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NSSI Addiction and The Physician: A Narrative Literature Review and Best 
Practices Guide

Patients can often struggle from a multitude of disorders including, but not limited to, those which 
affect their physical, emotional, and psychological well-being. Due to the difficulty in the evaluation 
and treatment of these psychological disorders, they are often brushed over or ignored during lesson 
presented in medical school and later medical training such as residency or fellowship. Regardless of 
the excellence of the medical center, these disorders and their treatment can and should be improved 
upon for the betterment of our deserving patients. On top of the struggles with the disorders are the 
social stigma that comes with the disorder. Stigmas that come with NSSI are statement such as the 
patient engages in self-harm for attention, or they are crazy – both which have been demonstrated to 
be false through numerous studies [1-3]. These statements and the social stigma that accompanies this 
disorder can be a difficult process on top of the emotions that led the patient to partake in NSSI in the 
first place. The trust in the patient-provider relationship needs to be strong with clear boundaries. The 
goal is for the patient not to feel any more shame but be released from it and see themselves in a new 
light – one where they can recover and attain their own personal mental and physical health goals [4]. 
Due to the overwhelming responsibility for the physician to understand and treat the entire patient, 
this particular article looks to clear the muddy waters surrounding NSSI, discuss how it can become 
an addiction, review the literature, discuss treatments and therapies, and provide key clinical pearls on 
building and maintaining relationships with patients afflicted by this disorder.

What is NSSI?

In this study, NSSI will be defined in a basic sense as the intentional physical harm of one’s body 
in order to cope with extreme emotion and referred to by the more specific term of Non-Suicidal 
Self Injury (NSSI). NSSI is a broad term and can encompass a number of potentially damaging 
and physically destructive behaviors ranging from self-poisoning, self-asphyxiation, and superficial 
intentional abrasion usually due to intolerable tension or secondary to anxious thoughts [5-9]. This 
intentional mutilation of one’s body is done to cause damage, and typically not done with the intent 
to commit suicide [5-9]. Many of those with NSSI addiction are likely to have co-morbid diagnosis 
of passive or active suicidal ideation and are roughly as likely to commit suicide as those with other 
process addiction disorders or substance use disorders [5-12]. Many medical and mental health 
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experts attest that NSSI is the fastest growing issue with modern 
teenagers and this has been demonstrated through numerous reports 
in the medical, psychological, and nursing literature [5-9,13-17]. 
NSSI is also known by other terms such as self-mutilation [18,19] or 
Self-injurious Behavior Syndrome (SIBS) [20-22]. 

The most common methods of NSSI include the following:

●	 Cutting or stabbing with razors or other sharp objects

●	 Burning with objects like lighters, coals, cigars, and other 
hot objects

●	 Scratching skin to the point of extracting blood

●	 Biting oneself to the point of extracting blood

●	 Preventing the healing of wounds through picking

●	 Scalding hot shower

●	 Head Banging and other blunt traumatic injuries

While not all inclusive of the behaviors that have been 
demonstrated in those afflicted with NSSI behaviors, this list 
provides several examples of behaviors which have been studied at 
least at some depth by other research teams over the last several years 
[5-9,13-22]. These behaviors and other similar appearing injuries are 
important for the physician to note during an initial assessment and 
are ones that the astute physician may observe during the exposure 
portion of the initial physical examination. 

Self-harm is not a diagnosis found in the DSM-5; however, 
Nonsuicidal Self-Injury (NSSI) falls under the category “Conditions 
for Further Study.” “Nonsuicidal self-injury most often starts in the 
early teens years and can continue for many years” [23]. When NSSI 
is a focus of treatment, clinicians give a V-code instead of a diagnosis 
for personal history of NSSI (V15.59). V-codes are not mental 
illnesses, but are identified as an issue demanding focus from the 
clinician. At this point, clinicians do not perceive NSSI as a mental 
illness, but instead a maladaptive coping strategy. 

The proposed criteria in the DSM-5 for NSSI includes: 

1) 5 or more days in the last year of intentional self-inflicted 
damage (NSSI) to one’s body. 

2) One engages in NSSI to get relief from negative feelings or 
a negative cognitive state, to resolve interpersonal difficulty, or to 
induce a positive feeling state. 

3) NSSI is associated with either interpersonal difficulties or 
negative feelings or thoughts occurring in a period before the self-
injurious act; before engaging in the act, a period of preoccupation 
with the intended behavior that is difficult to control, thinking 
about NSSI that occurs frequently. 

4) NSSI behavior is not socially sanctioned. 

5) NSSI behavior/its consequences cause clinically significant 
distress or interference in interpersonal, academic, or other important 
areas of functioning.

6) NSSI behavior does not occur exclusively during psychotic 
episodes, delirium, substance intoxication, or substance withdrawal. 

7) NSSI behavior is not part of a pattern of repetitive stereotypies 
with those with neurodevelopmental disorder. 

8) The behavior is not better explained by another mental 
disorder or condition [23].

What is Addiction?

Addiction, while often related to the use of substances, has 
been demonstrated to involve more than what is classically defined 
by the layman or physician. Based on the currently understood 
neurobiopathophysiological mechanisms, addiction can be defined 
by three major phases as laid out by Koob and Volkow [24]. The 
first phase is the binge or intoxication phase in which the substance 
or action is partaken in to provide the euphoric release. The second 
phase is the withdrawal phase where the substance or action is 
stopped and the negative effects of stopping the substance or action 
begin to take effect. Finally, the preoccupation and anticipation 
phase where the behavior or substance of desire is brought to the 
forefront of the mind of the subject of interest leading them to again 
seek out the substance or behavior of interest. 

As a secondary requirement to the cycle of behavior, inclusion 
for the classification of the behavior or substance as addictive include 
(1) the loss of control of actions in partaking in the substance or 
action, (2) Dysphoria or other negative emotional states when taking 
the substance or the behavior is prevented, and (3) the compulsion 
to seek out the substance or partake in the behavior must all be 
present [24-26].

Commonly cited behaviors and substances which are involved 
as addictions include:

●	 Opioids Medications

●	 Methamphetamines

●	 Cocaine and other stimulants

●	 Ethyl Alcohol

●	 Gambling

●	 Shopping

●	 Sexual Intercourse

●	 Pornographic Viewing

●	 Video Games

●	 Cellular Device Utilization

While again not all inclusive, these behaviors have all been 
found to interact within the brain’s natural dopaminergic circuitry, 
specifically the mesolimbic dopamine pathway, which starts in the 
pontine ventral tegmental region and stretches into the nucleus 
accumbens [27], and can lead to obsession and compulsive behaviors. 
All of these have been found in several studies, and through personal 
experiences of patients, to lead to damaged personal relationships 
and difficulties with maintaining basic adult activities of daily living 
(ADLs) [24-28]. 

Within the psychology literature, addiction, on top of the 
neurobiological mechanism reported above, includes a mental 
fixation, often referred to as an all-encompassing craving to ingest 
the substance or partake in the behavior and obsession with either 
the substance or the behavior to the point that it begins to damage 
the patient’s relationships with family and friends [29]. This fixation 
then leads to total personal involvement [30], wherein the entirety 
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of the patient’s personality structure becomes built around the 
addiction (e.g. the smoker who stands outside in the freezing rain 
or the alcoholic whose only social activity is attendance at the local 
bar). Finally, the patient can develop a physical dependency [31], 
in which the removal of the stimulus leads to physical symptoms 
including but not limited to: anxiety, fatigue, sweating, vomiting, 
depression, seizures, and/or hallucinations. While many of the 
more severe symptoms are not included in the less physically taxing 
addictions, some case reports and other peer reviewed literature have 
demonstrated that they can produce severe withdrawal effects also 
[32-35]. 

Neurobiology of NSSI Addiction

The basic neurobiology of NSSI addiction is similar in nature 
to that of any other addiction in that the mesolimbic dopaminergic 
pathway is activated during engagement with the activity. These 
major reward pathways, the mesocortical and mesolimbic 
dopaminergic pathways, are the ones demonstrated in Figure 1 and 

are utilized in normal physiological biology as the main method for 
driving the feeding, mating, and other basic day-to-day functions. 
The pathway begins in the ventral tegmental area of the pons and 
branches to the amygdala and then into the frontal lobe. These areas 
are the ones that are mainly affected by Process Addictions and/
or Use disorders and demonstrate major neurobiological changes. 
In those individuals who suffer from use disorders secondary to 
alcohol, substances (Cocaine, Marijuana, Methamphetamines, 
Tobacco, etc.), or processes are present, the amygdala has been 
demonstrated on anatomical and functional Magnetic Resonance 
Imaging to have an increase in size and activation and the frontal 
lobe has been demonstrated to have a decrease in size and activation 
(See Figure 2). These neurological changes and overactivation of the 
mesolimbic system leads to the psychological phenomena that are 
often described by the individuals who struggle with the disorders as 
“addiction” or “feeling like a junkie” where one feels the compulsion 
to continue the use of the substance or engage in the actions long 
after the euphoric effects no longer are experienced [36-39].

Figure 1: Demonstrated here are the dopamine pathways in the brain with the mesolimbic and mesocortical being the major dopamine pathways 
in the development of addictive behaviors.

Figure 2: A) Demonstrated here is a healthy normal brain B) Demonstrated here are the changes apparent in use disorders and process addictions 
with special attention given to decreased mass of the frontal lobe and increased mass of the amygdala.
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Development of NSSI into Addiction

NSSI tends to begin early in life [40,41], whether that be 
late childhood or early adolescence and then continues into late 
adolescence or adulthood [40,41]. Just like addiction to substances 
or other process addictions like eating disorders, one who engages 
in NSSI tends to engage in order to become emotionally numb to 
uncomfortable emotions or intolerable memories [42]. With the 
act of NSSI, one is creating their own internal opioids through a 
subconscious psychological operation, engaging the dopaminergic 
and endogenous opioid systems within the central nervous systems 
[43]. Over time, those that participate in NSSI associate the physical 
pain of NSSI as a means to escape emotional pain [44]. Because of 
the release of emotions that accompanies the behavior, this repetitive 
action increases in both frequency and severity as the coping 
mechanism begins to create a self-feeding positive feedback loop 
[45]. This self-feeding positive feedback loop starts with the behavior 
itself, then the accompanying shame of having performed the action, 
followed by hiding the evidence of the behavior, followed by either 
external stimuli or increased shame from having performed the ritual 
of the self-mutilation which leads to the action of NSSI once again 
[45]. Like with other addictive behaviors or substances this cycle, 
often referred to as the shame cycle (Figure 3), continues to feed 
itself leading to further increases in both frequency and severity of 
the NSSI behaviors [46].

Men and NSSI

Men’s mental health, throughout history, has been a taboo 
subject, due to the existence of “toxic masculinity”. Toxic 
masculinity for this article is defined as those cultural, group, 
and individual beliefs which prevent a man from being able to 
demonstrate emotional vulnerability, fear, anxiety, struggles with 
personal or professional difficulties, and/or reach out for help when 
struggling with personal or professional difficulties [47]. For this 
reason, it is only recently that research has been performed in this 

specific area of mental health. Mental health clinicians (whether 
physicians or clinical psychologists) are uncovering the seriousness 
and commonness of mental health disorders in men and adolescent 
boys. “Male and female prevalence rates of NSSI are closer to each 
other than in suicidal behavior disorder, in which the female-to-male 
ratio is about 3:1 or 4:1” [23].

In a study done from a Swiss prospective-longitudinal cohort 
study, adolescents were made up of 52% male participants at ages 13, 
15, 17, and 20 [41] 27% of those participants reported participating 
in NSSI at least once. In males, the prevalence decreased from 12 to 
5% over time. However, recurrence of NSSI increased after the age 
of 15. Less than half of adolescents utilized mental health services. 
Males reported using mental health services for externalizing 
problems, learning difficulties, and attention issues. The study noted 
that “males are at particular risk of not receiving adequate treatment 
for self-injury [NSSI]” [41]. This lower utilization of mental health 
services is at its core detrimental to the male psyche and has led 
to worse outcomes mentally, emotionally, and physically for these 
needy and suffering patients.

Co-Morbidity of NSSI Addiction and Other Addictions

Those who battle with NSSI addiction are at high risk for other 
process or substance addictions. The substance abused by those who 
participate in NSSI correlates to the reasoning they participate in 
NSSI [48-51]. For example, alcohol and opiates are the standard 
preference for those who participate in NSSI to escape emotions. 
Those who use NSSI as a method of stimulation would typically be 
seen using cocaine and amphetamines [48-51]. 

A recent meta-analysis by Cucchi et. al has found that 27.3% 
of individuals diagnosed with an Eating Disorder (ED) also 
report NSSI [52]. Lifetime estimates average 32.7% for bulimia 
nervosa, 21.8% for anorexia nervosa, and around 20% for binge 
eating disorder [52,53]. Dzombak et. al have reported a higher 
rate of NSSI behaviors in those who exhibit binging and purging 

Figure 3: Above is a pictorial demonstration of the Shame Cycle.
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behaviors versus restrictive eating behaviors [54]. Conversely, in an 
analysis by Wang et. al on undergraduate females, restrictive eating 
behaviors, had a higher association with NSSI [55]. Claes et. al has 
performed a similar study on males with eating disorders, finding 
that there was no significant difference between eating disorder 
subtypes and patients who displayed NSSI behaviors were likely to 
show significantly more severe ED symptoms and impulse-control 
problems than those who did not engage in NSSI [36]. Although 
the consensus is mixed on whether the subtype of eating disorder 
affects the likelihood of NSSI, the literature has generally found a 
significant association between the two addictions.

A possible common thread between these maladaptive 
behaviors is negative urgency. Negative urgency is a personality trait 
characterized by the tendency to act rashly in response to negative 
emotions. Negative urgency has been shown to be associated with 
the frequency of NSSI, variety of NSSI methods, years of NSSI, 
alcohol use disorder, and eating problems [53-56]. Fischer et. al [38] 
have concluded that the personality influence of negative urgency, 
when combined with learned, behavior-specific expectancies, can 
lead to the development of maladaptive addictive behaviors. This 
early data demonstrates that oftentimes patients suffering from other 
addictive behaviors often also struggle with NSSI tendencies.

NSSI Out of Perfectionism

NSSI can arise from a multitude of other disorders and behavioral 
tendencies and are often associated with negative self-image, use 
disorders, process addictions, eating disorders, and other psychiatric 
ailments. One of the most commonly found concurring disorders 
with NSSI is perfectionism or perfectionist behaviors. Perfectionism 
is when one strives to achieve flawlessness, in behavior and thoughts, 
which is seen to begin in children and young adults [57-59]. 
Whether this involves school, work, professional relationships, or 
social relationships, the end goal of perfect behavior can never be 
obtained by those suffering with this abnormal behavioral pattern. 
Perfectionism is a trait used to diagnose DSM-V disorders, like 
obsessive-compulsive and eating disorders. Oftentimes, failure 
to meet the perfectionist’s standards or goals leads to maladaptive 
behaviors through psychological pre-meditation and eventually 
physical acting out [58]. Similar to the obsessive-compulsive 
disorders, there is a common point of anxiety for making mistakes 
and the failure of their results [58]. The shame cycle is correlative 
to the acting out of maladaptive perfectionism. Claes and Soenens 
elaborated that NSSI stems from shame or the lack of control of 
their situation [58]. These sources of shame and lack of control can 
stem from: abuse, familial expectations, educational strain, career 
demands, societal perception, self-doubt, and organization desires 
[57-60]. As seen with other causes of NSSI, those struggling with 
perfectionistic tendencies treat the action of NSSI as a punishment 
and coping mechanism which activates the release of dopamine.

NSSI and Depression

	 Of those potential causes of patient’s reliance on NSSI as 
a coping mechanism of the biggest risk factors for the development 
of NSSI addiction is that of depression, anxiety, or bipolar disorder. 
Patients suffering from the mental health conditions of depression, 
anxiety, and bipolar disorder are well documented to have co-morbid 
NSSI addiction [61-68]. Those patients who suffer with these mood 
disorders can often find themselves engaging in the addictive process 
to decrease the negative affective aspects of the disorders [61-68]. 

Therefore, as with the management of the other causes of NSSI 
addiction, it is key that the clinician as the key questions and perform 
the most thorough physical examination in order to determine what 
can be done for the betterment of the patient. 

Evaluation: History and Physical Exam

When working with patients who participate in NSSI some key 
details to remember as clinicians is to approach the patient without 
statements or blame on the behavior. While the emotive feelings 
of uncomfortableness with the injuries and the behavior can bring 
even the most expert clinician or surgeon discomfort and cognitive 
dissonance, the patient is suffering and needs help. This focus of the 
needs of the patient must remain the main focus of the clinician - 
working in a therapeutic relationship to decrease the suffering of the 
needy and deserving patient. Major things to consider when talking 
with the patient is to address the main reason for the patient’s arrival 
within the clinical space in a non-judgmental tone of voice and with 
caring and empathetic language. Questions about the injuries should 
not focus on blame or shame, but instead on the method of injury, 
cleanliness of the wound, and the depth of the injury. Questions 
should also encompass social support, comorbid conditions such 
as use disorders and other process addictions. Finally, a full and 
thorough physical examination including full exposure of the 
extremities, torso, chest wall, and upper thighs, and arms should be 
included. Key clinical pearls include:

●	 Those who NSSI tend to wear loose clothing and covering 
clothes to conceal their wounds.

●	 The majority of the wounds are on easy to cover up regions 
such as the inside of the Upper arms and Upper thighs.

●	 Self-injurious behavior can often progress just like 
addiction does and, as a result, early intervention is key.

●	 A diagram of the severity and frequency is included here 
with a new set of associated levels based on the physical examination 
(See Figure 4.)

●	 Future research directions include determining differences 
in treatment modalities between the four new levels of NSSI and 
what can be done in order to prevent potential worsening of 
symptoms from either a therapy, medication, or combination 
treatment modality standpoint.

In the clinical evaluation of a patient in regards to NSSI, it is 
additionally imperative to take into account the age, kind of NSSI, 
and ascertain the medical history. Firstly, a topic not so touched 
upon is the presentation and evaluation of NSSI in pre-adolescent 
individuals. For instance, it is to be noted that a child is unlikely to 
openly express concern about their own NSSI behaviors, whereas, an 
adult seeking help for NSSI might. In addition, the means in which 
the verbal evaluation should be conducted is also slightly different, 
as their linguistic ability to self-report may not be fully developed 
yet [69]. Techniques used to garner the presence and degree of NSSI 
entails the careful wording of the questions asked as to not lead the 
patient into a certain response and using a staggered approach in 
the evaluation of the patient as to not overwhelm them [69]. An 
approach here that spans multiple different sources is additionally 
imperative to assess the condition of the patient most accurately; a 
key manner in which to achieve this is to utilize the caregivers of the 
patient to gain, explain, and confirm information obtained in the 
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evaluation [70]. It is to be mentioned here that establishing a sense of 
confidentiality and trustability with the child is especially important 
as to ease anxieties, potential fears of reprimanding, self-preservation 
due to a pattern of abuse, etc. In the elderly, the evaluation is yet 
again nuanced to fit the etiology and general commonalities in the 
group: chronic pain and isolationism are some of the more prevalent 
ones [71,72]. In addition, in older adults, the most common form 
of NSSI (48% of all cases) is through overdose, so one should bear 
in mind that an inconspicuous physical exam in this subset is not 
always indicative of an absence of the diagnosis [73]. 

History is also a key indicator of the evaluation of the patient. 
In the geriatric population, it is reported that an astounding “90% 
of older adults who die from suicide had diagnosable mental 
disorders at the time of death”, meaning that a history of mental (or 
physical) illness may provide further indications of a diagnosis in the 
evaluation [70]. 

Treatment and Therapies

Due to the nature of the disorder and the key requirements 
for clinicians and therapists to act, listed here are a small list of 
available treatment modalities. While not a full list, this primer level 
of introduction to therapeutics provides for the clinician an idea of 
what can and should be utilized for the betterment of the patient. 
Using one of these or a combination approach, the end goal of 

either harm reduction or complete cessation can be reached with the 
majority of the patients being treated in the outpatient over a longer 
period of time when intensive inpatient care is no longer deemed 
necessary [74].

Cognitive Behavioral Therapy

Cognitive Behavioral Therapy (CBT) is a psychotherapeutic 
method that focuses on how core beliefs affect thoughts, thoughts 
affect actions, which leads to consequences. This method is effective 
for NSSI because it focuses on what causes the person to feel the 
need to engage in NSSI [69]. As mentioned above, people have 
several different motives on why they engage in NSSI. It can be to 
feel something, to punish themselves, to express emotions, or to gain 
control. CBT can help shift their initial negative, unrealistic core 
beliefs to healthy realistic ones. If the person has a core belief that 
they are a failure for various reasons, CBT will help them break down 
what leads them to believe them about themselves. Once that has 
been discovered, the counselor can guide the person to think more 
rationally about themselves [75]. For example, a patient discloses 
they feel they are a failure because they did not want to go to college. 
The patient’s parents helped developed this core belief by telling the 
patient they are dumb for not going to college. The counselor could 
challenge that thought by putting it into perspective. The counselor 
could ask the patient if they believe that everyone that chooses not 
to go to college is a failure? This can lead to further discussion of 

Figure 4: New way to measure severity of NSSI based on the physical examination.

Level 1: Not Frequent Not Severe - Injuries on the upper arm (Inner and outer) or upper thighs (Inner and outer) - Not deep 

Level 2: Frequent but Not Severe - Injuries on the upper arm and upper thighs moving to sides and down the arms and legs - Not deep 

Level 3: Not Frequent but Severe - Injuries on the upper arm or upper thighs - Deep injuries. NB: May need Stitches and Wound Care

Level 4: Frequent and Severe - Injuries on the upper arm and upper thighs moving to sides and down the arms and legs - Deep - NB: May need 
Stitches and Wound Care and Increased Risk of Non-intentional Suicide.
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the patient’s distorted view of themselves. That they are not a failure 
if they choose not to go to college and can have a successful career 
without going to college or going later in life. That the patient’s view 
is irrational because it is not consistent with everyone else who chose 
not to go to college. This would be the beginning of using CBT to 
challenge the patient’s irrational thoughts and helping them gain a 
better understanding of themselves.

Acceptance and Commitment Therapy

Acceptance and Commitment Therapy (ACT) is a newer age 
therapy technique that focuses on not avoiding the big feelings that a 
person has. They face the feelings head on and accept them for what 
they are: a thought. It trains the person not to ponder or overthink it. 
They understand the thought, accept it, and move on in the present 
moment [76]. They make a commitment to focus on the future at 
hand and not let their thoughts hold them down. ACT is a successful 
therapy for NSSI addiction, as it allows the patient to recognize 
the feelings they have and, yet, not let it lead to participation in 
NSSI. In most cases, pondering on the thoughts of insufficiency or 
hopelessness is what leads to the actions of NSSI. If the person can 
part ways with the idea of making those thoughts more than what 
they are, they can navigate through the emotions they experience 
[73]. Being able to manage those emotions can decrease the feelings 
of wanting to participate in NSSI. The patient can learn that the 
mind has millions of thoughts on a daily basis and learning to 
accept these emotions are valid and navigate through these negative 
emotions can release the tension they feel [73]. They can accept 
they have certain thoughts, while understanding they do not have 
to dictate their lifestyle or lead them to participate in NSSI. Once 
the patient can come to that realization, it will promote emotional 
regulation and growth in mental wellness of self-esteem. 

Medication Management

While there is not a specific pharmacological agent that is 
utilized for the management of NSSI, there are some medications 
used to help disorders that could lead some to engage in NSSI. In 
most cases, people who are more likely to partake in NSSI have 
disorders that have the symptom of impulsivity: such as borderline 
personality disorders and eating disorders [77]. NSSI behaviors 
are frequent in people who fall under major depressive disorders 
and bipolar disorder. Due to treating the underlying condition, 
numerous studies show that certain medications that help these 
disorders can be effective in helping with the cravings to NSSI [77]. 
Some antidepressants have shown effectiveness in decreasing NSSI. 
Since antidepressants focus on increasing the chemicals in the brain 
to help with mood stabilization, it can help the patient not feel the 
need to participate in NSSI. If they have a balance of chemicals in 
the brain, they could no longer have the triggering emotions that 
lead to NSSI. Opioid antagonists are another medication that has 
shown a decrease of NSSI behaviors when taken. As stated before, 
NSSI is an addiction because it releases dopamine when engaging 
in it. The main use of opioid antagonists is to help people who are 
addicted to opiates wean off of them. Engaging in NSSI gives off the 
same feeling and chemicals of someone who is actively using opiates 
[77]. The use of opioid antagonists in patients who participate in 
NSSI is to help them wean off the cravings of NSSI. It gives the body 
a small amount of the dopamine feeling so the patient can feel less of 
the need to get that feeling through an NSSI episode. Studies have 
shown that taking opiate antagonists has made a significant decrease 
in patients who participate in NSSI [77].

Conclusion

When treating a patient with NSSI addiction, it is vital to 
understand the aforementioned shame cycle that patients struggling 
with Substance-Use disorders or other forms of addictions may be 
trapped within. The patient continues to suffer from the shame 
of the addictive behavior, in this case NSSI, and believes that this 
behavior is a result of their own “defectiveness”. They recognize this 
behavior as a means to alleviate some of their intolerable feelings - 
whether this is anxiety, grief, or other negative emotions. As a result, 
they act out and participate once again in their addictive behavior, 
in this case the resulting NSSI. This then leads to an increase in the 
initial shame which accompanied NSSI from a prior episode [45]. It 
is an ongoing and vicious cycle. 

It is the authorial team’s strongest recommendation that 
shame inducing language not be utilized by the provider - this is 
a disease much like that of cancer. No patient with cancer is bad for 
having cancer and to suggest such would in and of itself be counter-
intuitive to the proper and quality treatment of the patient seeking 
help. The use of colloquialisms or shaming inducing language can 
and will play further into the patient’s own shame cycle leading 
to further harm. Instead, when discussing the patient’s disorder, 
it is imperative to separate the patient’s disease from the patient 
themselves. Through this painstaking effort from the physician will 
they be able to actually help the suffering patient.

In cases of NSSI, it comes with a lot of shame and guilt. That is 
why it is important more than ever to come to the patient with an 
unbiased opinion and a neutral stance. If the patient feels judgment 
or contempt from the physician or counselor, they could retreat back 
into their shame. Once the patient sees the physician or counselor 
as unsafe, it will be difficult for the patient to reach that point again. 
This could hinder their healing journey and lead to more damage. 
Building rapport with the patient will be the key to getting the depth 
needed to help with the feelings of wanting to participate in NSSI 
[78,79]. The patient is in need of a safe place to get out the strong 
emotions they had held in for a while. For the moment, their way of 
coping was through NSSI and it is the care team’s job to help them 
find a different outlet. Stigmas that come with NSSI are statement 
such as the patient engages in self-harm for attention, or they are 
crazy – both which have been demonstrated to be false through 
numerous studies [1-3]. These statements and the social stigma that 
accompanies this disorder can be a difficult process on top of the 
emotions that led the patient to partake in NSSI in the first place. 
The trust in the patient-provider relationship needs to be strong with 
clear boundaries. The goal is for the patient not to feel any more 
shame but be released from it and see themselves in a new light – one 
where they can recover and attain their own personal mental and 
physical health goals [4].

Secondarily, the patients who suffer from NSSI disorders present 
secondary to injuries which were too worrisome to ignore or because 
of other conditions which are affecting their health. During these 
encounters, the patients both demonstrate a trust of the provider 
and can demonstrate hesitancy to disclose their condition due to 
the perceived power differential of provider over patient. In these 
moments it is key that the patient’s trust not be abused, verbiage 
being utilized to indicate how serious and important the NSSI is to 
the patient’s health, and how the provider is there only to collaborate 
with the patient for their long term wellbeing and desired health 
goals. Finally, and most importantly, the patient by nature of coming 
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for help, trusts their doctor implicitly [69], therefore it is key that the 
physician take this trust and responsibly to act towards the benefit 
of the patient [78].
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