly, 

these results are simply due to the fact that social behaviors do not always fall into neat patterns.  

Additionally, alternative theories exist around the functions of NSSI behaviors. Klonsky and 

colleagues (2015), for example, provide a two-factor model for NSSI functions that includes intrapersonal 

functions such as affect regulation and anti-dissociation, contrasted with interpersonal functions such as 

influence and bonding. Particularly using the FASM to measure their results, Klonsky and colleagues 

(2015) showed that 55.9% of the total variance was potentially accounted for by a two factor model rather 

than a four-factor one. However, when re-analyzing the current dataset using this model, there is a similar 

pattern of non-significant results for social and intrapersonal functionalities, ​p​=0.812; ​p​=0.292. 
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Stigma 

Strikingly, individuals who had a history of NSSI scored lower on the Stigma Scale than 

individuals who had no history of NSSI. This was unexpected due to past research on stigmatized 

behaviors (Berman & Wallis, 2007), however, could be explained by higher levels of engagement in 

mental health treatment by individuals with a history of NSSI. This is further supported by the higher 

ratings of positive experiences related to mental illness. Related items, such as “having had mental health 

problems has made me a stronger person,” are quite reminiscent of the positive reframing that is a part of 

many cognitive treatment models (Butler, Chapman, Forman, & Beck, 2006). 

Of individuals who disclosed their behavior, those who disclosed in person and online had the 

highest ratings of stigma, followed by in-person only, then online only. It seems that within this sample, 

disclosing in person is generally associated with a higher level of stigma than disclosing online. Similar 

findings exist with individuals who disclosed identifiably having higher scores of 

devaluation/discrimination and stigma related to discrimination than those who disclosed in an 

anonymous way. It is important to think about directionality here, as each direction proposes its own 

conclusion. Individuals who disclosed in person may have had negative disclosure experiences and thus 

rate higher levels of stigma, or they may have had higher levels of stigma prior to their disclosure. 

Similarly, individuals could have chosen to disclose in the way they did because of these beliefs or could 

have these beliefs after a different method of disclosure and subsequent reaction changed their future 

behavior. Generally, however, it seems that tying one’s identity to having engaged in this behavior 

potentially creates a different experience than doing so in an anonymous fashion. 

 
Targets of Disclosure 

In order to understand if individuals were only disclosing to mental health and medical 

professionals, questions related to whom participants were disclosing were included in the survey. Similar 

to other studies into disclosure, these data show that participants disclosed most often to friends and 



DISCLOSURE AND SELF-INJURY 27 

romantic partners. These data cannot reveal the nature of these disclosure experiences, but analysis of 

who individuals chose to disclose to revealed important differences in these groups. For example, 

participants who disclosed to a friend related higher disclosure-related stigma, which may mean that they 

had negative experiences around disclosure to friends, or could mean that fear of stigma led them to 

disclose only to close individuals. Similarly, individuals who had disclosed to a sister had higher scores 

on the discrimination-related stigma scale, but the directionality of this association is unclear. 

Individuals with more instances of NSSI in their lifetime were more likely to have disclosed to a 

partner and a mental health professional, indicating that more “severe” NSSI was related to disclosure to a 

therapist or counselor and to a romantic partner. This is understandable, given that more severe NSSI 

might be more distressing and brought up more frequently in therapy, and individuals may wish to 

disclose to their partner to gain support or because they dislike hiding the behavior from someone close to 

them. 

Importantly, individuals who disclosed to a medical doctor or mental health professional had 

higher help-seeking scores than individuals who had not disclosed to these professionals. This indicates 

that having a more positive attitude towards help seeking was related to disclosing behavior to these 

healthcare professionals. Further, individuals who had disclosed to these professionals had higher scores 

on the positive aspects stigma subscale, indicating higher endorsement of positive aspects of their mental 

health experience. Further research should delve into if these relationships exist due to the effects of 

therapeutic intervention, or if individuals are more likely to disclose in the first place due to pre-existing 

positive associations with mental health care. 

  
Help Seeking  

There were no significant differences between individuals who had no history of NSSI and a 

history of NSSI on the ATSPPH indicating that this factor alone was not related to help seeking attitudes. 

Certainly, little is known in this dataset about psychopathology and mental health treatment outside of 
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NSSI-related medical visits, and thus there are plenty of other variables that could be contributing to these 

phenomena. However, there was a weak, but significant, correlation within individuals with a history of 

NSSI between the severity of their NSSI (measured by the number of instances of behavior) and their 

scores on the ATSPPH, suggesting that individuals with a greater number of instances of self-injury  may 

be less likely to reach out for help, perhaps because of related psychopathology or fears of stigma. This is 

concerning for mental health providers and requires further unpacking. 

  
 ​Limitations & Areas for Further Research 

The chosen topic creates a great number of limitations in the methodology of the study. 

Investigating a topic such as anonymity is incredibly complex and is almost impossible to do in an 

in-person research setting, where data collected is of higher quality.  Because the chosen construct 

necessitated the use of an anonymous data collection tool, there are threats to reliability inherent in the 

dataset. A lack of personal responsibility for data quality may affect the responses that participants 

provided.  The study also lacked any geographic boundary, and may have included participants from all 

over the world. Thus, topics such as stigma, which is greatly affected by cultural values and norms, are 

affected by variables not assessed within the study. NSSI is also a fairly nuanced construct that may have 

a different understanding or connotation around the world. This cultural aspect may be incredibly 

important and should not be ignored. 

 Additionally, the low payout on Mechanical Turk may have encouraged participants to rush 

through the study questionnaires. A number of concerns with Mechanical Turk are further raised in the 

literature, though findings have been quite varied (Hauser, Paolacci, & Chandler, 2018; Dennis & 

Goodson, 2018, Mccredie & Morey, 2018). Thus, the results of the current study, as well as that of many 

other MTurk studies, must be considered with caution. Reliable replication of such studies is an important 

next step. However, as this is an early and generally exploratory study, Mechanical Turk was a useful 

method of collecting a high sample size.  
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 Further, topics such as NSSI can be difficult to understand for the general population, who may 

not completely understand what to include in the presented definition of the behavior. For example, 

within the FASM, “picking at a wound” is listed as a potential method of self-injury, but there are many 

individuals who have engaged in this behavior but may not believe it to constitute intentional self-injury 

per se. On the other side of the spectrum, should activities such as careless driving or sexual activity be 

included in the definition of non-suicidal self-injury? A lack of understanding within the research as well 

as the general population may affect the data presented in this paper.  

Additionally and importantly, the items utilized in understanding disclosure of self-injury have 

also not been validated. Having been taken from Rosenrot and Lews (2018), they have been previously 

used but have not been validated, especially not using this age group. Further research should validate 

some such questionnaire to ensure validity and reliability. 

Lastly, the analyses presented are biased by a relatively low number of participants in some 

groups. For example, when investigating individuals who had disclosed their behavior online only, there 

were only two participants who were included in the analysis that fit into this group. In the future, these 

groups should be explicitly recruited to allow for more insight into this method of disclosure. 

Additional research should look further into the impact that disclosure experiences have on 

help-seeking and stigma attitudes. If there are significant differences between individuals who have 

positive vs. negative disclosure experiences, this would create an area for general population 

psychoeducation and a better understanding about how reactions to disclosure can help people towards 

recovery. Further, if we can better understand disclosure experiences, perhaps we can better inform 

patients as to the risks of disclosure to certain people in their lives and help create a more therapeutic 

healing environment by disclosing to the right people. That being said, personal experiences can vary 

greatly, and there may not be a “one size fits all” approach to disclosure of NSSI. 
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In the future, these data should be replicated in a setting where individuals have more motivation 

to provide thoughtful answers. Asking about disclosure in a non-anonymous way can inherently change 

the study sample, so it is important to create the most anonymous way to recruit participants into these 

studies, perhaps by utilizing a combination of self-report measures and interviews. Understanding 

individuals who have not disclosed their NSSI should be a priority in future research, as these patients are 

almost impossible to currently identify and enroll in treatment programs.  

Further, the current study did not entirely address online communities and the role that these 

communities may play in the continuation or cessation of behavior. Certainly unmoderated or 

under-moderated communities on sites like Tumblr and Twitter have the potential to include both 

pro-NSSI and pro-recovery content, and the effects this has on patients is largely unknown. Importantly, 

further research should investigate methods of intervention with online content and to what extent these 

individuals can be connected with therapeutic interventions despite online disclosure.  

 
Main takeaways 

Overall, the current study aimed to better understand disclosure of NSSI in a variety of ways. Of 

the results, it is important to note that women were more likely to disclose their behavior than men, and 

men had higher ratings of stigma related to disclosure, highlighting an important area for future 

anti-stigma work. 

The current study also provides preliminary evidence for a connection between functionality of 

self-injurious behavior and the ways in which individuals disclose their behavior. This information can be 

used in the future to better understand motivations for disclosure and to understand who may not disclose 

to individuals who can connect patients to treatment. Further, these results highlight the complex nature of 

disclosure and potentially different social reinforcement mechanisms in person vs. online. 

It also seems that to whom participants are disclosing their self-injurious behavior is related to a 

number of factors, including various types of stigma, severity, and help-seeking attitudes. These results 
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provide potentially important insight into targets of disclosure and may serve to inform future 

interventions around how to properly respond to disclosure and help direct patients to treatment. Further, 

this could inform future anti-stigma work in the area of NSSI– better understanding of NSSI disclosure 

could work against the misconception that these patients are manipulative and attention seeking.  

Future research should better understand the risk factors for nondisclosure to better identify 

individuals who are struggling and should seek to understand the effect disclosure experiences can have 

on future perceived stigma and help-seeking. 
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Figure 1:​ Definitions and examples of each function within the four-factor model of NSSI reinforcement 

proposed by Nock (2004).  
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Figure 2: ​Data cleaning procedure. 
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Table 1: ​Demographic information of included participants.  
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Total Sample 

 
NSSI History 

No NSSI 
History 

Gender 
 Male 
 Female 

  
114 (41.9%) 
158 (58.1%) 

  
83 (39.9%) 

125 (60.1%) 

  
31 (48.4%) 
33 (51.6%) 

Race 
 White 
 Black or African American 
 American Indian or Alaska Native 
 Asian 
 Multiracial 
 Other 

  
149 (54.8%) 

27 (9.9%) 
8 (9.9%) 

72 (26.5%) 
10 (3.7%) 
6 (2.2%) 

  
116 (55.8%) 

17 (8.2%) 
8 (3.8%) 

54 (26.0%) 
9 (4.3%) 
4 (1.9%) 

  
33 (51.6%) 
10 (15.6%) 

0 (0%) 
18 (28.1%) 

1 (1.6%) 
2 (3.1%) 

Level of Education 
 Less than HS 
 HS Graduate 
 Some College 
 2-Year Degree 
 4-Year Degree 
 Professional Degree 
 Doctorate 

  
1 (0.4%) 

22 (8.1%) 
80 (29.4%) 
29 (10.7%) 

114 (41.9%) 
24 (8.8%) 
2 (0.7%) 

  
1 (0.5%) 

14 (6.7%) 
63 (30.3%) 
23 (11.1%) 
88 (42.3%) 
17 (8.2%) 
2 (1.0%) 

  
0 (0%) 

8 (12.5%) 
17 (26.6%) 

6 (9.4%) 
26 (40.6%) 
7 (10.9%) 

0 (0%) 

 


