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DSM-5 and School Psychology

Nonsuicidal Self-Injury, 
A Condition for  
Further Study
By Marta M. Shinn

Nonsuicidal self-injury (NSSI) refers to deliberately harming one’s 
body without the intention of dying (Swannell et al., 2012). Com-
mon methods include skin cutting, scratching, burning, and self-
battery (Bentley, Cassiello-Robbins, Vittorio, Sauer-Zavala, & Bar-
low 2015). NSSI is often used as an emotional coping mechanism 

to reduce emotional pain, inflict self-punishment, or to feel something (Swan-
nell et al. 2012). Individuals who engage in NSSI often feel an immediate sense 
of relief after inflicting injury and can develop cravings for self-harm similar to 
the compulsions of addiction (American Psychiatric Association, 2013). Conse-
quences of NSSI can include increased negative affect, hospitalization, and even 
death (Bentley et al., 2015). NSSI is also among the more powerful predictors of 
suicidal ideation and behavior (Taliaferro & Muehlenkamp, 2013).

Although NSSI is different from suicidal behavior, NSSI is not listed in its 
own diagnostic category and is often responded to with suicide prevention meth-
ods. Previous editions of The Diagnostic and Statistical Manual of Mental Disorders 
(DSM) have only recognized NSSI as a symptom of other disorders, most preva-
lently borderline personality disorder (BPD). However, there are many cases in 
which NSSI occurs without a cooccurring diagnosis. The fifth edition of the DSM 
(DSM–5) has listed NSSI in its section titled, “Conditions for Further Study” (APA, 
2013). The purpose of including NSSI in this section is to encourage future re-
search and evaluate whether NSSI should be elevated to a full diagnostic category. 

While the incidence of NSSI has varied greatly across studies, NSSI is a grow-
ing concern. The use of NSSI usually begins between ages 12 and 14 years (You, 
Lin, & Leung, 2015), and approximately 15% to 19% of university students have 
reported employing NSSI while enrolled in college (Hamza & Willoughby, 2014; 
Whitlock, Eckenrode, & Silverman, 2006). Lifetime prevalence varies, with find-
ings ranging from 13% to 45% in adolescent community samples (Lüdtke, In-
Albon, Michel, & Schmid, 2016). 

There has been conflicting research as to the prevalence of NSSI among men 
and women: While it was historically thought that NSSI was more common 
among women, recent research has suggested that both men and women have 
similar risk for NSSI. A meta-analysis of studies on gender differences in NSSI 
suggested women to be at a slightly heightened risk for NSSI; however, these 
gender differences tend to be more pronounced during adolescence and become 
more equal in young adulthood (Bresin & Schoenleber, 2015). 

The impetus for turning to NSSI does appear to differ between males and 
females. Females tend to report NSSI as a result of self-blame and negative inter-
nalization, whereas males report using NSSI to dissociate and block out emotions 
(Swannell et al., 2012). Methods of self-harm also vary between sexes. Females are 
more likely to use methods that involve bloodshed, such as cutting or scratching, 
whereas males are more likely to burn themselves, punch themselves, or bang 
their heads (Bresin & Schoenleber, 2015).

Studies have also shown differences in prevalence of NSSI among various ethnic 
and religious groups. In a study of self-reported data from undergraduate college 
students, Kuetzel, Arble, Boutros, Chugani, and Barnett (2012) found that NSSI 
was much more prevalent among Caucasians and multiracial individuals, and that 
Arab Americans and African Americans reported particularly low rates. Chesin, Mo-
ster, and Jeglic (2013) found that Caucasian and Asian American young adults were 
at significantly higher risk for NSSI than Hispanic or Black individuals. They also 
found that experience with racism did not contribute to using NSSI as an emotional 
regulator. Kuentzel et al., (2012) found significant differences in prevalence of NSSI 
among religious groups, with atheists and agnostics being at a heightened risk for 
NSSI (31.3%) when compared to Muslims (7.4%) or Baptists (6.3%).

PROPOSED CRITERIA FOR NSSI DISORDER 

NSSI presents itself across a variety of emotional disorders, psychological dis-

orders, and among individuals without 
other diagnoses (Bentley et al., 2015). 
Due to the importance of these behav-
iors, NSSI has remained as a “Condi-
tion for Further Study” by the APA. The 
DSM–5 has outlined detailed criteria to 
diagnose NSSI as a separate phenom-
enon from other disorders. The first 
criterion is that the person must have 
engaged in self-inflicted bodily harm 
on 5 or more days within the past year with the expectation that their behavior 
would not result in death. 

The second proposed criterion is that the individual self-harms with one or 
more of the following expectations: (a) to feel relief from negative emotions, 
(b) to cope with an interpersonal struggle, and (c) to induce positive feelings.

The third proposed criterion relates to the individual’s mental and emotional 
state leading up to their decision to harm themselves. This criterion looks for 
the presence of one or more of the following: (a) negative feelings such as de-
pression, anxiety, anger, distress, or self-criticism occurring immediately prior 
to their self-harming behavior; (b) preoccupation with thoughts of self-injury 
prior to harming oneself; and (c) thinking about self-injury often, even when 
they do not act on it. 

As with all diagnoses, the behavior must cause distress or interference in one 
or more aspects of the person’s life, such as academics or interpersonal rela-
tionships. Additionally, it is important to consider what is not NSSI. There are 
self-inflicted behaviors that are not considered harmful and are exceptions to 
this criterion, such as tattoos, body piercings, or cultural or religious rituals, and 
behaviors such as nail biting or picking scabs are not considered self-injurious. 
Finally, if self-injury is a symptom of a different disorder or if it only occurs dur-
ing psychotic episodes, intoxication, or substance withdrawal, NSSI would not 
be an appropriate diagnosis (APA, 2013). 

RATIONALE FOR THE ADDITION OF NSSI DISORDER TO DSM-5 

While suicidal thoughts and behaviors and psychological disorders are often cor-
related with NSSI, there are many instances in which individuals employ NSSI 
without other diagnosed disorders. Currently, the DSM has no place for record-
ing this behavior (Bentley et al., 2015). 

Elevating NSSI to a full diagnostic category may improve practitioner com-
munication by reducing problems from the lack of diagnostic specificity for NSSI 
and also potentially improve research and treatments (Wilkinson, 2013; Zetter-
qvist, 2015). The DSM currently lists NSSI as a symptom of BPD, which could 
mislead clinicians to diagnosing self-harming children and adolescents with BPD 
(diagnosing children or adolescents with personality disorders is generally con-
sidered inappropriate, as their personalities are still developing). 

Since NSSI often starts between ages of 12 and 14, it may be more clinically 
accurate to include a separate diagnostic category to identify and appropriately 
treat children engaging in NSSI without a cooccurring personality disorder. In 
addition, healthcare systems often require diagnoses to provide treatment, and 
the current categorization of NSSI excludes children or adolescents who do not 
fit the diagnostic criteria for other disorders (Wilkinson, 2013). That is, the cur-
rent system would deny treatment of youth who self-harm without a cooccur-
ring disorder.

When NSSI is viewed merely as a symptom of other disorders, treatment may 
not be specific to addressing NSSI behaviors and therefore may not reduce the 
risks of repeated NSSI behaviors. (Zetterqvist, 2015). While there have been many 
trials evaluating the impact of different treatment methods for NSSI, the lack of 
consistently effective treatment findings is concerning (Fox et al., 2015). Includ-
ing NSSI as its own diagnostic category would emphasize the need for studying 
and developing treatment options that are effective in specifically preventing 
NSSI (Wilkinson, 2013). 

POSSIBLE CONSEQUENCES OF INCLUDING THE DISORDER

While many mental health professionals see the potential benefits of including 
NSSI as a diagnostic category, there are also those who oppose it. Many arguments 
against it revolve around the concept of suicidal intent, which is the distinguish-
ing factor between whether an instance of self-harm should be labeled as suicidal 
or nonsuicidal. Critics argue that recognizing NSSI as its own disorder suggests 
that suicidal or nonsuicidal intent are wrongfully reduced to an “either–or,” when 
intent is actually multidimensional and difficult to evaluate (Zetterqvist, 2015). 
Critics assert that psychologists lack valid and reliable methods to accurately as-
sess the presence or absence of suicidal intent, and therefore cannot effectively 
distinguish between NSSI and suicidal behavior. 

Some practitioners also oppose the term “nonsuicidal” due to the correlation 
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between NSSI and suicidal behavior (NSSI can be a strong predictor for future 
suicidal behavior, and some individuals have reported employing NSSI as a means 
to escape suicidal thoughts that they do not want to be having). This overlap 
between suicide and NSSI makes it more difficult to accurately differentiate the 
two. Lastly, some clinicians are concerned that a separate diagnosis could pose 
harm by increasing stigmatization of the mostly young and vulnerable age group 
that engages in self-injury (Wilkinson, 2013). 

IMPLICATIONS FOR SCHOOL PSYCHOLOGY 

Immediate response to self-harm is a must, but not separating suicidal behavior 
from NSSI can lead to inaccurate risk assessment and ineffective interventions. 
Reverting to suicide safety planning and failing to assess the child’s stressors can 
be a missed opportunity to address the underlying factors causing them to self-
harm. In addition, students may act out negatively if they sense that their school 
is ill-equipped to effectively meet their needs. Adding NSSI as a diagnosis may 
address these concerns by informing school psychologists in how to understand 
and support the learning of youth struggling with self-harm. 

Whitlock and Rodham (2013) state that for a school to effectively respond 
to NSSI, school psychologists must have a current and accurate understanding 
of NSSI and be willing to address it directly. Reed (2010) conducted a survey of 
school psychologists and school counselors to evaluate their levels of under-
standing of NSSI. Findings indicated that subjects had a good understanding of 
approximately 60% of factors related to NSSI and a problematic understand-
ing of 40% of factors; the areas they lacked the most understanding in were 
functions, environmental risk factors, and psychopathologies—all areas that 
would inform prevention and response interventions. Adding NSSI as a diag-
nostic category would provide more clarity in these areas to better equip school 
psychologists in implementing effective interventions while reducing the risk 
of contagion. School psychologists can use this knowledge to develop educa-
tional programming that teaches emotional intelligence and adaptive coping 
(Whitlock & Rodham, 2013). 

Additionally, increased awareness surrounding NSSI can assist school psy-
chologists in collaborating with teachers, parents, and community resources 
to work collectively in meeting the mental health needs of students. Thorough 
understanding of the functions of NSSI will allow school psychologists to em-
power parents and teachers to support students by informing them of risk fac-
tors, effective responses, and communication and behavioral skills that promote 
healthy emotional management. Disconnects between schools and community 
health services can lead to confusion, contention, and fractured implementation, 
so collaborating with parents is critical because they are often the only bridge 
between schools and community services (Brock & Brant, 2015). 

Recognizing NSSI as a diagnosis would also be helpful in making the case for 
self-harm’s impact on a student’s academic functioning. A student’s diagnosis of 
NSSI can serve to establish the onset of maladaptive behaviors and document 
how self-harm has impaired their health, functioning at home, and peer rela-
tionships, and how each of these factors may affect their functioning at school. 
Establishing NSSI’s impact may more easily identify self-harming students as 
having an emotional disability or severe emotional disability. While it is possible 
for students to employ NSSI while remaining academically successful, students 
with an NSSI diagnosis may benefit from accommodations such as school-based 
counseling, classroom guidance, reduced environmental risk factors, check-ins 
by the school psychologist or other mental health staff, and behavioral interven-
tion plans and monitoring. 

Distinguishing NSSI as its own disorder will also increase awareness of this 
condition’s secretive and impulsive nature. Several studies have found that stu-
dents are much more likely to turn to peers than school psychologists to discuss 
emotional problems (Whitlock & Rodham, 2013). This is problematic, as many 
adolescents may be hesitant to break their friend’s confidence or may be un-
aware of available resources. In addition, adolescents who resort to NSSI tend 
to be highly impulsive; Hawton, et al. (1997) found that 50% of students who 
resorted to NSSI had been thinking of self-harm for less than an hour beforehand, 
leaving little time for intervention and causing many instances of self-harm to 
occur undetected. 

This puts schools in a challenging yet critical position to prevent, identify, and 
respond to NSSI at a moment’s notice. Understanding its impulsive and secretive 
nature will emphasize the urgency in response needed by school psychologists 
as well as informing preventive interventions that focus on peer education. For 
example, holding assemblies that teach students to recognize and respond to a 
friend in distress, as well as discussing emotional management techniques, can 
be effective in helping students cope with negative emotions and understand 
how to access available resources (Whitlock & Rodham, 2013). Providing weekly 
therapeutic sessions where students can work through stress and anxiety can 
also improve their emotional regulation and reduce feelings of isolation. Though 

this programming is important, it is critical that school psychologists have an ac-
curate understanding of NSSI factors before presenting to students, otherwise a 
detailed discussion of NSSI methods is ill-advised (Whitlock & Rodham, 2013). 

Responding early and effectively is critical for professionals working with 
students using NSSI, as early detection and appropriate management of students 
with emotional disorders has been shown to result in more positive student out-
comes (Miller & Rainey, 2008). Elevating NSSI to its own diagnostic category 
would increase the growing body of research surrounding the diagnosis of NSSI 
and its effective treatments. 

Currently, there are validated assessment tools for school psychologists to 
evaluate for NSSI. Whitlock, Exner-Cortens, Purington, and Reynolds (2014) de-
signed the Non-Suicidal Self-Injury Assessment Tool and the Brief Non-Suicidal 
Self-Injury Assessment Tool. The Columbia-Suicide Severity Rating Scale can 
also be used to evaluate risk of suicide (Columbia University, 2007). While not 
all persons who engage in NSSI are suicidal, such behavior is a risk factor for 
these thoughts and behaviors. Consequently, it would also be important to use 
measures such as the C-SSRS to evaluate suicide risk. All of these tools are freely 
available Web-based measures. 

The implementation of these tools as well as the development of future tools 
and treatments are warranted due to the danger and prevalence of NSSI. It is 
hoped that by adding NSSI as its own diagnostic category, School psychologists 
would gain an increased ability to identify and treat students requiring higher 
levels of social and emotional support. n
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