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Abstract 

Objective: Nonsuicidal self-injury (NSSI) is a commonly occurring, yet historically poorly 

understood, mental health concern among post-secondary students. The present study sought to 

identify the current knowledge needs of university stakeholders to inform training efforts around 

effective NSSI response and student support on university campuses. 

Participants: Participants were 1,762 university students, staff, and student-staff (77% female) 

from seven universities in Canada, the USA, New Zealand, and Australia. 

Methods: Participants completed an online survey about their attitudes and knowledge of both 

general mental health and NSSI. 

Results: University stakeholders reported significantly greater stigma toward NSSI than mental 

illness in general. Student-staff reported greater perceived knowledge and comfort, and 

demonstrated greater knowledge of NSSI, than students and staff. 

Conclusions: Findings underscore the need for additional training and resources to reduce 

stigma and increase knowledge about NSSI on university campuses internationally. 
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 The post-secondary years are a period of both heightened opportunity and vulnerability, 

characterized by significant change and transition for emerging adults (ages 18 − 25 years), such 

as moving away from family and friends, and increased academic demands.1,2 Difficulty 

adapting to these transitions can lead to increased engagement in risky behaviors, such as alcohol 

and substance use, and mental health struggles among students.3–5 In particular, one commonly 

occurring mental health concern among post-secondary students is nonsuicidal self-injury 

(NSSI).6,7 NSSI is the deliberate, self-inflicted damage of bodily tissue without suicidal intent for 

purposes not socially or culturally sanctioned (e.g., self-cutting, battery, severe scratching).8 

Among young adults attending university, one out of every five students has engaged in NSSI,9 

with an estimated 15% of students initiating self-injury in their first two years of attending 

university.10 Young adults attending university are twice as likely to engage in NSSI than same-

aged peers who do not attend university,9,11 suggesting there may be particular risk factors 

unique to this group. Previous research indicates the most commonly endorsed reason to engage 

in NSSI is to self-regulate intense emotional distress,12 so it follows that increased stress during 

the transition to university is associated with increased risk for NSSI among post-secondary 

students.13,14 

Students who begin to self-injure while at university, as well as those who continue this 

behavior from adolescence into their university years, are at greater psychosocial risk than 

students without a history of NSSI. Specifically, they report more high risk behaviors (e.g., 

substance use), difficulties with parents, and mental health disorders and symptomatology, such 

as anxiety and depressive disorders, eating disorders, and psychotic symptoms.10,15 It is also 

important to note that although NSSI, by definition, lacks conscious suicidal intent,16 NSSI is a 

robust predictor of subsequent suicidal thoughts and behaviors among post-secondary 



students.17,18 Indeed, post-secondary students with a history of NSSI have been found to be 5.5 

times more likely to make a suicide attempt during the later university years, even after 

controlling for other risk factors for suicidal behavior.19 Given the prevalence of NSSI among 

young adults, and its links with aversive outcomes for students, further exploration of NSSI 

among university students is critical to gain insight and develop strategic prevention and 

intervention efforts. 

Many colleges and universities are increasingly recognizing the importance of students’ 

mental health and well-being and have begun implementing risk assessments and other 

intervention services.20,21 These include providing gatekeeper training to students and staff to 

recognize, respond, and facilitate mental health referrals for distressed students,22,23 

as well as training college and university mental health practitioners in therapeutic techniques 

such as cognitive behavior therapy, dialectical behavior therapy, and other strategies to enhance 

coping and emotion regulation among students.24,25 However, according to an analysis of US 

national college health data from 2009-2015, although students’ reported intentions to seek 

campus mental health services have increased from 67.1% to 73.7%, actual use of services 

remains low, increasing only from 14.4% to 18.7%.26 

 Studies focused specifically on help-seeking for NSSI are limited. In one previous study 

of university students who had recently engaged in NSSI, half reported a need for mental health 

services, but only one-fourth of these students had received any treatment/care.27 More recent 

research suggests that rates of help-seeking for NSSI among post-secondary students remain 

comparably low.11,28 Barriers to help-seeking for NSSI may include a lack of perceived need, 

lack of awareness of available resources, negative attitudes toward mental health services, or 



concerns around perceived stigma about NSSI, such as being (mis)labeled as attention 

seeking.28–31 

Alternatively, barriers may be more structural in nature, including lengthy waitlists to 

access services, lack of available or appropriate resources, and/or ineffective referral processes 

on college and university campuses.32–34 However, to date, there is little empirical work 

examining student and staff attitudes and knowledge of NSSI in post-secondary contexts, despite 

these being critical to a better understanding of NSSI help-seeking behavior among post-

secondary students. 

Stigma and NSSI 

Two factors that are thought to play a crucial role in the development of stigma are the 

origin of the stigmatized behavior, and the extent to which engaging in the behavior is regarded 

as within one’s personal control.35 These factors together suggest that NSSI may be more 

stigmatized than other mental health conditions.31 NSSI is often associated with mental illness, 

so it stands to reason that students who self-injure may be subject to mental illness stigma. 

Additionally, NSSI is within one’s volition, and behaviors over which people have personal 

responsibility are more likely to be stigmatized. In recent work, Lloyd et al.36 noted that 

perceived responsibility for NSSI was associated with more stigmatizing attitudes among post-

secondary students. Of concern, these authors also found more stigma and discrimination, 

including a reluctance to offer support, when a character in a vignette disclosed their self-injury, 

which was regarded as manipulative. 

Research suggests that stigmatizing beliefs held by the public (public stigma), lead 

individuals with lived experience to anticipate negative reactions from others if they disclose 

their experiences (anticipated stigma). Experiencing negative reactions (enacted stigma) may 



then lead these negative attitudes to be internalized (self-stigma), enhancing the sense of shame 

or unworthiness commonly felt by individuals who self-injure.31,37,38 Engaging in NSSI can also 

result in visible scarring to body tissue that may prompt stigmatizing responses from others.39,40 

In one study, Burke and colleagues41 found more negative implicit, and explicit, biases toward 

NSSI scarring than toward socially acceptable damage to the skin, such as tattooing, or scarring 

caused by an accident. Focusing only on participants with a history of NSSI, NSSI was more 

likely to be associated with negative attributes (e.g., manipulative, dishonest, disliked, rejected) 

than the other forms of injury, suggesting some internalization of these negative beliefs.42 This 

stigma may arise from misconceptions about NSSI, such that NSSI is manipulative or attention-

seeking.43 Therefore efforts to reduce stigma on post-secondary campuses must first address 

people’s knowledge about NSSI and ensure widespread dissemination of accurate information. 

Knowledge of NSSI among post-secondary educational stakeholders 

Although research on NSSI knowledge in post-secondary contexts is scarce, previous 

research focused within secondary school contexts suggests that key stakeholders, such as 

educators and administrators, often report low levels of knowledge about NSSI.43,44 However, it 

is important to note that many studies are dated, and that it is possible that attitudes have changed 

in recent years with the promotion of anti-stigma campaigns across post-secondary 

campuses,45,46 as well as the addition of NSSI to the DSM-5.47 In the absence of newer findings, 

we turn to these previous studies now as a basis for our work. In terms of absolute knowledge, 

secondary school teachers have historically underestimated the prevalence of NSSI, and regarded 

the behavior as typically limited to young women.44,48 Understanding of the motivations for 

NSSI has also been limited; in two studies, approximately a third of secondary school teachers 

agreed or were unsure whether students who self-injured were doing so to manipulate others,43,44 



an incorrect belief also held by some school students.49 In terms of self-perceived knowledge, 

although 62% to 67% of secondary school teachers said that they would feel comfortable if a 

student spoke to them about NSSI, only 20% to 43% reported feeling knowledgeable about NSSI 

and less than half reported feeling confident that they would know how to respond to NSSI.43,44 

This lack of widespread self-perceived knowledge and confidence is mirrored in requests 

from school staff for further education and school policies for addressing NSSI to better guide 

their work.48 Although previous research among elementary and secondary schools provides 

some understanding of the attitudes toward NSSI among students and staff, as well as their 

knowledge needs around NSSI, there has been comparatively less research on the experiences of 

students and staff within university contexts. In the only study investigating staff attitudes and 

knowledge, 88% of university mental health practitioners incorrectly thought of NSSI as an 

almost exclusively female behavior, and only 29% reported that they were well informed about 

NSSI.50 Among college students, individuals with and without a history of NSSI generally held 

similar perceptions of the motivations underlying NSSI, although students without a history of 

NSSI tended to weigh the importance of some interpersonal functions of NSSI, such as getting 

support from others, slightly higher.51 Research on student-staff, or students that work on campus 

such as residence dons and teaching assistants is particularly scant, though these students are 

often in roles that involve direct contact for students. Student-staff may serve as important peer 

supports useful for identifying and reducing mental health difficulty and risk behaviors on 

college campuses.22 Across stakeholders, a lack of knowledge can lead to misconceptions about 

NSSI, underlie poor responses to NSSI, and perpetuate stigma.52 Indeed, research on the 

disclosure of NSSI among university students demonstrates that concern about reactions from 

recipients, such as lack of understanding and avoidance, as well as feelings of shame on behalf of 



the discloser, serve as salient barriers to disclosures.53 These findings highlight the need to better 

understand the level of general NSSI knowledge among the diversity of stakeholders who engage 

with students (i.e., other students, staff, and student-staff), and address knowledge gaps, in post-

secondary contexts. 

The present study 

The present study was designed to assess NSSI attitudes and knowledge among students 

and staff in post-secondary school contexts. Given that there are often stakeholders in multiple 

roles (e.g., faculty, staff, peers, peers employed in residence, student support networks, etc.) 

involved in responding to NSSI, multi-stakeholder campus-wide approaches are required for 

effective NSSI response and student support.54 Thus, the overarching goal of this study was to 

identify knowledge and skills for targeted training and resource development. Specifically, the 

study explored: a) stigma-linked attitudes, b) knowledge of NSSI among students and staff 

stakeholder groups, specifically, students, staff, and student-staff, and c) the relation between 

knowledge of NSSI and stigma-linked attitudes. We predicted that there would be high levels of 

stigma toward NSSI, and that stigma toward NSSI would be greater than stigma toward mental 

illness more generally. We also anticipated that low levels of knowledge would be associated 

with higher levels of stigma. Additionally, we sought to identify unique stakeholder knowledge 

needs to inform targeted knowledge and training efforts on post-secondary campuses. In 

recognition that NSSI prevalence and many of the concommittment challenges associated with 

the behavior are similar across Western Cultures,55 and to enhance generalizability of study 

findings, the study was intentionally cross-national. This approach also was used to facilitate the 

identification of common knowledge gaps among stakeholders to inform the development of 

training materials across multiple settings. 



Method 

Participants 

Our sample was comprised of 1762 individuals (77% female, 19% male, and 4% who 

reported other identities) who participated in a larger study on student mental health needs on 

campus. Participants were recruited from seven universities in four countries (n = 598 in Canada, 

n = 419 in the United States, n = 420 in New Zealand, n = 325 in Australia) during the 2018-

2019 academic year. Participants were primarily Caucasian (56%), East Asian (15%), and South 

Asian (7%). Of these participants, 1599 were enrolled as students at participating universities 

(Mage = 21.23, SD = 5.31) and 75% lived off-campus – which was common at the sites in which 

data was collected. In the present study, 1257 students were surveyed about their employment, 

and 13.7% indicated they were also employed at the university. Twenty five percent of student-

staff were employed in support staff roles such as advisors and student services employees, 20% 

were employed in academic staff roles such as course lecturers, 20% were employed in research 

assistant positions, 8% were employed in tutor roles, 6% were employed in work study 

placements, 5% were employed in residence staff roles, and 4.2% were employed in teaching 

roles. Of the sample of 1762 participants, 163 were staff at the university but not registered as 

students (Mage = 39.39, SD = 11.27). Of these staff, 42% were employed as academic staff such 

as faculty or sessional instructors, 34% were employed in support staff roles, and the rest of the 

sample consisted of diverse employees at the university such as residence staff, mental health 

practitioners, administrators, emergency services, and athletic coaches. 

Procedure 

At each academic institution, participants were recruited to take part in a study focused 

on understanding student mental health needs on campus, using hard copy and electronic 



advertisements (e.g., posted on lab websites, university social media pages, emailing student club 

listservs, etc.), and classroom announcements. We recruited broadly around student mental 

health, to reduce selection bias by recruiting only participants who wanted to complete a study 

on NSSI. The study advertisements provided a link to the online consent form and survey, which 

included eligibility screening items. The present study was approved by the Institutional Review 

Ethics Board at each participating site, and informed consent was obtained from participants. To 

be eligible to take part, participants had to be: a) fluent in English, b) at least 18 years of age, and 

c) enrolled as a student or employed at the host university. Ineligible participants were redirected 

to the study debriefing form. The survey was completed by eligible participants anonymously 

and took approximately 20 minutes to complete. Participants reported on their attitudes toward 

NSSI and mental illness, their perceived knowledge and comfort with NSSI, and assessed their 

levels of NSSI knowledge. At the end of the survey, participants were prompted to click a link to 

submit their email address on a separate survey, if they wanted to be included in a cash draw, or 

awarded course credit for participation, depending on the institution in which data was collected. 

Following the assessment, all participants were provided with a study debriefing form and a list 

of mental health resources and supports. 

Measures 

Demographics. Participants completed a demographic questionnaire reporting on their 

age, sex, ethnicity, living situation, and whether they were a student and/or employed at the 

university.  

Perceived public stigma toward mental illness and NSSI. Participants completed five 

items from the awareness subscale of the Self-Stigma of Mental Illness Scale Short Form 

(SSMIS-SF)56 to assess perceived public stigma toward mental illness (e.g., “I think the public 



believes that most persons who have a mental illness are… dangerous, unpredictable, trying to 

manipulate others”). Participants completed these same five items again, but adapted to NSSI 

(e.g., “I think the public believes that most persons who engage in NSSI are dangerous, 

unpredictable, trying to manipulate others”). Participants responded to the items for both mental 

health and NSSI using a scale from 1 = strongly disagree to 9 = strongly agree, and scores on 

each scale were averaged such that higher scores indicated greater perceived public stigma. The 

SSMIS-SF has demonstrated good convergent and discriminant validity in previous research.56 

Cronbach’s alpha for the scales assessing stigma toward mental illness and NSSI in the present 

study were .85 and .84, respectively. 

Personal NSSI stigma. Participants also completed an adapted version of the short form 

Attribution Questionnaire (AQ-9)57 to assess personal stigma toward NSSI. Participants read the 

following scenario: “You recently met CK during your university student orientation. As you get 

to know CK, they disclose to you that they engage in nonsuicidal-self-injury.” Participants 

responded to eight items about the scenario (e.g., “I would feel pity for CK,” “I would feel 

scared of CK”) using a scale from 1 = not at all to 9 = very much. The AQ-9 was adapted from 

the original AQ-27 for children ages 10 − 18 years, and has demonstrated strong reliability and 

validity in previous research.57,58 In the present study, the internal consistency of this scale was 

acceptable (α = .77). 

Perceived knowledge and comfort with NSSI. Perceived knowledge and comfort with 

NSSI were assessed using four items developed for the purposes of this study. Participants were 

asked to report on: a) how much they know about NSSI from 1 = none to 5 = a lot, b) their 

ability to locate and utilize resources for NSSI from 1 = strongly disagree to 5 = strongly agree, 

c) their comfort talking about NSSI with someone who self-injures from 1 = not at all 



comfortable to 5 = comfortable to a high degree, and d) how knowledgeable they felt about how 

to effectively help someone who engages in NSSI from 1 = not at all knowledgeable to 5 = 

knowledgeable to a high degree. Items were averaged such that higher scores indicated greater 

perceived knowledge about NSSI. Cronbach’s alpha for the scale was .76 in the present study. 

Knowledge of NSSI. Participants were asked to complete a 13-item measure developed 

for this study to assess their actual knowledge of NSSI (e.g., “How prevalent is NSSI?” “Which 

statement best describes the association between NSSI and suicidal behavior?”). Response items 

varied depending on question format (e.g., true/false, select all that apply). A knowledge score 

was created by totaling the number of correct answers for items that had empirically supported 

answers, with a possible range of 0 − 12. 

Participant NSSI. Participants’ own history of NSSI was assessed using one item: 

“Have you ever engaged in nonsuicidal self-injury (direct and deliberate damage of bodily tissue 

without lethal intent such as self-cutting, burning, carving, severe scratching)?” Comparable one-

item assessments have been used in previous research.9 

Missing data 

In total, 5.43% of survey data was missing. Missing data was attributed to two primary 

sources: a) participants did not complete some questions on the survey – an incomplete survey, 

or b) a site did not include all of the survey questions on the assessment. For data that was 

missing due to incomplete responding, expectation-maximization (EM) imputation was used. 

EM is an iterative maximum likelihood procedure in which a cycle of calculating means and 

covariances followed by data imputation is repeated until a stable set of estimated missing values 

is reached. Methodological research has demonstrated that EM estimation is preferable to 

pairwise deletion, list-wise deletion, or means substitution.59 When data was missing because a 



question was excluded at a participating site, we reported analyses using only those sites that 

included the measure. 

Data analytic plan 

Descriptive analyses were conducted and means for the stigma, perceived knowledge and 

comfort, and knowledge measures were reported for the entire sample. To examine differences in 

perceived public stigma toward mental illness compared to NSSI, a paired samples t-test was 

used. Next, a MANOVA and follow-up analyses were conducted to explore differences between 

the stakeholder groups of students, staff, and student-staff on the stigma, perceived knowledge 

and comfort, and objective knowledge measures. At one participating site, students were not 

asked about their employment; therefore, participants from this site (n = 356) were not included 

in analyses comparing stakeholder groups. To ensure sufficient sample size for the primary 

analyses, a power analysis was conducted.60 With an effect size of 0.0625 for the MANOVA, 

and a power of .80, a minimum sample size of 162 was required to compare the three groups 

(students, staff, student-staff) across the 8 dependent variables. Our sample met this requirement, 

as well as the minimum number of participants needed per group. Finally, we examined the 

correlations among levels of knowledge and stigma, and then examined whether levels of 

knowledge uniquely predicted stigma using a regression analysis. To account for multiple 

analyses, a reduced alpha of ≤ 0.01 was used to identify statistically significant results. 

Results 

An examination of variable skewness and kurtosis revealed the stigma scale scores and 

the perceived knowledge items were normally distributed – skewness and kurtosis less than |2|. 

Descriptive analyses showed that on average participants reported low to moderate levels of 

perceived public stigma for mental illness and NSSI (see Table 1), moderate perceived 



knowledge and comfort (see Table 2), and low to moderate levels of NSSI knowledge (see Table 

3). A paired samples t-test revealed that participants reported greater perceived public stigma for 

NSSI than mental illness, t(1405) = −9.63, p < .001 (M = 5.52 for mental illness, and M = 5.81 

for NSSI). In terms of overall knowledge about NSSI, on average participants correctly 

identified 6.42 items (SD = 2.11) out of 12, which is equivalent to an average score of 54%. 

Knowledge scores were comparable across countries, M = 6.37 for Canada, M = 6.34 for the 

United States, M = 6.42 for New Zealand, and M = 6.62 for Australia. 

The MANOVA revealed there was a small statistically significant effect of stakeholder 

group on the stigma, perceived knowledge and comfort, and knowledge of NSSI measures, F(16, 

2792) = 4.601, p < .001, Wilks Λ = .95, η2 = .03. An examination of the tests of between-subjects 

effects demonstrated that stakeholder group had a significant effect on personal NSSI stigma, 

F(2, 1403) = 11.02, p < .001 η2 = .02, perceived comfort talking with someone who engages in 

NSSI, F(2, 1403) = 7.21, p = .001 η2 = .01, perceived knowledge about how to help someone 

who self-injures, F(2,1403) = 6.91, p = .001 η2 = .01, and actual NSSI knowledge F(2, 1403) = 

9.55, p < .001 η2 = .01. There was a trend effect of the stakeholder group on how much 

individuals reported knowing about NSSI, F(2, 1403) = 4.54, p = .01 η2 = .01. Games-Howell 

follow-up analyses indicated that student-staff and staff reported less personal stigma than 

students. In addition, student-staff reported higher levels of perceived comfort talking to 

someone who self-injures, and knowing how to help someone who self-injures than both staff 

and students. Finally, student-staff demonstrated higher levels of knowledge than students and 

staff, and students demonstrated higher levels of knowledge than staff (M = 6.86 for student-

staff, M = 6.42 for students, and M = 5.89 for staff).1 



We next considered the relation between knowledge of NSSI and stigma toward NSSI. 

Zero-order correlations are provided in Table 4. In general, both perceived knowledge and 

comfort, and actual knowledge were positively associated with perceived public stigma and 

negatively associated with personal stigma toward NSSI. In order to assess which factors 

uniquely predicted personal NSSI stigma, sex, lived experience with NSSI, perceived knowledge 

and comfort, and actual knowledge were entered as predictors into a linear regression model – 

see Table 5. The model was significant, F(8,1334) = 36.38, p < 0.001, R2 = .18. Overall, 

controlling for sex and lived experience with NSSI, greater perceived knowledge, feeling more 

comfortable speaking about NSSI, and a greater knowledge score were uniquely associated with 

less personal stigma toward NSSI. 

Discussion 

NSSI is a commonly occurring mental health concern among college and university 

students,9 and recent research suggests that NSSI may be increasing on post-secondary 

campuses.7 Despite the high rates of NSSI observed among post-secondary students, to date 

there is a lack of research focused on describing student and staff attitudes and understanding of 

NSSI. However, identifying the specific knowledge needs of educational stakeholders on post-

secondary campuses can inform targeted training and resource development to facilitate effective 

NSSI response and student support on college and university campuses.50 To ascertain the 

specific knowledge needs of university stakeholders, we examined students’, staff ’s, and 

student-staff ’s attitudes, perceived knowledge and comfort, and knowledge about NSSI. As 

expected, we found that university stakeholders reported greater stigma toward NSSI than other 

mental health concerns, and low levels of knowledge were reported cross-nationally. Staff were 

identified as a particular stakeholder group in need of additional training and support, such that 



they reported higher personal NSSI stigma and greater knowledge needs, whereas student-staff 

reported lower levels of personal NSSI stigma and fewer knowledge needs. Findings highlight 

specific knowledge gaps among key stakeholders and can serve to inform targeted training 

efforts on post-secondary campuses. 

Stigma associated with mental illness and mental health difficulties more broadly has 

been well documented in the literature61 and reported as a salient concern by students on 

university campuses.62 Despite increasing efforts to reduce stigma on post-secondary 

campuses45,46 participants in our study still reported moderate levels of perceived public stigma 

for both mental illness and NSSI. However, in general, participants reported more public stigma 

toward NSSI than mental illness, indicating that NSSI may be a particularly stigmatized 

behavior. This coheres with recent research41 and adds empirical support to recent theoretical 

developments on stigma regarding NSSI.31 NSSI may be uniquely stigmatized because of its 

association with mental illness, as well as the perception that NSSI is within one’s personal 

control.36 Although more research is necessary to understand stigmatizing beliefs toward NSSI, 

our findings suggest that efforts to combat stigma associated with mental illness in university 

settings may need to specifically target NSSI stigma. 

Knowledge appears to play a critical role in the stigmatizing attitudes an individual holds 

toward people who self-injure. In the current study, perceived knowledge about NSSI, perceived 

comfort speaking about NSSI, and total knowledge score were uniquely associated with reduced 

levels of personal stigma toward NSSI, even after controlling for perceived public stigma. Given 

evidence that brief NSSI psychoeducational training can improve perceived knowledge and self-

efficacy for responding to NSSI among staff in secondary school settings,63 implementing 

university-wide resources for staff and students may improve university responses to NSSI as 



well as reduce NSSI stigma more generally. University stakeholders may be receptive to 

increased training about NSSI, given their reported lack of perceived knowledge and comfort 

with NSSI. Indeed, close to 30% of respondents reported that they knew little or very little on all 

the perceived knowledge and comfort items. However, future research is necessary to ascertain 

university stakeholders’ interest in additional training, and their preferred training formats, to 

optimize uptake of training resources. 

Our work also provides new insight into the specific knowledge gaps among students, 

staff and student-staff in post-secondary contexts that need to be targeted. Cross-nationally, most 

respondents were only able to correctly identify half of the empirically-supported statements on 

the NSSI knowledge questionnaire. Similar to previous findings with secondary school 

teachers,36,48 participants struggled to identify NSSI prevalence accurately; 21% were unsure 

about how prevalent NSSI was, and 30% tended to underestimate prevalence. Additionally, 

participants were often unclear whether NSSI always had its first onset before university. Of the 

sample, 37% were unsure, and 17% inaccurately thought NSSI always had its onset before 

university. Participants were also unsure about what behaviors constitute NSSI, with close to 

40% reporting that NSSI almost always involves cutting, or were unsure if this was true. 

Extending previous research with college students,51 most participants understood that NSSI was 

a form of coping behavior to reduce painful emotions or to express anger toward the self. 

However, nearly a quarter of stakeholders reported that they were unsure or thought that NSSI 

was manipulative or attention seeking – equivalent to rates found among secondary school 

teachers.43,44 Additionally, one in 10 participants were unsure about the association between 

suicidal behavior and NSSI, and over 50% thought individuals who engage in NSSI have a 

mental illness or were unsure. Given that fear of being labeled as attention-seeking or judged is a 



considerable barrier to NSSI help-seeking,49,53,64 it is worth highlighting the qualitative 

difference between a lack of knowledge, such as lack of understanding of the prevalence and 

time of onset of NSSI, and these more detrimental misconceptions of NSSI. 

It is important to note that our findings also demonstrated varying levels of stigma, 

perceived knowledge and comfort, and knowledge depending on the stakeholder group. 

Specifically, student-staff reported less personal stigma toward NSSI than students, as well as 

greater comfort talking to individuals who engage in NSSI, greater perceived knowledge about 

how to effectively support someone who engages in NSSI, and higher levels of actual knowledge 

than students and staff. It is possible that the types of roles students work in, or their related 

course work, already involve more mental health literacy training/education relative to students 

and staff. Our findings also underscore that staff represent an important target group in need of 

further training around effectively supporting students who self-injure. Indeed, staff reported the 

lowest levels of absolute knowledge, relative to students and student-staff. Moreover, there is a 

need to increase understanding of NSSI among students on college and university campuses 

more generally, given that peers are often among the first recipients of NSSI disclosures (for a 

review, see Simone & Hamza).65 Greater psychoeducational training in NSSI could facilitate 

both more effective responses to NSSI and empower self-efficacy beliefs among students and 

staff when it comes to effectively supporting students who self-injure. 

Limitations 

Although this large cross-national study offers new insight into the knowledge and 

attitudes toward NSSI among university stakeholders, it is not without limitations. Given the 

cross-sectional nature of the present study, it remains difficult to ascertain the directionality of 

associations between constructs of interest. However, our findings are consistent with a larger 



literature, which suggests that increasing knowledge can serve to reduce stigmatizing beliefs 

among educational stakeholders.66 In addition, the study included primarily Caucasian 

participants from Western countries, which limits the generalizability of findings. As a next step, 

a similar study in non-western settings is necessary to extend the findings to more diverse 

contexts. Another potential way to increase public knowledge of NSSI and the associated stigma 

that may be experienced by those who engage in NSSI is to utilize qualitative methodological 

approaches designed to gain a greater depth of understanding from persons with lived 

experience, which would offer an opportunity to develop more informed prevention and support 

efforts. Our study also did not specifically examine help-seeking behavior among students who 

engage in NSSI, which is necessary to understand the extent to which stigmatizing beliefs among 

stakeholders impact help-seeking among students. Further, although research suggests more 

students intend to seek help than access services,26 it is unclear to what extent this may be 

attributable to concerns about being stigmatized, versus lack of accessible services, or the 

follow-up effect, such that lengthy waitlists deter help-seeking. Future research should consider 

the complex interplay among these factors when it comes to students accessing supports on 

campus. 

Conclusion and implications 

Despite the addition of NSSI to the DSM-5 as a condition warranting further research,47 

and increased efforts on post-secondary campuses to reduce stigma around mental health and 

help-seeking,45,46 the results of the present study underscore that NSSI remains a stigmatized 

behavior, perhaps even more so than other mental health concerns.31 These findings demonstrate 

why a targeted and campus-wide approach to addressing stigma toward NSSI is necessary. Given 

that higher levels of knowledge were associated with lower levels of stigma, increasing 



knowledge about NSSI may be one way, when coupled with targeted skills training, to reduce 

stigmatizing beliefs about NSSI. In our study, participants reported low levels of NSSI 

knowledge, and this effect was most pronounced among staff and students. Our findings offer 

specific examples of consistent knowledge gaps about NSSI among stakeholders that can be 

targeted in future training, to bolster more effective NSSI responses and support. By increasing 

understanding about NSSI and resources available, stakeholders will be more strongly positioned 

to respond to NSSI with warmth and understanding, as well as help students way-finding to 

access appropriate supports. 

Given the ongoing COVID-19 pandemic and its impact on university student mental 

health and well-being,67 the dissemination of resources and training using online delivery 

approaches also merit consideration. Indeed, while vaccines are being distributed globally there 

is much variability with the pace of roll-out and many campuses across the globe continue to rely 

on remote delivery of coursework and provision of student support. Hence, ensuring research-

informed NSSI websites that place emphasis on recovery and coping (e.g., www.sioutreach.org) 

are shared widely among students and support staff via university social media and websites is 

recommended. Likewise, online training programs that address NSSI and how to support 

students with lived experience may have utility (e.g., 

http://www.selfinjury.bctr.cornell.edu/training.html). 

Post-secondary institutions serve as primary access points for care for students, which 

means that promoting a culture of support and understanding among students and staff on post-

secondary campuses is critical to reduce stigma and other barriers to help-seeking. It also will be 

important to engage stakeholders in prevention and intervention programming. Gatekeeper 

interventions have been used effectively to train staff and students how to respond appropriately 



to distressed peers and make appropriate mental health referrals.22,23 Further, mental health 

professionals who work on college campuses must have training in intervention approaches 

recommended for NSSI. Such approaches include dialectical behavior therapy and other 

techniques aimed at enhancing coping and emotion regulation as well as those rooted in 

motivational change, such as motivational interviewing.24,25 Should this training be unavailable, 

hosting professional development workshops or related opportunities for campus mental health 

professionals may be needed. 

Note 

1. It is important to note that in a secondary MANCOVA analysis, significant differences among 

stakeholders did not change taking into account participants’ lived experience with NSSI. 
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