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Abstract: 

 

Individuals who self-injure have consistently reported less perceived social support; yet, little is 

actually known about the support they seek out from others specifically for non-suicidal self-

injury. The goal of this study was to explore characteristics of support networks of those who 

self-injure. Twenty-three percent reported not seeking support for self-injury, while the 

remaining reported smaller social networks than typical. Most participants sought help 

infrequently, and when they did, found supporters to be only moderately helpful. Network 

characteristics were found to relate to self-injury behavior and patterns emerged regarding 

supporters in the networks. Implications for advocacy and education are provided. 
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Article: 

 

The prevalence of non-suicidal self-injury (NSSI) is well documented in the literature (e.g. Nock, 

2009; Walsh, 2012) and is suggested to be mainstream in today’s culture (Adler & Adler, 2005; 

Chandler, 2013). These behaviors are present in a variety of populations such as college students 

(e.g. Andover, Primack, Gibb, & Pepper, 2010), adolescents, the general public (e.g. Lloyd-

Richardson, Perrine, Dierker, & Kelley, 2007), and inpatient clients (e.g. Nock, Joiner, Gordon, 

Lloyd-Richardson, & Prinstein, 2006), as well as across racial and ethnic groups (Wester & 

Trepal, 2015). 

 

The understanding of the functions of and settings in which NSSI occurs improved markedly 

during the last decade. For example, most individuals have multiple social (e.g. avoid others, get 

out of tasks, and stop relational conflict) and affective (e.g. emotion regulation and ground 

dissociative state) reasons for engaging in NSSI (e.g. Lloyd-Richardson et al., 2007; Nock, 

Prinstein, & Sterba, 2010; Turner, Chapman, & Layden, 2012), while also utilizing significantly 

greater maladaptive forms of coping behaviors (Wester & Trepal, 2010). Additionally, most 

individuals engage in NSSI in isolation, increasing their risk of suicidal behaviors (Glenn & 

Klonsky, 2009). The social component of NSSI has been researched primarily through the lens 

of settings and functions in which behavior occurs. These findings substantively inform 

treatment; however, they do not speak of entry points to receive care. 

 

https://libres.uncg.edu/ir/uncg/clist.aspx?id=1074
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The literature base describing networks of support for individuals who engage in NSSI is less 

developed than the research on functions and settings. What little is known is that individuals 

who self-injure report less social support from peers, family, and significant others than the 

general population (Rotolone & Martin, 2012; Wichstrom, 2009). The majority of individuals 

(79–88%) who engage in NSSI do not receive mental health (Wester & Trepal, 2010) or medical 

services (Tyler, Whitbeck, Hoyt, & Johnson, 2003). Some individuals who self-injure may not 

reach out for help, may not want help, or may feel the situation is helpless (Berger, Hasking, & 

Martin, 2013). It is still unknown who is being sought out for help regarding NSSI and how 

helpful these individuals are perceived to be. Heath, Ross, Toste, Charlebois, and Nedecheva 

(2009) stated “… no one has actually examined perceptions of family and peer support directly” 

(p. 181). Yet, researchers have found that social support is one of the most important factors 

extinguishing NSSI behaviors (e.g. Buser, Pitchko, & Buser, 2014; Whisenhunt et al., 2014). 

 

The purpose of this study is to provide an initial description of the social networks that 

individuals who self-injure access for help. Advancing the understanding of the social networks 

can inform how treatment is accessed and implemented. Specifically, describing the composition 

and characteristics of the social networks that individuals access in times of need can provide 

information as to which individuals (e.g. teachers, parents, and/or friends) might be the best to 

seek out and educate regarding NSSI. The specific research questions being explored are: (1) Do 

those who engage in NSSI seek help from others about their self-injuring behaviors, and if so, 

from whom specifically? (2) What are the relationships between supporters in the networks (i.e. 

is reaching out for a friend related to reaching out to therapists)? (3) What, if any, are the 

differences in NSSI behaviors from those who seek help versus those who do not? (4) Do NSSI 

behaviors differ based on the supporters in the network? (5) For individuals who reach out for 

help, how frequently do they reach out and how helpful do they perceive others to be regarding 

NSSI? Finally, (6) Do NSSI behaviors relate to the frequency of reaching out, perceived 

helpfulness of supporters, or size of the network? These questions are answered utilizing social 

network analysis (SNA), more specifically, an egocentric network that reflects the relationships 

of a person. 

 

Methods 

 

SNA is a methodology that has been used in the social and behavioral sciences since the mid-

1930s (Carrington, Scott, & Wasserman, 2005). In recent years, this methodology has been 

applied to advance understanding of health behaviors such as alcohol use (e.g. Ali & Dwyer, 

2010) and sexual behavior (e.g. Tyler, 2008). The analytical approach is grounded in the 

assumptions that relationships among interacting units (e.g. people) are important and that people 

and their actions are interdependent, with network environments providing “opportunities for or 

constraints on individual action” (Wasserman & Faust, 1994, p. 4). Thus, the SNA approach 

differs substantially from traditional probability-based statistics. Rather than basing analysis on 

the assumption that the data are independent, SNA is used to understand how the dependencies 

in the data can and do impact behavior (Wasserman & Faust, 1994). 

 

Egocentric networks, used to study how social support and social relationships support health- 

and wellness-related behaviors of individuals (Wasserman & Faust, 1994), are comprised of an 

actor (i.e. in this case the person who self-injures), and his or her alters or those persons to whom 



they have ties (i.e. supporters). For the sake of this study, and ease of reading, the words of 

participants and supporters will be used throughout instead of the SNA language of actors and 

alters. Ties are the connections or relationships among participants and their supporters. The 

relationship ties within one’s social network may vary in strength and frequency (Wasserman & 

Faust, 1994). For example, consider that an individual’s network may be made up of four 

supporters whom she seeks out for help with NSSI. The relationships between the person who 

self-injures and these four supporters might be the same; that is, she seeks out each individual 

(e.g. mom, dad, counselor, and friend) equally to seek help and deems their assistance to be 

equally helpful. The relationships, however, may vary, and the individual who self-injures might 

seek out only one of the four supporters frequently, while the other three are sought out less 

frequently. In addition, some supporters may be perceived to be more helpful than others. 

Examination of egocentric networks using SNA allowed us to investigate to whom people reach 

out, how often they do so, and helpful they perceive the support to be. 

 

Procedure 

 

Purposeful and snowball sampling were used to recruit potential participants. Two criteria were 

required to participate: (a) 18 years old or older and (b) current or previous engagement in NSSI. 

Upon IRB approval, the authors posted a request for anonymous participation on three websites: 

two NSSI Facebook support groups, as well as on the Self-Injury Foundation research website. 

The invitation to the study, as well as the thank you page at the completion of the survey, asked 

participants to forward the survey link to anyone they knew that met the participation criteria. A 

total of 141 individuals entered the survey link; however, 53 individuals did not complete the 

entire survey and were excluded from analyses. 

 

Instrument NSSI behavior 

 

NSSI behavior was assessed using the adapted version of the Deliberate Self-Harm Inventory 

(ADSHI; original DSHI was developed by Gratz, 2001; the ADSHI has been used in multiple 

other studies; Wester, Ivers, Villalba, & Trepal, in press; Murray et al., 2008; Wester & Trepal, 

2010). The ADSHI asks participants if they have “ever intentionally (on purpose) hurt yourself 

(e.g. cut, burn self)?” Participants who answer affirmatively were asked to respond to 12 other 

questions pertaining to NSSI to assess for (a) number and type of NSSI methods used in lifetime, 

(b) number and type of current NSSI methods used, and (c) frequency (number of events) of 

current NSSI engagement. The number of NSSI methods used is calculated by summing the 

number of methods participants indicated “yes.” NSSI frequency was calculated by summing the 

total number of times they indicated they self-injured in the past 90 days. The scores for the 

adapted version of the DSHI have adequate reliability (Cronbach’s α = .70–.90; Wester et al., in 

press) with correlations, with other measures of violence victimization being appropriately low (r 

= .13; Murray et al., 2008). The internal consistency from scores from the current study was 

adequate (Cronbach α = .77). 

 

NSSI support 

 

Participants were first asked to respond yes or no to whether they have ever reached out to others 

when they needed support due to self-injury. If participants indicated “yes,” they were provided a 



name generator survey design (Burt, 1984). The name generator consists of open-ended 

questions that define the boundaries of the participant’s social network. Rather than reporting 

names (e.g. “Jane, John”), participants were prompted to list their supporters by attribute or role 

(e.g. mom and/or therapist). Instructions indicated that multiple persons with the same role could 

be listed (e.g. friend 1 and friend 2). This is a common approach to designing egocentric surveys 

as the goal is to understand qualities of individuals’ networks rather than connect alters to a 

larger complete network (Carrington et al., 2005). During this portion of the survey, participants 

were prompted to recall up to 10 people they reached out to due to self-injury. This process of 

specifying the context of reaching out specific to NSSI is intended to elicit a sub-set of the 

respondents’ social support (Carrington et al.). The number of options (10) was guided by mean 

network size elicited through name generators that specify an intimate context range from three 

to seven (Campbell & Lee, 1991; Milardo, 1992). The number of options was set above the 

average range for intimate contexts to prevent constraining the network by the research design. 

The research team categorized supporters into 10 categories: friend, mom, dad, significant other, 

sibling-family member, therapist, teacher–professor, religious affiliate (e.g. priest/pastor), 

medical professional, and other. While most participants only listed these specific roles, some 

roles were combined into one overarching role (e.g. nurse, gynecologist, and family physician 

were combined into “medical professional;” therapist, counselor, school counselor, and 

psychologist were combined into “therapist”). 

 

Once participants indicated the supporter role, they were instructed to rate each supporter in 

regard to frequency and helpfulness on a three-point Likert-type scale. Specific questions and 

loadings of the scales included: “How frequently have you reached out to this person? 1 = rarely 

when I have needed to, 2 = frequently when I have needed to, and 3 = every time I have needed 

to” and “How helpful has this person been, when you’ve reached out? 1 = not helpful at all, 2 = 

somewhat helpful, 3 = very helpful.” These are the ties, or relationships, that are the focus of the 

analysis. A three-point scale for these two items was selected as relatively few response choices, 

and even dichotomous options, are typical in the social network data collections aimed at 

quantifying relational aspects of the network (Wasserman & Faust, 1994). The goal is to simply 

capture directionality (e.g. helpful vs. not helpful) and a high-level picture of the long-range 

social structure (e.g. rarely, frequently, and every-time). 

 

Participants 

 

Of the 88 respondents, 92% were female and 8% male. Participant age ranged from 18 to 62 

years (M = 27.18, Mdn = 24, SD = 9.71, 3 individuals did not report age). The majority of the 

sample was identified as White/European American (83%, n = 73), 7% Multiracial, 3% 

Hispanic/Latino/a, 2% Asian, and 1% Black/African-American (three participants did not 

indicate their race/ethnicity; numbers were rounded to the nearest full number). A sample size of 

88 was deemed appropriate, given that previous researchers have used samples of less than 100 

for SNA (e.g. McCarty, 2002), and a priori power analysis for independent t-test and 

correlations, with a moderate effect and α = .05, suggested a sample size of 64 and 67, 

respectively, for a power of .808. 

 

Analysis 

 



Descriptive analyses were used to explore the network characteristics. χ2, correlations, and t-tests 

were used to gain insight into the relationship among network characteristics and NSSI 

behaviors. 

 

Results 

 

All 88 participants indicated engaging in NSSI in their lifetime, with 79% (n = 70) engaging in 

NSSI in the past 90 days (i.e. current NSSI). One participant was removed from the remainder of 

analyses being an outlier (reported engaging in NSSI 10,006 times in the past 90 days). The 

average number of methods used across a lifetime was 6.40 (Mdn = 7.0, SD = 2.12) and used 

currently was 3.06 (Mdn = 3.06, SD = 1.74). The most frequent method reported was cutting 

(71.6%). Frequency of current engagement ranged from 1 to 542 events (M = 65.58, Mdn = 33.0, 

Mode = 6.0, SD = 98.55, range 1–542). The age of onset for NSSI ranged from 4 to 39 years old 

(M = 13.26, SD = 5.05, Mdn = 13.00), with the length of time engaging in NSSI (since age of 

onset) being 0–46 years (M = 14.15, SD = 11.23, Mdn = 12.00). The majority of these findings 

are similar to other findings regarding NSSI, specifically the age of onset and average number 

and type of methods used to self-injure (see Nock, 2009 for summary of studies). The prevalence 

of current NSSI engagement (79%) in the current sample is higher than other samples; however, 

this may be due to only recruiting individuals for this study who have at some point engaged in 

NSSI behaviors. Prevalence of NSSI has been found to range from 35% in adolescent and 

undergraduate college populations to 80% in clinical inpatient populations (Nock, 2009). 

 

Of the 88 individuals, 77% reached out to others for support and 23% did not. The 20 

participants who did not reach out to others were compared on NSSI behaviors to those who did 

reach out. No statistically significant differences were found on current NSSI engagement (χ = 

.36, p > .05), current methods used to self-injure (t = −.70, p > .05), and frequency of current 

NSSI engagement (t = −.40, p > .05). However, a significant difference was found on lifetime 

NSSI methods used (t = 2.16, p < .05). Specifically, individuals who reached out for support 

reported engaging in a greater number of NSSI methods in their lifetime (M = 6.57, SD = 1.96) 

than individuals who did not reach out for support (M = 5.47, SD = 1.98). Current age did not 

significantly relate to any NSSI behaviors (r = −.04, p > .05 lifetime methods; r = −.17, p > .05 

current methods; r = −.10, p > .05 current frequency); however, a relationship was found 

between age of NSSI onset and number of lifetime (r = −.45, p < .001) and current number of 

methods used (r = −.34, p < .01), suggesting that the younger the person started to self-harm, the 

more methods he or she used in his/her lifetime as well as use currently. 

 

Network characteristics 

 

The 68 participants who sought help identified a total of 212 persons to whom they reached out 

for support specific to NSSI. The mean network size was 3.16 supporters (SD = 1.55), with a 

mode network size of 2 supporters (n = 18 networks/participants; 29% of those who reached 

out). Eleven percent (11%) reported having 1 supporter in their network; 14% reported having 3 

supporters; 22% reported having 4 supporters; 18% reported having 5 supporters; 5% reported 

having 6 supporters; and 1.6% reported having 7 supporters. These network sizes are smaller 

than what previous studies have reported as mean sizes for “core ties” or intimate relationships 



(e.g. Campbell & Lee, 1991; Milardo, 1992). Thus, there are relatively few people to whom 

participants reported reaching out for support specific to their NSSI. 

 

The frequency of supporter attributes provides insight into patterns of support relationships. 

Friends were listed most often as a supporter in the network (Table 1), while supporters external 

to friends, significant others, and family members were less frequently reported, with the 

exception of a therapist (reported in 34 networks; represented 45 supporters). More specifically, 

the number of friends represented in the support networks was almost double the second most 

frequent support (i.e. therapist). The majority (94%) of the networks that contained one or more 

friends also included at least one other role (e.g. friend and therapist; friend and mom). The 

disproportionately high prevalence of friends may be in part because individuals are more likely 

to have multiple friends than multiple therapists, guardians, or significant others. Twenty-four 

networks included multiple friends; whereas only nine included multiple therapists and two 

networks had multiple significant others. Significant other was listed frequently as a source of 

support (n = 23 networks; represented 25 supporters). Mom (n = 16 networks and supporters) 

was listed more often than other family members as someone to whom individuals reach out in 

times of need related to NSSI, with dad being listed least frequently (n = 3 networks/supporters). 

The frequency of therapists included in networks is notable compared to other professionals. 

Therapist was listed 45 times in 34 networks, while medical professional was only represented 9 

times in 7 networks, teacher/professor was listed 5 times in 5 networks, and religious affiliate 

was only mentioned 4 times in 4 networks. 

 



 

Table 1: Frequency and helpfulness by supporter 



Although the number of networks that consisted of only one supporter was small (n = 8), 

therapist was listed as the supporter in 25% of those networks. Four of the seven networks that 

contained medical professionals also contained therapist. However, while therapist was listed 

more than other professionals, it should still be noted that therapist was absent in 34 of the 68 

networks, and 30 networks did not seek help from any professional. 

 

To determine if a relationship existed between supporters in the network, Phi coefficients were 

calculated. Phi coefficients are Pearson correlations were conducted with dichotomous data. In 

this case, it would be “supporter in network” vs. “not in network” (e.g. 1 = therapist in network; 

0 = therapist not in network). Statistically significant, positive relationships were found between 

friend, immediate family member (i.e. mom, dad, and sibling), and therapist supporters in the 

networks. Specifically, individuals who had immediate family members in their network were 

more likely to have friends (r = .23, p < .05) and therapists in the network (r = .28, p < .01). 

Additionally, having a friend in the network was positively related to having a therapist in the 

network (r = .29, p < .01). These relationships suggest that reaching out to a family member 

occurs in combination with reaching out to friends or a therapist for support. Similarly, reaching 

out and having a friend as a supporter is associated with having a therapist as a supporter in their 

network. These relationships had a moderate effect size. No other relationships between 

supporters were found; thus, medical professional, significant other, religious affiliate, and 

teacher/professor were not significantly related to any other supporter in the network. 

 

Supporter differences and NSSI behaviors 

 

When exploring whether NSSI behaviors differed dependent upon specific supporters being in 

the network, two statistically significant relationships emerged. First, individuals with a medical 

professional in their network engaged in less current NSSI methods than those without a medical 

provider (t = −2.78, p < .01, d = .59). Second, individuals who reported a friend in their network 

also reported significantly greater lifetime NSSI methods used than those whose networks did 

not include a friend (t = −2.78, p < .01, d = .05). No other statistically significant differences 

were found between specific supporters and NSSI behaviors. 

 

Frequency and helpfulness of support, and NSSI behavior 

 

On average, individuals rarely (M = 1.54, SD = .54) reached out for help. When averaging the 

degree to which individuals reached out to anyone in their network, most average total scores 

were ranged from 1.00 to 1.83 on a three-point Likert-type scale, with 14 individuals reaching 

out frequently (mean scores between 2.00 and 2.25) and one individual reporting they reached 

out to supporters in their network almost every time (mean total for network 3.00). When they 

did reach out, individuals found supporters to be “somewhat helpful” (M = 2.07, SD = .52), but 

typically not “very helpful.” The average helpfulness of supporters was found to negatively 

relate to the number of people reached out to (r = −.37, p < .01), suggesting the more helpful 

they perceived supporters to be, the less likely they would be to reach out to another person. 

Some supporters were reported to be more helpful than others (Figure 1, Table 1), with 

teacher/professor being the most helpful (M = 2.60, SD = .54), followed by therapist (M = 2.09, 

SD = .65), significant other (M = 2.06, SD = .60), and friend (M = 2.05, SD = .64). Family 

members, such as siblings, were reported to be the least helpful (M = 1.50, SD = .50), followed 

http://www.tandfonline.com/doi/full/10.1080/09515070.2015.1074543#F0001
http://www.tandfonline.com/action/showPopup?citid=citart1&id=T0001&doi=10.1080/09515070.2015.1074543


by parents (dad, M = 1.66, SD = 1.15), mom (M = 1.73, SD = .88), and medical professional 

(M = 1.83, SD = .75). 

 

 
Exploring the relationship between supporter and perceived helpfulness and frequency, the only 

statistically significant relationship found was between immediate family member and perceived 

helpfulness (t = 2.15, p < .05). Individuals with an immediate family member in their network 

perceived less overall helpfulness (M = 1.88, SD = .50) compared to no immediate family 

member in their network (M = 2.17, SD = .51). 

 

The total number of supporters reached out to was positively related to the number of methods a 

person utilized in his or her lifetime (r = .35, p < .01, r2 = .12); therefore, those who used more 

lifetime methods reached out to more individuals for support. However, total number of 

supporters was not related to the current number of methods or current frequency of engagement. 

For individuals who did reach out, the average frequency of reaching out for help was not related 

to lifetime methods, but was negatively related to the current number of methods 

(r = −.31, p < .01, r2 = .10), indicating the more methods a person currently used to self-injure, 

the less often they reached out for support. Average helpfulness was not related to NSSI methods 

or frequency. 

 

Discussion 

 

Nearly one-quarter of the individuals who self-injured did not reach out to others for support, and 

of those who did seek help, only half sought help from a medical or mental health professional. 

This is similar to findings of other researchers who found that 50% of individuals with suicidal 

intent felt that they needed help but did not reach out to anyone, with only 20% reaching out for 

help (Evans, Hawton, & Rodham, 2005). More specific to self-injury, 80% of college students 

who self-injured were not seeking mental health services (Wester & Trepal, 2010), and 88% of 

homeless youth who self-injured did not seek help from a medical professional (Tyler et al., 



2003). This suggests a considerable population of individuals who are not accessing help for 

their NSSI. 

 

Interestingly, participants who did not reach out to anyone reported significantly fewer methods 

used to engage in NSSI across their lifetime than did individuals who did reach out. It may be 

that individuals who used more methods recognized a need to reach out for support, versus those 

who were utilizing only a few methods to self-injure did not consider the need for support so 

high. It may also be that those who reached out were faced with criticism instead of support, 

based on their lower scores of perceived helpfulness. When faced with harsh critique by others, 

NSSI behavior tends to increase (Moyer & Nelson, 2007). What is not known in the current 

study is whether the NSSI methods used increased after individuals reached out for help or if 

NSSI methods used were already high and the need for help was perceived. More longitudinal 

work and inquiry into this is needed. However, it should be noted that while researchers have 

indicated the need for social support (e.g. Turner et al., 2012; Whisenhunt et al., 2014), Buser et 

al. (2014), discovered through participant interviews that, at times, NSSI behaviors were 

extinguished due to disapproval of the behavior from others. Therefore, it may be that 

differentiating the harsh critique and judgment from supportive disapproval is necessary. 

 

Family members were perceived as significantly less helpful than other supporters when they 

were in the network of supporters. This significant difference was not found among any other 

supporter in the networks. Family members may have many reactions to a loved one harming 

oneself. Specifically in regard to NSSI, parents of youth were found to feel guilt and shame, 

wondering how they had failed their child, but also question their efficacy in being able to 

respond to the self-injurious behaviors as well as to parent at all (Byrne et al., 2008), thereby 

calling into question one’s own identity as a parent when NSSI emerged in the family. However, 

it may also be due to an already existing family dynamic of criticism and hostility that led to 

NSSI (Yates, Tracy, & Luthar, 2008). 

 

Friends were represented in the majority of networks, and having friends in the network was 

positively related to having family or a therapist in the network as well. Given the cross-sectional 

nature of this study, it is difficult to interpret the direction or causality of this relationship. It 

could be that friends encourage the individual to seek help from family or from therapists; 

however, it may also be that after informing family (and potentially being disappointed in the 

lack of help they received from family), they reach out to friends either to complain about their 

family’s reaction or to gain support for NSSI elsewhere. The direction of this relationship is 

needed, as family or friends may be a possible referral source to therapists, indicating the need to 

educate family and friends regarding NSSI as well as mental health referral sources. 

 

Though it may seem like seeking out more individuals for support may be important, what is 

noted in the current study is that more supporters were positively related to number of lifetime 

NSSI methods used and negatively related to perceived helpfulness. Thus, while social support is 

imperative in decreasing NSSI behaviors (e.g. Whisenhunt et al., 2014), it is not the number of 

supporters, but the perceived helpfulness of the supporters that is important. In the current study, 

when individuals perceived supporters to be helpful, they did not continually seek out additional 

supporters. This finding suggests that one person who is perceived as helpful may be perceived 

as enough. 



The individual supporters are also important. NSSI behaviors did not typically alter based on the 

specific supporter in the network. Thus, having a therapist, family member, significant other, or 

teacher/professor in the network did not relate to number of methods used or to current 

engagement in NSSI. However, having a friend as a supporter in one’s network did relate to 

more NSSI methods used in one’s lifetime. This may be due to the degree in which individuals 

engage in NSSI behaviors due to peer influence and social learning (Adler & Adler, 2007; Heath 

et al., 2009). It may also be related to social contagion and the spread of NSSI among peers 

(Jarvi, Jackson, Swenson, & Crawford, 2013). Adler and Adler (2007) suggested NSSI should be 

considereda more social deviant behavior rather than pathological behavior. This is due to the 

increase in prevalence of the behavior, with more and more individuals learning the behavior 

from peers in health classes, as well as from social media, news channels, television shows, and 

movies (Adler & Adler, 2007). Heath et al. (2009) found that 43% of individuals reported they 

learned NSSI socially from others, 22% knew someone who engaged in NSSI, and 21% reported 

they learned it through media. Individuals engage in NSSI at times in order to fit within social 

peer groups in middle and high schools. This idea fits in one of the four functions of NSSI 

proposed by Nock and Prinstein (2004). More information is needed on peer supporters to 

determine true effectiveness. 

 

On the other end of the spectrum, from friend, participants reported fewer current NSSI methods 

if they had a medical professional in the network. While not many individuals sought out support 

from medical professionals, those that did utilized less NSSI methods. The question remains 

whether seeking out a medical professional was intentional and voluntary, required (e.g. NSSI 

resulted in severe physical harm, taken by a family member or significant other, sent by a mental 

health professional), or by accident (e.g. medical professional saw scars or wounds when 

performing another routine checkup). More information is needed to determine how or why 

having a medical professional in one’s support network for NSSI is related to utilizing fewer 

NSSI methods. For example, is the reason for the relationship between support from medical 

professionals and fewer NSSI methods due to voluntarily seeking help for a behavior that is 

viewed as problematic by the individual him/herself? Or is it that a more severe wound from 

NSSI resulted in an emergency room visit or admittance to inpatient behavioral health treatment? 

In these moments, are the fewer methods used due to the actual relationship with the medical 

professional, the severity of the wound which may frighten the individual who self-harms, or the 

approach that medical professionals may take. For example, the medical professional may be less 

emotionally reactive and, unlike therapists, may not seek to resolve the underlying social and 

affective difficulties that led a person to engage in NSSI. Instead, they may solely seek to 

educate on the physical consequences of engaging in NSSI behaviors, which could lead to a clear 

understanding of the consequences of NSSI behaviors, therefore decreasing the number of 

methods used to self-harm. However, it may also be that individuals who seek help from medical 

professionals could engage in more severe forms of NSSI, resulting in greater physical damage 

and deeper wounds. Therefore, they may not need to engage in multiple methods to NSSI, but 

only use a few that are more severe in nature, resulting in the need or requirement for medical 

attention. The specific reasons behind this difference between number of methods used and 

seeking support from a medical professional were not be explored in the current study. More 

information is needed on the reasons why medical professionals are in the support networks, the 

approaches of medical professionals use when speaking to individuals who self-injure, and the 

perception of this interaction by the person who self-injures. 



Limitations 

 

There are limitations worth noting. First, while relationships between supporters were explored 

through correlations, the actual alliances and communication between supporters are not known. 

It is unknown how the relationships among participants and supporters contribute to the social 

support network or the density of networks. This unknown limits the ability to see the entire 

network, including referral processes, as well as how supporters may communicate with one 

another. The decision to not explore alliances and communication patterns between supporters is 

typical in SNA studies where the ties (or relationships) are evaluations that the participant cannot 

directly assess (e.g. frequency of communication between supporters; McCarty, 2002). 

Additionally, although efforts were made to contextualize the construct in the survey 

instructions, it is possible that some constructs (e.g. “helpful”) may have been defined differently 

among participants. The “help” for some may have been to reduce NSSI behaviors, but for others 

may be defined by the NSSI promotion. 

 

This study highlighted important elements within the social networks of those who reach out for 

help with NSSI. In light of the present findings, research is needed to further investigate the 

dynamics occurring within these social networks. For example, uncovering what responses are 

helpful versus not can assist families, friends, medical providers, and others to provide optimal 

help when called upon. Research also is needed to explore what prevents many people who self-

injure from reaching out for help when needed and to examine efforts that may increase help-

seeking behavior, particularly from professionals. Researchers need to focus on efforts to 

increase the frequency and helpfulness of therapists within these social networks. Designing, 

implementing, and evaluating advocacy efforts are one way to do this. NSSI participants and 

supporters interact to form complex social networks, and research on these dynamics can help 

advance our understanding of NSSI and improve prevention and intervention efforts. 

 

Implications 

 

Given that this is an initial, exploratory study examining support networks of those who self-

injure, this study provided a first look at the support-seeking social networks of those who 

engage in NSSI. As can be seen from the findings, multiple individuals need to be targeted for 

outreach and education and advocacy. Based on the findings, individuals to start with would be 

friends, family members, and mental health professionals; albeit, all individuals would benefit 

from education and information related to NSSI behaviors. Outreach to each of these groups is 

briefly described. As mentioned, friends were in the support networks more than any other 

individuals. Therefore, they are the most frequently sought for help for NSSI. Despite individuals 

describing friends as relatively helpful, having a friend in the support network was associated 

with higher rates of lifetime methods used to self-injure. NSSI education may assist in leveraging 

the perceived helpfulness to actions that may result in accessing the professional services 

necessary to decrease the number and frequency of NSSI methods used. While more research 

needs to be conducted to explore these connections in a larger sample, it seems important to 

focus on outreach, more specifically on what effective outreach may look like. 

 

Given the perception of less helpfulness from family members in comparison to other supporters, 

involving family members in counseling, or, at minimum, providing them with information 

http://www.tandfonline.com/doi/full/10.1080/09515070.2015.1074543#CIT0019


(Trepal, Wester, & MacDonald, 2006), may help decrease negative reactions. Reactions such as 

guilt, shame, and anger may get in the way of providing support to an individual engaging in 

NSSI behaviors. Prevention and intervention efforts aimed at NSSI may be optimized by 

educating parents, families, and friends about NSSI, including how to respond empathically and 

openly, while also taking care of their own needs and reactions. Parents have expressed a need 

for support and advice to determine how to respond and work through feelings toward self-injury 

(Byrne et al., 2008). 

 

Though it was promising to see that therapists were most often reached out to, among 

professionals, half of the networks excluded therapists (or any professional for that matter). 

Thus, future efforts are needed to increase therapist presence in the networks of those who self-

injure. Advocacy is a prime way that therapists can increase the frequency for those who self-

injure to reach out for mental health assistance (e.g. Lewis, House, Arnold, & Toporek, 2002). 

Therapists can advocate in their communities to raise awareness of NSSI and to decrease stigma. 

Increasing community awareness of mental health counseling services may increase familiarity 

with therapists and increase the frequency that people reach out, or refer, to therapists. 
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