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Individuals who report discussing their experiences of nonsuicidal self-injury (NSSI) may prefer 

to seek out nonprofessionals, rather than professionals or other stakeholders. The manner by 

which people respond to others’ self-injury experiences may influence future help-seeking and 

disclosure experiences as well as one’s NSSI trajectory. Unfortunately, some research suggests 

that how individuals respond to NSSI may not always be helpful. Moreover, only a paucity of 

research has formally examined what may contribute to helpful versus unhelpful responding to 

NSSI. Knowing what psychological processes are involved in these contexts may help to foster 

more effective responses to NSSI in general, NSSI disclosures, and NSSI help-seeking. Broadly, 

elucidating these processes also serves to conceptualize the stigma that is often associated with 

NSSI behaviours. Thus, the present dissertation applied a theoretical model, the Attribution-

Affect-Action (AAA) Model of Helping, to NSSI. The model proposes that in the case of helping 

others with stigmatized conditions, attributions of controllability of cause for the condition 

negatively relate to helping intentions, a relation that is mediated by emotional reactions (e.g., 

anger, sympathy) towards the individual in need. Three separate studies were conducted, with 

participants recruited from Amazon’s Mechanical Turk, in an attempt to understand how people 

in the general public might respond to those who engage in NSSI. The role of gender was also 



 

 

 

explored. As a pilot, Study 1 informed the design for subsequent studies and also identified 

variability in what constitutes controllable and uncontrollable causes of self-injury. Building on 

this, Study 2 partially supported the usage of the AAA Model of Helping for NSSI; causal 

attributions of controllability were significantly and negatively linked to helping intentions, and 

reactions of sympathy mediated this relation. Emotional reactions and helping intentions varied 

based on gender of both the participant and the person in need. Study 3 added a component to the 

model, prior knowledge, and demonstrated that the provision of information about NSSI may 

alter an individual’s causal attributions, emotional reactions, and helping intentions, in beneficial 

ways. Overall, these findings support the potential use of a theoretical model for future research 

and highlight the value in provision of NSSI information as a possible outreach initiative.
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The attribution-affect-action model of helping and NSSI: Test and expansion of a 

theoretical model 

Nonsuicidal self-injury (NSSI) is the deliberate damaging of one’s own body tissue, with 

a lack of suicidal intent (e.g., cutting, scratching, burning; International Society for the Study of 

Self-injury, 2017; Nock & Favazza, 2009). Culturally and socially sanctioned destructive 

behaviours that modify body tissue (e.g., piercings, tattoos) and behaviours that yield indirect 

harm to one’s body (e.g., overdose of medication) are not included in this definition. At this 

time, a large body of research suggests that prevalence rates of NSSI among nonclinical 

populations are high. In several studies, researchers have reported a high lifetime prevalence of 

NSSI among nonclinical populations of adolescents and young adults, with international rates 

ranging from 12% to 24% (e.g., Jacobson & Gould, 2007; Muehlenkamp, Claes, Havertape, & 

Plener, 2012; Zetterqvist, Lundh, Dahlström, & Svedin, 2013). More recently, a meta-analysis 

and meta-regression indicated that after controlling for methodological factors, the pooled NSSI 

prevalence rates among nonclinical samples was 17.2% for adolescents, 13.4% for young adults, 

and 5.5% for adults (Swannell, Martin, Page, Hasking, & St John, 2014).  

Functions for engaging in NSSI can be conceptualized within a two-factor framework: 1) 

intrapersonal functions (e.g., affect regulation) and, 2) social functions (e.g., peer bonding; 

Klonsky, Glenn, Styer, Olino, & Washburn, 2015; Klonsky, Victor, & Saffer, 2014). The most 

commonly reported function, however, falls within the former and pertains to using NSSI to 

manage negative emotions (e.g., Klonsky, 2007, 2009); in other words, NSSI is used as a means 

to provide relief from difficult emotional experiences, which are theorized to stem from poor 

emotion regulation skills (Heath, Toste, Nedecheva, & Charlebois, 2008; Klonsky, 2007, 2009; 

Nock & Prinstein, 2004, 2005). Other intrapersonal functions include but are not limited to anti-
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punishment (i.e., to express anger towards the self) and anti-dissociation (i.e., to generate 

feelings by ending experiences of depersonalization). Some commonly endorsed functions 

within the social domain include establishing interpersonal boundaries (i.e., to communicate 

autonomy over another individual or to create a distinction from another individual) or exerting 

interpersonal influence (i.e., communicating pain to others through self-injury; for a review, see 

Klonsky, 2007).  

Researchers have also indicated that compared to individuals who do not engage in NSSI, 

individuals who self-injure are at an increased risk for various negative mental health difficulties, 

such as: mental illness, depressive symptoms, anxiety, eating disorder behaviours, attention-

related problems, and engagement in other maladaptive coping strategies, such as alcohol use 

(e.g., Hankin & Abela, 2011; Nixon, Cloutier, & Jansson, 2008; Nock, Joiner Jr., Gordon, Lloyd-

Richardson, & Prinstein, 2006; Williams & Hasking, 2010). Of grave concern is research 

suggesting that NSSI confers unique and robust risk for suicide and attempted suicide (Andover 

& Gibb, 2010; Glenn & Klonsky, 2009; Hamza, Stewart, & Willoughby, 2012; Hasking, 

Momeni, Swannell, & Chia, 2008; Klonsky, May, & Glenn, 2013; Nock et al., 2006; Whitlock, 

Eckenrode, & Silverman, 2006; Whitlock et al., 2013). In light of the high prevalence rates of 

NSSI among nonclinical samples and its myriad concomitants and risks, understanding how best 

to support individuals who self-injure is an important area of research.  

NSSI and Professional Help-seeking 

Researchers have consistently identified low rates of professional help-seeking among 

individuals who self-injure (e.g., Schoonderbeek & Lewis, 2010; Whitlock et al., 2006), as well 

as reluctance to disclose the behaviour to mental health (Heath, Ross, Toste, Charlebois, & 

Nedecheva, 2009; Pietrusza, Rothenberg, & Whitlock, 2011; Whitlock et al., 2006; Wilcox et al., 
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2012) and medical professionals (Whitlock et al., 2006). For example, a systematic review of 

extant literature investigating help-seeking rates among adolescents who self-harm (a broader 

term that refers to deliberate acts intending to cause harm that can be either suicidal or 

nonsuicidal) indicated that between one third and one half of adolescents had not sought 

professional help (Rowe et al., 2014).  

 It is possible that, through the process of help-seeking, recovery efforts for NSSI can be 

commenced. Indeed, some researchers have identified a link between initial help-seeking and 

long-term recovery among problem drinkers (e.g., Dawson, Grant, Stinson, & Chou, 2006). 

Given that both problem drinking and NSSI have been identified as maladaptive coping 

strategies and share other associations (e.g., Williams & Hasking, 2010), the relation between 

initial help-seeking and long-term recovery may apply to NSSI. Indeed, recent research suggests 

a possible link between professional help-seeking and NSSI cessation; one study demonstrated 

that help-seeking, alongside other variables (e.g., NSSI characteristics such as frequency and 

severity, psychosocial factors) were useful in predicting NSSI cessation (Whitlock, Prussien, & 

Pietrusza, 2015). As such, reluctance to seek help from professionals may hinder the path 

towards NSSI cessation.  

Researchers have sought to identify factors that promote or hinder the NSSI help-seeking 

process, in addition to other related mental health difficulties. Some themes that have emerged as 

barriers to help-seeking among individuals experiencing personal, emotional, and suicidal 

difficulties include: exhibiting a sense of autonomy (i.e., feeling capable to solve problems 

without external sources of aid), shame, embarrassment, and fear of not being understood 

(Wilson, Rickwood, Ciarrochi, & Deane, 2002). Interestingly, in some cases, individuals 

reporting lower help-seeking intentions may endorse a greater number of barriers toward help-
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seeking (Wilson et al., 2002). Researchers examining the experience of heightened distress 

among young adults have found similar patterns of findings. Specifically, help-seeking rates 

among individuals aged 16-24 are reportedly low with only 34.5% of women and 21.8% of men 

seeking professional help when experiencing high levels of distress (Biddle, Gunnell, Sharp, & 

Donovan, 2004). Taken together, current research suggests that in both adolescent and young 

adult populations, professional help seeking rates among those experiencing mental health 

difficulties does not seem to be high. 

Similar barriers to professional help-seeking within the context of NSSI as well as more 

general forms of self-harm have also been identified. The term “self-harm” is often used to 

conceptualize deliberate acts with a non-fatal outcome intended to cause harm, and therefore 

comprises both NSSI as well as other behaviours, such as overdosing and suicide attempts 

(Hawton, Rodham, Evans, & Weatherall, 2002). Shame, stigma, and fear of associated 

consequences (e.g., labeling, isolation) have been listed by adolescents as primary reasons for 

not seeking professional help following a recent episode of self-harm (Fortune, Sinclair, & 

Hawton, 2008). Further, a systematic review indicated two broad categories of barriers to help-

seeking for adolescents: 1) interpersonal, such as fear of being misunderstood, fear of being 

mislabeled as attention-seeking, or a general fear of being stigmatized and, 2) intrapsychic, such 

as minimization of the severity of symptoms or failing to acknowledge the need for help (Rowe 

et al., 2014). In effect, while many adolescents report a need for help for their self-harm, 

researchers have found that they are not accessing it (Evans, Hawton, & Rodham, 2005). 

Although findings from these studies may need to be interpreted tentatively as NSSI behaviours 

are a subset of broader self-harm acts, they may still offer insight into possible help-seeking 

barriers, which can have salience in the context of NSSI.  
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In line with the above, research involving the study of help-seeking intentions and 

behaviour among individuals engaging in NSSI has revealed similar patterns. For example, one 

study examining help-seeking intentions for NSSI among adolescents in school settings found 

low rates of willingness to seek help (13.5%). Interestingly, various NSSI-related factors (e.g., 

medical severity) did not predict whether participants intended to seek help; however, other non-

NSSI factors did (e.g., worries about an unsafe neighbourhood, sexual harassment; Heath, 

Baxter, Toste, & McLouth, 2010). Indeed, researchers from this study concluded that accessing 

services for NSSI within the school context is infrequent and may be perceived as undesirable 

and ineffective (Heath et al., 2010). 

Another study conducted with a large college sample revealed that only 6.5% of the 490 

individuals engaging in NSSI reported seeking medical help, only 21.4% reported discussing the 

behaviour with a mental health professional, and 3.2% reported that a physician knew about the 

NSSI (Whitlock et al., 2006). These findings are in line with a recent study involving Flemish 

adolescents that demonstrated that only 17% of the adolescents engaging in NSSI (n = 183) 

reported having received professional help (Baetens, Claes, Muehlenkamp, Grietens, & 

Onghena, 2011). Lastly, results from another study revealed a similar pattern; specifically, only 

11.6% of the 183 individuals engaging in NSSI reported that a health professional knew about 

their self-injury (Muehlenkamp, Brausch, Quiqley, & Whitlock, 2013a).   

NSSI Disclosure and Nonprofessional Help-seeking 

In light of the low rates of professional help-seeking for NSSI, it is possible that 

individuals who self-injure may turn to individuals in their informal and personal social networks 

(e.g., parents, peers, romantic partners) for help or support with their self-injury. Indeed, research 

suggests that if individuals who self-injure are going to tell somebody about the behaviour, they 
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will be most apt to tell a friend (Armiento, Hamza, & Willoughby, 2014; Evans et al., 2005; 

Heath et al., 2009; Muehlenkamp et al., 2013a; Pietrusza et al., 2011; Rowe et al., 2014; Wilcox 

et al., 2012; Wu, Whitley, Stewart, & Liu, 2012).  

Despite this, few studies have systematically examined the role of nonprofessionals in the 

NSSI recovery process. However, early research is pointing to the disclosure process as a factor 

to consider with respect to NSSI cessation. For example, one study demonstrated that among 

adolescents who reported disclosing NSSI to an informal source (n = 308), disclosure of NSSI 

facilitated increases in actual help-seeking and help-seeking intentions over time (Hasking, Rees, 

Martin, & Quigley, 2015). Another study demonstrated that among university students with a 

history of self-injury, both disclosure of and having had a conversation with somebody about 

NSSI were meaningful predictors of NSSI cessation over time (Whitlock et al., 2015). Further, 

university students may exhibit an increased likelihood of seeking help for NSSI from peers 

(Davis, Arbuthnott, Schoonderbeek, Allami, & Lewis, 2010). Interestingly, these researchers 

also found that university students who thought their peers would approve of the help-seeking 

were more likely to seek advice from peers to get professional help, suggesting that peer advice 

may play a role in individuals seeking professional help for NSSI (Schoonderbeek & Lewis, 

2010).  

Although telling somebody about NSSI and seeking help for NSSI are arguably distinct 

acts with different intentions (e.g., to obtain support/validation versus treatment), the above 

findings suggest that nonprofessionals may be in a unique position when it comes to providing 

support to somebody they know who self-injures. Clearly, research underscores that informal 

sources are the preferred disclosure recipients (e.g., Armiento et al., 2014; Evans et al., 2005); 

thus, given research suggesting that nonprofessionals are the more common help-seeking outlets 
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for individuals who self-injure, it may be fruitful to better understand the mechanisms involved 

in this process.  

Responding to NSSI 

To date, researchers examining NSSI help-seeking and disclosure have primarily focused 

on determining rates and correlates of professional help-seeking or disclosures. Minimal research 

has examined this process from the point of view of the individual who receives the NSSI 

disclosure and who would be in a position to respond accordingly. Given that nonprofessionals 

are preferred NSSI disclosure recipients (e.g., Evans et al., 2005), examining more 

comprehensively the processes involved in recipients’ responses may be a valuable area of 

research. Further, results from one study indicate that individuals with severe NSSI and suicidal 

ideation are more likely to disclose to a friend or partner (Armiento et al., 2014). Thus, with 

research highlighting the importance of fostering empathic and helpful responding to NSSI as a 

means to enhance well-being and to combat stigma (e.g., McAllister, Creedy, Moyle, & Farrugia, 

2002), this represents an important empirical initiative.   

 Unfortunately, researchers have suggested that various stakeholders do not know how to 

respond to individuals who self-injure, resulting in an array of response types. For example, with 

respect to parents and teachers, adolescents have identified a variety of responses that might 

facilitate the help-seeking process, such as: professional referrals, nonjudgmental responses, and 

reduced pressure (Berger, Hasking, & Martin, 2013, 2014). However, while these adolescents 

were able to identify various effective responses, it has been noted that those adolescents with 

personal NSSI experiences were unsure about whether adults in their networks might 

demonstrate competence in actually implementing these strategies (Berger et al., 2013, 2014). 

Further, adolescents may be more likely to disclose to peers because of the stigma around NSSI 
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and the associated perception that adults do not understand NSSI and therefore do not know how 

to respond (Hasking et al., 2015).  

Related to the above, studies that have examined teacher attitudes about NSSI have noted 

that some teachers have a tendency to report negative emotional reactions and attitudes towards 

NSSI (Best, 2005, 2006; Heath, Toste, Sornberger, & Wagner, 2011); of concern is one study 

indicating that more than half of the participating teachers reported that NSSI behaviours are 

“horrifying” (Heath et al., 2011; Heath, Toste, & Beettam, 2006). Therefore, it appears that 

although individuals who self-injure may have an understanding regarding what strategies may 

be effective, their confidence in whether individuals in their network are capable of utilizing 

these strategies may be lacking. 

With respect to friends, some researchers have suggested that there is variability in how 

individuals respond to hearing about a friend’s self-injury; for example, some responses are 

reportedly positive (e.g., providing resources, periodic check-ins) whereas others are negative 

(e.g., lecturing or scolding the individual; Pietrusza et al., 2011; Walsh, 2006) and the nature of 

these responses may influence the likelihood of future help-seeking behaviour (both professional 

and nonprofessional; Hasking et al., 2015; Whitlock et al., 2015). One particularly concerning 

finding is that adolescents who disclosed their NSSI to a friend reported more non-productive 

coping than adolescents who disclosed to a parent; these researchers further concluded that at 

least among some adolescents, disclosure to peers may serve to reduce perceived social support 

and actually encourage NSSI in others (Hasking et al., 2015).  

Other research efforts have attempted to identify aspects of a peer’s response that may be 

effective for those seeking help for NSSI. For example, in one study, adolescents’ suggestions 

about how both offline and online peers might help a friend who self-injures indicate that most 
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respondents believe that talking and listening may be the most effective strategy for helping 

(Berger et al., 2014). Further, among university students, “connections with others” (p. 7) such as 

a caring friend or loved one, was a significant factor in predicting NSSI cessation (after changes 

in emotion regulation and enhanced self-awareness; Whitlock et al., 2015). Thus, given that 

help-seeking rates are low and that responses to hearing about somebody’s self-injury are 

seemingly variable, research efforts might benefit from further examining these processes 

(Klineberg, Kelley, Stansfel, & Bhui, 2013; Piestrusza et al., 2011). Indeed, the sentiment 

expressed by Whitlock et al. (2015), that “while confiding in someone is important, confiding in 

an adult capable may be most important” (p. 10) captures the need for further research in this 

domain. Thus, considering this process from the point of view of the potential helper might serve 

to elucidate factors that may facilitate or hinder recovery efforts. Specifically, given that a 

positive response by the helper has the potential to facilitate the course of recovery but a negative 

response might hinder recovery, understanding the processes involved in predicting positive or 

negative responding is critical (e.g., Hasking et al., 2015; Klineberg et al., 2013; Pietrusza et al., 

2011; Whitlock et al., 2015).  

Given the above, some research efforts have focused on isolating factors that may serve 

to increase the effectiveness or capacity of the potential helper’s responses. Specifically, 

researchers have consistently identified that lacking knowledge and adopting negative attitudes 

about NSSI may prevent adequate responding to individuals who self-injure in both professional 

and nonprofessional settings (e.g., Heath et al., 2011; Muehlenkamp et al., 2013a; Muehlenkamp, 

Claes, Quigley, Prosser, Claes, & Jans, 2013b; Muehlenkamp, Walsh, & McDade, 2010; 

Pompili, Girardi, Ruberto, Kotzalidis, & Tatarelli, 2005; Saunders, Hawton, Fortune, & Farrell, 

2012). Other research focusing on adolescent attitudes and helping responses has noted that 
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many adolescents are uncertain about what constitutes an effective helping response to 

somebody who self-injures; interestingly, many of these adolescents also reported high levels of 

discomfort with NSSI (Muehlenkamp et al., 2010). Thus, early research in this domain highlights 

that factors such as poor knowledge, negative attitudes, and discomfort may, in part, contribute 

to poor responding to individuals who self-injure.  

While these preliminary efforts have helped to identify some of the variables that may 

have salience in the context of responding to an individual who self-injures, no research to date 

has sought to conceptualize this process within a broader theoretical framework. This is 

important because understanding the mechanisms that account for possible helpful and unhelpful 

responding to those who self-injure may enable the development of theoretically grounded 

approaches to promoting recovery. Equally important is the possibility of further clarifying the 

nuances of individuals’ reactions to those who engage in NSSI. Thus, the following section 

provides an overview of a theoretical model that may be relevant in the context of responding to 

an individual who self-injures.  

The Attribution-Affect-Action Model of Helping Behaviour: An Overview 

Originally developed with the purpose of better understanding achievement motivations, 

the attribution-affect-action model of helping behaviour (AAA Model of Helping) has been used 

to elucidate the cognitive and affective mechanisms involved in individuals’ reported intentions 

to help others across a variety of contexts (Weiner 1980a, 1980b, 1986, 2006, 2010). It 

comprises three key elements: causal attributions, affective responses, and reported helping 

intentions (i.e., a reported willingness to help a person in need) or actual helping behaviour.  

According to the model, when an individual is confronted with an opportunity to help 

another individual, the potential helper engages in a cognitive process that involves developing 
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causal attributions for the need of aid. Three dimensions of causality have been identified as 

relevant: controllability, stability, and locus (Meyer & Mulherin, 1980; Weiner, 1986). In 

particular, the potential helper assesses the extent to which the cause related to the need for help 

is either: controllable (i.e., due to a lack of personal effort or will) or uncontrollable (i.e., due to a 

lack of aptitude); stable (i.e., constant, reoccurring) or unstable (i.e., occasional, infrequent); and 

internal (i.e., due to personal factors) or external (i.e., due to environmental factors; Weiner, 

1980a, 1980b; Weiner, Perry, & Magnusson, 1988). Based on the causal attributions, a specific 

affective response (e.g., negative or positive) is elicited and is proposed to mediate, or account 

for, the relation between causal attributions and helping intentions (see Figure 1).  

 

  

 

 

 

 

 

Figure 1. Overview of the attribution-affect-action model of helping behaviour.  

 

The AAA Model of Helping was developed in response to early research suggesting that 

people tend to help a person with a disability who required help on a subway but ignore a person 

who was intoxicated who required similar help (Piliavin, Rodin, & Piliavin, 1969). Indeed, this 

research included staging of an incident on a crowded train in a large city centre and was one of 

the earliest contributions to the development of the model (Piliavin, et al., 1969). In the study, a 
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confederate collapsed on the train and presented as either drunk or ill; subsequent helping 

behaviours of the individuals on the train were measured. Findings from this field research 

revealed that the confederate in the ill condition was more likely to receive help from others, as 

opposed to the confederate in the drunk condition. From this, researchers made preliminary 

conclusions that the two conditions may have elicited distinct emotional reactions (anger in the 

drunk condition and sympathy in the ill condition), which could have influenced the participants’ 

helping behaviours (Piliavin et al., 1969).   

In response to these findings, further research was conducted to better understand the 

nuances of the help-giving process. Specifically, a vignette approach was applied to the same 

scenario described above; however, measures of causal attributions and affective reactions were 

also included. Results revealed that ratings of help were lowest when the causal attributions 

made were controllable and internal about the target person’s need for help (Weiner, 1980a). 

Moreover, reactions of anger and disgust were more likely to be reported from the participants 

reading the drunk condition (i.e., controllable), whereas reactions of sympathy and pity were 

more likely to be reported from the participants reading the ill condition (i.e., uncontrollable). 

Interestingly, the analyses provided some preliminary evidence for the temporal sequence of 

attribution-affect-action, such that causal attributions were only marginally related to judgments 

of help-giving when affective responses were held constant (Weiner, 1980a). 

Findings from similar research involving university students also informed the 

development of the model. For example, one study asked undergraduate students to read a 

vignette of an individual wanting to borrow class notes from a participant (Weiner, 1980b). In 

the vignettes, the need for notes was attributed to either skipping class (controllable) or having an 

eye condition leading to difficulties seeing (uncontrollable) and participants were randomly 
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assigned to a condition. Results revealed positive associations between the controllable condition 

and negative affect and positive associations between the uncontrollable condition and positive 

affect (Weiner, 1980b). Further, those participants assigned to the controllable vignette were less 

likely to report intentions of lending notes to their peers than participants assigned to the 

uncontrollable vignette. Similar to the previous study (Weiner, 1980a), there was evidence of the 

mediating effect of affective responses between causal attributions and judgments of help-giving 

(Weiner, 1980b). 

These early research efforts helped inform the development and conceptualization of the 

AAA Model of Helping. In the model, cognitive attributions regarding a person’s need for help 

are elicited and this process has been identified as the first step in a sequential process leading to 

willingness to help others, and ultimately engagement in helping behaviours. Following the 

causal attribution (i.e., the cognitive assessment of whether the person’s need is caused by 

controllable/uncontrollable, stable/unstable, or internal/external factors), a specific affective 

response is theorized to occur. In particular, if the potential helper attributes the person’s need to 

controllable and internal factors and also views the situation as stable, emotional reactions 

labeled within the model as negative, such as anger and disgust are elicited. In contrast, if the 

potential helper attributes the person’s need to uncontrollable and external factors, and also 

views the situation as unstable, emotional reactions labeled within the model as positive, such as 

sympathy and pity are elicited (e.g., Meyer & Mulherin, 1980; Weiner, 1980a). These responses, 

are, in turn, thought to mediate the relation between causal attributions and helping behaviour, 

such that the relation between causal attributions and helping behaviour is nonsignificant when 

affective responses are controlled for in the analyses (Weiner, 1980a, 1980b). Taken together, 
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the model can be viewed as “a sequential organization between the tripartite division within 

psychology of thought, feeling, and action” (Weiner, 1980a, p. 186). 

The Attribution-Affect-Action Model of Helping Behaviour and Stigma 

Often, negative, unexpected or important events elicit searches for the underlying causes 

(Schwarzer & Weiner, 1991; Weiner, 1986). Given that both cognitive and affective responses to 

different helping conditions have been supported, it seems reasonable that these factors may also 

have relevance for a stigmatized issue, which can be conceptualized as a deviant or generally 

undesirable behaviour, condition, or state (Menec & Perry, 1998). Not surprisingly then, research 

efforts have attempted to apply the AAA Model of Helping to stigmatized behaviours and 

conditions with the goal of better conceptualizing how individuals respond to those who engage 

in a stigmatized behaviour or have a stigmatized condition (e.g., Corrigan, Druss, & Perlick, 

2014; Corrigan, Kuwabara, & O’Shaugnessy, 2009; Rush, 1998).  

For example, vignette research suggests that those who attribute a stigmatized condition to 

controllable factors (e.g., heart disease resulting from genetic factors) may experience more pity 

and thus, demonstrate greater willingness to help a person in need (Weiner et al., 1988). 

However, if the onset of the stigmatized condition is perceived as controllable (e.g., heart disease 

resulting from poor eating habits), anger responses may occur (Weiner et al., 1988). This, in turn, 

may lead to less willingness to help. Interestingly, participants in this vignette research rated 

individuals depicted with mental-behavioural stigmatized conditions (e.g., child abuse, drug 

addiction) as being responsible for the onset of their condition. Moreover, participants reading 

these vignettes also reported little pity, high anger, and low willingness to provide help (Weiner 

et al., 1988).  
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These findings are in line with research indicating that stigmatized conditions are perceived 

as less controllable if they are physical in origin, and more controllable if they present as 

psychological or behavioural (Corrigan et al., 2009; Mittal et al., 2014; Weiner et al., 1988). 

Furthermore, a study examining the utility of the model in terms of how people respond to a 

variety of stigmatized conditions found that the strongest predictor of failing to provide support 

to those experiencing a behavioural-mental condition (e.g., obesity, anorexia, depression) was 

anger; in contrast, when the condition was life-threatening (e.g., cancer, AIDS), the strongest 

predictor of providing support was pity (Schwarzer & Weiner, 1991).  

A similar study found that when individuals attributed more controllability to any of nine 

stigmatized scenarios (e.g., drug addiction, obesity, blindness, AIDS), they were more likely to 

experience anger. Lower controllability, however, was linked to pity, which was predictive of 

greater helping intentions (Menec & Perry, 1998). This framework was also applied to examine 

helping intentions towards individuals with schizophrenia (Corrigan, Markowitz, Watson, 

Rowan, & Kubiak, 2003). Findings from this study partially supported the model, with 

participants reporting high levels of anger also reporting lower helping intentions and 

participants reporting high levels of pity also reporting higher helping intentions. Important to 

note is that a vignette approach was not taken in this research and instead, participants were 

asked to provide ratings based on their general impressions of persons with schizophrenia, which 

may account for the partial support (Corrigan et al., 2003).  

This research also investigated contact with individuals with schizophrenia, and found that 

when participants were given information about the disorder directly from an individual with a 

10-year history of psychotic symptoms, they were more likely to attribute the onset of the illness 

to uncontrollable factors and to report greater helping intentions, versus participants who were 
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provided the same information from an instructor who did not have schizophrenia (Corrigan et 

al., 2003).  

A similar study found that contact with a person with either depression or psychosis shifted 

attributions (from controllable to uncontrollable) about that person’s condition (Corrigan et al., 

2001). Interestingly, this study also examined whether attributions about a series of mental 

illnesses (e.g., schizophrenia, depression, psychosis) could be changed via education (i.e., 

debunking common myths; Corrigan et al., 2001). Indeed, findings revealed that brief 

educational interventions produced positive changes in attributions for a variety of mental-

behavioural scenarios (e.g., mental retardation, drug addiction, psychoses, depression), but not 

for physical disabilities (e.g., cancer). Another study found that brief educational interventions 

about mental health awareness presented to school-aged youth also produced positive attitude 

changes about various mental illnesses (Pinfold et al., 2003).  

Important to consider, however, is the complexity behind individuals’ responses to 

stigmatized issues. While the AAA Model of Helping is a useful schematic tool in that it 

highlights how responses to stigmatizing conditions can be changed by altering preexisting 

knowledge structures (i.e., the perception of controllability of cause), other factors might 

contribute to responses. For example, Corrigan (2000) conceptualizes mental health stigma as the 

interplay among discriminative stimuli (i.e., signals, such as label or symptoms), cognitive 

mediators (i.e., stereotypes, such as dangerousness or social restriction), and behaviour (i.e., 

discrimination). Collectively, however, the above research suggests that, within the context of 

possible stigmatizing behaviours and conditions related to mental health, educational 

interventions may have the potential to improve one of these key components: knowledge 

structures (i.e., attributions) about these condition, or issues that inform cognitive perceptions. 
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For example, increasing knowledge about stigmatized conditions may allow individuals to draw 

more accurate conclusions about the nature and cause of the condition. This might, in turn, relate 

to helping behaviour towards individuals with mental illnesses (e.g., Corrigan, 2000; Corrigan et 

al., 2001). 

The Attribution-Affect-Action Model of Helping Behaviour and NSSI   

Clearly, the AAA Model of Helping has demonstrated utility in a variety of contexts, 

including a number of stigmatized issues, such as schizophrenia, depression, AIDS, etc. (e.g., 

Corrigan et al., 2003, 2009; Mittal et al., 2014; Mulder, Pouwelse, Lodewijkx, & Bolman, 2014; 

Menec & Perry, 1998; Weiner, 1980a, 1980b, 1988). However, little is known about the model’s 

utility for NSSI (e.g., Fortune et al., 2008; Kholodkov, & Henson, 2011; Raymond, 2012). 

Engagement in NSSI often co-exists with heightened feelings of shame (e.g., Laye-Gindhuj & 

Schonert-Reichl, 2005; Schoenleber, Berenbaum, & Motl, 2014); furthermore, those who self-

injure tend to have difficulties managing their emotions (e.g., Adrian, Zeman, Erdley, Lisa, & 

Sim, 2011; Gratz & Roemer, 2004) and communicating them to others (Heath et al., 2008). 

Thus, not only do those who self-injure have difficulty discussing these experiences, they also 

have concern about how others will react. Indeed, NSSI is often stigmatized, with many 

individuals with a history of NSSI reporting feeling misunderstood (e.g., Fortune et al., 2008). 

To date, very few studies have applied the AAA Model of Helping to the context of NSSI 

behaviours among community populations. Few studies that have examined this process among 

typically developing individuals who engage in NSSI suggest preliminary support for model 

utility (e.g., Law, Rostill-Brookes, & Goodman, 2009; Mackay & Barrowclough, 2005; Saunders 

et al., 2012). For example, vignette research conducted with accident and emergency staff (e.g., 

nurses, doctors) found that high attributions of controllability were significantly related to high 
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levels of frustration and, in turn, a low willingness to prioritize and help the target person in the 

hypothetical vignette who was engaging in deliberate self-harm (DSH; as noted above, this 

construct includes both suicidal and nonsuicidal forms of self-injury; Mackay & Barrowclough, 

2005). A similar study examining the AAA Model of Helping for DSH among both healthcare 

students (i.e., clinical psychology, medical, nursing) and nonhealthcare students (i.e., physics 

graduate students) demonstrated that when participants believed that the target individual was 

responsible for the behaviour, they reported greater feelings of anger, which were significantly 

associated with less willingness to help and a high belief that self-harming behaviours were 

manipulative, a common myth held by the general population (Klonsky et al., 2014; Law et al., 

2009). Additionally, both student and gender differences emerged; men reported higher levels of 

anger and less willingness to help than women and medical students reported significantly more 

negative attitudes than nursing or clinical psychology students (Law et al., 2009).  

In addition to the above, a recent systematic study examining responses and knowledge 

among clinical staff working with individuals who engage in DSH provides some insight 

regarding how the model might manifest for NSSI (Saunders et al., 2012). Within this research, 

74 studies were reviewed; patients exhibiting DSH elicited high reactions of irritation, anger, and 

frustration by staff in medical settings. More sympathy, however, was elicited from patients with 

clear mental disorders. Overall, those exhibiting DSH were viewed more negatively than all 

other patients, with the exception of individuals admitted for alcohol or substance abuse 

(Saunders et al., 2012). Active training, via a number of different training models (e.g., 

information, workshops), led to an improvement in reactions (e.g., changes in sympathy) and 

self-reported knowledge about self-harm. This finding aligns with results from an additional 

study on NSSI specifically, wherein training was associated with increases in self-reported 
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knowledge and positive attitudes about self-injury, as well as positive empathy towards those 

who self-injure (Muehlenkamp et al., 2013b).   

While the findings from Saunders et al., (2012) highlight the possible relevance of the 

AAA Model of Helping for NSSI, they should be interpreted tentatively as they assessed 

participants’ responses to deliberate self-harm (a broader construct that includes both suicidal 

and nonsuicidal forms of self-harm). Thus, it cannot be assumed that individuals would respond 

to ostensibly suicidal versus nonsuicidal behaviour in the same manner. Taken together, while 

research has begun to apply theoretical frameworks to better understand respondents’ reactions 

towards broader self-harming behaviours, to date, no study has specifically looked at whether the 

AAA Model of Helping might help explain individuals’ responses to NSSI behaviours 

specifically; moreover, this has not occurred in terms of understanding how nonprofessionals 

who do not work directly with individuals who self-injure may respond.  

It is possible then, that because of the negative affect and poor responding from others, 

people who are struggling with a mental health problem, namely, NSSI may be less likely to seek 

help than people who are struggling with a different condition. More broadly, it is possible that 

this sequence may serve to perpetuate the stigma associated with NSSI behaviours. Thus, given 

the increasing attention to NSSI and a need to better understand what influences individuals’ 

reactions to NSSI, this area warrants more research. Additional research in this domain may help 

to determine whether the AAA Model of Helping is an appropriate theoretical framework for 

better understanding this process. This information, in turn, has the potential to inform 

educational interventions about NSSI.  
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The Role of Gender  

 The topic of gender in the context of both NSSI and the AAA Model of Helping is 

noteworthy. In the case of NSSI, some research suggests that associating NSSI behaviours as a 

predominantly female phenomenon is a common myth held by the general public (e.g., Chapman 

& Gratz, 2009; Klonsky et al., 2014; Lewis, Mahdy, Michal, & Arbuthnott, 2014). In fact, 

research indicates that women are only slightly more likely to report engaging in NSSI 

behaviours than men (for a review, see Bresin & Schoenleber, 2015). Given the role of 

preexisting knowledge structures and cognitive perceptions in how individuals respond to 

stigmatized conditions, gender of the person in need may affect how one responds. Interestingly, 

among hospital staff working with patients engaging in DSH, research suggests that women 

patients are sometimes viewed more positively than patients who are men (Saunders et al., 

2012). Further, a review of the literature on gender differences and the stigma of mental 

disorders revealed that generally, women with mental illnesses are treated better than men 

(Farina, 1981). Thus, the AAA Model of Helping variables may differ based on the gender of the 

person engaging in NSSI. However, at this time, research is scant in this area, particularly among 

nonprofessionals and for NSSI specifically.  

For the AAA Model of Helping and stigmatized conditions, the role of gender is 

somewhat unclear. When considering the gender of the perceiver (or possible helper), some 

research suggests no gender differences in prejudicial attitudes, whereas other research indicates 

that for actual behaviours, women are less discriminatory and more accepting of individuals with 

psychiatric disorders (for a review, see Farina, 1981). More recent research has identified that for 

psychiatric disorders, women are less likely to report stigmatizing attitudes and responses than 

men (Corrigan & Watson, 2007) and that for individuals with various mental illnesses (e.g., 
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PTSD, depression), being a woman respondent is the most consistent predictor of helping 

intentions (Rossetto, Jorm, & Reavley, 2014). To date, no research has simultaneously examined 

the role of participant gender and recipient gender within the AAA Model of Helping 

framework. However, given that gender of both the perceiver (or potential helper) and the 

recipient may impact how the variables within the model interact for helping those engaging in 

NSSI behaviours, exploring these two variables concurrently could be a fruitful undertaking.  

Dissertation Overview  

The goal of this dissertation was to better understand the processes involved in how 

individuals react and respond to others who engage in NSSI on the basis of the AAA Model of 

Helping. Thus, the dissertation comprised three separate studies, described below.  

Study 1. In light of the novel nature of the current research, the main purpose of Study 1 

was to determine how to demonstrate, via scenarios, different controllable (and uncontrollable) 

causes for NSSI behaviours. While attributions of stability and locus are important in the model, 

attributions of controllability have consistently been recognized as particularly salient within the 

context of helping (e.g., Meyer & Mulherin, 1980; Weiner, 1980a, 1980b, 1986) and thus, were 

the attribution of focus here. As such, Study 1 tested newly developed scenarios to inform the 

design in Study 2.  

In particular, a series of scenarios depicting an individual engaging in self-injury were 

developed, with varying NSSI causes. The scenarios were tested among a community sample of 

adult individuals (≥18 years) and participants’ attributions of controllability of NSSI cause, 

positive affect, negative affect, and helping intentions were measured. With this information, the 

following hypotheses were tested: 
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H1: Scenarios. There would be variability in participants’ ratings of controllability of 

NSSI cause among the scenarios, with one scenario depicting the cause of NSSI as being 

significantly controllable and one scenario depicting the cause of NSSI as being significantly 

uncontrollable.  

H2: Affect. In line with the AAA Model of Helping (Weiner 1980a, 1980b), participants’ 

ratings of controllability of NSSI cause would be significantly and negatively related to positive 

affect, and significantly and positively related to negative affect.  

H3: Helping intentions. In line with the AAA Model of Helping (Weiner, 1980a, 

1980b), participants’ ratings of controllability of NSSI cause would be significantly and 

negatively related to helping intentions, positive affect would be significantly and positively 

related to helping intentions, and negative affect would be significantly and negatively related to 

helping intentions. 

H4: Indirect effects. The AAA Model of Helping was preliminarily examined, to 

determine whether participants’ positive affect and negative affect mediated the relation between 

participants’ ratings of controllability of NSSI cause and their reported helping intentions 

(Weiner, 1980a, 1980b).    

Study 2. Drawing on the results from Study 1, Study 2 utilized an experimental approach 

to test the AAA Model of Helping within the context of NSSI. Gender was also included as a 

main variable, given research identifying that associating NSSI behaviours as a predominantly 

female phenomenon is a common myth held by the general public (e.g. Chapman & Gratz, 2009; 

Klonsky et al., 2014; Lewis et al., 2014) when in fact, research suggests that females are only 

slightly more likely to report engaging in NSSI behaviours than males (Bresin & Schoenleber, 

2015). Therefore, the experimental design within Study 2 included two manipulated independent 
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variables, in addition to participant gender. This yielded a 2(Controllability of NSSI Cause) x 

2(Scenario Gender) x 2(Participant Gender) design.  

Among a community sample of adult individuals (≥18 years), attributions of 

controllability of NSSI cause, positive affect and negative affect were examined, as well as 

emotional reactions of sympathy, pity, anger, and disgust towards the target individual, and 

helping intentions. With this information, the following hypotheses were tested:  

H1: Affect. In line with the AAA Model of Helping (Weiner, 1980a, 1980b), participants 

in the controllable cause condition would demonstrate significantly lower positive affect and 

significantly higher negative affect than participants in the uncontrollable cause condition. 

Further, participants in the controllable cause condition would demonstrate significantly lower 

reactions of sympathy and pity and significantly higher reactions of anger and disgust than 

participants in the uncontrollable cause condition.  

H2: Helping intentions. In line with the AAA Model of Helping (Weiner, 1980a, 

1980b), participants in the controllable cause condition would demonstrate significantly lower 

helping intentions than participants in the uncontrollable cause condition. 

H3: Gender.1 As NSSI is often viewed by laypersons as a predominantly female 

behaviour despite research to the contrary (Bresin & Schoenleber, 2015; Heath et al., 2009; 

Klonsky et al., 2014), it was hypothesized that there would be a significant effect of scenario 

gender, such that responses would be significantly different between scenarios depicting a male 

                                                 
1 The independent variables “scenario gender” and “participant gender” include the term 

“gender” because they are based on social roles and norms, rather than biological sex. However, 

the terms “male” and “female” will be used to describe two levels of each variable. This is done, 

1) because the demographic questionnaire asked participants to identify their gender, but 

provided the options “male,” “female,” and “other” and, 2) to maintain consistency and to avoid 

assuming how participants’ interpreted the gender-specific pronouns in the scenarios.  
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engaging in NSSI and scenarios depicting a female engaging in NSSI. The role of participant 

gender was also explored.  

H4: Indirect effects. The AAA Model of Helping was examined to explore whether 

participants’ emotional reactions of sympathy, pity, anger, and disgust would mediate the 

relation between ratings of controllability of NSSI cause and reported helping intentions 

(Weiner, 1980a, 1980b).  

Study 3. Given research suggesting that prior knowledge about a stigmatized condition 

has the potential to improve an individual’s attributions, emotional reactions, and responding to 

the stigmatized condition (e.g., Corrigan, 2000; Corrigan et al., 2001; Corrigan, Powell, & Al-

Khouja, 2015b), the goal of Study 3 was to examine this pattern for NSSI. Specifically, a 

community sample of adult individuals (≥18 years) with no history of NSSI were randomly 

assigned to one of two NSSI information conditions and read either an information sheet about 

NSSI or a filler task. They were then randomly assigned to one of the two scenarios from Study 

2. This yielded a 2(NSSI Information) x 2(Controllability of NSSI Cause) design. Participants’ 

emotional reactions of sympathy, pity, anger, and disgust towards the target individual were 

examined, as well as attributions of controllability of NSSI cause, positive affect, negative affect, 

and helping intentions. With this information, the following hypotheses were tested:  

H1: Controllability of NSSI cause. Participants in the NSSI information condition would 

report significantly lower attributions of controllability of NSSI cause than participants in the 

filler task condition.  

H2: Affect. Participants in the NSSI information condition would report significantly 

higher positive affect, sympathy, and pity than participants in the filler task condition. Further, 
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participants in the NSSI information condition would report significantly lower negative affect, 

anger, and disgust than participants in the filler task condition.  

H3. Helping intentions. Participants in the NSSI information condition would report 

significantly higher helping intentions than participants in the filler task condition.  

General Method 

Participants 

For all three studies, community samples of participants were recruited from Amazon’s 

Mechanical Turk (MTurk; www.mturk.com), an online marketplace that allows users to perform 

tasks for monetary compensation. Although a novel approach to recruiting participants, early 

research efforts suggest that data yielded from this participant pool is valid and of high quality 

(e.g., Buhrmester, Kwang, & Gosling, 2011; Goodman, Cryder, & Cheema, 2012; for a review, 

see Mason & Suri, 2011). For example, Buhrmester et al. (2011) found that the reliability of the 

data obtained via MTurk was comparable to that of traditional methods (e.g., university 

participant pools). Additionally, the results suggest that MTurk samples are slightly more diverse 

than other, more commonly used samples (e.g., university populations; Buhrmester et al., 2011). 

Other researchers examining the utility of MTurk recommend its use for data collection (e.g., 

Goodman et al., 2012; Mason & Suri, 2011) and this method has previously been used to study 

NSSI behaviours (see, for example, Andover, 2014) as well as stigmatizing attitudes towards 

various mental illnesses (e.g., Corrigan, Bink, Fokuo, & Schmidt, 2015a; Corrigan et al., 2015b).  

 To take part in research, MTurk users seek out studies by using various search terms. For 

the current line of research, the specific search terms used for each study varied, but included 

terms from the following list: psychology, mental health, survey, beliefs, thoughts, feelings, 

attitudes, helping intentions, helping behaviours, self-harm, self-injury, nonsuicidal self-injury. 
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All MTurk users who accessed the study, met qualifications, and completed a validated survey 

were included in the final samples. In order to meet qualification criteria, participants were 

required to have a 95% completion rate for other surveys on MTurk (see, for example Andover, 

2014). For Study 2 and Study 3, access was limited to participants from the United States.2 To 

ensure validation, in line with MTurk’s Best Practice Recommendations (Amazon’s Mechanical 

Turk, 2011) and following consultation and guidelines with researchers using a similar 

methodology (e.g., Andover, 2014; Corrigan et al., 2015a, 2015b), five validation questions 

(Appendix A) were embedded within each of the three studies; these questions were simple and 

straightforward (e.g., “What is the current year?”) and designed to ensure participants were 

appropriately attending to the items. As per the informed consent form, participants who did not 

answer the validation questions correctly were excluded from analyses and did not receive 

compensation.  

 

 

                                                 
2 This resulted from a methodological oversight, wherein participation for all three 

studies was intended to be limited to the individuals from the United States. Although this was 

not the case in Study 1, there is no indication that the research was adversely impacted. In 

particular, two independent samples t-tests were conducted to explore country differences among 

participants’ ratings of controllability of NSSI cause (the main variable of interest for Study 1) 

for the controllable and uncontrollable cause scenarios. For the controllable scenario, results 

revealed no significant difference between participants from the United States (M = 5.44, SD = 

1.72) and those from other countries (M = 5.13, SD = 1.61), t(165) = 1.12, p = .264. For the 

uncontrollable scenario, ratings were significantly lower among participants from the United 

States (M = 2.46, SD = 1.70) than those from other countries (M = 4.17, SD = 1.86), t(165) = 

5.88, p = .000, Cohen’s d = 0.98. Though the latter comparison was significant, that participants 

from the United States rated the uncontrollable cause as less controllable than those from other 

countries suggests that using the uncontrollable cause scenario in follow-up studies with 

participants solely from the United States was appropriate. It is possible that there was a cultural 

difference in the perception of the specific cause; therefore, including participants from other 

countries in Studies 2 and 3 could have confounded the results and corresponding interpretations.   
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Measures 

 For the purpose of the current research, a series of short scenarios depicting an individual 

engaging in self-injury were created and administered to participants. More detailed information 

regarding the scenarios will be discussed in a later section. All three studies included scenarios, 

but there was some variability in the measures used for each study. When applicable, abridged 

summaries of the measures are provided. Across the three studies, assessments of attributions of 

controllability of NSSI cause, positive affect, negative affect, emotional reactions (sympathy, 

pity, anger, disgust), and helping intentions were included. Further, given the nature of the 

research, each study included measures for a number of control variables, such as demographic 

characteristics (e.g., age, gender), trait-level empathy, NSSI history, and perceived NSSI 

knowledge. Specific details about the measures and corresponding reliabilities are outlined in 

each study’s method section.  

Procedure 

Prior to each study, approval was granted from the University of Guelph’s research ethics 

board. Three separate ethics applications were submitted and subsequently approved 

(REB15MR019, REB16JA031, and REB16JL026). Following this, participants were recruited 

from Amazon’s MTurk; all interested individuals were provided a letter of information and an 

informed consent form, each tailored accordingly to the nature of the study. Individuals who 

consented to participate in the study were directed to access the online questionnaire via a link. 

Because MTurk is not accessible in Canada, a research assistant from a university in the 

United States was hired to manage this component of the data collection. This person was 

responsible for posting the study on MTurk, monitoring “hits” (i.e., user participation), and 

approving compensation after study completion. To maintain anonymity and confidentiality, the 
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research assistant did not have access to the data, and was instructed by the principal investigator 

to either approve or reject compensation, based on responses to the validation questions. If 

participants completed a validated questionnaire, they were provided with compensation. 

Following completion of the questionnaire, all participants were presented with a debriefing 

form, which outlined the nature of the research and included a list of help-seeking resources.    

Method: Study 1 

Participants 

Participants were recruited from Amazon’s MTurk. A total of 168 individuals (85 who 

identified as females, 82 who identified as males, 1 who identified as other) ranging in age from 

21 to 68 years (M = 36.84, SD = 12.53) consented to take part in the study and subsequently 

completed a validated online questionnaire. Most participants reported residing in the United 

States (n = 113), followed by India (n = 46) and Other Countries (e.g., England, Australia, 

Puerto Rico; n = 9). When asked to self-report their ethnicity, most participants reported 

White/Caucasian (n = 89), followed by Asian (n = 38), Black (n = 12), South Asian (n = 11), 

Mixed/Other (n = 11), and Hispanic (n = 7). With respect to education level, the majority of 

participants reported having a college/university degree (n = 95), followed by some 

college/university education (n = 37), a high school diploma (n = 19), post-graduate training (n = 

16), and some high school (n = 1). An independent samples t-test revealed that overall, female 

participants reported significantly higher levels of empathy (M = 75.18, SD = 11.30), compared 

to male participants (M = 69.35, SD = 12.37), t(159) = 3.13, p = .002, Cohen’s d = 0.49.  

Measures 

 Scenarios. For the purpose of the study, a series of scenarios depicting an individual who 

self-injures were created (Appendix B). Given that controllability of cause is the main variable of 
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interest according to the AAA Model of Helping (e.g., Meyer & Mulherin, 1980; Weiner, 1980a, 

1980b, 1986), scenarios varied in their presentation of causes of NSSI. These variations were 

determined a priori and were drawn from clinical literature (i.e., texts concerning clinical 

approaches to address NSSI), clinical research, as well as empirical work citing various views 

that the public may have (e.g., Klonsky et al., 2014; Lewis et al., 2014). Although there is reason 

to believe that the initial delineations of controllability of NSSI cause in the scenarios may 

reflect varying degrees of controllability, the central purpose of Study 1 was to pilot the 

scenarios to determine which ones best conceptualize more/less controllable causes of NSSI. A 

total of six scenarios (adapted from Law et al., 2009) were administered to all participants. All 

scenarios were preceded by, “Somebody exhibits self-injurious behaviours. This person cuts 

their arm with a sharp instrument, which results in some scarring. This person’s self-injury is 

caused by…” The six causes were: 

1. Drug misuse  

2. Peer pressure  

3. Having a bad day  

4. Being born as an emotionally sensitive person  

5. Being bullied  

6. Child abuse  

Test variables.  

Controllability of NSSI cause. To assess participants’ attributions of controllability of 

NSSI cause in each of the six scenarios, participants were asked to respond to the following item, 

on a scale ranging from 1 (not under personal control) to 7 (under personal control): 

“Concerning your understanding of the scenario, do you think that the cause of self-injury was 
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something the person could have controlled?” The item was derived from The Causal Dimension 

Scale (Russell, 1982), a comprehensive measure used to assess how individuals perceive causes 

of events in their lives.  

 Affect. To assess participants’ affective responses, the brief version of the Positive and 

Negative Affect Scale (PANAS) was administered following the presentation of each scenario 

(Appendix C). The PANAS is a 20-item measure used to assess individuals’ positive and 

negative mood states (Watson, Clark, & Tellegen, 1988). Specifically, participants were asked to 

rate, on a scale of 1 (very slightly or not at all) to 5 (extremely), the extent to which they identify 

with a series of mood descriptors (e.g., interested, distressed, upset, enthusiastic). Instructions 

can vary to take into account temporal mood states (e.g., “You feel this way right now, in the 

present moment,” “You have felt this way during the past few weeks”); for the purpose of the 

present study, participants were prompted to indicate how they were feeling, “right now, that is, 

at the present moment, after reading, and in response to the previous scenario.” 

The PANAS yields a two-factor structure (positive affect and negative affect) and is a 

commonly used measure to assess mood states. It has demonstrated strong reliability, with 

internal consistency coefficients ranging from .86-.90 (Watson et al., 1988). Items were 

aggregated for each domain and participants were assigned two scores which could range 

between 10 and 50 for each scenario: positive affect and negative affect. Analyses revealed 

strong reliability, with positive affect internal consistency coefficients ranging from .92-.93 and 

negative affect internal consistency coefficients ranging from .96-.97.  

 Helping intentions. A multi-item assessment of helping intentions was used to ensure 

that the variable was adequately measured. For example, it is possible that in some 

circumstances, a helpful response to NSSI can be responding in an empathic and supportive 
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manner, however, in others, it might be more helpful to respond instrumentally (for example, 

referring the person to other resources). As such, in addition to the item: “How likely are you to 

help this person?” six items assessing social support were adapted from Schwarzer and Weiner 

(1991) and administered to participants following the presentation of each scenario. Participants 

provided responses on a 9-point scale (1 – not at all, 9 – a great deal) to all seven items 

(Appendix D). Similar to the PANAS, participants provided responses to these items six times 

(one for each scenario). Scores were averaged to determine an overall helping intentions score 

for each participant for each scenario. Analyses revealed strong reliability, with internal 

consistency coefficients ranging from .92-.95. 

 Control variables. Given the nature of the research, additional measures were included 

to assess for various control variables. These variables and measures are discussed below.     

Demographic characteristics. To determine demographic information, participants were 

asked to identify their year and month of birth, gender, ethnicity, and current education level 

(Appendix E). 

NSSI history. To assess and control for participants’ history of NSSI, the Inventory of 

Statements About Self-Injury (ISAS; Klonsky & Glenn, 2009) was administered (Appendix F). 

The ISAS is a self-report measure assessing the frequency of NSSI for 12 of the most commonly 

reported self-injurious behaviours (e.g., cutting, burning, hitting). It also gives participants the 

opportunity to describe any other self-injurious behaviour that they have engaged in and the 

corresponding frequency. Respondents are asked to self-identify their main form of self-injury 

and to answer five questions pertaining to this main form of NSSI (e.g., age of onset and most 

recent episode, experience of pain during NSSI, elapsed time between urge and action, desire to 

cease NSSI).  
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The ISAS was developed for use with young adult college samples and demonstrates 

good reliability and construct validity (Glenn & Klonsky, 2011; Klonsky & Glenn, 2009). In 

addition, 39 items are included to assess the functions of NSSI for each respondent. Thirteen 

different NSSI functions are assessed (e.g., self-punishment, anti-suicide, anti-dissociation) using 

three items to assess each function with responses rated on a 3-point scale (0 – not relevant, 2 – 

very relevant; Klonsky & Glenn, 2009). The measure was administered to explore whether 

participants’ attributions of controllability of NSSI cause, affect, and helping intentions might 

vary as a function of NSSI history. Thus, although the complete ISAS was administered to 

participants, for the purpose of the current study, only NSSI history, methods, and frequency 

were included in the analyses.  

Empathy. To control for participants’ trait-level empathy, the Basic Empathy Scale 

(BES; Jolliffe & Farrington, 2006) was administered (Appendix G). The BES is a self-report 

measure assessing both affective empathy (i.e., sharing in another’s emotional state) and 

cognitive empathy (i.e., understanding another’s emotions). Participants were asked to rate 20 

statements on a scale ranging from 1 (strongly disagree) to 5 (strongly agree). Eleven items 

assess affective empathy (items 1, 2, 4, 5, 7, 8, 11, 13, 15, 17, 18) and nine items assess cognitive 

empathy (items 3, 6, 9, 10, 12, 14, 16, 19, 20). Scores could range between 20 and 100, with 

lower scores indicate lower levels of empathy. The scale has demonstrated both strong internal 

consistency (e.g., Cronbach’s α ranged from .79-.85) and strong construct validity (see Jolliffe & 

Farrington, 2006). Scores on all 20 items were aggregated and participants were assigned a total 

empathy score. Internal consistency of the items was good (Cronbach’s α = .88).  
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Procedure 

Participants were recruited via Amazon’s MTurk; interested individuals were instructed 

to read a letter of information (Appendix H) followed by an informed consent form (Appendix I). 

All individuals who consented to participate completed the brief demographic questionnaire and 

the ISAS. From there, participants were asked to read all six scenarios and to complete the 

measures of attributions of controllability of NSSI cause, affect, and helping intentions for each 

of the six scenarios (immediately after reading the scenario). The order of scenario presentation 

was randomized to control for possible order effects. Following this, participants were asked to 

complete the BES and were provided with a debriefing form as well as a list of resources to 

address any negative feelings or distress that may have been triggered by the study content 

(Appendix J).  

Analytic Plan: Study 1 

First, means and standard deviations were computed for controllability of NSSI cause, 

positive affect, negative affect, and helping intentions for all six scenarios. Participants were also 

assigned as either not reporting a history of NSSI or reporting a history of NSSI, based on 

whether they reported engaging in any NSSI methods listed on the ISAS. For subsequent 

analyses, the no NSSI history group was assigned a code of 0 and the NSSI history group was 

assigned a code of 1 on the variable NSSI history. Rates of participants’ NSSI frequency were 

obtained by aggregating reported frequencies across all methods. A series of analyses (i.e., 

nonparametric chi-square tests and independent samples t-tests) were carried out to examine 

whether any significant differences existed between individuals reporting a history of NSSI and 

individuals reporting no history of NSSI on the following variables: gender, country, age, 

education status, and empathy.   
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Next, given that the main goal of the current study was to determine scenarios that would 

yield the highest and lowest ratings of controllability, a repeated-measures analysis of variance 

(ANOVA) was conducted, with controllability of NSSI cause ratings as the dependent variable 

and scenario as the independent variable. The same analysis was conducted an additional three 

times, with positive affect, negative affect, and helping intentions as the dependent variables. 

Results from these analyses were used to determine which scenarios would be the main focus of 

subsequent analyses.  

Following this, bivariate correlations were reviewed and two separate hierarchical 

multiple regressions were conducted. For both regressions, the following control variables were 

included in the first block: gender, country, age, education status, empathy, and NSSI history. 

Based on previous analyses, the first regression was conducted for the scenario depicting the 

cause of NSSI as most controllable, with helping intentions as the outcome variable and ratings 

of controllability of NSSI cause, positive affect, and negative affect as the additional predictor 

variables in block 2. The same analysis was then conducted for the scenario depicting the cause 

of NSSI as least controllable.  

Lastly, to preliminarily test the AAA Model of Helping, tests of indirect effects were 

conducted for the two previously identified scenarios. These analyses were informed by 

guidelines developed by Hayes (2013), which test for statistical significance of indirect effects. 

In the model, ratings of controllability of NSSI cause was treated as the independent variable, 

positive affect and negative affect were treated as the mediator variables, and helping intentions 

was treated as the dependent variable. Covariates were included based on the specific regression 

results.  
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Results: Study 1 

Descriptive Statistics 

 Table 1 provides an overview of the means and standard deviations for controllability of 

NSSI cause, positive affect, negative affect, and helping intentions for all six scenarios. The 

overall mean for participants’ scores on the BES was 72.27 (SD = 12.17).  

 

Table 1 

Descriptive Statistics of Test Variables for Each Scenario in Study 1 

 
Mean (SD) 

 

Scenario 
Controllability 

of NSSI Cause 
Positive Affect Negative Affect 

Helping 

Intentions 

     
Drug Misuse 4.80 (1.75) 27.28 (10.33) 19.08 (10.75) 5.97 (2.00) 

Peer Pressure 4.79 (1.61) 27.00 (10.28) 18.56 (10.61) 6.45 (1.84) 

Bad Day 5.34 (1.69) 26.91 (10.08) 18.65 (10.51) 6.32 (1.91) 

Emotionally Sensitive 4.20 (1.98) 26.94 (10.11) 18.63 (10.55) 6.50 (1.81) 

Being Bullied 3.89 (1.85) 27.30   (9.95) 19.35 (10.36) 6.95 (1.62) 

Child Abuse 3.01 (1.92) 27.17 (10.11) 20.16 (10.71) 7.00 (1.82) 
     
Note. Bad day = having a bad day. Emotionally sensitive = being born an emotionally sensitive person. 

Controllability of NSSI cause scores range from 1 (uncontrollable) to 7 (controllable), positive and negative affect 

scores range from 10 (low) to 50 (high), helping intentions scores range from 1 (not at all) to 9 (a great deal).  

 

NSSI History 

Participants who reported engaging solely in wound/scab picking (n = 20) or hair pulling 

(n = 3) were not included as having a history of NSSI as these behaviours are not universally 

viewed as NSSI; this aligns with the proposed DSM-5 NSSI Disorder criteria (American 

Psychiatric Association, 2013) as there is consensus in the field that these behaviours do not 

constitute NSSI (e.g., Lloyd-Richardson, Perrine, Dierker, & Kelley, 2007; Yates, Tracy, & 

Luthar, 2008). Thus, of the final sample, 54.8% (n = 92; 42 female) reported engaging in some 
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form of NSSI (e.g., cutting, scratching, biting, burning). The most commonly reported method 

was banging or hitting oneself (n = 66) and the majority of these participants (n = 48) reported 

engaging in three methods or less (M = 4.95, SD = 3.59). Reported lifetime frequencies ranged 

from 2 to 10,010 (M = 379.40, SD = 1138.20).  

Nonparametric chi-square tests revealed no significant gender differences in NSSI history 

χ2(1) = 1.80, p = .180, with 49 males and 42 females reporting a history of NSSI; however, there 

were significant differences between individuals reporting a history of NSSI in the United States 

(61.9%) and other countries (30.1%), χ2(1) = 27.52, p = .000. A series of independent samples t-

tests were conducted and revealed that individuals reporting a history of NSSI were significantly 

younger (M = 34.49, SD = 10.65) than individuals who did not report a history of NSSI (M = 

39.68, SD = 14.03), t(137.66) = 2.66, p  = .009, Cohen’s d = 0.42, but that there were no 

significant differences in reported education level between individuals reporting a history of 

NSSI (M = 3.60, SD = 0.80) and individuals reporting no history of NSSI (M = 3.67, SD = 0.87), 

t(166) = 0.57, p = .571. Lastly, there were no significant differences in levels of empathy 

between individuals reporting a history of NSSI (M = 71.16, SD = 10.95) and individuals 

reporting no history of NSSI (M = 73.62, SD = 13.46), t(160) = 1.28, p = .202.   

H1: Differences in Test Variables Across Scenarios 

A series of repeated measures ANOVAs were conducted to examine whether any 

significant differences existed across scenarios for the following variables: controllability of 

NSSI cause, positive affect, negative affect, and helping intentions. For ratings of controllability 

of NSSI cause, Mauchly’s test indicated that the assumption of sphericity had been violated, 

2(14) = 28.59, p = .012, therefore, degrees of freedom were corrected using Greenhouse-Geisser 

estimates of sphericity. The ANOVA was significant, F(4.68, 776.99) = 54.91, p = .000, partial 
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2 = .249, suggesting that there were significant differences across scenarios for controllability 

of NSSI cause. Specific pairwise comparisons were examined using Bonferroni adjustments. All 

significant comparisons are outlined in Table 2.  

For ratings of positive affect, Mauchly’s test indicated that the assumption of sphericity 

had been violated, 2(14) = 44.84, p = .000; therefore, degrees of freedom were corrected using 

Greenhouse-Geisser estimates of sphericity. The ANOVA was not significant, F(4.31, 564.71) = 

0.19, p = .187, partial 2 = .001, indicating that there were no significant differences across 

scenarios in terms of ratings of positive affect.  

For ratings of negative affect, Mauchly’s test indicated that the assumption of sphericity 

had been violated, 2(14) = 56.75, p = .000; therefore, degrees of freedom were corrected using 

Greenhouse-Geisser estimates of sphericity. The ANOVA was significant, F(4.29, 608.47) = 

6.86, p = .000, partial 2 = .046, indicating that there were significant differences among 

scenarios in terms of ratings of negative affect. Specific pairwise comparisons were examined 

using Bonferroni adjustments. All significant comparisons are outlined in Table 2. 

For ratings of helping intentions, Mauchly’s test indicated that the assumption of 

sphericity had been violated, 2(14) = 81.70, p = .000; therefore, degrees of freedom were 

corrected using Greenhouse-Geisser estimates of sphericity. The ANOVA was significant, 

F(4.15, 647.36) = 21.60, p = .000, partial 2 = .122, indicating that there were significant 

differences among scenarios in terms of ratings of helping intentions. Specific pairwise 

comparisons were examined using Bonferroni adjustments. All significant comparisons are 

outlined in Table 2. 
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Table 2 

Repeated Measures Post-hoc ANOVA Results for Test Variables in Study 1 

  
Mean Difference 

  

Scenario 1 Scenario 2 
Controllability 

of NSSI Cause 

Negative 

Affect 

Helping 

Intentions 

     
Drug misuse Peer pressure   -0.46* 

Drug misuse Bad day  -0.55*   

Drug misuse Emotionally sensitive  0.60*  -0.51* 

Drug misuse Being bullied    0.91**   -0.99** 

Drug misuse Child abuse    1.78** -1.34*  -1.06** 

Peer pressure Bad day   -0.55**   

Peer pressure Emotionally sensitive  0.59*   

Peer pressure Being bullied    0.90**   -0.53** 

Peer pressure Child abuse    1.78** -1.80*  -0.59** 

Bad day Emotionally sensitive    1.14**   

Bad day Being bullied    1.46**   -0.70** 

Bad day Child abuse    2.33**  -2.01**  -0.77** 

Emotionally sensitive Being bullied    -0.48** 

Emotionally sensitive Child abuse   -2.01**  -0.54** 

Being bullied Child abuse    0.87**   

     
Note. Bad day = having a bad day. Emotionally sensitive = being born an emotionally sensitive person. Only 

significant comparisons are reported. * p < .01. ** p < .001.  

 

While many of the comparisons were significant, of importance is the controllability of 

NSSI cause variable; this is in line with extant research conducted in this domain, suggesting that 

often, ratings of controllability of cause play a valuable role in participants’ intentions or 

willingness to help (e.g., Menec & Perry, 1998; Meyer & Mulherin, 1980; Weiner, 1980a). As a 

result, comparisons of controllability of cause among the scenarios were closely examined; 

namely, as per Table 2, there was a significant difference between the two highest rated 

scenarios (having a bad day and drug misuse) as well as the two lowest rated scenarios (child 

abuse and being bullied). These results suggest that using the highest and lowest rated scenarios 

in follow-up analyses and examinations of test variables is warranted. As such, all subsequent 
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analyses in this section will be conducted with the following two scenarios: having a bad day 

(controllable cause) and child abuse (uncontrollable cause). 

H2-H3: Bivariate Correlations and Hierarchical Regression Analyses 

A review of the bivariate correlations in Tables 3 and 4 indicate that, for the having a bad 

day scenario, negative affect was significantly and positively related to helping intentions. For 

the child abuse scenario, ratings of controllability of NSSI cause were significantly and 

positively related to both positive affect and negative affect. Further, controllability of NSSI 

cause was negatively related to helping intentions whereas positive affect was positively related 

to helping intentions.  

Table 3 

Bivariate Correlations Among Test Variables for the Having a Bad Day Scenario in Study 1 

Variable 1 2 

 

3 

 
 

(1) Controllability of NSSI Cause 
   

(2) Positive Affect -.024   

(3) Negative Affect -.053 .394**  

(4) Helping Intentions -.053 .376** .132 
 

   * p < .05. ** p < .01. 

 

Table 4 

Bivariate Correlations Among Test Variables for the Child Abuse Scenario in Study 1 

Variable 1 2 

 

3 

 
 

(1) Controllability of NSSI Cause 
   

(2) Positive Affect  .367**   

(3) Negative Affect  .351**   .376**  

(4) Helping Intentions -.208** .183* -.027 
 

  * p < .05. ** p < .01. 



40 

 

 

Given this pattern of correlations, two separate hierarchical multiple regressions were 

conducted to examine the unique contribution of the test variables (i.e., controllability of NSSI 

cause, positive affect, negative affect) on reported helping intentions for these two scenarios. In 

the first block, gender (male/female), country (US/other), age, education status, empathy, NSSI 

history (no/yes) were entered as control variables. Ratings of controllability of NSSI cause, 

positive affect, and negative affect were entered as predictor variables in the second block.  

For the controllable cause scenario, having a bad day, both blocks were significant with, 

age, β = -.166, t(142) = -2.13, p = .035, sr = -.153, empathy, β = .348, t(142) = 4.40, p = .000, sr 

= .317, and positive affect, β = .323, t(142) = 3.86, p = .000, sr = .278 emerging as significant 

unique predictors of helping intentions in the second block (see Table 5).  

Table 5 

Multiple Regression Results Predicting Helping Intentions for the Having a Bad Day Scenario in 

Study 1 

Variables Entered β t p-value sr 
 

ΔR2 

 

R2 

 

df 

 

F 

BLOCK 1      .182** 6, 145 5.39 

Gender  .053  0.68 .498 .051     

Country  .190  2.08 .040 .156     

Age -.125 -1.58 .116 -.119     

Education -.112 -1.45 .150 -.109     

Empathy  .355  4.36 .000 .327     

NSSI History  .153  1.80 .074 .135     

         

BLOCK 2     .081** .264** 9, 142 5.65 

Gender .029 0.39 .700 .028     

Country .041 0.37 .713 .027     

Age -.166 -2.13 .035 -.153     

Education -.055 -0.70 .484 -.051     

Empathy .348 4.40 .000 .317     

NSSI History .103 1.24 .218 .089     
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Controllability -.067 -0.91 .364 -.066     

Positive Affect .323 3.86 .000 .278     

Negative Affect .000 -0.00 .997 .000     
         

Note. NSSI = nonsuicidal self-injury. Boldface type indicates a statistically significant value. * p < .05. ** p < .01. 

 

For the uncontrollable cause scenario, namely: child abuse, both blocks were significant 

and with empathy β = .532, t(143) = 7.39, p = .000, sr = .474, and positive affect, β = .236, 

t(143) = 3.04, p = .000, sr = .195, emerging as significant unique predictors of helping intentions 

in the second block (see Table 6).  

Table 6 

Multiple Regression Results Predicting Helping Intentions for the Child Abuse Scenario in Study 

1 

Variables Entered β t p-value sr 

 

ΔR2 

 

R2 

 

df 

 

F 

 

BLOCK 1 
     

.362** 6, 146 13.79 
     

Gender .051 0.74 .462 .049     

Country -.054 -0.68 .501 -.045     

Age -.008 -0.11 .912 -.007     

Education .007 0.11 .913 .007     

Empathy .573 8.08 .000 .535     

NSSI History .129 1.72 .087 .114     

     
.050** .412** 3, 143 11.12 

BLOCK 2 
    

        

Gender .051 0.76 .448 .049     

Country -.152 -1.69 .094 -.108     

Age -.044 -0.64 .521 -.041     

Education .052 0.76 .448 .049     

Empathy .532 7.39 .000 .474     

NSSI History .070 0.94 .351 .060     

Controllability -.107 -1.40 .165 -.090     

Positive Affect .236 3.04 .003 .195     

Negative Affect .092 1.17 .244 .075     
         

Note. NSSI = nonsuicidal self-injury. Boldface type indicates a statistically significant value. * p < .05. ** p < 01. 
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H4: Tests of Indirect Effects 

 Because both the regression analyses were significant (see Tables 5 and 6), a preliminary 

examination of indirect effects was conducted using the parallel multiple mediator model 

approach suggested by Hayes (2013). This approach assesses indirect effects by examining the 

bias-corrected bootstrap confidence intervals. This bootstrapping resampling method is a non-

parametric test that does not assume any characteristic configuration of the data (e.g., a normal 

sampling distribution). As such, the data were not transformed for these analyses. The tests were 

conducted using the SPSS PROCESS macro companion to Hayes (2013). This analysis was 

utilized to explore whether an indirect effect occurred between the independent variable 

(controllability of NSSI cause) and the dependent variable (helping intentions) via the mediators 

(positive affect, negative affect). Because empathy was a significant unique predictor in both the 

regression analyses, it was included as a covariate in both models. For the having a bad day 

scenario, age was also included as a covariate in the model (as per the regression results).  

Table 7 provides an overview of the unstandardized coefficients, standard errors, and p-

values when the model was tested for the having a bad day scenario. A review of these results 

suggests a significant effect of positive affect on helping intentions. Further, both age and 

empathy had significant effects on both negative affect and helping intentions. The analyses 

further revealed that the direct effect of controllability of NSSI cause on helping intentions was 

not significantly different than zero (CI90 range = -0.23 to 0.03). From here, the bootstrap 

confidence intervals were examined (Table 8). Bootstrap results are presumed significant when 

zero is not contained within the confidence intervals (i.e., the lower and upper values); that is, if 

zero is contained within the confidence interval, it cannot be ruled out as a possible value 

representing the effect of interest (Hayes, 2013). As per Table 8, neither of the indirect effects in 
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the model were significantly different than zero for the having a bad day scenario. See Figure 2 

for a graphical depiction of the model that includes unstandardized coefficients, as suggested by 

Hayes (2013), as well as the significant covariates.  

Table 7 

Unstandardized Coefficients, Standard Errors, and p-values for the Indirect Effects for the  

 

Having a Bad Day Scenario in Study 1 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

Note. Control = controllability of NSSI Cause, PA = positive affect, NA = negative affect. Boldface type indicates a 

statistically significant value.  

 

Table 8 

Bootstrap Standard Errors and Confidence Intervals for the Indirect Effects for the Having a 

Bad Day Scenario in Study 1  

  
90% Confidence Interval 

  

Mediator Variable Boot SE Lower Upper 

Positive Affect .0341 -.0647 .0441 

Negative Affect .0068 -.0116 .0089 

Note. Bias-corrected confidence intervals based on 1,000 bootstrap samples. 

  

 Outcome Variable 

 M1 (Positive Affect) M2 (Negative Affect) Y (Helping Intentions) 

 

Predictor 

Variable 

 

Coeff SE p Coeff SE p Coeff SE p 

 

X (Control) 

 

-0.13 

 

0.49 

 

.789 

 

0.01 

 

0.48 

 

.985 

 

-0.11 

 

0.08 

 

.204 

M1 (PA)        0.07 0.01 .000 

M2 (NA)        0.01 0.01 .614 

Age  0.02 0.07 .731 -0.19 0.07 .004 -0.03 0.01 .015 

Empathy -0.07 0.07 .300 -0.22 0.07 .002  0.05 0.01 .000 

Constant 32.32 5.60 .000 41.82 5.51 .000  2.05 1.09 .062 
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a) Direct Pathway 

 

 

 

 

 

 
 

  

 

 

 

 

 

 

 b) Indirect Pathways and Significant Covariates 

 

Figure 2. Unstandardized coefficients from the pathway analyses for the having a bad day 

scenario in Study 1. * p < .05. ** p < .01. 

  

Controllability of 

NSSI Cause 
Helping Intentions 

Negative Affect 

Positive Affect 

b = -0.13 

 b = 0.07** 

b = 0.01 b = 0.01 

Controllability of 

NSSI Cause 
Helping Intentions 

b = -0.11 

Empathy 

b = 0.05** 

b = -0.22** 

Age 

b = -0.03* 

b = -0.19** 



45 

 

 

Next, the same set of analyses was conducted for the child abuse scenario. Table 9 

provides an overview of the unstandardized coefficients, standard errors, and p-values from this 

analysis. A review of these results suggest a significant effect of controllability of NSSI cause on 

both positive and negative affect. Further, both positive affect and empathy had significant 

effects on helping intentions. The analyses further revealed that the direct effect of controllability 

of NSSI cause on helping intentions was significantly different than zero (CI90 range = -0.23 to -

0.00). From here, the bootstrap confidence intervals were examined and as per Table 10, the 

indirect effect, via positive affect as a mediator, was significantly different than zero (CI90 range 

= 0.03 to 0.15). The indirect effect via negative affect, however, was not. See Figure 3 for a 

graphical depiction of the model that includes unstandardized coefficients, as suggested by 

Hayes (2013), as well as the significant covariates.  

Table 9 

Unstandardized Coefficients, Standard Errors, and p-values for the Indirect Effects for the Child  

 

Abuse Scenario in Study 1 

 

 

 

 

 

 

 

 

 
 

Note. Control = controllability of NSSI Cause, PA = positive affect, NA = negative affect. Boldface type indicates a 

statistically significant value.  

 

 Outcome Variable 

 M1 (Positive Affect) M2 (Negative Affect) Y (Helping Intentions) 

 

Predictor 

Variable 

 

Coeff SE p Coeff SE p Coeff SE p 

 

X (Control) 

 

2.08 

 

0.42 

 

.000 

 

 1.66 

 

0.45 

 

.000 

 

-0.12 

 

0.07 

 

.090 

M1 (PA)        0.04 0.01 .004 

M2 (NA)        0.00 0.01 .447 

Empathy 0.10 0.07 .136 -0.10 0.07 .180  0.08 0.01 .000 

Constant 13.66 5.39 .012  22.24 5.77 .000  0.32 0.85 .709 
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Table 10 

Bootstrap Standard Errors and Confidence Intervals for the Indirect Effects for the Child Abuse 

Scenario in Study 1  

  
90% Confidence Interval 

  

Mediator Variable Boot SE Lower Upper 

Positive Affect .0337 .0315 .1452 

Negative Affect .0240 -.0156 .0622 

Note. Bias-corrected confidence intervals based on 1,000 bootstrap samples.  
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a) Direct Pathway 

 

 

  

 

 

 

b) Indirect Pathways and Significant Covariates 

 

 

 

Figure 3. Unstandardized coefficients from the pathway analyses for the child abuse scenario in 

Study 1. * p < .05. ** p < .01. 
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Discussion: Study 1 

 

H1: Scenarios 

The primary goal of Study 1 was to determine which scenarios would distinguish NSSI as 

being caused by controllable and uncontrollable causes. Results suggest that, when presented 

with multiple scenarios depicting self-injury as being caused by different sources, participants 

attribute the causes as having varying degrees of controllability. This is in line with the 

fundamental principle of the AAA Model of Helping: individuals engage in a cognitive process 

to ascertain causal attributions of need, when faced with the opportunity to help another 

individual (Weiner 1980a, 1980b, 2010). The variability observed in participants’ ratings of 

controllability of NSSI cause suggests that, in effect, this cognitive process might occur towards 

those who self-injure. That is, even in the absence of any information pertaining to controllability 

of NSSI cause, ratings of controllability of cause were variable and in many cases, significantly 

different than one another. 

Of the six scenarios, participants rated having a bad day as being the most controllable 

cause of NSSI and child abuse as being the least controllable cause of NSSI. Interestingly, a 

study employing a similar design used drug misuse (controllable cause) and abuse 

(uncontrollable cause) as the two contrary causes of DSH behaviours (Law et al., 2009). Though 

a series of causes were not tested in this study, the researchers validated the two vignettes as 

representing controllable and uncontrollable causes among a separate independent sample (Law 

et al., 2009). Results from Study 1 somewhat align with this research, at least in terms of child 

abuse representing an uncontrollable cause of NSSI.  

However, despite the inclusion of drug misuse as a cause, having a bad day was rated as 

significantly more controllable. Given that having a bad day is a common experience for most 
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individuals, it could be that the more generalizable nature of this cause, when compared to drug 

misuse, leads to higher attributions of controllability. That is, it is possible that people can relate 

more easily with different ways to cope after having a bad day, and assume that someone who 

self-injures in this scenario has more control over the behaviour than someone who has been 

misusing drugs. Alternatively, it could be that public perception on controllability of substance 

dependence are shifting in society.  

  Extant research reporting on the various correlates of NSSI highlights the possible 

ecological validity for using these two scenarios. With respect to having a bad day, NSSI is 

commonly described as a maladaptive coping mechanism, with individuals who self-injure often 

using the behaviour to manage difficult experiences (Heath et al., 2008; Klonsky, 2007, 2009; 

Nock & Prinstein, 2004, 2005). Thus, though having a bad day is common, some individuals 

might turn to NSSI to manage the experience as self-injury could be their primary coping 

mechanism. With respect to child abuse, although not all individuals who experience child abuse 

self-injure, there is substantive research examining the various pathways from child maltreatment 

to NSSI behaviours (for a review, see Yates, 2009). Taken together, the statistical results, 

alongside previous research on the correlates of NSSI, support the usage of having a bad day and 

child abuse as possibly representing controllable and uncontrollable causes of NSSI, 

respectively.   

H2: Affect  

 A secondary goal of the current study was to examine how participants’ ratings of 

controllability of NSSI relate to their affective responses to the scenarios. For the having a bad 

day scenario, participants’ ratings of controllability of cause were not significantly related to 

either positive affect or negative affect. However, in the child abuse scenario, participants’ 
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ratings of controllability of cause were significantly and positively related to both positive affect 

and negative affect. This pattern of results is somewhat surprising, given the AAA Model of 

Helping; specifically, it was predicted that ratings of controllability of cause would be negatively 

related to positive affect and positively related to negative affect (Weiner 1980a, 1980b).   

 These latter results shed light on the complex relation between attributions and affect. For 

example, a close review of early research on the AAA Model of Helping indicates that often, 

positive affect has been conceptualized as one’s emotional reaction of sympathy or pity towards 

the target individual, whereas negative affect has been conceptualized as one’s emotional 

reaction of anger or disgust toward the target individual (e.g., Weiner, 1980a; Weiner et al., 

1988). These specific emotional reactions were derived from exploratory research examining the 

range of emotional responses (e.g., concern, impatience, gratitude, irritation) that might result 

from various causal attributions (Meyer & Mulherin, 1980; Weiner, 1980a, 1980b; Weiner, 

Russell, & Lerman, 1979).  

 To assess participants’ affective responses, the current study employed the PANAS, a 

validated measure of positive and negative mood states (Watson et al., 1988). Although the 

instructions prompted participants to rate the items in response to the scenarios, the PANAS 

yielded two composites of general mood state, rather than specific emotional reactions towards 

the target individual. Thus, it could be that attributions of controllability of NSSI cause have a 

more nuanced effect on one’s emotional experiences. In particular, it is possible that the 

attributions may relate more strongly to various specific emotional reactions (e.g., sympathy or 

anger), but not as strongly to one’s global mood state. Indeed, Weiner (1986) highlights the 

importance of differentiating between the emotion process and specific feelings and their 

meanings; that is, within the AAA framework, specific feelings (e.g., sympathy, pity, anger, 
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disgust) are relevant in that they occur when particular causal attributions are made (Weiner, 

1986; Weiner et al., 1979). In line with this, research on various stigmatized conditions has 

isolated emotional reactions of sympathy, pity, anger, and in some cases, disgust, as being 

particularly salient within the context of the model (e.g., Corrigan et al., 2003; Gross & 

D’Ambrosio, 2004; Lieberman, Tybur, & Latner, 2012; Menec & Perry, 1998; Schwarzer & 

Weiner, 1991).  

The differentiation between mood states and emotional reactions might explain the 

finding that participants reported significantly more negative affect in the child abuse scenario, 

when compared to the having a bad day scenario. It could be that exposure to a particularly 

distressing topic (i.e., self-injury as a result of child abuse), might have elicited increases in 

participants’ negative mood states. Not surprisingly then, among all the scenarios, the mean 

negative affect was highest in the child abuse scenario. Thus, the content of the scenario may 

have had a stronger effect on participants’ global mood states rather than their attributions of 

controllability of NSSI cause.   

H3: Helping Intentions 

 An additional goal of the current study was to examine how ratings of controllability of 

NSSI cause and affective responses would relate to participants’ reported helping intentions. In 

line with the AAA Model of Helping, ratings of controllability of NSSI cause were negatively 

related to helping intentions, but were significant only in the child abuse scenario. Additionally, 

helping intentions were significantly greater in the child abuse scenario than in the having a bad 

day scenario. Thus, in certain circumstances, higher attributions of controllability of NSSI cause 

relate to lower helping intentions (and vice versa). A number of studies support the finding that 

uncontrollable causes elicit greater helping intentions than controllable causes for both general 
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helping and helping those in stigmatized situations (e.g., Menec & Perry, 1998; Weiner et al., 

1988). No research to date, however, has explored this phenomenon for NSSI. While the present 

findings are preliminary, they suggest that how the cause of self-injury is presented and 

perceived may guide people’s responses to someone who self-injures.  

 Interestingly, for both scenarios, positive affect was significantly and positively related to 

helping intentions, but negative affect was not significantly related to helping intentions. The 

assessment of participants’ global mood states, rather than their emotional reactions, as discussed 

in the previous section, might also be relevant here. That is, research suggests a strong relation 

between positive mood states and helping behaviours (e.g., Carlson, Charlin, Miller, 1988). 

Although this association is likely multifaceted and influenced by a number of factors, this 

process may have occurred for the participants in the current study. Not surprisingly then, 

participants’ negative affect was minimally related to their helping intentions.  

H4: Indirect Effects  

Lastly, the current study sought to examine the pathways among the AAA Model of 

Helping variables. Thus far, it has been established that both controllability of NSSI cause and 

positive affect are related to helping intentions. However, the AAA Model of Helping postulates 

that affect accounts for (or mediates) the relation between attributions of controllability and 

helping intentions; attributions elicit various emotional responses, and these emotional responses 

guide behaviour (or behavioural intentions). Indeed, a preliminary examination of this process 

partially confirmed this for the child abuse scenario: the indirect effect between controllability of 

NSSI cause and helping intentions, via positive affect, was significant. Thus, within certain NSSI 

situations, attributions of controllability of cause and affect, namely positive affect, are important 

factors to consider when trying to understand an individual’s intentions to help. To date, while 
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research on the AAA Model of Helping has identified the importance of emotional reactions 

(Weiner, 1980a, 1980b), this is the first examination of how global mood states might interact 

with the model’s components and in the context of NSSI. Accordingly, accounting for these 

global mood states, especially positive ones, may provide greater insight on the interplay among 

an individual’s cognitive, emotional, and behavioural responses to a helping situation (as it 

pertains to NSSI, and possibly other contexts). Future research ought to explore these 

possibilities.  

That this pathway did not occur for the having a bad day scenario is interesting and 

highlights that the exploratory nature of the current study warrants attention. In particular, 

unaccounted for in both models was participants’ baseline mood states. Thus, the differing role 

of positive affect may have, in fact, been attributed to baseline mood states. It could be that 

exposure to the controllable cause scenario decreased participants’ positive mood state, making it 

less relevant within the model. Interestingly, ratings of positive affect were lowest in the having 

a bad day scenario.    

Implications 

 Though preliminary, findings from Study 1 suggest that different cognitive, emotional, 

and behavioural reactions towards individuals engaging in NSSI might result from varying 

contextual presentations of NSSI. It is conceivable that this is related to certain underlying 

beliefs that the general public may have adopted about NSSI (e.g., that it is attention-seeking). If 

this is indeed the case, it may be that different depictions of NSSI elicit specific beliefs about the 

behavior and those who enact it. In line with the current findings, this may be rooted in the 

perceived controllability of the situation depicted. Thus, greater understanding of the manner by 
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which different depictions (involving degrees of controllability) of NSSI and their relation to 

different ways of viewing NSSI and the individual who enact it seems warranted.  

Understanding this process is important because regardless of the trigger, onset, or root 

cause of NSSI, people who self-injure often report feeling out of control prior to engaging in the 

behaviour (Kakhnovets, Young, Purnell, Huebner, & Bishop, 2010) and some research points to 

a link between impulsivity and NSSI (e.g., Glenn & Klonsky, 2010). Accordingly, a discrepancy 

may exist between how those who self-injure experience NSSI and how others (who do not self-

injure) perceive it. Broadly, the link between attributions of controllability and helping intentions 

elucidates possible mechanisms for which people who self-injure feel misunderstood and, in 

some cases, stigmatized. That is, if the behaviour feels out of control for those who self-injure, 

but it is not perceived as such by a potential helper, the corresponding attributions and emotional 

reactions among the potential helper may impede their ability to understand and sensitively 

respond to a person needing help for self-injury. Collectively, this underscores the importance of 

providing the general public with high quality information about NSSI, in which emphasis can 

be placed on causal attributions and their capacity to differentially affect the nature of one’s 

responses towards individuals who self-injure. More specifically, this information could also 

include a list of ways to appropriately respond as well as the varying causes of NSSI.  

Limitations and Future Directions 

While results from Study 1 shed light on the possible applicability of the AAA Model of 

Helping for NSSI, several limitations warrant discussion. First, although a number of causes of 

self-injury were examined, because of practical constraints, the full range of possible causes 

could not be included. While variability was observed in participants’ ratings of controllability 

across the six scenarios, it is possible that causes excluded from the current study (e.g., self-
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injuring to strengthen a relationship) may better represent differing degrees of controllability. 

Similarly, the scenarios were brief and depicted a person engaging in cutting behaviours. 

Although this was informed by prior work (Law et al., 2009) and done intentionally to minimize 

the influence of additional context on participants’ responses, the brief nature of the scenarios 

may have decreased the ecological validity of the situations. This may have, in turn, prevented 

participants from having strong reactions in terms of their attributions, affect, and helping 

intentions. Lastly, although cutting was included because it is a more commonly endorsed 

method of NSSI (e.g., Jacobson & Gould, 2007), generalizing findings from the current study to 

other forms of self-injury (e.g., hitting) may not be applicable; this is especially important to 

note, considering that hitting was the most common form of NSSI endorsed among those within 

the sample with a history of self-injury. Thus, future work might benefit from examining more 

extensive causes of NSSI (e.g., to strengthen a relationship or to communicate needs to others), 

more detailed presentations of NSSI (e.g., location where behaviour occurs), and different 

methods of the behaviour (e.g., hitting, burning). In line with this, future work might benefit 

from examining these patterns among clinically distinct subgroups of individuals who self-injure 

(e.g., “experimental NSSI” compared to “mild NSSI”), as there is emerging evidence suggesting 

that the degree of impairment and mental illness comorbidity, factors that could impact helping 

intentions, may vary among subgroups of individuals who self-injure (Klonksy & Olino, 2008).  

Next, given the pattern of results, an assessment of baseline mood and specific emotional 

reactions, and inclusion of these variables in the analyses is likely pertinent. In particular, given 

the emotion process versus emotional reaction differentiation, it is unclear whether the findings 

regarding participants’ positive affect and negative affect would sustain if baseline mood states 

were accounted for in the analyses. Additionally, in line with the AAA Model of Helping, 
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specific emotional reactions of sympathy, pity, anger, and disgust are also important to assess, as 

these are thought to be more affected by attributions than general mood states (Meyer & 

Mulherin, 1980; Weiner, 1980a, 1980b; Weiner et al., 1979). Future work should differentiate 

between individuals’ global mood states and specific emotional reactions, so that the nuances of 

these experiences and how they integrate within the AAA framework can be better understood.  

Furthermore, the current study employed a self-report methodology to measure 

participants’ reactions and responses. This is important because as a result, participants’ helping 

intentions rather than actual helping behaviours were measured. While the AAA Model of 

Helping has been examined in both self-report format (Weiner, 1980b) and observational format 

(e.g., Piliavin et al., 1969), there is a clear distinction between helping intentions and helping 

behaviours. In particular, the index of helping intentions does not assume that participants will 

engage in the behaviours; however, a meta-analysis examining the relation between intentions 

and behaviours has indicated a correlation of 0.53, a large effect based on Cohen’s (1992) 

standards (Ajzen, 2011; Sheeren, 2002). Thus, assessing participants’ intentions to help an 

individual provides some indication regarding the likelihood that they might engage in helping 

behaviours, but does not capture their actual behaviours. Prospective and longitudinal work that 

examines actual helping behaviours over time, as well as observational work, might address this 

issue.  

Lastly, although research is beginning to demonstrate the value in using MTurk as a 

recruitment tool for research in the social sciences, (Andover, 2014; Buhrmester et al., 2011; 

Corrigan et al., 2015a, 2015b; Goodman et al., 2012; Mason & Suri, 2011), findings may not 

generalize beyond the nature of the sample studied. For example, while MTurk samples have 

been shown to be more diverse than some traditional methods (e.g., university participant pools; 
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Buhrmester et al., 2011), the representativeness of the sample is still limited, as the majority of 

participants in the current study reported having a college or university degree. Thus, the 

relations among variables may have manifested differently if the there was more variability in 

participants’ education status, for example. Future work employing a multi-method approach 

(e.g., observational work, interviews) and more widespread recruitment of participants (e.g., 

online NSSI communities, schools, hospitals) will likely address these methodological issues. 

Taken together, given the preliminary nature of Study 1, these findings warranted a need 

to examine these processes more systematically, so that the conclusions drawn may be further 

substantiated. Indeed, the goal of Study 2 was to examine the AAA Model of Helping within an 

experimental framework, while also exploring the role of scenario gender and participant gender. 

Further, factors that were unaccounted for in Study 1, such as baseline mood states and specific 

emotional reactions towards the target individual (e.g., sympathy, anger), were integrated in 

Study 2.  

Method: Study 2 

Participants 

Participants were again recruited from Amazon’s MTurk. A total of 293 individuals (146 

who identified as females, 146 who identified as males, 1 who identified as other) ranging in age 

from 18 to 69 years (M = 34.44, SD = 10.46) consented to take part in the study and 

subsequently completed a validated online questionnaire. For the current study, access on MTurk 

was limited to participants in the United States, therefore, all participants reported residing in the 

United States. When asked to self-report their ethnicity, most participants reported 

White/Caucasian (n = 232), followed by Asian (n = 18), Hispanic (n = 16), Mixed/Other (n = 

15), and African American (n = 12). With respect to education level, the majority of participants 
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reported having a college/university degree (n = 121), followed by some college/university 

education (n = 98), post-graduate training (n = 45), a high school diploma (n = 27), and some 

high school (n = 2). An independent samples t-test revealed that overall, female participants 

reported significantly higher levels of empathy (M = 75.75, SD = 10.19), compared to male 

participants (M = 68.24, SD = 10.82), t(276) = 5.96, p = .000, Cohen’s d = 0.71. 

Measures 

Independent variables. Given that the independent variables of interest for the current 

study were 2(Controllability of NSSI Cause) x 2(Scenario Gender) x 2(Participant Gender), four 

separate scenarios were randomly assigned to participants:  

1. Controllable Cause x Male Scenario 

2. Uncontrollable Cause x Male Scenario 

3. Controllable Cause x Female Scenario 

4. Uncontrollable Cause x Female Scenario 

This yielded a total of eight conditions, as participant gender was also included as an 

independent variable. The specific scenarios and manipulation check are described below.  

Scenarios. Two scenarios (adapted from Law et al., 2009) were used in the current study. 

Based on the results from Study 1, the scenarios depicting the cause of NSSI as having a bad day 

(controllable cause) and child abuse (uncontrollable cause) were administered. Gender-neutral 

pronouns (e.g., their) from the previously developed scenarios were changed to gender-specific 

pronouns (e.g., his/her) in order to manipulate scenario gender (Appendix B). As a result, the 

scenarios were preceded by: “Somebody exhibits self-injurious behaviours. He/she cuts his/her 

arm with a sharp instrument, which results in some scarring. His/her self-injury is caused by…”   
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Manipulation check. To ensure that the controllability of NSSI cause manipulation was 

appropriate, participants’ attribution of controllability of NSSI cause in each condition was 

measured with the same item from Study 1 (The Causal Dimension Scale; Russell, 1982).  

Test variables.  

Affect. The brief version of the Positive and Negative Affect Scale (PANAS) was 

administered following the presentation of the scenario (Appendix C). Again, participants were 

prompted to indicate how they were feeling, “right now, that is, at the present moment, after 

reading and in response to the previous scenario.” Analyses revealed strong reliability, with both 

the positive affect and negative affect internal consistency coefficients at .92. 

 Emotional reactions. In addition to the PANAS and in line with previous research (e.g., 

Weiner 1980a, 1980b), participants were asked to rate four emotional reactions towards the 

person in the scenario. Participants were asked to rate the following items on a scale of 1 (none 

at all) to 7 (extreme): 

1. How much sympathy do you feel towards this person? 

2. How much pity do you feel towards this person? 

3. How much anger do you feel towards this person? 

4. How much disgust do you feel towards this person? 

Helping intentions. The same 7-item scale used in Study 1 was also administered in 

Study 2 (adapted from Schwarzer & Weiner, 1991, Appendix D). Scores were averaged to 

determine an overall helping intentions score for each participant. Analyses revealed strong 

reliability, with the internal consistency coefficient at .92.  

 Control variables. Given the nature of the research, additional measures were included 

to assess for various control variables. These variables and measures are discussed below.     
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Demographic characteristics. To determine demographic information, participants were 

asked to identify their year and month of birth, gender, ethnicity, and current education level 

(Appendix E). 

Baseline affect. To assess participants’ baseline affect, the brief version of the PANAS 

was administered immediately following the demographic questionnaire and prior to the 

presentation of the scenario. Items were identical to the previously mentioned PANAS; however, 

instructions were varied to take into account the time of administration. Participants were asked 

to respond to the questionnaire based on how they were feeling “right now, that is, at the present 

moment” (Appendix C). Items were aggregated for each domain and participants were assigned 

two scores for the baseline affect: positive affect and negative affect. Analyses revealed strong 

reliability, with both the baseline positive affect and baseline negative affect internal consistency 

coefficients at .93.   

NSSI history. To assess and control for participants’ history of NSSI, the Inventory of 

Statements About Self-Injury (ISAS; Klonsky & Glenn, 2009) was administered (Appendix F). 

Although the complete ISAS was administered to participants, for the purpose of the current 

study, only NSSI history, methods, and frequency were included in the analyses.  

Empathy. To control for participants’ trait-level empathy, the Basic Empathy Scale 

(BES; Jolliffe & Farrington, 2006) was administered (Appendix G). Scores on all 20 items were 

aggregated and participants were assigned a total empathy score. Internal consistency of the 

items was good (Cronbach’s α = .89). 

Perceived NSSI knowledge. This variable was included as a control in certain analyses 

and also served to inform Study 3. Participants were asked to provide a brief, self-assessment of 

their perceived knowledge about NSSI by responding to the following item: “On a scale of 1 (I 



61 

 

 

feel I have no knowledge about self-injury) to 7 (I feel I have a great deal of knowledge about 

self-injury), how would you rate your current knowledge about self-injury?”  

Procedure 

Participants were recruited via Amazon’s MTurk; interested individuals were instructed 

to read a letter of information (Appendix K) followed by an informed consent form (Appendix 

L). All individuals who consented to participate completed the brief demographic questionnaire, 

the baseline administration of the PANAS, and the ISAS. From there, participants were 

randomly assigned to one of four conditions in the 2(Controllability of NSSI Cause) x 2(Scenario 

Gender) x 2(Participant Gender) design. Immediately after reading the scenario, participants 

were asked to complete the measures of attribution of controllability of NSSI cause, affect, 

emotional reactions, and helping intentions for the specific scenario they were assigned. 

Following this, participants were asked to complete the BES and to provide a brief self-

assessment of their perceived knowledge of NSSI. They were then provided with a debriefing 

form as well as a list of resources to address any negative feelings or distress that may have been 

triggered by the study content (Appendix M).  

Analytic Plan: Study 2 

First, overall means and standard deviations for all variables were computed. Next, means 

and standard deviations were computed for the eight conditions and were also collapsed across 

levels of the independent variables for positive affect, negative affect, the four emotional 

reactions (sympathy, pity, anger, disgust), and helping intentions. Prior to the main analyses, a 

manipulation check of controllability of NSSI cause was conducted.  

Participants were then assigned as either not reporting a history of NSSI or reporting a 

history of NSSI, based on whether they reported engaging in any NSSI methods listed on the 
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ISAS. For subsequent analyses, the no NSSI history group was assigned a code of 0 and the 

NSSI history group was assigned a code of 1 on the variable NSSI history. Rates of participants’ 

NSSI frequency were obtained by aggregating reported frequencies across all methods. A series 

of analyses (i.e., nonparametric chi-square tests and independent samples t-tests) were carried 

out to examine whether any significant differences existed between individuals reporting a 

history of NSSI and individuals reporting no history of NSSI on the following variables: gender, 

age, education status, empathy, and perceived NSSI knowledge. 

From here, main analyses were conducted to examine how controllability of NSSI cause, 

scenario gender, and participant gender might affect participants’ ratings of positive affect, 

negative affect, emotional reactions, and helping intentions. Specifically, a series of 

2(Controllability of NSSI Cause) x 2(Scenario Gender) x 2(Participant Gender) analyses of 

covariances (ANCOVAs) were conducted with positive affect, negative affect, the four 

emotional reactions, and helping intentions as the dependent variables. The following variables 

were entered as covariates: age, empathy, NSSI history, perceived NSSI knowledge. For the 

positive and negative affect composites, baseline affect scores were also entered as covariates.  

Following this, bivariate correlations were examined and a hierarchical multiple 

regression analysis was conducted with helping intentions as the outcome variable. Scenario 

gender and participant gender, as well as ratings of controllability of NSSI cause, positive affect, 

negative affect, and the four emotional reactions were entered as predictor variables. For the 

gender variables, males were coded as 0 and females were coded as 1. The control variables that 

were entered in the first block included: age, empathy, NSSI history, perceived NSSI knowledge, 

baseline positive affect, and baseline negative affect.   
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Lastly, given that an additional goal of the study was to test the AAA Model of Helping, 

tests of indirect effects were conducted. These analyses were informed by guidelines developed 

by Hayes (2013), which test for statistical significance of indirect effects. In the model, ratings of 

controllability of NSSI cause was treated as the independent variable, the four specific emotional 

reactions (sympathy, pity, anger, disgust) were treated as the mediator variables, and helping 

intentions was treated as the dependent variable. Covariates were included based on the specific 

regression results.  

Results: Study 2 

Descriptive Statistics and Manipulation Check 

 Participants were asked to rate their positive and negative affect twice: 1) prior to reading 

the scenario and, 2) immediately following the presentation of the scenario. Thus, they were 

assigned scores for baseline affect and condition affect. Overall means and standard deviations 

for all test variables are reported in Table 11.  

Table 11 

Overall Descriptive Statistics of Study 2 Test Variables 

 Mean (SD) 

 

Controllability of NSSI Cause 

 

4.07 (1.99) 

Baseline Positive Affect 29.32 (9.25) 

Condition Positive Affect 25.84 (9.39) 

Baseline Negative Affect 14.48 (6.83) 

Condition Negative Affect 16.17 (7.35) 

Sympathy 5.55 (1.60) 

Pity 4.57 (1.86) 

Anger 1.85 (1.49) 

Disgust 1.97 (1.56) 

Helping Intentions 6.53 (1.63) 

 
Note. Controllability of NSSI cause scores range from 1 (uncontrollable) to 7 (controllable), positive and negative 

affect scores range from 10 (low) to 50 (high), scores for specific emotional reactions range from 1(none at all) to 7 

(extreme), and helping intentions scores range from 1 (not at all) to 9 (a great deal).  
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The overall mean for participants’ perceived NSSI knowledge, which could range from 1 (none) 

to 7 (a great deal),  was 3.84 (SD = 1.80) and the overall mean for participants’ scores on the 

BES, which could range from 20 to 100, was 72.06 (SD = 11.25). Tables 12 through 16 provide 

overviews of the means and standard deviations for all test variables for all eight conditions and 

collapsed across levels of the independent variables.  

Table 12 

Study 2 Condition Means and Standard Deviations for Positive Affect  

 

 

Controllable Cause 

 

Uncontrollable Cause 

 
Male 

Scenario 

Female 

Scenario 

Male 

Scenario 

Female 

Scenario 

Male 

Participant 

25.75 

(9.35) 

26.45 

(7.89) 

28.45 

(9.14) 

27.31 

(9.93) 

Female 

Participant 

24.97 

(9.90) 

25.26 

(9.28) 

22.92 

(9.86) 

27.91 

(9.19) 
 

Note. Positive affect scores range from 10 (low) to 50 (high).  
 

Table 13 

Study 2 Condition Means and Standard Deviations for Negative Affect  

 

 

Controllable Cause 

 

Uncontrollable Cause 

 
Male 

Scenario 

Female 

Scenario 

Male 

Scenario 

Female 

Scenario 

Male 

Participant 

16.85 

(7.43) 

17.60 

(8.62) 

20.88 

(8.61) 

15.63 

(6.47) 

Female 

Participant 

15.94 

(6.90) 

14.42 

(4.81) 

14.12 

(5.91) 

16.56 

(8.92) 

Note. Negative affect scores range from 10 (low) to 50 (high).  
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Table 14 

Study 2 Condition Means and Standard Deviations for Emotional Reactions  

 Controllable Cause Uncontrollable Cause 

 
Male 

Scenario 

Female 

Scenario 

Male 

Scenario 

Female 

Scenario 

Male 

Participant 

 

Sympathy 

4.91 (2.01) 

 

Sympathy 

5.33 (1.72) 

 

Sympathy 

5.58 (1.14) 

 

Sympathy 

5.26 (1.48) 

Pity 

4.88 (1.89) 

Pity 

4.33 (1.68) 

Pity 

5.04 (1.49) 

Pity 

4.30 (1.74) 

Anger 

1.88 (1.43) 

Anger 

2.00 (1.38) 

Anger 

2.88 (1.90) 

Anger 

2.34 (1.80) 

Disgust 

1.97 (1.17) 

Disgust 

2.33 (1.91) 

Disgust 

2.92 (2.25) 

Disgust 

2.11 (1.23) 

Female 

Participant 

Sympathy 

5.91 (1.25) 

Sympathy 

5.92 (1.50) 

Sympathy 

5.73 (1.60) 

Sympathy 

6.08 (1.32) 

Pity 

4.94 (1.96) 

Pity 

3.84 (1.65) 

Pity 

4.41 (2.11) 

Pity 

4.94 (1.94) 

Anger 

1.83 (1.64) 

Anger 

1.42 (1.10) 

Anger 

1.49 (1.34) 

Anger 

1.40 (1.04) 

Disgust 

1.66 (1.31) 

Disgust 

1.38 (0.80) 

Disgust 

1.85 (1.71) 

Disgust 

1.47 (0.91) 
 

Note. Scores for specific emotional reactions range from 1(none at all) to 7 (extreme).  
 
 

Table 15 

Study 2 Condition Means and Standard Deviations for Helping Intentions  

 

 

Controllable Cause 

 

Uncontrollable Cause 

 
Male 

Scenario 

Female 

Scenario 

Male 

Scenario 

Female 

Scenario 

Male 

Participant 

6.29 

(1.65) 

6.26 

(1.44) 

6.43 

(1.59) 

6.28 

(1.79) 

Female 

Participant 

6.64 

(1.51) 

6.83 

(1.54) 

6.26 

(1.97) 

7.37 

(1.21) 
 

Note. Helping intentions scores range 1 (not at all) to 9 (a great deal).  
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Table 16  

Collapsed Means and Standard Deviations for Study 2 Test Variables  

 

Positive 

Affect 

Negative 

Affect 
Sympathy Pity Anger Disgust 

 

Helping 

Intentions 

 

Controllable 

Cause 

25.68 

(8.97) 

16.43 

(7.33) 

5.49 

(1.69) 

4.53 

(1.83) 

1.82 

(1.42) 

1.90 

(1.46) 

6.47 

(1.53) 

Uncontrollable 

Cause 

26.31 

(9.74) 

16.38 

(7.71) 

5.68 

(1.44) 

4.64 

(1.89) 

1.94 

(1.61) 

2.01 

(1.61) 

6.59 

(1.73) 

Male  

Scenario 

25.10 

(9.69) 

16.53 

(7.40) 

5.54 

(1.59) 

4.78 

(1.91) 

1.93 

(1.62) 

2.03 

(1.66) 

6.40 

(1.70) 

Female 

Scenario 

26.83 

(8.94) 

16.27 

(7.64) 

5.61 

(1.55) 

4.40 

(1.78) 

1.83 

(1.42) 

1.89 

(1.41) 

6.65 

(1.56) 

Male 

Participant 

26.81 

(8.95) 

17.51 

(7.94) 

5.25 

(1.65) 

4.59 

(1.73) 

2.22 

(1.63) 

2.29 

(1.69) 

6.30 

(1.60) 

Female 

Participant 

25.19 

(9.67) 

15.27 

(6.89) 

5.91 

(1.41) 

4.58 

(1.97) 

1.54 

(1.31) 

1.62 

(1.28) 

6.76 

(1.63) 
        

 

Note. Controllability of NSSI cause scores range from 1 (uncontrollable) to 7 (controllable), positive and negative 

affect scores range from 10 (low) to 50 (high), scores for specific emotional reactions range from 1(none at all) to 7 

(extreme), and helping intentions scores range from 1 (not at all) to 9 (a great deal).  

 

To check the manipulation of controllability of NSSI cause, an independent samples t-test 

was conducted. Participants were asked to rate on a scale of 1 (not at all) to 7 (completely) the 

extent to which they perceived the cause of NSSI in the scenario to be controllable. Results 

revealed that participants assigned a scenario with a controllable cause rated the cause as 

significantly more controllable (M = 4.53, SD = 1.84) than participants assigned a scenario with 

an uncontrollable cause (M = 3.59, SD = 2.04), t(289) = 4.12, p = .000, Cohen’s d = 0.48. 

Although statistically significant, the effect size is considered medium and lower than what was 

expected.  
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NSSI History 

As with Study 1 and in concordance with the proposed DSM-5 NSSI Disorder criteria 

(American Psychiatric Association, 2013) participants who reported engaging solely in 

wound/scab picking (n = 14) or hair pulling (n = 6) were not included as having a history of 

NSSI as these behaviours are not universally viewed as NSSI and there is consensus in the field 

that these behaviours may not constitute NSSI (e.g., Lloyd-Richardson et al., 2007; Yates et al., 

2008). Thus, of the final sample, 50.5% (n = 148; 70 female) reported engaging in some form of 

NSSI (e.g., cutting, scratching, hitting). The most commonly reported method was banging or 

hitting oneself (n = 82), followed by cutting (n = 67), and pinching (n = 63). The majority of 

these participants (n = 90) reported engaging in three methods or less (M = 3.77, SD = 2.70). 

Reported lifetime frequencies ranged from 1 to 6,302 (M = 216.05, SD = 630.53); however, two 

outliers (10,000,104 and 10,000,001,015) were omitted from this analysis. 

Nonparametric chi-square tests revealed no significant gender differences in NSSI history 

χ2(1) = 0.88, p = .349, with 78 males and 70 females reporting a history of NSSI. A series of 

independent samples t-tests were conducted and revealed that individuals reporting a history of 

NSSI were significantly younger (M = 31.80, SD = 8.29) than individuals who did not report a 

history of NSSI (M = 37.15, SD = 11.73), t(256.77) = 4.49, p  = .000, Cohen’s d = 0.53, but that 

there were no significant differences in reported education level between individuals reporting a 

history of NSSI (M = 3.63, SD = 0.86) and individuals reporting no history of NSSI (M = 3.60, 

SD = 0.90), t(291) = 0.28, p = .783. Lastly, there were no significant differences in levels of 

empathy between individuals reporting a history of NSSI (M = 71.20, SD = 10.71) and 

individuals reporting no history of NSSI (M = 72.96, SD = 11.76), t(277) = 1.31, p = .190, but 

participants with a history of NSSI reported significantly higher perceived NSSI knowledge (M = 
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4.24, SD = 1.74) than participants without a history of NSSI (M = 3.43, SD = 1.78), t(291) = 

3.91, p = .000, Cohen’s d = 0.46.  

H1-H3: ANCOVA Analyses 

 A series of ANCOVAs were conducted to examine whether any significant differences 

existed in positive affect, negative affect, the four emotional reactions, and helping intentions, as 

a result of controllability of NSSI cause, scenario gender, and participant gender. Controllability 

of NSSI cause (controllable/uncontrollable), scenario gender (male/female) and participant 

gender (male/female) were included as independent variables and the following variables were 

included as covariates: age, empathy, NSSI history, and perceived NSSI knowledge. For the 

positive and negative affect composites, baseline affect scores were also entered as covariates.  

Positive affect and negative affect. For positive affect, Levene’s test for equality of 

variances was not significant, Levene’s F(7, 248) = 0.86, p = .537, indicating that the 

homogeneity of variance assumption was not violated. The following covariates emerged as 

significant: age, F(1, 243) = 4.37, p = .038, partial η2 = .018 and baseline positive affect, F(1, 

243) = 611.01, p = .000, partial η2 = .715. There was a significant main effect of scenario gender, 

F(1, 243) = 7.72, p  = .006, partial η2 = .031, such that ratings of positive affect were 

significantly lower for scenarios depicting males (Madj = 25.07, SE = .46) than scenarios 

depicting females (Madj = 26.87, SE = .45). No other significant effects emerged.  

For negative affect, Levene’s tests for equality of variances was not significant, Levene’s 

F(7, 263) = 1.08, p = .378, indicating that the homogeneity of variance assumption was not 

violated. Baseline negative affect, as a covariate, emerged as significant, F(1, 258) = 427.28, p = 

.000, partial η2 = .624. No other effects were significant.  
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Sympathy and pity. For sympathy, Levene’s test for equality of variances was not 

significant, Levene’s F(7, 268) = 1.25, p = .276, indicating that the homogeneity of variance 

assumption was not violated. Both age, F(1, 264) = 6.48, p = .011, partial η2 = .024 and 

empathy, F(1, 264) = 46.96, p = .000, partial η2 = .151, emerged as significant covariates. None 

of the main effects or interactions were significant.  

For pity, Levene’s test for equality of variances was not significant, Levene’s F(7, 265) = 

1.48, p = .175, indicating that the homogeneity of variance assumption was not violated. Both 

empathy, F(1, 261) = 22.75, p = .000, partial η2 = .080, and perceived NSSI knowledge F(1, 

261) = 6.78, p = .010, partial η2 = .025, emerged as significant covariates. There was a 

significant main effect of scenario gender, F(1, 261) = 7.24, p = .008, partial η2 = .027, such that 

scenarios depicting males elicited more pity (Madj = 4.89, SE = .16) than scenarios depicting 

females (Madj = 4.29, SE = .15). There was also a significant main effect of participant gender, 

F(1, 261) = 4.42, p = .037, partial η2 = .017, such that male participants (Madj = 4.83, SE = .16) 

reported significantly higher levels of pity than female participants (Madj = 4.34, SE = .16). 

However, these significant effects should interpreted within the context of a significant 3-way 

interaction, F(1, 261) = 4.81, p = .029, partial η2 = .018. No other significant effects emerged.  

To explore the 3-way interaction, two separate ANOVAs were conducted; one for the 

male scenario gender and one for the female scenario gender. For the male scenario, Levene’s 

test for equality of variances was not significant, Levene’s F(3, 139) = 0.95, p = .419, indicating 

that the homogeneity of variance assumption was not violated. None of the effects were 

significant in this analysis.  

For the female scenario, Levene’s test for equality of variances was also not significant, 

Levene’s F(3, 141) = 0.65, p = .587, indicating that the homogeneity of variance assumption was 
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not violated. A trend towards a significant main effect of controllability of NSSI cause emerged, 

with participants reading the controllable cause reporting lower levels of pity (M = 4.11, SD = 

1.67) than participants reading the uncontrollable cause (M = 4.62, SD = 1.91), F(1, 141) = 3.67, 

p = .058, partial η2 = .025. However, this should be interpreted within the context of a significant 

2-way interaction between controllability of NSSI cause and participant gender, F(1, 141) = 

5.71, p = .018, partial η2 = .039. That is, female participants reported significantly higher levels 

of pity in the uncontrollable cause of NSSI scenario (M = 5.00, SD = 1.94) compared to the 

controllable cause of NSSI scenario (M = 3.71, SD = 1.65), q(4, 145) = 5.38, p < .05, Cohen’s d 

= 0.71. Male participants, however, did not differ in their reports of pity between the 

uncontrollable cause scenario (M = 4.21, SD = 1.81) and the controllable cause scenario (M = 

4.35, SD = 1.66), q(4, 145) = 0.95, ns. Thus, the highest levels of pity were reported by female 

participants who read a scenario depicting a female engaging in self-injury, due to an 

uncontrollable cause. Conversely, the lowest levels of pity were reported by female participants 

who read a scenario depicting a female engaging in self-injury and which occurred due to a 

controllable cause (see Figure 4). 
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a) Male Scenario 

 

b) Female Scenario 

Figure 4. Significant 3-way interaction for participants’ reactions of pity in Study 2. In the a) 

male scenario, no significant group differences. In the b) female scenario, female participants’ 

ratings of pity were significantly greater in the uncontrollable cause of NSSI scenario, compared 

to the controllable cause of NSSI scenario. * p < .05. 
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Anger and disgust. For anger, Levene’s test of equality of variance was significant, 

Levene’s F(7, 267) = 3.51, p = .001, indicating that the homogeneity of variance assumption was 

violated. Empathy emerged as a significant covariate, F(1, 263) = 10.42, p = .001, partial η2 = 

.038. There was a significant main effect of participant gender, F(1, 263) = 7.77, p = .006, 

partial η2 = .029, such that male participants (Madj = 2.18, SE = .13) reported significantly higher 

levels of anger than female participants (Madj = 1.64, SE = .13). However, this should be 

interpreted within the context of a significant 2-way interaction between controllability of NSSI 

cause and participant gender, F(1, 263) = 5.96, p = .015, partial η2 = .022, which was explored 

by conducting a separate ANOVA. Results revealed that within the uncontrollable of NSSI cause 

scenario, male participants (M = 2.52, SD = 1.84) reported significantly higher levels of anger  

than female participants (M = 1.43, SD = 1.18), q(4, 286) = 12.81, p < .01, Cohen’s d = 0.72. 

However, in the controllable cause of NSSI condition, there was no significant difference in 

reported anger between male participants (M = 1.90, SD = 1.38) and female participants (M = 

1.90, SD = 1.38), q(4, 286) = 2.82, ns. Thus, the highest levels of anger were reported by male 

participants who read a scenario depicting an individual (regardless of gender) engaging in self-

injury due to an uncontrollable cause. Conversely, the lowest levels of anger were reported by 

female participants who read a scenario depicting an individual (regardless of gender) engaging 

in self-injury and which occurred due to an uncontrollable cause (see Figure 5).  
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Figure 5. Significant 2-way interaction for participants’ reactions of anger in Study 2. In the 

uncontrollable cause of NSSI scenario, male participants’ ratings of anger were significantly 

greater than female participants’ ratings of anger. * p < .01. 

For disgust, Levene’s test of equality of variance was significant, Levene’s F(7, 269) = 

4.43, p = .000, indicating that the homogeneity of variance assumption was violated. Empathy 

emerged as a significant covariate, F(1, 265) = 14.53, p =.000, partial η2 = .052. There was a 

significant main effect of participant gender, F(1, 265) = 6.72, p = .010, partial η2 = .025 such 

that ratings of disgust were significantly higher for male participants (Madj = 2.21, SE = .13) than 

female participants (Madj = 1.71, SE = .13). No other significant effects emerged.  

  Helping intentions. For mean helping intentions, Levene’s test for equality of variances 

was not significant, Levene’s F(7, 267) = 1.02, p =.419, indicating that the homogeneity of 

variance assumption was not violated. Empathy emerged as a significant covariate, F(1, 263) = 

44.00, p = .000, partial η2 = .143, and there was a trend towards significance for perceived NSSI 

knowledge, F(1, 263) = 3.49, p = .063, partial η2 = .013. In terms of the independent variables, 

there was a trend towards a significant interaction between scenario gender and participant 
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gender, F(1, 263) = 3.77, p = .053, partial η2 = .014, with a post-hoc ANOVA indicating that 

female participants reported significantly higher levels of helping intentions in the female 

scenario (M = 7.06, SD = 1.39) than males (M = 6.28, SD = 1.58), q(4, 286) = 8.29, p < .05, 

Cohen’s d = 0.52. For the male scenario, no significant differences emerged between male 

participants (M = 6.33, SD = 1.63) and female participants (M = 6.53, SD = 1.77), q(4, 286) = 

2.02, ns. No other significant effects emerged. Thus, helping intentions were highest among 

female participants in the female scenario (regardless of controllability of NSSI cause; see Figure 

6).  

 
 

Figure 6. Trend towards a significant 2-way interaction for participants’ helping intentions in 

Study 2. In the female scenario, female participants’ helping intentions were significantly greater 

than male participants’ helping intentions.  

H4: Bivariate Correlations and Hierarchical Regression Analyses 

A review of the bivariate correlations in Table 17 indicate that attributions of controllability of 

NSSI cause were significantly related to the emotional reactions of sympathy, anger, and disgust, 

as well as helping intentions. These relations were in the expected directions, given the AAA 
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Table 17 

Bivariate Correlations Among Test Variables for Study 2 

Variable 1 2 3 4 5 6 

 

7 

 
 

(1) Controllability of NSSI Cause        

(2) Positive Affect  .114          

(3) Negative Affect -.097    .045        

(4) Sympathy -.321**  .123* -.028        

(5) Pity -.094    .041    .055    .437**    

(6) Anger  .235**  .208**  .340*  -.304** -.051     

(7) Disgust  .216**  .091    .234*  -.412** -.106    .648**  

(8) Helping Intentions -.273**  .223**  .000    .564**  .205** -.232** -.318** 
        

* p < .05. ** p < .01. 
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Model of Helping. Interestingly, all variables, except negative affect, were significantly related 

to helping intentions in the expected directions. Given this pattern of correlations, a hierarchical 

multiple regression analysis was conducted to examine the unique contribution of scenario 

gender, participant gender, controllability of NSSI cause, positive affect, negative affect, and the 

four emotional reactions on reported helping intentions. In the first block, age, empathy, NSSI 

history (no/yes), perceived NSSI knowledge, baseline positive affect and baseline negative affect 

were included as control variables. Scenario gender (male/female) and participant gender 

(male/female), as well as ratings of controllability of NSSI cause3, positive affect, negative 

affect, and the four emotional reactions were entered in the second block.  

Both blocks emerged as significant, with the second block accounting for 45% of the 

variance (see Table 18). Significant unique predictors of helping intentions in the second block 

included: empathy, β = .169, t(228) = 2.85, p = .005, sr = .139, baseline positive affect, β = -.244, 

t(228) = 2.55, p = .011, sr = .125, controllability of NSSI cause, β = -.139, t(228) = -2.56, p = 

.011, sr = -.125, and sympathy, β = .455, t(228) = 6.80, p = .000, sr = .333.  

 

 

 

 

 

                                                 
3Ratings of controllability of NSSI cause, rather than the manipulated variable 

(Controllability of NSSI Cause) was used as an independent, or predictor variable. This was done 

because, 1) although the difference in ratings of controllability were significantly different 

between the controllable and uncontrollable cause conditions, the effect size was medium, lower 

than expected and, 2) some theorists (e.g., Betancourt, 1990; Weiner, 1986) have argued that 

rather than the actual cause being the relevant antecedent variable, it is the “perceived property 

of the causal attribution that constitutes a major influence on emotional, motivational, and 

behavioral consequences” (Betancourt, 1990, p. 588).       
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Table 18 

Multiple Regression Results Predicting Helping Intentions for Study 2  

Variables Entered β t p-value sr 

 

ΔR2 

 

R2 

 

df 

 

F 

 

BLOCK 1 
     

.231** 6, 237 11.85 
     

Age .007 0.12 .904 .007     

Empathy .397 6.70 .000 .382     

NSSI History -.044 -0.73 .467 -.042     

Perceived NSSI 

Knowledge 

.087 1.45 .149 .083 
    

Baseline PA .212 3.69 .000 .210     

Baseline NA .040 0.65 .507 .038     

     
.223** .453** 15, 228 12.61 

BLOCK 2 
    

        

Age -.106 -1.87 .063 -.091     

Empathy .169 2.85 .005 .139     

NSSI History -.095 -1.80 .074 -.088     

Perceived NSSI 

Knowledge 

.040 0.75 .455 .037     

Baseline PA .244 2.55 .011 .125     

Baseline NA -.001 -0.02 .986 -.001     

Scenario Gender .087 1.65 .100 .081     

Participant Gender -.004 -0.07 .942 -.004     

Controllability -.139 -2.56 .011 -.125     

Positive Affect -.012 -0.12 .905 -.006     

Negative Affect .014 0.17 .869 .008     

Sympathy .455 6.80 .000 .333     

Pity -.036 -0.62 .534 -.031     

Anger -.028 -0.40 .693 -.019     

Disgust -.050 -0.71 .476 -.035     
         

Note. NSSI = nonsuicidal self-injury. PA = positive affect. NA = negative affect. Boldface type indicates a 

statistically significant value. * p < .05. ** p < 01. 

 

H4: Tests of Indirect Effects 

Because the regression analysis was significant, tests of indirect effects were conducted 

using the same parallel multiple mediator model approach employed in Study 1 (Hayes, 2013). 

Given the pattern of regression results, this analysis was utilized to explore whether an indirect 
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effect occurred between the independent variable (ratings of controllability of NSSI cause) and 

the dependent variable (helping intentions) via the four specific emotional reactions (sympathy, 

pity, anger, disgust) as mediators, and not the positive affect and negative affect composites. In 

particular, neither positive affect nor negative affect emerged as significant predictors of helping 

intentions, whereas sympathy was a significant unique predictor of helping intentions. Further, 

this approach aligns with the theoretical framework, such that previous research examining affect 

in relation to helping intentions has often specified that the affective response is directed toward 

the target individual (e.g., Weiner, 1986).  

 Both participant gender and scenario gender were included as covariates in the analyses 

(males coded as 0 and females coded as 1 for both variables). Because empathy and baseline 

positive affect were significant unique predictors in the regression analyses, these variables were 

also included as covariates in the model. Table 19 provides an overview of the unstandardized 

coefficients, standard errors, and p-values for the tested model. A review of these results suggest 

that controllability of NSSI cause had a significant effect on ratings of sympathy, anger, and 

helping intentions. Sympathy, empathy, and baseline positive affect had significant effects on 

helping intentions. Empathy also had a significant effect on sympathy, pity, anger, and disgust. 

Lastly, baseline positive affect had a significant effect on anger, disgust, and helping intentions.  
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Table 19 

Unstandardized Coefficients, Standard Errors, and p-values for the Indirect Effects for Study 2 

  

Outcome Variable 

 

 

Predictor Variable 

 

M1 (Sympathy) 

 

M2 (Pity) M3 (Anger) M4 (Disgust) Y(Helping Intentions) 

  

Coeff 

 

SE Coeff SE Coeff SE Coeff SE Coeff SE 

 

X (Controllability) 

 

   -0.17** 

 

0.05 

 

-0.01 

 

0.06 

 

 0.10* 

 

0.05 

 

0.08 

 

0.05 

 

-0.11* 

 

0.04 

M1 (Sympathy)             0.45** 0.06 

M2 (Pity)         -0.03 0.05 

M3 (Anger)          0.02 0.07 

M4 (Disgust)         -0.09 0.07 

Participant Gender 0.17 0.19 -0.39 0.24 -0.31 0.19 -0.28 0.18 -0.07 0.17 

Scenario Gender 0.12 0.18  -0.49* 0.23 -0.06 0.17 -0.09 0.17  0.23 0.16 

Empathy     0.05** 0.01     0.05** 0.01     -0.02** 0.01     -0.03** 0.01      0.03** 0.01 

Baseline Positive 

Affect 
0.02 0.01 0.00 0.01     0.03** 0.01      0.03** 0.01      0.04** 0.01 

Constant    1.87** 0.68 1.48 0.88    2.50** 0.67 3.19 0.67    1.65* 0.65 
           

   * p < .05. ** p < .01. 
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The analyses further revealed that the direct effect of controllability of NSSI cause on helping 

intentions was significantly different than zero (CI90 range = -0.18 to -0.04). From here, the 

bootstrap confidence intervals were examined (Table 20).  

Table 20 

Bootstrap Standard Errors and Confidence Intervals for the Indirect Effects for Indirect Effects 

for Study 2 

  
90% Confidence Interval 

  

Mediator Variable Boot SE Lower Upper 

Sympathy .0275 -.1280 -.0362 

Pity .0035 -.0027 .0095 

Anger .0107 -.0134 .0214 

Disgust .0079 -.0260 .0012 
Note. Bias-corrected confidence intervals based on 1,000 bootstrap samples.  
 

The indirect effect, via sympathy as a mediator, was significantly different than zero 

(CI90 range = -.13 to -.04). However, the indirect effects via pity, anger, and disgust, were not 

significantly different than zero. See Figure 7 for a graphical depiction of the model, excluding 

the covariates and Figure 8 for a graphical depiction of the model including the significant 

covariates.  
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  a) Direct Pathway 

 

 

 

 

 

 

 

 

  

 b) Indirect Pathways 

 

Figure 7. Unstandardized coefficients from the pathway analyses in Study 2, excluding covariates.  

* p < .05. ** p < .01. 

Controllability of 

NSSI Cause 

Disgust 

Sympathy 

Pity 

Anger 

Helping Intentions 
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Figure 8. Unstandardized coefficients for the indirect pathways in Study 2, including significant covariates.  

*p <.05. ** p <.01. 

b = 0.03** 
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Discussion: Study 2 

H1 & H3: Affect, Emotional Reactions, and Gender 

One main goal of Study 2 was to examine, within an experimental design, how 

participants’ affect and emotional reactions might vary as a function of controllability of NSSI 

cause, scenario gender, and participant gender. A series of interesting patterns emerged and 

while the manipulation of controllability of NSSI cause was relevant in certain circumstances, 

tests of group differences suggest that the role of both scenario gender and participant gender 

also warrant attention. 

Positive affect and negative affect. In the domain of positive affect, overall positive 

affect was significantly lower for scenarios depicting males, rather than females, suggesting that 

exposure to a male engaging in NSSI, as opposed to a female, may have more of an impact on 

one’s general positive mood state. To date, research has demonstrated that often, laypersons’ 

view NSSI as a predominantly female behaviour (e.g., Klonsky et al., 2014; Lewis et al., 2014), 

despite evidence suggesting that females are only slightly more likely than males to report 

engaging in NSSI behaviours (for a review, see Bresin & Schoenleber, 2015). Furthermore, 

among hospital staff, female patients engaging in DSH are sometimes viewed more positively 

than male patients (Saunders et al., 2012). It is therefore possible that those participants exposed 

to a male scenario experienced stronger downward shifts in their positive mood states because 

the scenario did not align with their beliefs that NSSI is a predominantly female behaviour, or 

that males do not (or should not) engage in NSSI behaviours.  

This might also explain the slight differences in negative affect, wherein scenarios 

depicting males elicited higher levels of negative affect than scenarios depicting females. 

However, this difference was minimal and not statistically significant; in fact, the only effect 
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observed for negative affect was that baseline negative affect was a significant covariate. Thus, it 

could be that participants’ negative mood states were more stable than their positive mood states 

and were therefore not as easily influenced by information contradicting their underlying beliefs.   

Sympathy and pity. Interestingly, when examining participants’ reactions of sympathy, 

no significant patterns emerged. This is somewhat surprising, given research suggesting that 

scenarios depicting uncontrollable causes elicit more sympathy than scenarios depicting 

controllable causes (Corrigan et al., 2002, 2003; Menec & Perry, 1998). Further, some research 

suggests that female hospital staff report higher levels of sympathy towards patients who engage 

in DSH than male hospital staff (Mackay & Barrowclough, 2005).  

One possible interpretation of this finding is that the scenarios presented were not 

emotionally laden enough to produce changes in participants’ sympathy. By definition, sympathy 

refers to the expression of sorrow towards another person’s hardships or suffering (Clark, 2010; 

Eisenberg, 2000; Gerdes, 2011). Arguably, if more information about a person’s suffering is 

available, reactions of sympathy may be more easily accessible. It is possible then, that the 

scenarios used in the current study lacked sufficient information to yield sympathetic responses. 

Indeed, some researchers have highlighted that stronger reactions may occur if more detailed 

descriptions of stigmatized individuals are provided (Menec & Perry, 1998) and that while useful 

research tools, hypothetical scenarios are not comparable to personal encounters, where 

additional contextual information is available (Mackay & Barrowclough, 2005).  

Moreover, given the low overall ratings of perceived NSSI knowledge, participants’ lack 

of accurate information about NSSI may have also played a role in their reactions of sympathy. 

NSSI is sometimes viewed negatively by laypersons, and self-injury is commonly viewed as 

manipulative, attention-seeking, or as a teen “fad” (Klonsky et al., 2014; Lewis et al., 2014). 
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Because of this, when presented with brief scenarios about NSSI, more helpful or positive 

emotional reactions, such as sympathy, may not be as readily available as less helpful or negative 

emotional reactions. Thus, the nature of participants’ reactions may hinge more on the issue 

presented (i.e., NSSI), rather than the varying causes or genders.   

Not surprisingly then, participants’ reactions of pity, possibly a less helpful emotional 

reaction, appeared to be susceptible to a number of factors. A three-way interaction emerged, 

indicating the highest levels of pity among female participants who read a scenario depicting a 

female engaging in self-injury, due to an uncontrollable cause. These findings provide some 

preliminary insight to the perhaps nuanced nature of pity as an emotional reaction towards 

someone who self-injures.    

Early research on the AAA Model of Helping has often conflated reactions of sympathy 

and pity; in fact, the terms have sometimes been used interchangeably (e.g., Weiner, 2006). 

While this may have been culturally suitable at one point in time, it is possible that currently, 

sympathy and pity may best be understood as two distinct emotional reactions. Indeed, Gerdes 

(2011) points to a shift in the modern understanding of pity; once used in reference to heroic 

innocent victims, pity is now viewed as “decidedly negative, even insulting,” with “most people 

experiencing difficulty, even if they wish to be helped, loath to be pitied” (p. 231). Thus, one 

possible interpretation of the three-way interaction is that when exposed to a person who self-

injures as a result of child abuse, the particularly distressing nature of the content elicits a 

negative emotional reaction. How this emotional reaction manifests, however, might be gender-

dependent; females may pity the target individual, whereas males may become angry towards the 

target individual (to be discussed in the next section).  
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In the current study, female participants who read a scenario depicting a female engaging 

in self-injury due to child abuse reported the highest levels of pity. This finding is somewhat 

comparable to research indicating that females report more pity towards individuals who engage 

in DSH than males, regardless of scenario gender or controllability of cause (Mackay & 

Barrowclough, 2005). Further, females may be more likely to identify with pity, as some 

research has demonstrated they experience more self-pity than males (Stöber, 2003). Thus, that 

the specific cause was distressing (i.e., self-injury caused by child abuse) likely elicited negative 

emotional reactions among participants. For female participants, these reactions manifested via 

pity, a response more aligned with traditional gender roles of female emotional expression (e.g., 

Plant, Hyde, Keltner, Devine, 2000; Stöber, 2003).  

Lastly, it is possible that this experience interacted with the scenario gender to yield 

higher levels of pity towards females; it could be that females’ reactions of pity were impacted 

by their relatedness towards the person, via a shared gender identity. For example, researchers 

examining the disclosure process have found that in a dyadic context, discussions about self-

disclosures vary based on the gender of both individuals: female listeners may be more attuned 

to female partners, rather than male partners (Leaper, Carson, Baker, Holliday, & Myers, 1995). 

Thus, it is possible that gender-based social roles contributed to this process in that female 

participants felt more connected to the female scenarios, especially in terms of their reactions of 

pity.  

Taken together, when females can relate to another person who is self-injuring, at least in 

terms of sharing a gender identity, and that person’s self-injury is caused by child abuse, they 

experience a negative reaction, which manifests according to gender-specific patterns of 

emotional expression. However, an important caveat to consider is that given the interchangeable 
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use of pity and sympathy within the literature, it is conceivable that participants may have 

difficulty delineating these emotional constructs. It is therefore possible that their reports of 

sympathy or pity in the current study may have been impacted by other factors, such as their 

emotional awareness or their level of familiarity with these emotional constructs. This might 

explain the unique pattern of results for both sympathy and pity and underscore that, at this stage, 

interpretations of these results are tentative at best.  

Anger and disgust. A significant two-way interaction was observed for participants’ 

reactions of anger; within the uncontrollable cause of NSSI condition, males reported 

significantly higher levels of anger than females, regardless of the scenario gender. Research 

examining gender differences in the AAA Model of Helping has consistently identified that 

males often endorse greater irritation, frustration, and anger than females (e.g., George, Carroll, 

Kersnick, & Calderon, 1995; Law et al., 2009; for a review, see Saunders et al., 2012); thus, not 

surprisingly, in the current study, ratings of anger among males were consistently higher than 

ratings of anger among females. However, the AAA Model of Helping also postulates that 

reactions of anger are more pronounced when the need for help is attributed to controllable, 

rather than uncontrollable causes and this has been observed in studies examining reactions of 

anger towards DSH (e.g., Mackay & Barrowclough, 2005; Saunders et al., 2012). As discussed 

in the previous section, it is possible that a similar process that occurred for female participants’ 

reactions of pity may have occurred for male participants’ reactions of anger.  

Specifically, in the current study, the particularly distressing nature of the content in the 

uncontrollable cause scenario (i.e., self-injury caused by child abuse) may have elicited gender-

specific negative emotional reactions. Traditional gender roles suggest that males more often 

express emotions like anger and frustration (e.g., Plant et al., 2000). Therefore, while female 
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participants expressed pity in response to a person self-injuring because of child abuse, males 

instead expressed anger. In line with this, there was a main effect of participant gender for 

reactions of disgust, such that males’ ratings of disgust were significantly higher than females, 

further reinforcing the notion that the scenarios in the current study may have elicited negative 

emotional reactions, and these reactions were congruent with traditional gender roles of 

emotional expression.  

Lastly, that no other effects were observed for disgust may reflect the same issues 

discussed for participants’ reactions of sympathy. It is possible that the scenarios were lacking 

sufficient information to elicit differentiated reactions of disgust among participants. In 

particular, researchers have identified underlying biological mechanisms for the feeling of 

disgust; disgust is a universal emotion, and its expression is often in response to a threat of 

contamination, which can be physical (e.g., an illness) or moral (e.g., an unpalatable idea; 

Cottrell & Neuberg, 2005, Lierberman et al., 2012). Indeed, some research highlights that 

stigmatized groups with greater perceived threats of contamination (e.g., homosexual men) elicit 

greater feelings of disgust than stigmatized groups with lower perceived threats of contamination 

(e.g., Native Americans; Cottrell & Neuberg, 2005). As previously mentioned, the scenarios 

employed in the current study were brief and thus did not include information that could be 

interpreted as a threat of contamination. As a result, it is perhaps unlikely that variability would 

occur in participants’ reactions of disgust as a result of the different underlying causes self-

injury.  

H2 & H4: Helping Intentions and Gender 

A second goal of Study 2 was to examine, within an experimental design, how 

participants’ helping intentions might vary as a function of controllability of NSSI cause, 
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scenario gender, and participant gender. Results revealed both scenario gender and participant 

gender as salient variables to consider when examining helping intentions. Specifically, a trend 

towards a two-way interaction between scenario gender and participant gender emerged, wherein 

the highest helping intentions were among female participants in scenarios depicting females 

(regardless of controllability of NSSI cause).  

This finding is somewhat similar to research examining predictors of helping intentions 

toward people with various mental illnesses. In particular, one study interviewed 6,019 

Australians above age 15 who were randomly assigned to one of six mental illness vignettes 

(e.g., PTSD, schizophrenia, depression with suicidal thoughts, etc.); none of which included 

NSSI behaviours (Rossetto et al., 2014). Results indicated that being a female respondent was 

the most consistent predictor of helping intentions, as it was significant among four of the six 

scenarios. A study employing a similar design with another large sample in Australia (N = 3,998) 

had comparable results; female participants were more likely to endorse helpful responding, 

when compared to male participants (Jorm, Blewitt, Griffiths, Kitchener, & Parslow, 2005). 

Interestingly, both these studies randomly assigned participants to either a male or female 

vignette, but did not include vignette gender as a predictor variable.  

However, results from a related study suggest that males struggling with a mental illness 

might be less likely to receive helpful responses from others. In particular, among Australian 

youth (12-25 years), if the person needing help was male, participants were less likely to suggest 

professional help and were more likely to discuss the mental illness in a firm way, with emphasis 

being placed on “getting their act together” (Yap, Wright, & Jorm, 2011, p. 126). The 

researchers made comparisons between their results and social norms of traditional masculinity, 
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such that a social expectation is placed on males to either minimize the severity of their 

emotional problems or to solve them independently.  

Indeed, some researchers have identified that gender-biased perceptions about helping 

influence how practitioners respond to males seeking help for emotional problems; generally, 

males receive more somatic diagnoses whereas females receive more psychological diagnoses 

(Möller-Leimkühler, 2002; Stoppe, Sandholzer, Huppertz, Duwe, & Staedt, 1999). Accordingly, 

it is possible that social norms around gender roles, and not different causes of the NSSI 

behaviours, were the more salient factors in contributing to participants’ helping intentions. That 

the highest helping intentions were among females in the female scenario is likely reflective of 

traditional gender roles: females are more likely to report helping others and males are less likely 

to receive help from others.  

H4: Indirect Effects 

Another main goal of Study 2 was to test the AAA Model of Helping by examining how 

the emotional reactions of sympathy, pity, anger, and disgust might influence the relationship 

between participants’ attributions of controllability of NSSI cause and helping intentions. The 

results revealed partial support for the model, with the indirect effect, via sympathy as a 

mediator, significantly different than zero. Further, the pathway between attributions of 

controllability of NSSI cause and anger was also significantly different than zero. The overall 

model is discussed below.  

Sympathy and pity. Of the four emotional reactions, sympathy was the only one to 

emerge as a significant mediator between participants’ attributions of controllability of NSSI 

cause and their helping intentions. As participants’ ratings of controllability of NSSI cause 

decreased, their reactions of sympathy significantly increased. Higher reactions of sympathy, in 
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turn, significantly predicted higher helping intentions. This pattern is consistent with myriad 

studies showing that positive emotional reactions, such as sympathy, are elicited by lower 

attributions of controllability and lead to higher helping intentions or behaviours (e.g., Corrigan 

et al., 2003; Law et al., 2009; Meyer & Mulherin, 1980; Saunders et al., 2012; Weiner, 1980a, 

1980b).    

Conversely, the emotional reaction of pity did not play much of a role in the model, with 

no significant pathways observed. It is important to note that research examining the AAA 

Model of Helping appears to be inconsistent in the identification and measurement of positive, or 

helpful emotional reactions. In many cases, both sympathy and pity are measured, but construed 

as representing one construct (e.g., Corrigan et al., 2003; Meyer & Mulherin, 1980; Weiner, 

1980a, 1980b); in some cases, pity is the only construct measured (e.g., Menec & Perry, 1998; 

Schwarzer & Weiner, 1991), and in others, sympathy is the sole construct measured (e.g., Law et 

al., 2009). In fact, among research examining the AAA Model of Helping, rarely are sympathy 

and pity identified or discussed as conceptually distinct. However, the pathway results from the 

current study highlight that, at least for NSSI, sympathy and pity may be differentially affected 

by attributions and may represent differentiated emotional reactions.  

With respect to sympathy, as previously noted, it can best be understood as a state of 

concern for another person, with emphasis placed externally, such that reactions of sympathy are 

oriented primarily towards the person in need (Clark, 2010; Eisenberg, 2000; Gerdes, 2011). 

Though there are different views on the antecedents of sympathetic reactions, some researchers 

argue that because of its “other-oriented” nature, sympathetic responses occur as a result of 

cognitive processing, such as perspective-taking or decoding information according to 

underlying cognitive schemas (Eisenberg, 2000; Gerdes, 2011). Because of this, reactions of 
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sympathy are conceivably affected by different causal attributions, as the AAA Model of 

Helping proposes and has verified within a number of different contexts (e.g., Law et al., 2009; 

Saunders et al., 2012). Results from the current study support this; for NSSI behaviours, the less 

controllable participants attributed the cause, the greater their reactions of sympathy towards the 

person in the scenario.  

In terms of helping intentions, sympathy has consistently been identified as a “moral” 

emotional reaction that often evokes prosocial, or altruistic, responding (e.g., Eisenberg, 2000; 

Gerdes, 2011; Weiner, 2006). The current study demonstrated that indeed, for NSSI, sympathetic 

reactions can increase one’s willingness to help. Although the positive relation between 

sympathy and prosocial behaviours is quite clear (for a review, see Eisenberg, 2000), there is 

widespread debate regarding the nature of sympathetic motivations. For example, some argue 

that behavioural reactions to sympathy occur as a result of true altruism (e.g., pure concern for 

the other’s well-being; e.g., Batson, 1997), whereas others argue that they result from egotism 

(e.g., a need to alleviate personal distress; e.g., Cialdinni, Brown, Lewis, Luce, & Neuberg, 

1997). Indeed, for the current study, the underlying mechanisms for this relationship are still 

unclear and likely require further inquiry. Regardless, however, these results are perhaps hopeful 

for individuals who self-injure. Specifically, participants’ thinking (or attributions) about self-

injury were significantly related to their reactions of sympathy towards the person engaging in 

NSSI behaviours. These reactions of sympathy, in turn, increased helping intentions. It is 

possible then, that targeting attributions, so that NSSI may be framed as being caused by less 

controllable means might serve to enhance sympathetic reactions and as a result, promote more 

helpful responding.  
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With respect to pity, the lack of significant findings might be a result of the modern 

understanding and usage of the term, as discussed in previous sections. In particular, Gerdes 

(2011) notes that the conventional understanding of pity has shifted from positive (i.e., innocent 

victim) to negative (e.g., condescending). At this time, when the reaction of pity is expressed, it 

is often in reference to feelings of contempt, with individuals who are pitied sometimes 

perceived as pathetic (Geller, 2006; Gerdes, 2011).  

Moreover, this emotional reaction has been identified as unhelpful in clinical contexts, 

such as psychotherapy or social work (Geller, 2006; Gerdes, 2011). Not surprisingly then, 

though not significant, the pathway from pity to helping intentions was negative. Thus, the 

minimal role of pity in the model might be a result of the combined cultural shift in the usage 

and understanding of the term, as well as the stigmatizing nature of NSSI. Because pity is often 

associated with feelings of contempt and because individuals who self-injure are sometimes 

viewed as manipulative and attention-seeking (e.g., Klonsky et al., 2014; Lewis et al., 2014), the 

emotional reaction of pity may not be affected by causal attributions, but instead may reflect 

one’s underlying beliefs about NSSI; and, because of this, reactions of pity do not influence or 

increase helping intentions.   

Anger and disgust. The finding that ratings of controllability of NSSI cause were related 

to anger, but that anger was not related to helping intentions is somewhat consistent with similar 

research in this domain. In one study examining the model among nine stigmatized conditions, 

the more controllable the cause of the stigma, the more anger reported by participants (Menec & 

Perry, 1998). However, reactions of anger were negatively related to helping intentions for only 

three conditions whereas reactions of pity (reactions of sympathy were not examined) were 

positively related to helping intentions for all nine conditions. The researchers concluded that 
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anger played a relatively minor role in predicting helping intentions and instead, proposed that 

pity may be the more important reaction when attempting to explain the relationship between 

causal attributions and helping intentions for stigmatized conditions (Menec & Perry, 1998).  

Further, that the pathway from anger to helping intentions was not significant may be 

related to the underlying function of the emotional reaction. Specifically, some researchers argue 

that the feeling of anger serves the function of identifying an immediate threat and responding 

accordingly, either via action or avoidance (Hutcherson & Gross, 2011). If a situation is 

interpreted as threatening to one’s self, anger prompts immediate behavioural activation or 

avoidance as a response to the threat. Indeed, these researchers found that anger responses were 

highest in situations where the participant was portrayed as a victim, rather than other individuals 

being portrayed as the victim (Hutcherson & Gross, 2011). They concluded that because anger is 

concerned primarily with immediate threat, its association with action or avoidance tendencies 

occurs mostly in circumstances where the person experiencing the anger is threatened. In effect, 

in the case of schizophrenia, some researchers have identified that helping intentions are less 

likely when the perceived dangerousness of the person needing help is high (Corrigan et al., 

2003). Thus, for NSSI, while causal attributions influenced participants’ reactions of anger, their 

reactions of anger were not significantly related to helping intentions likely because either an 

action or avoidance response would not serve to alleviate any threat.  

With respect to disgust, similar to pity, neither of the two pathways were significant. The 

finding that attributions of controllability of cause significantly predicted reactions of anger, but 

not disgust, potentially highlights the subtle differences between these two emotional reactions. 

For example, some researchers have demonstrated that anger is more likely to result from 

cognitions that may be less stable or inaccurate, such as misunderstandings, individually held 
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attitudes, or attributions (Hutcherson & Gross, 2011). Feelings of disgust, however, are proposed 

to be a result of more long-lasting judgments or beliefs, likely making them less affected by 

causal attributions (Cottrell & Neuberg, 2005; Hutcherson & Gross, 2011; Lieberman et al., 

2012).  

Additionally, the fact that the pathway from disgust to helping intentions was not 

significant is perhaps encouraging. Researchers have noted that interpersonally, disgust may 

represent the social application of an emotion rooted in biological mechanisms (Hutcherson & 

Gross, 2011; Lieberman et al., 2012). Often, disease, or biological threat, can elicit feelings of 

disgust. These feelings result in a “lasting reluctance to come into contact with something 

disgusting” (p. 721), for fear of contamination or death (Hutcherson & Gross, 2011). Because of 

this, when reactions of disgust are experienced socially, they may lead to long-term avoidance. 

In fact, some researchers argue that, within a social context, reactions of disgust may be more 

harmful than reactions of anger; whereas anger prompts responses that address immediate threat, 

disgust prompts responses that serve to minimize one’s risk of exposure to contamination over 

time (Cottrell & Neuberg, 2005; Hutcherson & Gross, 2011; Lieberman et al., 2012). Thus, this 

response can manifest via long-term avoidance, social isolation, and in some cases 

discriminatory behaviours or ostracism.  

Lastly, the role of baseline positive affect warrants attention in this section. In particular, 

baseline positive affect was included in the pathway analyses as a covariate because of its 

influence on helping intentions. Interestingly, however, it was also significantly and positively 

related to reactions of anger and disgust. It is possible then, that reactions of anger and disgust 

are amplified if someone is in a heightened positive mood state. It could be that exposure to a 
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person who is self-injuring elicited greater disruptions in participants’ positive mood states and 

therefore more pronounced emotional reactions of anger and disgust.  

Empathy. Given the pattern of results, the role of empathy is noteworthy and 

necessitates discussion. Though there are nuanced differences in how theorists view empathy, 

broadly, it can be described as one’s “ability to perceive and feel the world from the subjective 

experience of another person” (Misch & Peloquin, 2005, p. 42). Thus, it can be distinguished 

from sympathy in that it represents a state of affective sharing; sympathy represents a “feeling 

for the other,” whereas empathy represents a “feeling with the other” (Eisenberg, 2000; Gerdes, 

2011; Misch & Peloquin, 2005; Singer & Lamm, 2009).  

A vast body of research exists on the prosocial nature of empathy and how both state-

empathy (situational or induced) and trait-empathy (dispositional) are positively related to 

helping intentions and behaviours for others in need (e.g., Batson, Duncan, Ackerman, Buckley, 

& Birch, 1981; Betancourt, 1990; Davis, 1983; Eisenberg, 2000; Eisenberg & Miller, 1987; 

Gerdes, 2011; Jolliffe & Farrington, 2006; Singer & Lamm, 2009). Because it includes affective 

sharing, those with a greater capacity for empathy may connect more easily with the distress of a 

person in need; this process, in turn, may facilitate more effective or helpful responding. Not 

surprisingly then, among participants in the current study, the pathway from trait-empathy to 

helping intentions was significant and positive.  

With respect to the AAA Model of Helping, in light of the robust relation between 

empathy and helping, some researchers have proposed competing theories. For example, Coke, 

Batson, and McDavis (1978) demonstrated that participants prompted to take an empathic set 

(i.e., the perspective of the person in need) experienced greater feelings of sympathy and greater 

helping intentions than participants instructed to take an objective set. They concluded that a 
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person’s empathic set, rather than causal attributions, elicits emotional reactions (i.e., sympathy) 

which, in turn, predict helping behaviours (Coke et al., 1978).  

In response to this, Betancourt (1990) offered a framework that integrates the role of 

empathy within the AAA Model of Helping. Specifically, Betancourt (1990) demonstrated that 

among a variety of helping scenarios, participants who were induced to take an empathic set 

rated the causes of need as being less controllable than participants who approached the 

scenarios from a nonempathic set. From this work, Betancourt (1990) concluded that attributions 

and empathy operate additively to influence emotional reactions and subsequent helping 

intentions. It is possible then that this process occurred for participants in the current study; 

individuals with higher levels of trait-empathy likely approached the scenarios with more of an 

empathic set. This empathic set, in turn, may have operated alongside causal attributions of 

controllability to enhance their willingness to help.  

Another set of interesting findings in this domain is that participants’ trait-empathy was 

significantly related to all four emotional reactions; higher levels of empathy were related to 

higher reactions of sympathy and pity, but lower reactions of anger and disgust. This pattern of 

results is somewhat understandable within Eisenberg’s (2000) framework. In particular, 

Eisenberg (2000) proposed that in certain circumstances, heightened empathy might in fact 

precede more specific emotional reactions towards others. While “pure” empathy is experienced 

internally, an empathetic response can, via further cognitive processing, evolve into other-

oriented reactions, such as sympathy. Interestingly, in Betancourt’s (1990) work, those 

participants who were instructed to take an empathic set reported significantly higher reactions 

of sympathy, when compared to participants instructed to be objective. Thus, among participants 

in Study 2, it is possible that the greater their dispositional capacity to attune to other’s emotional 
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experiences, the greater their reactions of sympathy and pity and the lower their reactions of 

anger and disgust.  

Taken together, although the current study partially supports the use of the AAA Model 

of Helping for NSSI in that attributions of controllability and sympathetic reactions are important 

factors in how people respond to self-injury, the role of empathy should not be overlooked 

among these processes. It is likely that participants with higher levels of dispositional empathy 

adopted an empathic set towards the person engaging in NSSI behaviours, which elicited less 

controllable causal attributions, stronger reactions of sympathy and pity, and weaker reactions of 

anger and disgust. These factors may have combined to enhance the helping intentions among 

highly empathetic respondents.  

Implications 

 Given the high prevalence rates of NSSI in community samples (see Swannell et al., 

2014), coupled with widespread misunderstanding about NSSI (Lewis et al., 2014), it is plausible 

that individuals with very little knowledge about or experience with NSSI may find themselves 

in situations in which they need to respond to someone who has self-injured – perhaps scenarios 

akin to those depicted in this study. If so, the present findings may have importance for a number 

of reasons. 

 First, that the gender of the participant and the individual in the scenario emerged as 

meaningful variables in many of the analyses suggests that biases around traditional gender roles 

may factor into an individual’s emotional or behavioural response to NSSI. In some ways, this 

may relate to the common misperception that NSSI is a predominantly female behaviour (e.g., 

Klonsky et al., 2014). Thus, important to consider in the development of efforts to improve 

responses to self-injury is the role of gender. For example, providing information to the public 
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that debunks the myth that NSSI seldom occurs for males may foster more sympathetic and 

helpful responses towards males who self-injure. Additionally, for individuals working more 

closely with those who self-injure (e.g., parents, clinicians), reflecting on their gender identity 

and how it impacts their understanding of NSSI and their interactions with those who self-injure 

may be useful.  

 Next, results from the tests of direct and indirect effects highlight that reframing how 

people think about the controllability of NSSI cause may be an important starting point of 

intervention. Because NSSI involves self-inflicted damage to the body (International Society for 

the Study of Self-injury, 2017; Nock & Favazza, 2009), it is reasonable that laypersons may 

perceive it as voluntary and controllable. However, findings from the current study indicate that 

perceiving NSSI in this way may impede one’s capacity to feel sympathetic or to respond in a 

helpful manner. Therefore, knowledge dissemination efforts should aim to better contextualize 

NSSI, so that people may learn that many individuals who self-injure often find the behaviour 

difficult to control. Further, given the role of sympathy, efforts should be geared towards 

enhancing positive emotional reactions towards individuals who self-injure, rather than 

decreasing negative emotional reactions. Possibly, this could be accomplished via the 

presentation of accurate portrayals of NSSI, ones that capture the nature or intensity of an 

individual’s distress, as well as the lived experience that NSSI is a coping mechanism that can 

sometimes feel uncontrollable. This could be done a number of ways, such as storytelling via 

news pieces, films, or interviews. Follow-up research that determines how these depictions affect 

the AAA Model of Helping variables can further contribute to the development of a theoretically 

grounded intervention.  
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Lastly, findings from Study 2 also have potential implications for those who self-injure. 

Given the low rates of disclosure and the general reticence to seek help among those who self-

injure (Armiento et al., 2014; Pietrusza et al., 2011; Rowe et al., 2014; Whitlock et al., 2006), 

information could be provided outlining factors to consider prior to disclosing NSSI or before 

seeking help for NSSI. For example, resources could be developed for individuals who self-

injure that identify ways to help others to understand NSSI. Such resources should target some of 

the areas in which others (who do not self-injure) may have difficulty comprehending, such as 

reasons for NSSI and the view that NSSI can be difficult to just stop and control. Further, given 

the role of dispositional empathy, these guidelines could also encourage individuals to first seek 

out support from others who embody empathetic traits (e.g., strong listening skills, 

nonjudgmental reactions). Sharing this information online may be a prosperous outreach 

initiative, as the Internet has often been identified as a source of support for individuals who self-

injure (Lewis, Heath, Michal, & Duggan, 2012; Lewis & Seko, 2015).   

Limitations and Future Directions 

While some of the limitations discussed in Study 1 also apply here (self-report 

methodology, helping intentions versus behaviours, MTurk sample), a few limitations specific to 

Study 2 are noteworthy. First, based on the pattern of results, it appears that the manipulation of 

controllability of NSSI cause had less of an influence on the dependent variables than 

anticipated. Although results from Study 1 provided justification for using having a bad day and 

child abuse as two opposing causes of NSSI, it is possible that the scenarios lacked adequate 

information to yield a successful manipulation. This parallels research examining the AAA 

Model of Helping for DSH among hospital staff; researchers from this study failed to 

demonstrate strong effects of their manipulation and concluded that “clearly, a hypothetical 
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manipulation lacks fidelity relative to a personal encounter” (Mackay and Barrowclough, 2005, 

pp. 263-264). As mentioned in Study 1, future work might benefit from adding information to 

the scenarios, so that they may better capture the context of NSSI experiences. Additionally, 

broadening the number of causes of NSSI presented, alongside the gender variables, may be an 

important initiative. That is, given the role of both scenario and participant gender in the 

analyses, participants’ interpretations of the controllability of NSSI cause in the two scenarios 

may have been affected by the gender variables.  

Furthermore, research examining the role of gender ought to recognize the limitations 

associated with conceptualizing gender as a binary construct. Although participants in the current 

study were given a third gender option (i.e., “Other”), this option was rarely endorsed, 

suggesting that the data collection methods may have limited access to participants who identify 

with an “other” gender category. To remedy this, future work should consider more 

representative conceptualizations of gender (e.g., on a continuum, rather than a binary) and a 

more thorough exploration into the experiences of those who identify as transgender, a 

community that has historically been overlooked, underrepresented, and misunderstood within 

the context of research (Vincent, 2018). This is especially important in the area of NSSI, as there 

is some evidence indicating that prevalence rates of NSSI may be higher and that perceived 

social support may be lower among the transgender community (e.g., Claes et al., 2015). 

Because this minority group may be at greater risk for both NSSI behaviours and stigmatization, 

understanding and addressing barriers to effective helping that are unique to this population will 

be an important future initiative.   

Next, a number of the analyses included single-item measures. The use of single-item 

measures has generated conflicting responses from researchers in the social sciences (e.g., 
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Eisinga, Grotenhuis, & Pelzer, 2007; Emons, Sijtsma, & Meijer, 2007; Ginns & Barrie, 2004; 

Wanous, Reiches, & Hudy, 1997). In some cases, a single-item measure is viewed as an 

oversimplification, failing to accurately capture a latent variable (e.g., Emons et al., 2007). In 

others, it is viewed as useful for capturing more narrow constructs in an efficient manner (e.g., 

Ginns & Barrie, 2004; Wanous et al., 1997). Because of this, the results should be interpreted in 

light of the use of single-item measures.  

In particular, much of the discussion revolved around semantic distinctions between 

certain constructs (e.g., sympathy versus pity; anger versus disgust) and how the results may be 

interpreted according to underlying research and theory that presents these constructs as 

representing differentiated experiences. Although the pattern of correlations suggests that 

participants distinguished among constructs, whether their responses align with the proposed 

interpretations remains unclear. Simply put, whether participants responded to the measures in a 

way that accurately captures the constructs is unclear and somewhat limited by the single-item 

measurement. Future work might benefit from accurately conceptualizing and defining 

constructs and including comprehensive measures of the variables studied. Asking participants to 

report their understanding of these constructs (for example, to define empathy and pity) may also 

help to differentiate among the various emotional experiences. Taken together, examining more 

thoroughly how participants interpret the constructs (for example, via open-ended responses or 

interviews) may allow for a broader understanding of their cognitive, emotional, and behavioural 

responses to NSSI. This, in turn, may provide a stronger foundation to the underlying AAA 

Model of Helping theoretical framework for NSSI.   

Despite these limitations, however, results from Study 2 further support the conclusion 

from Study 1 that providing the general public with quality information about NSSI may foster 
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better responding to individuals who self-injure, especially with respect to their reactions of 

sympathy and helping intentions. Thus, the main goal of Study 3 was to examine this more 

systematically, by observing how participants’ cognitive, emotional, and behavioural responses 

differed if they were first exposed to accurate information about NSSI.   

Method: Study 3 

Participants 

Participants were recruited from Amazon’s MTurk. A total of 280 individuals (164 who 

identified as females, 115 who identified as males, 1 who identified as other) ranging in age from 

18 to 75 years (M = 37.54, SD = 12.62) consented to take part in the study and subsequently 

completed a validated online questionnaire. For the current study, access on MTurk was limited 

to participants in the United States, therefore, all but one participant reported residing in the 

United States; the other participant reported residing in Colombia. When asked to self-report 

their ethnicity, most participants reported White/Caucasian (n = 222), followed by Asian (n = 

15), Hispanic (n = 15), African American (n = 12), Mixed/Other (n = 9), and Native American (n 

= 7). With respect to education level, the majority of participants reported having a 

college/university degree (n = 119), followed by some college/university education (n = 92), 

post-graduate training (n = 42), a high school diploma (n = 25), and some high school (n = 2). 

An independent samples t-test revealed that overall, female participants reported significantly 

higher levels of empathy (M = 76.53, SD = 10.36), compared to male participants (M = 68.02, 

SD = 8.91), t(207) = 6.21, p = .000, Cohen’s d = 0.87. 

Measures 

 Independent variables. Given that the independent variables of interest for the current 

study were 2(Controllability of NSSI Cause) x 2(NSSI Information), participants were randomly 
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assigned to one of two scenarios and one of two NSSI information conditions. This yielded a 

total of four conditions:  

1. Controllable Cause x NSSI Information  

2. Uncontrollable Cause x NSSI Information 

3. Controllable Cause x Filler Task 

4. Uncontrollable Cause x Filler Task 

The specific scenarios, manipulation check, NSSI information tasks, and follow-up questions are 

described below. 

Scenarios. Two scenarios (adapted from Law et al., 2009) were used in the current study. 

Based on the results in Study 1, the scenarios depicting the cause of NSSI as having a bad day 

(controllable cause) and child abuse (uncontrollable cause) were administered (Appendix B). 

Gender-neutral pronouns (e.g., their) were used. As a result, the scenarios were preceded by: 

“Somebody exhibits self-injurious behaviours. This person cuts their arm with a sharp 

instrument, which results in some scarring. This person’s self-injury is caused by…” 

Manipulation check. To ensure that the controllability of NSSI cause manipulation was 

appropriate and to measure participants’ attributions of controllability of NSSI cause, the same 

item used in Study 1 and Study 2 was administered (The Causal Dimension Scale; Russell, 

1982).  

 NSSI information. In order to manipulate NSSI information, half of the participants were 

randomly assigned to read an information sheet about NSSI (Appendix N) and the other half 

were randomly assigned to read a filler task (Appendix O). The NSSI information sheet was 

initially developed by experts in the NSSI field and thus contained research-informed material 

offering general information and facts concerning NSSI. An additional purpose of the guide 
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includes educating a variety of stakeholders (e.g., friends, professionals, families) regarding the 

nature of NSSI and various misconceptions. Thus, it is intended for individuals who have very 

little prior knowledge about self-injury.  

 The other half of participants were assigned a filler task. They were asked to read an 

information sheet about a historical figure. The information was retrieved from Wikipedia and 

the layout was adapted to parallel that of the NSSI information sheet. It was also of a similar 

word count to the NSSI information sheet. It was chosen because of its irrelevance to the field of 

mental health and self-injury and because of its neutral tone.  

 Follow-up questions. To ensure that participants read the information page they were 

assigned, they were asked to answer five follow-up questions (Appendix P). These questions 

were created by the principal investigators and were not intended to be challenging. Rather, the 

difficulty level was low and the correct answers were located within the corresponding text. Each 

participant was assigned a score (ranging from 0 to 5) and group comparison tests were 

conducted prior to the main analyses.  

Test variables.  

Affect. The brief version of the Positive and Negative Affect Scale (PANAS) was 

administered following the presentation of the scenario (Appendix C). Again, participants were 

prompted to indicate how they were feeling “right now, that is, at the present moment, after 

reading and in response to the previous scenario.” Analyses revealed strong reliability, with the 

positive affect internal consistency coefficient at .89 and the negative affect internal consistency 

coefficient at .91.  Emotional reactions. Similar to Study 2, participants were asked to rate 

their emotional reactions of sympathy, pity, anger, and disgust towards the person in the 

scenario. The same items used in Study 2 were administered.  
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Helping intentions. The same 7-item scale used in Study 1 and Study 2 was also 

administered in Study 3 (adapted from Schwarzer & Weiner, 1991, Appendix D). Scores were 

averaged to determine an overall helping intentions score for each participant. Analyses revealed 

strong reliability, with the internal consistency coefficient at .93.  

 Control variables. Given the nature of the research, additional measures were included 

to assess for various control variables. These variables and measures are discussed below.     

Demographic characteristics. To determine demographic information, participants were 

asked to identify their year and month of birth, gender, ethnicity, and current education level 

(Appendix E). 

Baseline affect. To assess participants’ baseline affect, the brief version of the PANAS 

was administered immediately following the demographic questionnaire and prior to the 

presentation of the NSSI information sheet or filler task. Items were identical to the previously 

mentioned PANAS; however, instructions varied to take into account the time of administration. 

Participants were asked to respond to the questionnaire based on how they were feeling “right 

now, that is, at the present moment” (Appendix C). Items were aggregated for each domain and 

participants were assigned two scores for the baseline affect: positive affect and negative affect. 

Analyses revealed strong reliability, with the baseline positive affect internal consistency 

coefficient at .92 and the baseline negative affect internal consistency coefficient at .95.  

NSSI history. To assess and exclude participants with a history of NSSI4, a brief 

screening item about NSSI history was included. Participants were asked to provide a yes or no 

                                                 
4Important to note is that one secondary finding from Study 2 was that participants with a 

history of NSSI reported significantly higher perceived NSSI knowledge than participants with no 

history of NSSI. Further, there was a trend towards significance for perceived NSSI knowledge in the 

ANCOVA analysis examining helping intentions. In light of these findings, because the intention of 

Study 3 was to examine the role of being exposed to novel information about NSSI in participants’ 

responses to the scenarios, analyses were limited to individuals with no history of self-injury. 
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response to the question: “Nonsuicidal self-injury (NSSI) refers to the deliberate and direct 

destruction of one’s body tissue without suicidal intent and not for modification purposes. Some 

forms of self-injury include cutting, hitting, burning, scratching, and bruising. Please indicate 

whether you have ever engaged in any form of self-injury.”  

Empathy. To control for participants’ trait-level empathy, the Basic Empathy Scale 

(BES; Jolliffe & Farrington, 2006) was administered (Appendix G). Scores on all 20 items were 

aggregated and participants were assigned a total empathy score. Internal consistency of the 

items was good (Cronbach’s α = .88). 

Procedure 

Participants were recruited via Amazon’s MTurk; interested individuals were instructed 

to read a letter of information (Appendix Q) followed by an informed consent form (Appendix 

R). These forms specified that the study was designed for individuals with no history of NSSI. 

All individuals who consented to participate completed the brief demographic questionnaire, the 

baseline administration of the PANAS, and the NSSI history item.  

From there, regardless of NSSI history, participants were randomly assigned to one of the 

two NSSI information conditions and either read the NSSI information sheet or the filler task. 

Following this, they completed the corresponding follow-up questions. Participants were then 

randomly assigned to one of the two controllability of NSSI cause scenarios. Immediately after 

reading the scenario, participants were asked to complete the measures of attribution of 

controllability of NSSI cause, affect, emotional reactions, and helping intentions for the specific 

scenario they were assigned. They were then asked to complete the BES and provided with a 

debriefing form as well as a list of resources to address any negative feelings or distress that may 

have been triggered by the study content (Appendix S).  
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Analytic Plan: Study 3 

 First, because having a history of NSSI was an exclusionary criteria of the sample, 

participants were assigned as either not reporting a history of NSSI or reporting a history of 

NSSI, based on their response to the screening item. Participants who reported a history of NSSI 

were excluded from all subsequent analyses. Demographic characteristics were examined among 

the final sample and a series of analyses (i.e., nonparametric chi-square tests and independent 

samples t-tests) were carried out to examine whether any significant differences existed between 

individuals reporting a history of NSSI and individuals reporting no history of NSSI on the 

following variables: gender, age, education status, and empathy.  

 Next, overall means and standard deviations for attributions of controllability of NSSI 

cause, positive affect, negative affect, the four emotional reactions, and helping intentions were 

computed. Means and standard deviations for these variables were then computed for the four 

conditions and collapsed across levels of the independent variables. Bivariate correlations among 

test variables were also reviewed. Prior to the main analyses, a manipulation check of 

controllability of NSSI cause was conducted and participants’ responses to the follow-up 

questions were examined.  

From here, main analyses were conducted to examine how the manipulated controllability 

of NSSI cause and NSSI information variables might affect participants’ ratings of attributions of 

NSSI cause, positive affect, negative affect, the four emotional reactions, and helping intentions. 

Specifically, a series of 2(Controllability of NSSI Cause) x 2(NSSI Information) analyses of 

covariances (ANCOVAs) were conducted with attributions of controllability of NSSI cause, 

positive affect, negative affect, the four emotional reactions, and helping intentions as the 
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dependent variables. The following variables were entered as covariates: age, gender, and 

empathy. For the affect analyses, baseline affect scores were also entered as covariates.  

Results: Study 3 

NSSI History and Final Sample 

As previously noted, the current study was designed to assess the experiences of 

individuals with no history of self-injury. Of the 280 participants, 77.9% (n = 218) reported no 

history of NSSI. As such, 22.1% (n = 62) of participants were excluded from all subsequent 

analyses. Nonparametric chi-square tests revealed no significant gender differences in NSSI 

history χ2(1) = 0.21, p = .649, with 24 males and 38 females reporting a history of NSSI. A series 

of independent samples t-tests were conducted and revealed that individuals reporting a history 

of NSSI were significantly younger (M = 32.56, SD = 9.53) than individuals who did not report a 

history of NSSI (M = 38.95, SD = 13.05), t(132.73) = 4.26, p  = .000, Cohen’s d = 0.52, but that 

there were no significant differences in reported education level between individuals reporting a 

history of NSSI (M = 3.55, SD = 0.84) and individuals reporting no history of NSSI (M = 3.64, 

SD = 0.88), t(278) = 0.75, p = .455. Lastly, there were no significant differences in levels of 

empathy between individuals reporting a history of NSSI (M = 71.11, SD = 11.55) and 

individuals reporting no history of NSSI (M = 72.97, SD = 10.61), t(267) = 1.17, p = .245. 

Thus, the final sample consisted of 218 participants (126 who identified as female, 91 

who identified as male, and 1 who identified as other), ranging in age from 18 to 75 years (M = 

38.95, SD = 13.05). The breakdown of self-reported ethnicity was as follows: White/Caucasian 

(n = 177), Hispanic (n = 13), Asian (n = 11), African American (n = 8), Native American (n = 5), 

and Mixed/Other (n = 4). With respect to education level, the majority of participants reported 

having a college/university degree (n = 93), followed by some college/university education (n = 
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68), post-graduate training (n = 35), a high school diploma (n = 21), and some high school (n = 

1).  

Descriptive Statistics and Manipulation Check 

  Participants were asked to rate their positive and negative affect twice: 1) prior to reading 

either the NSSI information sheet or filler task and, 2) immediately following the presentation of 

the scenario. Overall means and standard deviations for all test variables are reported in Table 

21.  

Table 21 

Overall Descriptive Statistics of Study 3 Test Variables 

 Mean (SD) 

 

Controllability of NSSI Cause 

 

3.84 (1.96) 

Baseline Positive Affect 30.06 (9.19) 

Condition Positive Affect 25.73 (9.02) 

Baseline Negative Affect 12.75 (5.37) 

Condition Negative Affect 14.46 (5.99) 

Sympathy 5.48 (2.01) 

Pity 5.49 (2.39) 

Anger 1.83 (1.55) 

Disgust 2.29 (2.10) 

Helping Intentions 6.51 (1.85) 

 
Note. Controllability of NSSI cause scores range from 1 (uncontrollable) to 7 (controllable), positive and negative 

affect scores range from 10 (low) to 50 (high), scores for specific emotional reactions range from 1(none at all) to 7 

(extreme), and helping intentions scores range from 1 (not at all) to 9 (a great deal).  

 

The overall mean for participants’ scores on the BES, which could range from 20 to 100, was 

72.98 (SD = 10.61). Tables 22 through 26 provide overviews of the means and standard 

deviations for all four conditions and collapsed across levels of the independent variables. 

Bivariate correlations among test variables can be reviewed in Table 27.   
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Table 22 

Study 3 Condition and Collapsed Means and Standard Deviations for Ratings of Controllability 

of NSSI Cause 

 
Controllable 

Cause 

Uncontrollable 

Cause 
Total 

NSSI Information 
3.63 

(1.60) 

3.29 

(1.85) 

3.45 

(1.74) 

Filler Task 
4.79 

(1.77) 

3.85 

(2.25) 

4.29 

(2.08) 

Total 
4.18 

(1.77) 

3.55 

(2.06) 
 

 

Note. Controllability of NSSI cause scores range from 1 (uncontrollable) to 7 (controllable).  
 

Table 23  

Study 3 Condition and Collapsed Means and Standard Deviations for Positive Affect 

 
Controllable 

Cause 

Uncontrollable 

Cause 
Total 

NSSI Information 
24.90 

(6.44) 

27.38 

(8.96) 

26.19 

(7.91) 

Filler Task 
25.98 

(10.06) 

25.23 

(10.00) 

25.60 

(9.98) 

Total 
25.40 

(8.29) 

26.40 

(9.47) 
 

Note. Positive affect scores range from 10 (low) to 50 (high).  
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Table 24  

 

Study 3 Condition and Collapsed Means and Standard Deviations for Negative Affect 

 

 
Controllable 

Cause 

Uncontrollable 

Cause 
Total 

NSSI Information 
15.68 

(7.50) 

14.56 

(5.41) 

15.11 

(6.51) 

Filler Task 
14.12 

(5.07) 

13.22 

(4.29) 

13.63 

(4.66) 

Total 
14.96 

(6.50) 

13.89 

(4.91) 
 

 

Note. Negative affect scores range from 10 (low) to 50 (high).  

 

Table 25  

Study 3 Condition and Collapsed Means for Emotional Reactions 

 

 Controllable Cause Uncontrollable Cause Total 

NSSI 

Information 

 

Sympathy 5.94 (1.89) 

 

Sympathy 5.64 (1.78) 

 

Sympathy 5.79 (1.84) 

Pity 5.46 (2.18) Pity 5.11 (2.16) Pity 5.28 (2.17) 

Anger 1.82 (1.56) Anger 1.62 (1.24) Anger 1.72 (1.40) 

Disgust 2.35 (2.27) 

 

Disgust 1.98 (1.84) 

 

Disgust 2.16 (2.06) 

 

Filler Task 

 

Sympathy 4.95 (2.09) 

 

Sympathy 5.25 (2.20) 

 

Sympathy 5.11 (2.14) 

Pity 5.67 (2.51) Pity 5.79 (2.71) Pity 5.73 (2.61) 

Anger 2.26 (1.97) Anger 1.69 (1.38) Anger 1.96 (1.70) 

Disgust 2.60 (2.38) 

 

Disgust 2.29 (1.93) 

 

Disgust 2.44 (2.15) 

 

Total 

 

Sympathy 5.49 (2.04) 

 

Sympathy 5.46 (1.99) 
 

Pity 5.56 (2.33) Pity 5.42 (2.44)  

Anger 2.03 (1.77) Anger 1.65 (1.30)  

Disgust 2.47 (2.31) 

 

Disgust 2.13 (1.88) 

 
 

Note. Scores for specific emotional reactions range from 1(none at all) to 7 (extreme).  
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Table 26  

 

Study 3 Condition and Collapsed Means and Standard Deviations for Helping Intentions 

 

 
Controllable 

Cause 

Uncontrollable 

Cause 
Total 

NSSI Information 
6.76 

(1.59) 

6.89 

(1.73) 

6.83 

(1.66) 

Filler Task 
6.13 

(1.87) 

6.31 

(2.09) 

6.23 

(1.98) 

Total 
6.46 

(1.75) 

6.62 

(1.92) 
 

 

Note. Helping intentions scores range from 1 (not at all) to 9 (a great deal). 
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Table 27 

Bivariate Correlations Among Test Variables for Study 3 

Variable 1 2 3 4 5 6 7 
 

(1) Controllability of NSSI Cause 
       

(2) Positive Affect  .040       

(3) Negative Affect -.038 -.045      

(4) Sympathy  .026  .007 -.157*     

(5) Pity -.028  .044 -.138*     .408**    

(6) Anger      .187**    .135*     .404** .028 .064   

(7) Disgust      .208**  .008     .359** .037 .095   .724**  

(8) Helping Intentions     -.256**     .232**    -.082  .157*     .191** -.177** -.273** 
        

* p < .05. ** p < .01. 
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To check the manipulation of controllability of NSSI cause, an independent samples t-test 

was conducted. Participants were asked to rate on a scale of 1(not at all) to 7(completely) the 

extent to which they perceived the cause of NSSI in the scenario to be controllable. Results 

revealed that participants assigned a scenario with a controllable cause rated the cause as 

significantly more controllable (M = 4.18, SD = 1.78) than participants assigned a scenario with 

an uncontrollable cause (M = 3.52, SD = 2.07), t(214.80) = 2.53, p = .012, Cohen’s d = 0.34. 

Although statistically significant, the effect size is considered small and lower than what was 

expected. 

Next, in order to order to assess whether participants read and comprehended the 

information (i.e., the NSSI information sheet or the filler task), five follow-up questions were 

included for each task. Participants received a score on these questions in terms of how many 

correct responses they provided (scores ranging from 0 to 5). The majority of participants 

(89.4%) received a score at or above 3, suggesting adequate comprehension of the text (see 

Table 28). 

Table 28 

Frequency of Correct Responses on the Follow-Up Task in Study 3 

 
Frequency (%) 

Score NSSI Information 

 

Filler Task 

 
 

0  
 

1 (0.5) 

 

0(0) 

1 3 (1.4) 3(2.9) 

2 9 (4.1) 7(6.8) 

3 13 (6.0) 18(17.5) 

4 56 (49.1) 26(25.2) 

5 32 (14.7) 49(47.6) 
 

   Note. Score = the overall number of correct responses on the task, which could range from 0 to 5. 
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  There was no significant difference in mean scores between participants who read the 

NSSI information sheet (M = 3.89, SD = 1.04) and participants who read the filler task (M = 

4.08, SD = 1.09), t(215) = 1.26, p = .208. Thus, meaningful comparisons can be made between 

these two groups with respect to the test variables.  

H1-H3: ANCOVA Analyses 

 A series of ANCOVAs were conducted to examine whether any significant differences 

existed in participants’ ratings of the controllability of NSSI cause, positive affect, negative 

affect, the four emotional reactions, and helping intentions, as a result of controllability of NSSI 

cause and NSSI information. Controllability of NSSI cause (controllable/uncontrollable) and 

NSSI information (NSSI information/filler task) were included as independent variables and the 

following variables were included as covariates: age, gender (male/female), and empathy. For 

the positive and negative affect composites, baseline affect scores were also entered as 

covariates.  

Controllability of NSSI cause. For participants’ ratings of controllability of NSSI cause, 

Levene’s test for equality of variances was significant, Levene’s F(3, 205) = 3.99, p = .009, 

indicating that the homogeneity of variance assumption was violated. Empathy emerged as a 

significant covariate, F(1, 202) = 6.64, p = .011, partial η2 = .032. There was a significant main 

effect of controllability of NSSI cause, F(1, 202) = 6.00, p = .015, partial η2 = .029, such that 

participants who read the uncontrollable scenario (Madj = 3.57, SE = .18) rated the cause of NSSI 

as being significantly less controllable than participants who read the controllable scenario (Madj 

= 4.21, SE = .19). There was also a significant main effect of NSSI information, F(1, 202) = 

11.40, p = .001, partial η2 = .053, such that participants who read the NSSI information sheet 
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(Madj = 3.45, SE = .18) rated the cause of NSSI as being significantly less controllable than 

participants who read the filler task (Madj = 4.33, SE = .19). 

Positive affect and negative affect. For positive affect, Levene’s test for equality of 

variances was not significant, Levene’s F(3, 196) = 0.52, p = .667, indicating that the 

homogeneity of variance assumption was not violated. Age, F(1, 192) = 2.38, p = .017, partial η2 

= .030 and baseline positive affect, F(3, 196) = 406.78, p = .000, partial η2 = .679 emerged as 

significant covariates. None of the main effects or interactions were significant.  

For negative affect, Levene’s tests for equality of variances was significant, Levene’s 

F(3, 192) = 2.87, p = .038, indicating that the homogeneity of variance assumption was violated. 

Gender, F(1, 188) = 4.02, p =.046, partial η2 = .021, empathy, F(1, 188) = 22.26, p = .000, 

partial η2 = .106, and baseline negative affect, F(1, 188) = 294.65, p = .000, partial η2 = .610 

emerged as significant covariates. There was a significant main effect of NSSI information, such 

that participants who read the NSSI information sheet (Madj = 15.03, SE = .35) reported 

significantly greater levels of negative affect than participants who read the filler task (Madj = 

13.73, SE = .36), F(1, 188) = 6.75, p = .010, partial η2 = .035. No other effects were significant.  

Sympathy and pity. For sympathy, Levene’s test for equality of variances was not 

significant, Levene’s F(3, 203) = 0.59, p = .622, indicating that the homogeneity of variance 

assumption was not violated. None of the covariates emerged as significant, and there was a 

significant main effect of NSSI information, such that participants who read the NSSI 

information sheet (Madj = 5.79, SE = .19) reported significantly greater levels of sympathy than 

participants who read the filler task (Madj = 5.09, SE = .20), F(1, 200) = 6.32, p = .013, partial η2 

= .031. No other effects were significant.  
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For pity, Levene’s test for equality of variances was not significant, Levene’s F(3, 204) = 

2.27, p = .081, indicating that the homogeneity of variance assumption was not violated. None of 

the covariates emerged as significant and there were no significant main effects or interactions.  

Anger and disgust. For anger, Levene’s test of equality of variance was significant, 

Levene’s F(3, 205) = 2.98, p = .033, indicating that the homogeneity of variance assumption was 

violated. Age emerged as a significant covariate, F(1, 202) = 5.30, p = .022, partial η2 = .026. 

There was a trend towards a significant main effect of controllability of NSSI cause, such that 

participants reading the controllable cause of NSSI scenario (Madj = 2.03, SE = .15) reported 

higher levels of anger than participants reading the uncontrollable cause of NSSI (Madj = 1.65, SE 

= .14), F(1, 202) = 3.26, p = .073, partial η2 = .016. No other effects were significant.  

For disgust, Levene’s test of equality of variance was significant, Levene’s F(3, 204) = 

2.93, p = .035, indicating that the homogeneity of variance assumption was violated. Empathy 

emerged as a significant covariate, F(1, 201) = 5.23, p =.023, partial η2 = .025. There were no 

significant main effects or interactions.  

Helping intentions. For mean helping intentions, Levene’s test for equality of variances 

was not significant, Levene’s F(3, 205) = 1.10, p =.349, indicating that the homogeneity of 

variance assumption was not violated. Empathy emerged as a significant covariate, F(1, 202) = 

41.93, p = .000, partial η2 = .172. There was a significant main effect of NSSI information, such 

that participants who read the NSSI information sheet (Madj = 6.86, SE = .16) reported 

significantly greater levels of helping intentions than participants who read the filler task (Madj = 

6.19, SE = .17), F(1, 202) = 8.52, p = .004, partial η2 = .040. No other effects were significant. 
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Discussion: Study 3 

The primary goal of Study 3 was to determine whether exposure to information about 

NSSI might influence participants’ attributions of controllability of NSSI cause, affect, 

emotional reactions, and helping intentions. The following sections discuss the findings 

accordingly.  

H1: NSSI Information and Attributions of Controllability 

Consistent with predictions, participants who read an information sheet about NSSI 

reported significantly lower attributions of controllability of cause than participants who read a 

filler task. This finding adds to the large number of studies demonstrating that through enhanced 

knowledge, negative perceptions and negative attitudes towards individuals with various mental 

illnesses can improve among nonprofessionals (e.g., Corrigan et al., 2001, 2003, 2015b; 

Corrigan, Morris, Michaels, Rafacz, & Rüsch, 2012), adolescents (e.g., Pinfold et al., 2003) and 

healthcare professionals (such as, doctors, emergency staff, nurses; e.g., Commons Treloar & 

Lewis, 2008).  

Moreover, this result is not surprising given similar research in the area of DSH. In 

particular, Saunders and colleagues (2012) found that across a number of studies reviewed, 

regardless of the type of training model employed, hospital staff experienced improvements in 

their attitudes towards patients engaging in DSH following the implementation of an intervention 

program. For example, one study demonstrated significant positive changes in the overall 

attitudes towards DSH among emergency staff and mental health professionals who attended a 

brief lecture about DSH, (Commons Treloar & Lewis, 2008). Important to note for this study is 

that attributions were included within the category of attitudes (Commons Treloar & Lewis, 

2008).  
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In the domain of NSSI, various stakeholders (e.g., adolescents, teachers, healthcare staff) 

have consistently identified a need for more information about NSSI, so that they may feel better 

equipped to respond effectively (e.g. Berger et al., 2013, 2014; Crawford, Geraghty, Street, & 

Simonoff, 2003; Heath et al., 2006; Law et al., 2009; Mackay & Barrowclough, 2005; Saunders 

et al., 2012). Because of this, a number of researchers have begun to address this issue; however, 

the emphasis has often been placed on more general attitudes towards NSSI, with research 

primarily targeting either healthcare professionals (e.g., Muehlenkamp et al., 2013b) or 

adolescent populations (e.g., Muehlenkamp et al., 2010). For example, among healthcare 

professionals, training programs enhanced participants’ perceived knowledge about NSSI which, 

in turn, decreased their negative attitudes (Muehlenkamp et al., 2013b). Among adolescents, a 

structured school-based prevention program increased participants’ knowledge about NSSI while 

simultaneously improving their overall attitudes about self-injury (Muehlenkamp et al., 2010).  

Though results from these studies are promising, a paucity of research still exists on 

whether this phenomenon applies to the attributions of nonprofessionals. In particular, given the 

link between attributions of controllability of NSSI cause and helping intentions (for example, 

see results from Study 2), and that individuals who self-injure are more likely to disclose the 

behaviour to a nonprofessional (e.g., Armiento et al., 2014), finding ways to alter the attributions 

of nonprofessionals is crucial. Thus, the significant main effect of NSSI information in the 

current study is encouraging. Among a sample of nonprofessionals with no history of NSSI, even 

in the context of a very brief intervention, causal attributions differed between those who were 

and were not exposed to an information sheet about NSSI.  

Not surprisingly, there was also a main effect of controllability of NSSI cause, such that 

the child abuse scenario was rated as significantly less controllable than the having a bad day 
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scenario. However, a review of the effect sizes suggests that the NSSI information variable had a 

greater impact on participants’ ratings of attributions of controllability of NSSI cause. This 

finding is particularly hopeful; when presented with two vastly different causes of NSSI, the 

content of the cause is not as salient in determining attributions of controllability as prior 

exposure to NSSI information. More specifically, when exposed to information about NSSI, 

participants in the current study made attributions about the cause of NSSI that were more 

accurate and reflective of the experiences of those who self-injure.   

H2: NSSI Information, Affect, and Emotional Reactions 

Positive affect and negative affect. No significant effects were observed for 

participants’ positive affect. There was a significant main effect of NSSI information for 

negative affect, however; participants who read the NSSI information sheet reported significantly 

greater levels of negative affect than participants who read the filler task. Given this pattern of 

findings, it is possible that the information presented about NSSI primed participants towards a 

negative mood state, rather than a positive mood state. While the content included in the NSSI 

information sheet was not designed to elicit changes in mood states, it was intended to reflect 

accurate information about NSSI and the realistic experiences of people who self-injure, which 

can be particularly distressing and concerning. Because of this, it is possible that for the 

participants reading about NSSI, negative feelings were more readily experienced than positive 

feelings.   

Sympathy and pity. As predicted, participants reading the NSSI information sheet 

reported significantly higher emotional reactions of sympathy towards the target individual, 

when compared to participants who read the filler task. Similar to attributions, a number of 

studies have demonstrated that exposure to information or interventions about a mental illness 
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has the capacity to alter one’s positive emotional reactions towards a person diagnosed with that 

mental illness (e.g., Corrigan et al., 2003, 2012, 2015b). This has also been observed among 

hospital staff and DSH (Saunders et al., 2012) and more recently among healthcare professionals 

and NSSI (Muehlenkamp et al., 2013b). For example, Muehlenkamp and colleagues (2013b) 

concluded that with greater knowledge about self-injury, healthcare professionals experience 

more positive emotional reactions reflective of sympathy (e.g., feelings of concern) towards a 

client who self-injures. Results from the current study suggest that, indeed, this process may also 

occur for nonprofessionals who may have minimal experience with NSSI.   

One possible explanation for this finding is that access to information increased 

participants’ capacity to take the perspective of the person in need. This, in turn, may have 

allowed them to better contextualize the self-injury and as result, more readily experience 

feelings of concern and sorrow towards the person’s suffering. Interestingly, among hospital 

staff, there is a tendency to experience greater sympathy towards DSH if the patients engaging in 

the behaviour have also been diagnosed as having an identifiable mental disorder (Saunders et 

al., 2012), suggesting that sympathetic reactions might increase as more accurate or contextual 

information is provided about the person engaging in either DSH or NSSI.  

With respect to pity, no significant effects were observed. This finding is likely reflective 

of the complicated nature of pity, as discussed extensively in Study 2. For example, if pity is 

viewed, experienced, and interpreted as primarily negative, it is understandable that exposure to 

NSSI information would have a minimal effect on participants’ reactions of pity towards a 

person who self-injures. Further, that participants were asked to report their reactions of pity 

alongside their reactions of sympathy may have amplified the negative connotation attached to 

pity as an emotional reaction, as it was likely contrasted with sympathy.  



123 

 

 

 Anger and disgust. Similar to pity and contrary to predictions, there was no significant 

effect of NSSI information for participants’ reactions of anger and disgust. To date, researchers 

attempting to alter public responses to stigmatizing conditions have primarily demonstrated that 

exposure to information enhances positive emotional reactions (e.g., Corrigan et al., 2003, 

2015b; Muehlenkamp et al., 2013b; Saunders et al., 2012). Though a number of studies also 

suggest that exposure to information decreases negative attitudes towards the stigmatizing 

condition, rarely are specific negative emotional reactions like anger targeted or isolated (e.g., 

Corrigan et al., 2012, 2015b). Given that sympathy was the only emotional reaction affected by 

NSSI information in the current study, it is possible that in the context of brief scenarios, 

positive, rather than negative emotional reactions are more susceptible to change as a result of 

added contextual information about NSSI.  

Further, as discussed in Study 2, the feelings of anger and disgust are inherently self-

focused and often related in some way to the experience of threat (Hutcherson & Gross, 2011). 

Because of this, additional information about the nature of a person’s experiences may not be 

enough to alter these emotional responses (Hutcherson & Gross, 2011). For example, if 

participants felt threatened by someone who self-injures and learned new information that 

alleviated this threat, their experiences of anger or disgust might be more amenable to change as 

a result of the additional information. However, given the limited content in the scenarios, it is 

unlikely that this occurred for participants.  

Lastly, consistent with the AAA Model of Helping (e.g., Menec & Perry, 1998; Weiner et 

al., 1988), there was a trend towards a main effect of controllability of NSSI cause, such that 

reactions of anger were higher in the controllable scenario, when compared to the uncontrollable 

scenario. Interestingly, a different pattern of results emerged in this domain for Study 2, wherein 
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the highest ratings of anger were among males in the uncontrollable scenario. Examining these 

results together suggests that, while various causes of NSSI have the capacity to alter one’s 

reaction of anger, characteristics of the person reading the scenario (i.e., participant gender) also 

play a valuable role in how people react to self-injury and should not be overlooked.   

H3: NSSI Information and Helping Intentions 

The third and final hypothesis for Study 3 was confirmed, as participants who read the 

NSSI information sheet reported significantly greater helping intentions than participants who 

read the filler task. This result is not surprising, in light of the many studies indicating that 

among a variety of stakeholders (e.g., nonprofessionals, school staff, hospital staff), exposure to 

knowledge about either a mental illness (e.g., Rossetto et al., 2014), DSH behaviours (e.g., 

Saunders et al., 2012), or NSSI behaviours (e.g., Berger et al., 2013, 2014) has the capacity to 

increase participants’ perceived comfort and confidence around responding to the person in need.  

In recent years, NSSI has garnered more attention in a variety of settings, resulting in an 

increased need for accurate information about self-injury among different stakeholders. Indeed, a 

number of studies have identified that lacking knowledge about NSSI is a common barrier to 

effective responding (Berger et al., 2013, 2014; Crawford et al., 2003; Heath et al., 2006; Law et 

al., 2009; Mackay & Barrowclough, 2005; Saunders et al., 2012). This has prompted researchers 

to design and implement training programs aimed to educate stakeholders about NSSI, so that 

they may feel more competent and comfortable responding to individuals who self-injure.  

For example, among school staff, both qualitative and quantitative research suggests that 

training programs about NSSI increased participants’ confidence in responding effectively to 

students who self-injure (Berger et al., 2013, 2014). Among adolescents, a structured prevention 

program increased participants’ comfort in talking about NSSI for students with and without a 
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history of self-injury (Muehlenkamp et al., 2010). Thus, researchers are beginning to 

demonstrate that exposing people to accurate information about NSSI has the capacity to 

positively affect perceived competence towards responding to someone who self-injures.  

While the link between NSSI knowledge and perceived comfort or confidence in 

responding has been identified many times (e.g., Berger et al., 2013, 2014; Muehlenkamp et al., 

2010), few studies have examined how knowledge and information impact participants’ helping 

intentions or behaviours. Among young people and general mental illnesses, Yap et al., (2011) 

demonstrated that prior experience with a specific mental illness or prior exposure to information 

about the mental illness significantly predicted helping intentions. In the area of NSSI, 

Muehlenkamp et al. (2013b) found that among hospital staff, training programs indirectly affect 

attitudes but directly affect perceived knowledge and comfort in dealing with NSSI. These 

changes, in turn, combined to increase participants’ reported quality of care towards clients who 

self-injure. Results from the current study are somewhat consistent with this work; among 

nonprofessionals with no history of NSSI, helping intentions were significantly affected by 

exposure to NSSI information. Although participants’ perceived comfort around responding to 

NSSI was not assessed in the current study, it is possible that via NSSI information, participants’ 

overall comfort in dealing with self-injury improved, making them more willing to help.  

Implications 

 To this point, it has been established via Studies 1 and 2 that how people appraise the 

controllability of the cause of NSSI in the scenarios used across both studies may relate to 

reactions of sympathy towards a person engaging in self-injury and, in turn, helping intentions. 

From these two studies, it was proposed that access to accurate information about NSSI might 

alter how participants experience the AAA Model of Helping variables, with the main goal of 
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improving how nonprofessionals respond to self-injury. Indeed, results from Study 3 built upon 

Studies 1 and 2 by demonstrating significant effects of NSSI information for participants’ 

attributions of controllability of NSSI cause, reactions of sympathy, and helping intentions.  

 Following the above, findings from Study 3 are promising in that they support the 

possible utility of extending knowledge dissemination efforts to the general public. In particular, 

providing information about NSSI that debunks common myths, outlines key functions and 

characteristics of the behaviour, and emphasizes the distress experienced among those who self-

injure may engender change in how NSSI is understood and perceived among nonprofessionals. 

Moreover, results also suggest that emotional reactions and behavioural responses to NSSI may 

improve if NSSI is accurately described or portrayed.  

 Overall, these findings have important implications for guiding knowledge dissemination 

efforts. While access to accurate information is an important first step, approaches to knowledge 

dissemination that are theoretically grounded may also be effective. That is, in addition to 

equipping nonprofessionals with strategies to respond appropriately, it will be equally important 

to reframe NSSI as less controllable than it may initially appear. This could be done via public 

service announcement (PSA) campaigns that portray the lived experiences of individuals who 

self-injure.  

In fact, for certain mental illnesses, researchers are beginning to demonstrate that 

different types of PSAs can differentially affect the viewers’ stigmatizing attitudes about that 

mental illness (Corrigan et al., 2015b). For example, for depression, Corrigan et al. (2015b) 

found better change on measures of stigma for campaigns that were recovery-oriented and 

focused on a person’s lived experience, rather than ones that framed depression as a treatable 

disease. In a related study, different ways to influence the “stigmatizer” were reviewed and the 
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researchers concluded that contact with individuals with mental illness was just as useful (and in 

some cases more effective) for decreasing stigmatizing attitudes than education (Corrigan & 

Fong, 2014).  

Thus, while education and knowledge are clearly important, there may be additional 

avenues to pursue when attempting to alter cognitions, reactions, and responses. Indeed, these 

researchers concluded that “integration of education and contact approaches may be most 

effective for stigma change” (Corrigan & Fong, 2014, p. 112). Taken together, considering these 

research efforts alongside the results of Study 3 can inform the development of theoretically 

grounded campaigns that not only educate the general public about NSSI, but also target 

unhelpful attributions about self-injury that may be reinforcing reactions and responses that 

perpetuate the stigma associated with NSSI.  

Limitations and Future Directions 

A number of the limitations discussed for the previous two studies are also relevant for 

the current study. For example, the self-report methodology, the differentiation between helping 

intentions and actual behaviours, and the use of a MTurk sample, brief scenarios, and single-item 

measures. However, one limitation specific to Study 3 is the brief nature of the intervention. 

While results from the current study are encouraging in that participants reading the NSSI 

information sheet reported significantly lower attributions of controllability of cause, higher 

reactions of sympathy, and higher helping intentions than participants reading a filler task, the 

overall sustainability of these effects may be impacted by the brief nature of the intervention.  

In particular, some research suggests that structured and formal training initiatives are 

more effective in changing how participants react to both DSH and NSSI behaviours over the 

long-term (e.g., Gask, Dixon, Moriss, Appleby, & Green, 2006; Muehlenkamp et al., 2010; 
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Saunders et al., 2012). For example, for responding to suicide and hopelessness, a group of 

researchers developed the Skills Training On Risk Management (STORM) program, a skills-

based educational intervention for healthcare staff (Appleby et al., 2000; Gask et al., 2006; 

Morriss, Gask, Battersby, Francheschini, & Robson, 1999). The program is structured, 

multimodal (e.g., lectures, videotaping, feedback sessions) and has demonstrated long-term 

effectiveness in changing how participants respond to patients with suicidal thoughts and 

behaviours.  

Clearly, an information sheet about NSSI is not comparable to a more formalized and 

validated program. However, in light of findings from the current study, examining whether 

enhanced knowledge about NSSI affects how people respond to NSSI over the long-term will be 

fruitful. That is, if the effects observed can sustain over time and can translate to improved 

behavioural responding, the approach used in the present study could be viewed as an efficient 

and cost-effective strategy for promoting helpful responding among the general public.  

Another limitation specific to the current research is that the mechanisms for which NSSI 

information affected attributions, sympathy, and helping intentions are unclear. Some 

researchers, in addition to demonstrating the utility of educational interventions for responding to 

mental illnesses and other stigmatizing conditions, have also attempted to identify the underlying 

change mechanisms. For example, changes in negative attitudes (e.g., Commons Treloar & 

Lewis, 2008; Corrigan et al., 2001, 2003, 2015b, 2012; Pinfold et al., 2003), as well as changes 

in self-efficacy for responding (e.g., Berger et al., 2013, 2014; Muehlenkamp et al., 2013b; 

Rossetto et al., 2014) have been highlighted as important factors to target for more effective 

responding. One additional variable that has recently been targeted in stigma-reducing 

interventions has been “difference,” or the degree to which participants perceive themselves to 
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be different from individuals portrayed as having a mental illness. Some research suggests that as 

the perceived difference decreases, stigmatizing attitudes and beliefs also decrease (Corrigan et 

al., 2015b). Given that these variables were not assessed in the current study, it remains unclear 

how NSSI information impacted participants’ helping intentions. Future work incorporating and 

examining these theoretically relevant variables might allow for a better conceptualization of 

how changes in responding to NSSI can occur.   

Summary and Concluding Remarks 

The current dissertation was conducted with the overarching goal of applying a theoretical 

model to understanding how people in the general public might respond to those who engage in 

NSSI. Hence, the broad aims of this work were to 1) strengthen the theoretical and conceptual 

understanding of the stigma associated with NSSI and, 2) identify ways to reduce stigmatizing 

and unhelpful responses to NSSI. To address the first goal, the attribution-affect-action model of 

helping behaviours (AAA Model of Helping) was systematically examined to better understand 

how nonprofessionals think about the causes of self-injury, and how these causal attributions 

relate to various emotional reactions and subsequent helping intentions. To address the second 

goal, differences in attributions, affect, and helping intentions were observed between 

participants who read information about NSSI and those who did not.  

Three separate studies were conducted. The first study identified that there is variability in 

what constitutes controllable and uncontrollable causes of self-injury. Though preliminary, this 

study also tested the possible applicability of the AAA Model of Helping for NSSI. The second 

study built upon these results by examining the model more systematically. Together, both 

Studies 1 and 2 demonstrated that the AAA Model of Helping, for the most part, works in 

expected ways for NSSI, in that causal attributions of controllability are linked to helping 
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intentions, with reactions of sympathy mediating this relationship. Further, by integrating both 

scenario gender and participant gender into the design, Study 2 added to the theoretical 

framework. That is, results supported the notion that how the AAA Model of Helping variables 

are experienced for NSSI may, at times, be impacted by biases around traditional gender-based 

social roles.  

The third and final study revealed that the provision of information may alter how people 

respond to NSSI in beneficial ways. In particular, among participants provided with information 

about NSSI, causal attributions were less controllable, emotional reactions were more 

sympathetic, and helping intentions were greater than participants who did not have access to 

this information. Thus, collectively, the current dissertation offers a potentially useful heuristic, 

the AAA Model of Helping, for future research in this area. There is also practical value to this 

work, in that provision of NSSI information could serve as an effective outreach initiative for 

improving how the general public responds to individuals who self-injure.  
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Appendix A: Validation Questions 

Study 1 

1. Respond “Yes” to this question:  

a. Yes 

b. No 

 

2. In response to this question, enter the number “48”:    

 

3. Write the word “tree” in the box below:     

 

4. What is the current year? 

a. 2000 

b. 2015 

 

5. Respond “No” to this question:  

a. Yes 

b. No 

 

Study 2 

1. Respond “Yes” to this question:  

a. Yes 

b. No 

 

2. In response to this question, enter the number “48”:    

 

3. Write the word “tree” in the box below:     

 

4. What is the current year? 

a. 2000 

b. 2016 

 

5. Respond “No” to this question:  

a. Yes 

b. No 

 

Study 3 

1. Respond “Yes” to this question:  

a. Yes 

b. No 

 

2. In response to this question, enter the number “52”:    

 

3. Write the word “cat” in the box below:    
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4. What is the current year? 

a. 2000 

b. 2006 

c. 2016 

 

5. Respond “Maybe” to this question:  

a. Yes 

b. Maybe 

c. No 
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Appendix B: Scenarios 

 

Study 1 

 

Scenario 1: Somebody exhibits self-injurious behaviours. This person cuts their arm with a sharp 

instrument, which results in some scarring. This person’s self-injury is caused by drug misuse. 

 

Scenario 2: Somebody exhibits self-injurious behaviours. This person cuts their arm with a sharp 

instrument, which results in some scarring. This person’s self-injury is caused by peer pressure. 

 

Scenario 3: Somebody exhibits self-injurious behaviours. This person cuts their arm with a sharp 

instrument, which results in some scarring. This person’s self-injury is caused by having a bad 

day. 

 

Scenario 4: Somebody exhibits self-injurious behaviours. This person cuts their arm with a sharp 

instrument, which results in some scarring. This person’s self-injury is caused by being born an 

emotionally sensitive person. 

 

Scenario 5: Somebody exhibits self-injurious behaviours. This person cuts their arm with a sharp 

instrument, which results in some scarring. This person’s self-injury is caused by being bullied. 

 

Scenario 6: Somebody exhibits self-injurious behaviours. This person cuts their arm with a sharp 

instrument, which results in some scarring. This person’s self-injury is caused by child abuse. 

 

Study 2 

 

Controllable Cause x Male Scenario: Somebody exhibits self-injurious behaviours. He cuts his 

arm with a sharp instrument, which results in some scarring. His self-injury is caused by having 

a bad day. 

 

Uncontrollable Cause x Male Scenario: Somebody exhibits self-injurious behaviours. He cuts 

his arm with a sharp instrument, which results in some scarring. His self-injury is caused by child 

abuse. 

 

Controllable Cause x Female Scenario: Somebody exhibits self-injurious behaviours. She cuts 

her arm with a sharp instrument, which results in some scarring. Her self-injury is caused by 

having a bad day. 

 

Uncontrollable Cause x Female Scenario: Somebody exhibits self-injurious behaviours. She cuts 

her arm with a sharp instrument, which results in some scarring. Her self-injury is caused by 

child abuse. 
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Study 3 

 

Controllable Cause Scenario: Somebody exhibits self-injurious behaviours. This person cuts 

their arm with a sharp instrument, which results in some scarring. This person’s self-injury is 

caused by having a bad day. 

 

Uncontrollable Cause Scenario: Somebody exhibits self-injurious behaviours. This person cuts 

their arm with a sharp instrument, which results in some scarring. This person’s self-injury is 

caused by child abuse. 
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Appendix C: The Positive and Negative Affect Scale (PANAS) 

Positive and Negative Affect Scale  

(Watson, Clark, & Tellegen, 1988) 

 

Scenario Instructions (Study 1, Study 2, Study 3):  

This scale consists of a number of words that describe different feelings and emotions. Read each 

item and then mark the appropriate answer in the space next to that word. Indicate to what extent 

you feel this way right now, that is, at the present moment, after reading and in response to the 

previous scenario. Use the following scale to record your answers:  

 

Baseline Instructions (Study 2 and Study 3):  

This scale consists of a number of words that describe different feelings and emotions. Read each 

item and then mark the appropriate answer in the space next to that word. Indicate to what extent 

you feel this way right now, that is, at the present moment. Use the following scale to record 

your answers:  

 

1 – Very slightly or not at all  

2 – A little  

3 – Moderately  

4 – Quite a bit  

5 – Extremely  

 

 Interested 

 Distressed 

 Excited 

 Upset 

 Strong 

 Guilty 

 Scared 

 Hostile 

 Enthusiastic 

 Proud 

 Irritable 

 Alert 

 Ashamed 

 Inspired 

 Nervous 

 Determined 

 Attentive 

 Jittery 

 Active 

 Afraid 
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Appendix D: Helping Intentions 

Helping Intentions  

(adapted from Schwarzer & Weiner, 1991) 

 

Please indicate on a scale of 1 (Not At All) to 9 (A Great Deal), how likely you are to do the 

following things for the person in the scenario:  

 

1. How likely are you to help this person? 

2. How much would you like to extend your support to this person? 

3. How much time would you be willing to spend talking and listening to this person? 

4. How much money would you be willing to donate in order to provide the best 

possible treatment? 

5. How much would you be willing to give advice and information? 

6. How much would you be willing to console this person when upset? 

7. How willing would you be to assist this person with a small problem? 
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Appendix E: Brief Demographic Questionnaire 

1. Please indicate your date of birth (MM/YY):    

2. Please indicate your gender:   

a. Male     

b. Female  

c. Other, please specify:      

 

3. Please indicate your ethnicity:   

4. Please indicate your current education level:  

a. Some high school  

b. High school diploma  

c. Some college/university  

d. College/university degree  

e. Post-graduate training  
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Appendix F: The Inventory of Statements about Self-Injury (ISAS) 

Inventory of Statements about Self-Injury 

(Klonsky & Glenn, 2009) 

 

Section 1. Behaviours 

This questionnaire asks about a variety of self-harm behaviors. Please only endorse a behavior if 

you have done it intentionally (i.e., on purpose) and without suicidal intent (i.e., not for suicidal 

reasons). 

1. Please estimate the number of times in your life you have intentionally (i.e., on purpose) 

performed each type of non-suicidal self-harm (e.g., 0, 10, 100, 500): 

Cutting ____   Severe Scratching ____ 

Biting ____   Banging or Hitting Self ____ 

Burning ____  Interfering w/ Wound Healing ____ 

(e.g., picking scabs) 

 

Carving ____   Rubbing Skin Against Rough Surface ____ 

Pinching ____  Sticking Self w/ Needles ____ 

Pulling Hair ____  Swallowing Dangerous Substances ____ 

Other ________________ 

******************************************************************************

Important: If you have performed one or more of the behaviors listed above, please 

complete the final part of this questionnaire. If you have not performed any of the 

behaviors listed above, you are done with this particular questionnaire and should continue 

to the next. 

****************************************************************************** 

 



 

 

160 

2. If you feel that you have a main form of self-harm, please identify the behavior(s) on the 

first page above that you consider to be your main form of self-harm. 

____________________ 

3. At what age did you: 

First harm yourself? ____________ Most recently harm yourself? ____________ 

(approximate date – month/date/year)  

4. Do you experience physical pain during self-harm? 

Please circle a choice:  YES   SOMETIMES  NO 

5. When you self-harm, are you alone? 

Please circle a choice:  YES   SOMETIMES  NO 

6. Typically, how much time elapses from the time you have the urge to self-harm until you 

act on the urge? 

Please circle a choice: 

< 1 hour  1 - 3 hours  3 - 6 hours 6 - 12 hours  12 - 24 hours  > 1 day 

7. Do/did you want to stop self-harming? 

Please circle a choice: YES NO 

Response Key: 0 – not relevant, 1 – somewhat relevant, 2 – very relevant 

Section II. Functions 

Instructions 

This inventory was written to help us better understand the experience of non-suicidal self-harm. 

Below is a list of statements that may or may not be relevant to your experience of self-harm. 

Please identify the statements that are most relevant for you: 

• Circle 0 if the statement not relevant for you at all 
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• Circle 1 if the statement is somewhat relevant for you 

• Circle 2 if the statement is very relevant for you 

“When I self-harm, I am …        Response 

1. … calming myself down         0 1 2 

2. … creating a boundary between myself and others     0 1 2 

3. … punishing myself         0 1 2 

4. … giving myself a way to care for myself (by attending to the wound)   0 1 2 

5. … causing pain so I will stop feeling numb      0 1 2 

6. … avoiding the impulse to attempt suicide      0 1 2 

7. … doing something to generate excitement or exhilaration    0 1 2 

8. … bonding with peers         0 1 2 

9. … letting others know the extent of my emotional pain     0 1 2 

10. … seeing if I can stand the pain        0 1 2 

11. … creating a physical sign that I feel awful      0 1 2 

12. … getting back at someone        0 1 2 

13. … ensuring that I am self-sufficient       0 1 2 

14. … releasing emotional pressure that has built up inside of me    0 1 2 

15. … demonstrating that I am separate from other people     0 1 2 

16. … expressing anger towards myself for being worthless or stupid   0 1 2 

17. … creating a physical injury that is easier to care for than my emotional 

distress          0 1 2 

18. … trying to feel something (as opposed to nothing) even if it is physical 

pain           0 1 2 
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19. … responding to suicidal thoughts without actually attempting suicide   0 1 2 

20. … entertaining myself or others by doing something extreme    0 1 2 

21. … fitting in with others         0 1 2 

22. … seeking care or help from others       0 1 2 

23. ... demonstrating I am tough or strong       0 1 2 

24. … proving to myself that my emotional pain is real     0 1 2 

25. … getting revenge against others        0 1 2 

26. … demonstrating that I do not need to rely on others for help    0 1 2 

27. … reducing anxiety, frustration, anger, or other overwhelming emotions  0 1 2 

28. … establishing a barrier between myself and others     0 1 2 

29. … reacting to feeling unhappy with myself or disgusted with myself   0 1 2 

30. … allowing myself to focus on treating the injury, which can be gratifying or satisfying 

           0 1 2 

31. … making sure I am still alive when I don’t feel real     0 1 2 

32. … putting a stop to suicidal thoughts       0 1 2 

33. … pushing my limits in a manner akin to skydiving or other extreme 

activities          0 1 2 

34. … creating a sign of friendship or kinship with friends or loved ones   0 1 2 

35. … keeping a loved one from leaving or abandoning me     0 1 2 

36. … proving I can take the physical pain       0 1 2 

37. … signifying the emotional distress I’m experiencing     0 1 2 

38. … trying to hurt someone close to me       0 1 2 

39. … establishing that I am autonomous/independent     0 1 2 
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Appendix G: The Basic Empathy Scale (BES) 

 Basic Empathy Scale  

(Jolliffe & Farrington, 2006) 

 

Please indicate on a scale of 1 (Strongly Disagree) to 5 (Strongly Agree), how much you agree 

with the following statements.  

 

1 – Strongly Disagree  

2 – Disagree  

3 – Neither Agree nor Disagree  

4 – Agree  

5 – Strongly Agree 

 

1. My friends’ emotions don’t affect me much.  

2. After being with a friend who is sad about something, I usually feel sad.  

3. I can understand my friend’s happiness when she/he does well at something.  

4. I get frightened when I watch characters in a good scary movie.  

5. I get caught up in other people’s feelings easily.  

6. I find it hard to know when my friends are frightened.  

7. I don’t become sad when I see other people crying.  

8. Other people’s feelings don’t bother me at all.  

9. When someone is feeling ‘down’ I can usually understand how they feel.  

10. I can usually work out when my friends are scared.  

11. I often become sad when watching sad things on TV or in films. 

12. I can often understand how people are feeling even before they tell me.  

13. Seeing a person who has been angered has no effect on my feelings.  

14. I can usually work out when people are cheerful.  

15. I tend to feel scared when I am with friends who are afraid.  

16. I can usually realize quickly when a friend is angry.  
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17. I often get swept up in my friends’ feelings.  

18. My friends’ unhappiness doesn’t make me feel anything.  

19. I am not usually aware of my friends’ feelings.  

20. I have trouble figuring out when my friends are happy.  
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Appendix H: Study 1 Letter of Information 

 

 

Letter of Information 

 

You are invited to take part in a research project conducted by Jasmine Mahdy (graduate student) 

and Dr. Stephen Lewis (professor) from the Psychology Department at the University of Guelph 

in Guelph, Ontario, Canada.  

 

In this study, we hope to learn more about the public’s attitudes, thoughts, and feelings about 

self-injury. This refers to the deliberate damaging of one’s own body tissue, without suicidal 

intent.  

 

We are interested in hearing from both those who have had any experience with self-injury 

and those who have not.   

 

Participation is completely voluntary and will take about 60 minutes (or less). The study involves 

reading short scenarios and completing online questionnaires. These questionnaires may be 

completed at your own convenience – at a time and in a place that is comfortable for you. The 

study must be completed in one sitting. You will receive $0.75 compensation via Amazon’s 

Mechanical Turk for completion of a validated survey.  

 

All participants will be expected to complete questionnaires written in the English language, so 

we ask that you be able to fluently communicate in the written form of the English language. 

Participation is also completely confidential. This means that anything you say will not be shared 

with others and no identifying information will be collected by the research team.   

 

If you have any questions about the study, you can contact Dr. Lewis 

(stephen.lewis@uoguelph.ca) or the graduate student coordinating this research study, Jasmine 

Mahdy (jmahdy@uoguelph.ca).   

 

If you would like to access the study, select the link below to complete the survey. At the end of 

the survey, you will be asked to input your worker ID as the completion code so that you may 

receive credit for participating.  

 

Thank you for your interest in this study.  

 

Study Link:  

  

mailto:stephen.lewis@uoguelph.ca
mailto:jmahdy@uoguelph.ca
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Appendix I: Study 1 Informed Consent Form 

 

CONSENT TO PARTICIPATE IN RESEARCH 

 

 

Attitudes, Emotions, and Self-Injury 

You are asked to participate in a research study conducted by Dr. Stephen Lewis and 

Jasmine Mahdy (graduate student), from the Psychology Department at the University of 

Guelph in Guelph, Ontario, Canada.  

 

If you have any questions or concerns about the research, please feel free to contact Dr. 

Lewis by phone: 519-824-4120 ext. 53299 or by email: stephen.lewis@uoguelph.ca. You 

may also contact Jasmine Mahdy by email: jmahdy@uoguelph.ca.  

 

PURPOSE OF THE STUDY 

 

We are conducting this study to better understand people’s attitudes, thoughts, feelings, and 

behaviours associated with self-injury.  

 

PROCEDURES 

 

If you volunteer to participate in this study, we would ask you to do the following things: 

 

In this study, you will be asked to read a series of scenarios and then complete online 

questionnaires.  The questionnaires are located on a secure website. Your IP address will not be 

collected and all of your responses will be completely confidential. You will not be asked for 

your name or any other personal information that could match who you are with your responses.  

 

First, you will be asked general information about yourself (e.g., age, gender, ethnicity). Next, 

you will be asked questions about your personal experiences with self-injury (if you have any). 

Then, you will be asked to read six short scenarios and answer some questions based on these 

scenarios.  

 

How long does the study take? 

In total, the questionnaires should take about 60 minutes to complete; however, you may take 

longer if you like. The study will be open for 24 hours and you will not be asked to stop if you 

have not finished, so please feel free to take your time. Please note that all questions must be 

answered in one sitting.  

 

Important information about taking part in the study: 

Before participating it is important that you know that taking part in the study is completely 

voluntary. This means that you do not have to take part in the study if you do not feel like it. This 

also means that you have the choice to not answer any questions on the questionnaires. This can 

be for any reason and there is no penalty for choosing to not answer a question. Finally, if you 

mailto:stephen.lewis@uoguelph.ca
mailto:jmahdy@uoguelph.ca
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choose to take part, you may stop participating at any time and for any reason. Please note, 

however, that if you complete the study and submit your responses, you will not be able to 

withdraw your data from the study.  

 

If you have any questions about the study prior to your participation, you may contact Jasmine 

Mahdy (jmahdy@uoguelph.ca) or Dr. Lewis (stephen.lewis@uoguelph.ca). 

 

POTENTIAL RISKS AND DISCOMFORTS 

 

Some participants may find some of the questions about self-injury difficult or upsetting to 

answer. Therefore, you may choose to not take part in this study if you would not like to answer 

questions about self-injury. If you experience any discomfort when taking part in the study, you 

are encouraged to contact your family doctor, a mental health professional in your area, or the 

researchers (contact information is provided above).  

 

If, at any point, you feel as though you want to hurt yourself, you are encouraged to contact 

a local crisis line, call emergency services, or go to your local Emergency Department.  

 

For more information about support for self-injury, please visit the following websites: 

 

Self-injury Outreach & Support 

http://www.sioutreach.org/ 

 

S.A.F.E. Alternatives 

http://www.selfinjury.com/ 

 

Cornell Research Program on Self-Injurious Behavior in Adolescents and Young Adults 

http://www.crpsib.com/default.asp 

 

Recover Your Life 

http://www.recoveryourlife.com/ 

 

To Write Love On Her Arms 

http://www.twloha.com/ 

 

 

POTENTIAL BENEFITS TO PARTICIPANTS AND/OR TO SOCIETY 

 

There is no direct benefit to you by participating in this study; however, what we learn from 

participants may be of benefit to others. For instance, findings from this study can help us to 

better understand the experiences of people who self-injure. If interested, general results from 

this study can be available; however, no identifying information will be included in the general 

results. You may request this information from the study researchers. 
 

PAYMENT FOR PARTICIPATION 

  

mailto:jmahdy@uoguelph.ca
mailto:stephen.lewis@uoguelph.ca
http://www.sioutreach.org/
http://www.selfinjury.com/
http://www.crpsib.com/default.asp
http://www.recoveryourlife.com/
http://www.twloha.com/
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Everyone who takes part in the study will be asked to volunteer their time and will be 

compensated $0.75 via Amazon’s Mechanical Turk for completion of a validated survey.  
 

CONFIDENTIALITY 

 

All data collected in this study will be treated with the strictest of confidence. This means that we 

will never share your data with anyone else. However, please note that confidentiality cannot be 

guaranteed while data are in transit over the internet. The program is set up in such a way so that 

you must complete all questions in one sitting. If you complete the survey on a computer to 

which other people have access, please be sure to clear the browser, cache, and history, as well 

as log out from the survey website. To further ensure the confidentiality of data collection, all 

questionnaires will be administered on a secure server. The server on which the website is 

located is dedicated to these types of surveys and all content and handling of data is in 

compliance with the Personal Information Protection and Electronic Documents Act (PIPEDA).  

 

PARTICIPATION AND WITHDRAWAL 

 

You can choose whether to be in this study or not.  If you volunteer to be in this study, you 

may withdraw at any time without consequences of any kind. The investigator may 

withdraw you from this research if circumstances arise that warrant doing so.  

 

RIGHTS OF RESEARCH PARTICIPANTS 

 

You are not waiving any legal claims, rights or remedies because of your participation in 

this research study.  This study has been reviewed and received ethics clearance through 

the University of Guelph Research Ethics Board.  If you have questions regarding your 

rights as a research participant, contact: 

 

 Director, Research Ethics 

 Telephone: (519) 824-4120, ext. 56606 

 E-mail: reb@uoguelph.ca  

 

ELECTRONIC SIGNATURE OF RESEARCH PARTICIPANT/LEGAL 

REPRESENTATIVE 

 

Below you will see two prompts. Please click on one of the two prompts. Please note that by 

clicking on the first prompt, you are agreeing to participate in this study. Please save and print a 

copy of this consent form to keep for your own records:  

 Consent form (pdf) 

 Consent form (html) 

 

I acknowledge that I have read and understand the nature of this study. I therefore CONSENT to 

participate in this study.  

OR 

I acknowledge that I have read and understand the nature of this study. I therefore will NOT 

participate in the study.  

  

mailto:reb@uoguelph.ca
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Appendix J: Study 1 Debriefing Form 

Debriefing Package 

 

Project Title: Attitudes, Emotions, and Self-Injury 

 

Thank you for your time and support in participating in this study. The purpose of this research is 

to better understand the process of helping others who self-injure. Specifically, we are interested 

in examining the public’s attitudes, thoughts, feelings, and behaviours associated with self-

injury. If interested, general results from this study can be available; however, no identifying 

information will be included in the general results. You may request this information from the 

study researchers.  

 

Self-injury is an important and common behaviour among adolescents and young adults. About 

14-24% of adolescents and young adults have reported hurting themselves on purpose at some 

point in their life; however, very few of these people report seeking professional help. This 

project will help us gain a better understanding of other avenues of support for individuals 

engaging in self-injurious behaviours. Our hope is to learn more about what factors among the 

general public might hinder or help providing nonprofessional support (e.g., accessing resources) 

to others who self-injure.  

 

If you feel distressed by the content of any of the questionnaires, please contact your family 

doctor, Dr. Lewis, or the resources outlined below. If you would like more information about 

sources of support for self-injury, we have provided you with a list of online resources on the 

next page. If you feel your rights as a participant in research have been violated during the course 

of this project, you may contact the Research Ethics Director at the University of Guelph at 519-

824-4120 (ext. 53299). This project has been reviewed and received ethics clearance through the 

Research Ethics Board at the University of Guelph (File # REB15MR019).  

 

Please download, save, and print a copy of this form for your files.. 

  

Thank you again for your time. Your participation in this study is greatly appreciated and 

is essential for advancing our knowledge of this important issue. 

 

If you have any questions or concerns, please feel free to contact any of the researchers. 

 

Dr. Stephen Lewis                                    Jasmine Mahdy (MA) 

Associate Professor                                  PhD Candidate 

University of Guelph                                University of Guelph 

519-824-4120 (ext. 53299)   jmahdy@uoguelph.ca   

stephen.lewis@uoguelph.ca 

            

 

 

 

 

mailto:jmahdy@uoguelph.ca
mailto:stephen.lewis@uoguelph.ca
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HELP SEEKING RESOURCES 

 

If, at any point, you feel as though you want to hurt yourself, you are encouraged to contact 

a local crisis line, call emergency services, or go to your local Emergency Department.   

 

For more information about support for self-injury, please visit the following websites: 

 

Self-injury Outreach & Support 

http://www.sioutreach.org/ 

 

S.A.F.E. Alternatives 

http://www.selfinjury.com/ 

 

Cornell Research Program on Self-Injurious Behavior in Adolescents and Young Adults 

http://www.crpsib.com/default.asp 

 

Recover Your Life 

http://www.recoveryourlife.com/ 

 

To Write Love On Her Arms 

http://www.twloha.com/ 

  

http://www.sioutreach.org/
http://www.selfinjury.com/
http://www.crpsib.com/default.asp
http://www.recoveryourlife.com/
http://www.twloha.com/
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Appendix K: Study 2 Letter of Information 

 

Letter of Information 

 

 

You are invited to take part in a research project conducted by Jasmine Mahdy (graduate student) 

and Dr. Stephen Lewis (professor) from the Psychology Department at the University of Guelph 

in Guelph, Ontario, Canada.  

 

In this study, we hope to learn more about the public’s attitudes, thoughts, and feelings about 

self-injury. This refers to the deliberate damaging of one’s own body tissue, without suicidal 

intent.  

 

We are interested in hearing from both those who have had any experience with self-injury 

and those who have not.   

 

Participation is completely voluntary and will take about 30 minutes (or less). The study involves 

reading a short scenarios and completing online questionnaires. These questionnaires may be 

completed at your own convenience – at a time and in a place that is comfortable for you. 

However, the study must be completed in one sitting. You will receive $0.50 compensation via 

Amazon’s Mechanical Turk for completion of a validated (i.e., an actual representation of your 

experiences) survey.  

 

All participants will be expected to complete questionnaires written in the English language, so 

we ask that you be able to fluently communicate in the written form of the English language. 

Participation is also completely confidential. This means that anything you say will not be shared 

with others and no identifying information will be collected by the research team.   

 

If you have any questions about the study, you can contact Dr. Lewis 

(stephen.lewis@uoguelph.ca) or the graduate student coordinating this research study, Jasmine 

Mahdy (jmahdy@uoguelph.ca).   

 

If you would like to access the study, select the link below to complete the survey. At the end of 

the survey, you will be asked to input your worker ID as the completion code so that you may 

receive credit for participating.  

 

Thank you for your interest in this study.  

 

Study Link:  

  

mailto:stephen.lewis@uoguelph.ca
mailto:jmahdy@uoguelph.ca
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Appendix L: Study 2 Informed Consent Form 

 

CONSENT TO PARTICIPATE IN RESEARCH 

 

 

Attitudes and Emotions 

You are asked to participate in a research study conducted by Dr. Stephen Lewis and 

Jasmine Mahdy (graduate student), from the Psychology Department at the University of 

Guelph in Guelph, Ontario, Canada.  

 

If you have any questions or concerns about the research, please feel free to contact Dr. 

Lewis by phone: 519-824-4120 ext. 53299 or by email: stephen.lewis@uoguelph.ca. You 

may also contact Jasmine Mahdy by email: jmahdy@uoguelph.ca.  

 

PURPOSE OF THE STUDY 

 

We are conducting this study to better understand people’s attitudes, thoughts, feelings, and 

behaviours associated with self-injury.  

 

PROCEDURES 

 

If you volunteer to participate in this study, we would ask you to do the following things: 

 

In this study, you will be asked to read a short page, read a short scenario and complete a series 

of online questionnaires.  The questionnaires are located on a secure website. Your IP address 

will not be collected and all of your responses will be completely confidential. You will not be 

asked for your name or any other personal information that could match who you are with your 

responses.  

 

First, you will be asked general information about yourself (e.g., age, gender, ethnicity). Then, 

you will be asked questions about your mood and personality.  

Then, you will be asked to read some text about a specified topic, followed by a short scenario. 

From there, you will be asked to answer some questions based on this scenario.  

 

How long does the study take? 

In total, the questionnaires should take about 30 minutes to complete; however, you may take 

longer if you like. The study will be open for 24 hours and you will not be asked to stop if you 

have not finished, so please feel free to take your time. Please note that all questions must be 

answered in one sitting.  

 

Important information about taking part in the study: 

Before participating it is important that you know that taking part in the study is completely 

voluntary. This means that you do not have to take part in the study if you do not feel like it. This 

also means that you have the choice to not answer any questions on the questionnaires. This can 

mailto:stephen.lewis@uoguelph.ca
mailto:jmahdy@uoguelph.ca
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be for any reason and there is no penalty for choosing to not answer a question. Finally, if you 

choose to take part, you may stop participating at any time and for any reason. Please note, 

however, that if you complete the study and submit your responses, you will not be able to 

withdraw your data from the study.  

 

If you have any questions about the study prior to your participation, you may contact Jasmine 

Mahdy (jmahdy@uoguelph.ca) or Dr. Lewis (stephen.lewis@uoguelph.ca). 

 

POTENTIAL RISKS AND DISCOMFORTS 

 

Some participants may find some of the questions about self-injury difficult or upsetting to 

answer. Therefore, you may choose to not take part in this study if you would not like to answer 

questions about self-injury. If you experience any discomfort when taking part in the study, you 

are encouraged to contact your family doctor, a mental health professional in your area, or the 

researchers (contact information is provided above).  

 

If, at any point, you feel as though you want to hurt yourself, you are encouraged to contact 

a local crisis line, call emergency services, or go to your local Emergency Department.  

 

For more information about support for self-injury, please visit the following websites: 

 

Self-injury Outreach & Support 

http://www.sioutreach.org/ 

 

S.A.F.E. Alternatives 

http://www.selfinjury.com/ 

 

Cornell Research Program on Self-Injurious Behavior in Adolescents and Young Adults 

http://www.selfinjury.bctr.cornell.edu/ 

 

Recover Your Life 

http://www.recoveryourlife.com/ 

 

To Write Love On Her Arms 

http://www.twloha.com/ 

 

 

POTENTIAL BENEFITS TO PARTICIPANTS AND/OR TO SOCIETY 

 

There is no direct benefit to you by participating in this study; however, what we learn from 

participants may be of benefit to others. For instance, findings from this study can help us to 

better understand the experiences of people who self-injure. If interested, general results from 

this study can be available; however, no identifying information will be included in the general 

results. You may request this information from the study researchers. 
 

PAYMENT FOR PARTICIPATION 

  

mailto:jmahdy@uoguelph.ca
mailto:stephen.lewis@uoguelph.ca
http://www.sioutreach.org/
http://www.selfinjury.com/
http://www.selfinjury.bctr.cornell.edu/
http://www.recoveryourlife.com/
http://www.twloha.com/
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Everyone who takes part in the study will be asked to volunteer their time and will be 

compensated $0.50 via Amazon’s Mechanical Turk for completion of a validated survey.  
 

CONFIDENTIALITY 

 

All data collected in this study will be treated with the strictest of confidence. This means that we 

will never share your data with anyone else. However, please note that confidentiality cannot be 

guaranteed while data are in transit over the internet. The program is set up in such a way so that 

you must complete all questions in one sitting. If you complete the survey on a computer to 

which other people have access, please be sure to clear the browser, cache, and history, as well 

as log out from the survey website. To further ensure the confidentiality of data collection, all 

questionnaires will be administered on a secure server. The server on which the website is 

located is dedicated to these types of surveys and all content and handling of data is in 

compliance with the Personal Information Protection and Electronic Documents Act (PIPEDA).  

 

PARTICIPATION AND WITHDRAWAL 

 

You can choose whether to be in this study or not.  If you volunteer to be in this study, you 

may withdraw at any time without consequences of any kind. The investigator may 

withdraw you from this research if circumstances arise that warrant doing so.  

 

RIGHTS OF RESEARCH PARTICIPANTS 

 

You do not waive any legal rights by agreeing to take part in this study. This project has 

been reviewed by the Research Ethics Board for compliance with federal guidelines for 

research involving human participants (REB# ….). If you have questions regarding your 

rights as a research participant, contact: 

 

 Director, Research Ethics 

 Telephone: (519) 824-4120, ext. 56606 

 E-mail: reb@uoguelph.ca  

 

ELECTRONIC SIGNATURE OF RESEARCH PARTICIPANT/LEGAL 

REPRESENTATIVE 

 

Please save and print a copy of this consent form to keep for your own records:  

 Consent form (pdf) 

 Consent form (html) 

 

Below are two options:  

 

If you have read this form and understand the study and wish to participate, you can click the 

arrow below to indicate that you CONSENT to participate. By clicking the arrow, the study will 

be initiated.  

OR  

If you have read this form and understand the study and do NOT wish to participate, you can exit 

the current browser.  

mailto:reb@uoguelph.ca
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Appendix M: Study 2 Debriefing Form 

 

Debriefing Package 

 

Project Title: Attitudes, Emotions, and Self-Injury 

 

Thank you for your time and support in participating in this study. The purpose of this research is 

to better understand the process of helping others who self-injure. Specifically, we are interested 

in examining the public’s attitudes, thoughts, feelings, and behaviours associated with self-

injury. If interested, general results from this study can be available; however, no identifying 

information will be included in the general results. You may request this information from the 

study researchers.  

 

Self-injury is an important and common behaviour among adolescents and young adults. About 

14-24% of adolescents and young adults have reported hurting themselves on purpose at some 

point in their life; however, very few of these people report seeking professional help. This 

project will help us gain a better understanding of other avenues of support for individuals 

engaging in self-injurious behaviours. Our hope is to learn more about what factors among the 

general public might hinder or help providing nonprofessional support (e.g., accessing resources) 

to others who self-injure.  

 

If you feel distressed by the content of any of the questionnaires, please contact your family 

doctor, Dr. Lewis, or the resources outlined below. If you would like more information about 

sources of support for self-injury, we have provided you with a list of online resources on the 

next page. If you feel your rights as a participant in research have been violated during the course 

of this project, you may contact the Research Ethics Director at the University of Guelph at 519-

824-4120 (ext. 53299). This project has been reviewed and received ethics clearance through the 

Research Ethics Board at the University of Guelph (File #).  

 

Please download, save, and print a copy of this form for your files.. 

  

Thank you again for your time. Your participation in this study is greatly appreciated and 

is essential for advancing our knowledge of this important issue. 

 

If you have any questions or concerns, please feel free to contact any of the researchers. 

 

Dr. Stephen Lewis                                    Jasmine Mahdy (MA) 

Associate Professor                                  PhD Candidate 

University of Guelph                                University of Guelph 

519-824-4120 (ext. 53299)   jmahdy@uoguelph.ca   

stephen.lewis@uoguelph.ca 

            

 

 

 

mailto:jmahdy@uoguelph.ca
mailto:stephen.lewis@uoguelph.ca
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HELP SEEKING RESOURCES 

 

If, at any point, you feel as though you want to hurt yourself, you are encouraged to contact 

a local crisis line, call emergency services, or go to your local Emergency Department.   

 

For more information about support for self-injury, please visit the following websites: 

 

Self-injury Outreach & Support 

http://www.sioutreach.org/ 

 

S.A.F.E. Alternatives 

http://www.selfinjury.com/ 

 

Cornell Research Program on Self-Injurious Behavior in Adolescents and Young Adults 

http://www.selfinjury.bctr.cornell.edu/ 

 

Recover Your Life 

http://www.recoveryourlife.com/ 

 

To Write Love On Her Arms 

http://www.twloha.com/ 

  

http://www.sioutreach.org/
http://www.selfinjury.com/
http://www.selfinjury.bctr.cornell.edu/
http://www.recoveryourlife.com/
http://www.twloha.com/
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Appendix N: Study 3 NSSI Information Sheet 

 

What is non-suicidal self-injury? 

Non-suicidal self-injury (NSSI), also referred to as self-injury or self- 
harm, is the deliberate and direct destruction of one’s body tissue 
without suicidal intent and not for body modification purposes. 
Therefore this definition does not include tattooing or piercing, or 
indirect injury such as substance abuse and eating disorders. Also, 
this type of self-injury is different than “self-injurious 

behaviors” (SIB) which are commonly seen among individuals with 
intellectual and developmental disabilities. 

Self-injury Methods 

The most common methods of self-injury include cutting, burning, 
scratching, and bruising. These injuries can range in severity from 
minor to moderate. Self-injury can start at any age, but most people 
who self-injure start when they are teenagers. Many people who start 
self-injuring in their teens continue into adulthood, while others may 
start self-injuring as adults. Although any one at any age may begin to 
engage in self-injury, research shows that the most common age of 
onset for self-injury is early adolescence, more than half of young 
adults who have engaged in self-injury recall starting at this time, 
however slightly less than a quarter recall starting before age 12. 

Prevalence 

Between 14 to 24% of youth and young adults in the community report 
engaging in self-injury at least once in their life. Some studies have 
found even higher percentages if they provide comprehensive 
checklists of the different types of possible self- injury methods or if 
they advertise their study as one about self- injury. 
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What are common misconceptions about self-
injury? 

Self-injury is a failed suicide attempt 

Self-injury is NOT an attempt to die. Most people who self-injure 
say they do it to feel better, to express their pain and/or to stop 
feeling numb. In fact, some people who self-injure even say they do it 
to stop themselves from acting on urges and thoughts to kill 
themselves. Although self-injury and suicide attempts are different 
behaviors, many individuals who self-injure also may struggle at times 
with suicidal feelings. 

The injury isn’t very bad, so it isn’t serious 

The seriousness of a person’s distress is NOT related to the severity 
of the self-injury. Research has shown that self-injury is related to 
emotional difficulties, distress and sometimes suicidal feelings. 
Therefore, any degree of self-injury needs to be taken seriously. 

Self-injury is just an attempt to get attention 

Self-injury is NOT about trying to get attention. Self-injury is often 
done in private and many people keep it a secret from others. Some 
people who self- injure never tell anyone about it. If they tell someone, 
they may be more inclined to tell a friend or to share their self-injury 
experiences online. 

Because many individuals who self-injure have difficulties telling 
others how they feel some may use self-injury to show others the 
distress they find hard to put into words. This is not about trying to get 
attention but about an attempt to communicate their pain or intense 
emotions. 

People who self-injure have a personality disorder 

Many people who self-injure do NOT have a personality disorder. 
Sometimes self-injury is a symptom of borderline personality disorder 
(BPD)—a mental health illness involving a long-term pattern of 
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difficulties dealing with emotions, impulsivity, and unstable 
relationships—but a diagnosis of BPD cannot be made based on self-
injury alone. There are other symptoms of BPD that must be present 
in order to receive this diagnosis and many people who self-injure do 
not have these other symptoms. 

Self-injury is a sign that someone has been abused 

Although self-injury is quite prevalent amongst individuals with a 
history of abuse, not everyone who has been abused will self- injure 
and not everyone who self-injures has been abused. It is very 
important not to assume that self-injury is an indicator of abuse. 

People who self-injure don’t feel pain 

People who self-injure DO feel pain. Sometimes when a person feels 
numb, or like they are separated from their body, the purpose of self-
injury is to feel pain (that is, the goal is to feel something, even if it is 
pain). However, some individuals who self-injure say that sometimes 
they do not feel the pain, that they feel disconnected from their body 
during the self-injury but this is not always the case. 

Self-injury is a phase/teen fad that people grow out of 

Self-injury is NOT a trend, a fad, or a phase. Self-injury is an attempt 
to cope with some very difficult feelings. It is often referred to as a 
‘maladaptive coping strategy.' Research shows that using self-injury at 
any point in one’s life is a sign that the person is struggling to cope. 
Most people do not grow out of self-injury without finding healthier 
ways to cope. This can be very difficult and may require professional 
help. Self-injury doesn’t get better on its own. 

How common is self-injury? 

By the numbers 

Non-suicidal self-injury is quite common, with about 14 to 24% of 
teens reporting self-injuring at least once and about a quarter of those 
having done it many times. Similar rates of self-injury have been found 
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amongst college students. However, in later adulthood the occurrence 
of self-injury seems to be somewhat less, with about 1 in 20, or 
approximately 4%, of adults indicating they have self-injured. 

Because almost all the research on this has been done over the last 
decade, it is unclear whether it is increasing or if as youth and young 
adults mature they learn healthier coping and the use of self-injury 
decreases. 

Further research is needed to understand why the prevalence is 
different amongst older adults. In any case, non-suicidal self-injury is 
not a rare or unusual occurrence amongst youth and young adults. 

Who is at risk for self-injury? 

One of the most commonly found risk factors for non- suicidal self-
injury is having difficulties with regulating emotions. This means 
individuals who experience intense negative emotions that they find 
intolerable, which is often combined with difficulty expressing 
emotions, are more at risk for self-injury. There may be many reasons 
for these difficulties, including past life experiences and/or 
temperament. 

Research has shown that in adolescent samples females are more 
likely to report having self-injured. However, by late adolescence or 
young adulthood, males and females report similar rates of self-injury. 
Research has also shown that females may be more likely to seek 
help or report their self-injury than males, leading professionals and 
the general public to mistakenly think of self-injury as a “female” 
behavior. So, while many people think females are more at risk for 
self-injury this is not the case. 

In addition, some research has indicated that being a member of a 
group that is likely to experience social prejudice (i.e., a group that is 
marginalized) may increase the risk for self-injury. For example some 
research has shown that people who are lesbian, gay, bisexual or 
transgendered may be more likely to engage in self-injury. With more 
stress in one’s life, it can be more difficult to cope. 
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People who self-injure sometimes have mental health difficulties such 
as depression, post-traumatic stress disorder (PTSD), or eating 
disorders. However, many people who self-injure do not have a 
mental illness. This is not to say that self-injury is not serious though, 
self-injury is a sign of significant distress. 

Why do people self-injure? 

As noted above, one of the most common reasons for self-injuring is 
to deal with intense negative emotions (like sadness, stress and 
anger) and thoughts (such as negative thoughts about oneself). These 
feelings or thoughts are felt to be so intense and overwhelming that 
they are intolerable. 

People who self-injure frequently report that following the self-injury 
they experience a “relief” from these negative emotions/thoughts for a 
short time. 

Sometimes people self-injure to punish themselves for things they feel 
guilty about, or when they are really hard on themselves and feel they 
have not done well enough. 

Some people self-injure to reconnect with themselves and others (that 
is, to feel something, even if it is pain). Some people use self-injury as 
a way to tell others about how they feel. 

There are many other reasons for self-injuring and someone may self-
injure for more than just one reason or the reason for the self-injury 
may change over time as the self-injury continues. As anyone who 
self-injures will tell you, it is very hard to say “why” they self-injure, it is 
a complex combination of things - however they do know that they are 
doing this to try to feel better in one way or another. 

Self-injury as maladaptive coping 

People who self-injure have a hard time dealing with their feelings. 
Instead of being able to cope with an intense emotion (such as 
sadness or anger), they use self-injury to reduce, manage, or escape 
from these feelings. Because for some people the self-injury brings 
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relief, it is tempting to keep using it to cope with these difficult feelings. 
However, the more often individuals use self-injury to cope, the more 
likely they are to self- injure when they have difficult feelings in the 
future. Many people who self-injure report feeling that they “can’t stop” 
or that they “are addicted” to self-injury. It is important to break the 
cycle early on as it becomes increasingly difficult to stop. 

Non-suicidal self-injury is not a suicide attempt because it is 
done as an effort to feel better, not to end life – dying is not the 
goal of self-injury. 

Some people who self-injure also experience depression. People who 
are depressed have a lot of negative thoughts (about themselves, 
others, the world around them, and their future). They may feel 
hopeless and think they are a burden to others. These feelings CAN 
lead to suicidal thoughts and actions. People who self-injure are at a 
higher risk for suicide when their distress is greater than their ability to 
cope. Sometimes people may self-injure as a way to cope, and to stop 
themselves from acting on these thoughts and urges of suicide. 

In any case, because we know that those who self-injure are also at 
greater risk for attempting suicide at some point (even though these 
are different behaviors), anyone who self-injures should be evaluated 
for possible suicide risk. 

 

Is non-suicidal self-injury contagious? 

Self-injury is NOT contagious. 

Self-injury is NOT contagious. Self-injury is usually done in private and 
differs from person to person (in terms of how, where, and why it is 
done). 

People only self-injure when the self-injury fills a need for that person. 
People who already use healthy ways to cope with distress and 
difficult emotions are unlikely to start self-injuring after learning that 
someone else self-injures. 
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People who find it hard to cope with difficult feelings may be more 
likely to try out unhealthy ways of coping (such as self-injury) after 
learning that a friend does it. 

While you can’t “catch” self-injury, knowing someone who self-injures 
can increase the chance that someone will self-injure if he/she already 
has difficulty coping with difficult emotions. 

Self-injury in the media 

Self-injury is becoming more popular as a subject in music, television 
shows, and websites. Many celebrities talk about their own self-injury. 

It is important that people know what self-injury is and that there is 
help for it. 

Many forms of media help to spread awareness about self-injury. 
However, some depictions of self-injury can be triggering for those 
who self-injure; sometimes they can also make self-injury seem okay 
or even glamorous. 

It is important to remember though that people who self- injure report 
that once you start it can be hard to stop and that they feel like self-
injury takes over their lives. 

Self-injury needs to be taken seriously. 

Can people stop self-injuring? 

Self-injury is not a life-sentence. 

People CAN and DO STOP self-injuring. 

However, the longer a person self-injures, the more difficult it can be 
to stop. It is important to remember that stopping a behavior that has 
become a frequently used maladaptive coping strategy will take time 
and effort and having support in doing this would be helpful. 

Many people who self-injure do it in private and work very hard to 
keep it a secret. In these cases, the self- injury may sometimes be 
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accidentally discovered. Some people who self-injure will tell one or 
two close friends or family members; often they will tell others who 
self-injure when they’re online. Other people who self-injure will talk to 
a professional (like a counsellor, psychologist or a doctor) about their 
self-injury. 

It is important that people who self-injure are provided with helpful 
resources and, if they are open to it, professionals who can support 
them in their efforts to cope better. Mental health professionals (such 
as counsellors, social workers, psychologists and psychiatrists) are 
trained to help people learn healthier ways to cope, and can be helpful 
in supporting someone who self-injures. 

The SiOS website has very current best practice information and 
resources that can be shared with the professional (see the Learn 
section for information for Mental Health and Medical Professionals). 

Some people who self-injure are not ready and/or willing to seek 
professional help. It is possible to learn healthier ways to cope without 
a professional but it may be extremely difficult. Resources on the 
SiOS website for those who self-injure can help in efforts to recover 
(see You Are Not Alone). 

People who self-injure cannot be forced to stop. Sometimes people 
who self-injure do not want to stop self-injuring. Remember that self-
injury serves a purpose and stopping can be difficult. When people 
who self- injure start learning healthy ways to cope, then they find 
stopping self-injury easier. 
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Appendix O: Study 3 Filler Task 

 

Louis Pasteur 
From Wikipedia, the free encyclopedia 

Louis Pasteur (/ˈluːi pæˈstɜːr/, French: [lwi pastœʁ]; December 27, 1822 – September 28, 1895) was 
a French chemist and microbiologist renowned for his discoveries of the principles 
of vaccination, microbial fermentation and pasteurization. He is remembered for his remarkable 
breakthroughs in the causes and preventions of diseases, and his discoveries have saved countless 
lives ever since. He reduced mortality from puerperal fever, and created the first vaccines 
for rabies and anthrax. His medical discoveries provided direct support for the germ theory of 
disease and its application in clinical medicine. He is best known to the general public for his 
invention of the technique of treating milk and wine to stop bacterial contamination, a process now 
called pasteurization. He is regarded as one of the three main founders of bacteriology, together 
with Ferdinand Cohn and Robert Koch, and is popularly known as the "father of microbiology".[3][4][5] 

Pasteur was responsible for disproving the doctrine of spontaneous generation. He performed 
experiments that showed that without contamination, microorganisms could not develop. Under the 
auspices of the French Academy of Sciences, he demonstrated that in sterilized and sealed flasks 
nothing ever developed, and in sterilized but open flasks microorganisms could grow. This 
experiment won him the Alhumbert Prize of the academy.[6] 

Although Pasteur was not the first to propose the germ theory, he developed it and conducted 
experiments that clearly indicated its correctness and managed to convince most of Europe that it 
was true. (He was preceded by Girolamo Fracastoro, Agostino Bassi and others, with the significant 
experimental demonstration by Francesco Redi in the 17th century.) Today, he is often regarded as 
(one of the) fathers of germ theory.[7] 

Pasteur also made significant discoveries in chemistry, most notably on the molecular basis for 
the asymmetry of certain crystals and racemization. Early in his career, his investigation of tartaric 
acid resulted in the first resolution of what we now call optical isomers. His work led the way to our 
current understanding of a fundamental principal in the structure of organic compounds. 

He was the director of the Pasteur Institute, established in 1887, till his death, and his body lies 
beneath the institute in a vault covered in depictions of his accomplishments in Byzantine mosaics.[8] 

Although Pasteur made groundbreaking experiments, his reputation became associated with various 
controversies. Historical reassessment of his notebook revealed that he practiced deception to 
overcome his rivals.[9][10]  

Education and early life 

Louis Pasteur was born on December 27, 1822, in Dole, Jura, France, to a Catholic family of a 
poor tanner. He was the third child of Jean-Joseph Pasteur and Jeanne-Etiennette Roqui. In 1827, 
the family moved to Arbois, where he entered primary school in 1831. He was an average student in 
his early years, and not particularly academic, as his interests were fishing and sketching. His 
pastels and portraits of his parents and friends, made when he was 15, were later kept in the 
museum of the Pasteur Institute in Paris. In 1838, he left for Paris to join the Institution Barbet, but 
became homesick and returned in November. In 1839, he entered the Collège Royal de Besançon 
and earned his baccalauréat (BA) degree in 1840. He was appointed teaching assistant at the 
Besançon college while continuing a degree science course with special mathematics. He failed his 
first examination in 1841. He managed to pass the baccalauréat scientifique (general science) 
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degree in 1842 from Dijon but with a poor grade in chemistry. After one failed attempt for the 
entrance test for the École Normale Supérieure in Paris in 1842, he succeeded in 1844. In 1845 he 
received the licencié ès sciences (Bachelor of Science) degree. In 1846, he was appointed professor 
of physics at the Collège de Tournon (now called Lycée Gabriel-Faure (fr)) in Ardèche, but Antoine 
Jérome Balard (one of the discoverers of the element bromine) wanted him back at the École 
Normale Supérieure as a graduate assistant (préparateur) for chemistry courses. He joined Balard 
and simultaneously started his research in crystallography and in 1847, he submitted his two theses, 
one in chemistry and the other in physics. After serving briefly as professor of physics at the 
Dijon Lycée in 1848, he became professor of chemistry at the University of Strasbourg, where he 
met and courted Marie Laurent, daughter of the university's rector in 1849. They were married on 
May 29, 1849, and together had five children, only two of whom survived to adulthood; the other 
three died of typhoid. These personal tragedies were his motivations for curinginfectious 
diseases.[3][11] 

Career 

Pasteur was appointed to the Chair of Chemistry in the faculty of sciences of the University of 
Strasbourg in 1848. In 1854, he was named dean of the new faculty of sciences at Lille University, 
where he began his studies on fermentation.[12] It was on this occasion that Pasteur uttered his oft-
quoted remark: "dans les champs de l'observation, le hasard ne favorise que les esprits préparés." 
(In the field of observation, chance favors only the prepared mind.[13]) 

In 1857, he moved to Paris as the director of scientific studies at the École Normale 
Supérieure where he took control from 1858 to 1867 and introduced a series of reforms to improve 
the standard of scientific work. The examinations became more rigid, which led to better results, 
greater competition, and increased prestige. Many of his decrees, however, were rigid and 
authoritarian, leading to two serious student revolts. During "the bean revolt" he decreed that a 
mutton stew, which students had refused to eat, would be served and eaten every Monday. On 
another occasion he threatened to expel any student caught smoking, and 73 of the 80 students in 
the school resigned.[14] 

In 1862, he was appointed professor of geology, physics, and chemistry at the École nationale 
supérieure des Beaux-Arts, the position which held until his resignation in 1867. In Paris, he 
established the Pasteur Institute in 1887, in which he was its director for the rest of his life.[4][5][11] 

Awards and honours 

Pasteur was awarded the prize of 1,500 francs in 1853 by the Pharmaceutical Society for the 
synthesis of racemic acid. In 1856 the Royal Society of London presented him the Rumford 
Medal for his discovery of the nature of racemic acid and its relations to polarized light, and 
the Copley Medal in 1874 for his work on fermentation. He was elected a Foreign Member of the 
Royal Society (ForMemRS) in 1869.[2] The French Academy of Sciences awarded him the Montyon 
Prizes in 1859 for experimental physiology, and the Jecker Prize in 1861 and the Alhumbert Prize in 
1862 for his experimental refutation of spontaneous generation.[34][66] Though he lost election in 1857 
for membership to the French Academy of Sciences, he won it in 1862 in mineralogy section, and 
was appointed to permanent secretary of the physical science section of the academy in 1887. In 
1873 he was elected to the Académie Nationale de Médecine. He was elected to Littré's seat at 
theAcadémie française in 1881. In 1883 he became foreign member of the Royal Netherlands 
Academy of Arts and Sciences.[67] 

In 1873 he was made the commander in the Brazilian Order of the Rose. 

Pasteur won the Leeuwenhoek Medal, microbiology's highest Dutch honor in Arts and Sciences, in 
1895. Both the Institute Pasteur and Université Louis Pasteur were named after him. 



 

 

187 

He was made a Chevalier of the Legion of Honour in 1853, promoted to Commander in 1868, to 
Grand Officer in 1878 and made a Grand Cross of the Legion of Honor – one of only 75 in all of 
France - in 1881.[11] 

On June 8, 1886, the Ottoman Sultan Abdul Hamid II awarded Pasteur with the Order of the 
Medjidie (I Class) and 10000 Ottoman liras.[68] 

Legacy  

In many localities worldwide, streets are named in his honor. For example, in the USA: Palo 
Alto and Irvine, California, Boston and Polk, Florida, adjacent to the University of Texas Health 
Science Center at San Antonio; Jonquière, Québec; San Salvador de Jujuy and Buenos Aires 
(Argentina), Great Yarmouth in Norfolk, in the United Kingdom, Jericho and Wulguru in Queensland, 
(Australia); Phnom Penh in Cambodia; Ho Chi Minh City; Batna 
in Algeria; Bandung inIndonesia, Tehran in Iran, near the central campus of the Warsaw 
University in Warsaw, Poland; adjacent to the Odessa State Medical University 
in Odessa,Ukraine; Milan in Italy and Bucharest, Cluj-Napoca and Timișoara in Romania. The 
Avenue Pasteur in Saigon, Vietnam, is one of the few streets in that city to retain its French name. 

Avenue Louis Pasteur in the Longwood Medical and Academic Area in Boston, Massachusetts was 
named in his honor in the French manner with "Avenue" preceding the name of the dedicatee.[69] 

The schools Lycée Pasteur in Neuilly-sur-Seine, France, and Lycée Louis 
Pasteur in Calgary, Canada, are named after Pasteur. In South Africa, the Louis Pasteur Private 
Hospital in Pretoria, and Life Louis Pasteur Private Hospital, Bloemfontein, are named after him. 
Louis Pasteur University Hospital in Košice,Slovakia is also named after Pasteur.  

His statue is erected at San Rafael High School in San Rafael, California. 

A bronze bust of Pasteur resides on the French Campus of Kaiser Permanente's San Francisco 
Medical Center inSan Francisco. The sculpture was designed by Harriet G. Moore and cast in 1984 
by Artworks Foundry.[70] 

The UNESCO/Institut Pasteur Medal was created on the centenary of Pasteur's death, and is given 
every two years in his name, "in recognition of outstanding research contributing to a beneficial 
impact on human health".[71] 

Pasteur Institute 
Main article: Pasteur Institute 

The Pasteur Institute was established by Pasteur to perpetuate his commitment to basic research 
and its practical applications. He brought together scientists with various specialties. The first five 
departments were directed by two normaliens (graduates of the École Normale Supérieure): Émile 
Duclaux (generalmicrobiology research) and Charles Chamberland (microbe research applied 
to hygiene), as well as a biologist, Élie Metchnikoff (morphological microbe research) and 
two physicians, Jacques-Joseph Grancher (rabies) and Émile Roux (technical microbe research). 
One year after the inauguration of the institute, Roux set up the first course of microbiology ever 
taught in the world, then entitled Cours de Microbie Technique (Course of microbe research 
techniques). Since 1891 the Pasteur Institute had been extended to different countries, and currently 
there are 32 institutes in 29 countries in various parts of the world.[72] 

Personal life 

Faith and spirituality 

His grandson, Louis Pasteur Vallery-Radot, wrote that Pasteur had only kept from his Catholic 
background a spiritualism without religious practice,[73] although Catholic observers often said Louis 
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Pasteur remained throughout his whole life an ardent Christian, and his son-in-law, in perhaps the 
most complete biography of Louis Pasteur, writes: 

Absolute faith in God and in Eternity, and a conviction that the power for good given to us in this 
world will be continued beyond it, were feelings which pervaded his whole life; the virtues of the 
gospel had ever been present to him. Full of respect for the form of religion which had been that of 
his forefathers, he came simply to it and naturally for spiritual help in these last weeks of his life.[74] 

Maurice Vallery-Radot, grandson of the brother of the son-in-law of Pasteur and outspoken Catholic, 
also holds that Pasteur fundamentally remained Catholic.[75] According to both Pasteur Vallery-Radot 
and Maurice Vallery-Radot, the following well-known quotation attributed to Pasteur is 
apocryphal:[76] "The more I know, the more nearly is my faith that of the Breton peasant. Could I but 
know all I would have the faith of a Breton peasant's wife".[3] According to Maurice Vallery-
Radot,[77] the false quotation appeared for the first time shortly after the death of Pasteur.[78] However, 
despite his belief in God, it has been said that his views were that of a freethinker rather than a 
Catholic, a spiritual more than a religious man.[79][80][81] He was also against mixing science with 
religion.[82][83] 

Death 

Pasteur was frequently stricken by strokes beginning in 1868, and the one in 1894 severely impaired 
his health. Failing to fully recover, he died in 1895, near Paris.[20] He was given a state funeraland 
was buried in the Cathedral of Notre Dame, but his remains were reinterred in a crypt in the Pasteur 
Institute in Paris, where the crypt is engraved with his life-saving works. 
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Appendix P: Study 3 Follow-Up Questions 

 

NSSI Information Sheet (correct answers underlined) 

 

1. The prevalence of self-injury among youth and young adults in the community is:  

a. 50+ % 

b. 14 to 24 % 

c. 2 to 3 % 

d. 10.7% 

 

2. On a scale of 1(Not at all true) to 7(Completely true), please rate how much you believe 

the following statement: Self-injury is just an attempt to get attention.  <3 

 

3. True or False: Females are more at risk for self-injury than males. False 

 

4. One of the most commonly found risk factors for nonsuicidal self-injury is:  

a. Loneliness 

b. Having difficulties with regulating emotions  

c. Boredom 

d. Peer pressure 

 

5. What is one of the most common reasons for self-injury?  

a. Attempt suicide 

b. Manipulate others 

c. Attention seeking 

d. Deal with intense negative emotions  

e. Fun  

 

Filler Task – Louis Pasteur (correct answers underlined) 

 

1. Louis Pasteur created the first vaccines for:  

a. Polio  

b. Measles  

c. Rabies and anthrax 

d. Chicken pox  

 

2. True or False: The process now called “pasteurization,” was invented by Pasteur and is 

based on the technique of treating milk and wine to stop bacterial contamination. True 

 

3. Which university was Pasteur appointed to the Chair of Chemistry in the Faculty of 

Sciences:  

a. University of Paris-Sud 

b. University of Strasbourg 

c. Paris-Descartes University 



 

 

190 

d. University of Rennes 

 

4. True or False: The French Academy of Sciences awarded Pasteur the Montyon Prizes in 

1859 for experimental physiology. True 

 

5. Pasteur died in:  

 

a. 1994 

b. 1848 

c. 1895 

d. 1841 

  



 

 

191 

Appendix Q: Study 3 Letter of Information 

 

 

Letter of Information 

 

 

You are invited to take part in a research project conducted by Jasmine Mahdy (graduate student) 

and Dr. Stephen Lewis (professor) from the Psychology Department at the University of Guelph 

in Guelph, Ontario, Canada.  

 

In this study, we hope to learn more about the public’s attitudes, thoughts, and feelings about 

self-injury. This refers to the deliberate damaging of one’s own body tissue, without suicidal 

intent.  

 

If you have ever self-injured, we ask that you NOT complete the survey. We are interested 

in hearing from those who have not had any experience with self-injury.  

 

Participation is completely voluntary and will take about 30 minutes (or less). The study involves 

reading a short page that includes text about a specified topic, reading a short scenario and 

completing a series of online questionnaires. These questionnaires may be completed at your 

own convenience – at a time and in a place that is comfortable for you. However, the study must 

be completed in one sitting. You will receive $0.50 compensation via Amazon’s Mechanical 

Turk for completion of a validated (i.e., an actual representation of your experiences) survey.  

 

All participants will be expected to complete questionnaires written in the English language, so 

we ask that you be able to fluently communicate in the written form of the English language. 

Participation is also completely confidential. This means that anything you say will not be shared 

with others and no identifying information will be collected by the research team.   

 

If you have any questions about the study, you can contact Dr. Lewis 

(stephen.lewis@uoguelph.ca) or the graduate student coordinating this research study, Jasmine 

Mahdy (jmahdy@uoguelph.ca).   

 

If you would like to access the study, select the link below to complete the survey. At the end of 

the survey, you will be asked to input your worker ID as the completion code so that you may 

receive credit for participating.  

 

Thank you for your interest in this study.  

 

Study Link:  

  

mailto:stephen.lewis@uoguelph.ca
mailto:jmahdy@uoguelph.ca
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Appendix R: Study 3 Informed Consent Form 

 

CONSENT TO PARTICIPATE IN RESEARCH 

 

 

Attitudes and Emotions 

You are asked to participate in a research study conducted by Dr. Stephen Lewis and 

Jasmine Mahdy (graduate student), from the Psychology Department at the University of 

Guelph in Guelph, Ontario, Canada.  

 

If you have any questions or concerns about the research, please feel free to contact Dr. 

Lewis by phone: 519-824-4120 ext. 53299 or by email: stephen.lewis@uoguelph.ca. You 

may also contact Jasmine Mahdy by email: jmahdy@uoguelph.ca.  

 

PURPOSE OF THE STUDY 

 

We are conducting this study to better understand people’s attitudes, thoughts, feelings, and 

behaviours associated with self-injury.  

 

PROCEDURES 

 

If you volunteer to participate in this study, we would ask you to do the following things: 

 

In this study, you will be asked to read a short page that includes text about a specified topic, 

read a short scenario and complete a series of online questionnaires.  The questionnaires are 

located on a secure website. Your IP address will not be collected and all of your responses will 

be completely confidential. You will not be asked for your name or any other personal 

information that could match who you are with your responses.  

 

First, you will be asked general information about yourself (e.g., age, gender, ethnicity). Then, 

you will be asked questions about your mood and personality.  

Then, you will be asked to read text about a specified topic, followed by a short scenario. From 

there, you will be asked to answer some questions based on this scenario.  

 

How long does the study take? 

In total, the questionnaires should take no more than 30 minutes to complete; however, you may 

take longer if you like. The study will be open for 24 hours and you will not be asked to stop if 

you have not finished, so please feel free to take your time. Please note that all questions must be 

answered in one sitting.  

 

Important information about taking part in the study: 

Before participating it is important that you know that taking part in the study is completely 

voluntary. This means that you do not have to take part in the study if you do not feel like it. This 

also means that you have the choice to not answer any questions on the questionnaires. This can 

mailto:stephen.lewis@uoguelph.ca
mailto:jmahdy@uoguelph.ca
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be for any reason and there is no penalty for choosing to not answer a question. Finally, if you 

choose to take part, you may stop participating at any time and for any reason. Please note, 

however, that if you complete the study and submit your responses, you will not be able to 

withdraw your data from the study.  

 

If you have any questions about the study prior to your participation, you may contact Jasmine 

Mahdy (jmahdy@uoguelph.ca) or Dr. Lewis (stephen.lewis@uoguelph.ca). 

 

POTENTIAL RISKS AND DISCOMFORTS 

 

Some participants may find some of the questions about self-injury difficult or upsetting to 

answer. Therefore, you may choose to not take part in this study if you would not like to answer 

questions about self-injury. If you experience any discomfort when taking part in the study, you 

are encouraged to contact your family doctor, a mental health professional in your area, or the 

researchers (contact information is provided above).  

 

If, at any point, you feel as though you want to hurt yourself, you are encouraged to contact 

a local crisis line, call emergency services, or go to your local Emergency Department.  

 

For more information about support for self-injury, please visit the following websites: 

 

Self-injury Outreach & Support 

http://www.sioutreach.org/ 

 

S.A.F.E. Alternatives 

http://www.selfinjury.com/ 

 

Cornell Research Program on Self-Injurious Behavior in Adolescents and Young Adults 

http://www.selfinjury.bctr.cornell.edu/ 

 

Recover Your Life 

http://www.recoveryourlife.com/ 

 

To Write Love On Her Arms 

http://www.twloha.com/ 

 

 

POTENTIAL BENEFITS TO PARTICIPANTS AND/OR TO SOCIETY 

 

There is no direct benefit to you by participating in this study; however, what we learn from 

participants may be of benefit to others. For instance, findings from this study can help us to 

better understand the experiences of people who self-injure. If interested, general results from 

this study can be available; however, no identifying information will be included in the general 

results. You may request this information from the study researchers. 
 

PAYMENT FOR PARTICIPATION 

  

mailto:jmahdy@uoguelph.ca
mailto:stephen.lewis@uoguelph.ca
http://www.sioutreach.org/
http://www.selfinjury.com/
http://www.selfinjury.bctr.cornell.edu/
http://www.recoveryourlife.com/
http://www.twloha.com/
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Everyone who takes part in the study will be asked to volunteer their time and will be 

compensated $0.50 via Amazon’s Mechanical Turk for completion of a validated survey (that is, 

correct completion of five validation questions that are dispersed throughout the survey as well 

as an accurate representation of your experiences).  
 

CONFIDENTIALITY 

 

All data collected in this study will be treated with the strictest of confidence. This means that we 

will never share your data with anyone else. However, please note that confidentiality cannot be 

guaranteed while data are in transit over the internet. The program is set up in such a way so that 

you must complete all questions in one sitting. If you complete the survey on a computer to 

which other people have access, please be sure to clear the browser, cache, and history, as well 

as log out from the survey website. To further ensure the confidentiality of data collection, all 

questionnaires will be administered on a secure server.  

 

PARTICIPATION AND WITHDRAWAL 

 

You can choose whether to be in this study or not.  If you volunteer to be in this study, you 

may withdraw at any time without consequences of any kind. The investigator may 

withdraw you from this research if circumstances arise that warrant doing so.  

 

RIGHTS OF RESEARCH PARTICIPANTS 

 

You do not waive any legal rights by agreeing to take part in this study. This project has 

been reviewed by the Research Ethics Board for compliance with federal guidelines for 

research involving human participants (REB# ….). If you have questions regarding your 

rights as a research participant, contact: 

 

 Director, Research Ethics 

 Telephone: (519) 824-4120, ext. 56606 

 E-mail: reb@uoguelph.ca  

 

 

Please save and print a copy of this consent form to keep for your own records:  

 Consent form (pdf) 

 Consent form (html) 

 

Below are two options:  

 

If you have read this form and understand the study and wish to participate, you can click the 

arrow below to indicate that you CONSENT to participate. By clicking the arrow, the study will 

be initiated.  

OR  

If you have read this form and understand the study and do NOT wish to participate, you can exit 

the current browser.  

 

 

mailto:reb@uoguelph.ca
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Appendix S: Study 3 Debriefing Form 

 

Debriefing Package 

 

Project Title: Attitudes, Emotions, and Personality 

 

Thank you for your time and support in participating in this study. The purpose of this research is 

to better understand the process of helping others who self-injure. Specifically, we are interested 

in examining the public’s attitudes, thoughts, feelings, and behaviours associated with self-

injury. If interested, general results from this study can be available; however, no identifying 

information will be included in the general results. You may request this information from the 

study researchers.  

 

Self-injury is an important and common behaviour among adolescents and young adults. About 

14-24% of adolescents and young adults have reported hurting themselves on purpose at some 

point in their life; however, very few of these people report seeking professional help. This 

project will help us gain a better understanding of other avenues of support for individuals 

engaging in self-injurious behaviours. Our hope is to learn more about what factors among the 

general public might hinder or help providing nonprofessional support (e.g., accessing resources) 

to others who self-injure.  

 

If you feel distressed by the content of any of the questionnaires, please contact your family 

doctor, Dr. Lewis, or the resources outlined below. If you would like more information about 

sources of support for self-injury, we have provided you with a list of online resources on the 

next page. If you feel your rights as a participant in research have been violated during the course 

of this project, you may contact the Research Ethics Director at the University of Guelph at 519-

824-4120 (ext. 53299). This project has been reviewed and received ethics clearance through the 

Research Ethics Board at the University of Guelph (File #).  

 

Please download, save, and print a copy of this form for your files. 

  

Thank you again for your time. Your participation in this study is greatly appreciated and 

is essential for advancing our knowledge of this important issue. 

 

If you have any questions or concerns, please feel free to contact any of the researchers. 

 

Dr. Stephen Lewis                                    Jasmine Mahdy (MA) 

Associate Professor                                  PhD Candidate 

University of Guelph                                University of Guelph 

519-824-4120 (ext. 53299)   jmahdy@uoguelph.ca   

stephen.lewis@uoguelph.ca 

            

 

 

 

mailto:jmahdy@uoguelph.ca
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HELP SEEKING RESOURCES 

 

If, at any point, you feel as though you want to hurt yourself, you are encouraged to contact 

a local crisis line, call emergency services, or go to your local Emergency Department.   

 

For more information about support for self-injury, please visit the following websites: 

 

Self-injury Outreach & Support 

http://www.sioutreach.org/ 

 

S.A.F.E. Alternatives 

http://www.selfinjury.com/ 

 

Cornell Research Program on Self-Injurious Behavior in Adolescents and Young Adults 

http://www.selfinjury.bctr.cornell.edu/ 

 

Recover Your Life 

http://www.recoveryourlife.com/ 

 

To Write Love On Her Arms 

http://www.twloha.com/ 

http://www.sioutreach.org/
http://www.selfinjury.com/
http://www.selfinjury.bctr.cornell.edu/
http://www.recoveryourlife.com/
http://www.twloha.com/

