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AbstrAct
The present study addresses the role of personality 
pathology in minor and moderate-severe non-suicidal 
self-injury (NSSI) among young adults. Israeli first year 
university students (n=114) were assessed twice for 
personality disorder features, depressive personality 
styles, trait dissociation, depressive symptoms, 
suicidality, and NSSI. Obsessive-compulsive personality 
disorder features (OCPD) predicted an onset of minor-
NSSI. Dissociation was related to repetitive minor-NSSI 
and moderate-severe-NSSI onset. These findings highlight 
the importance of differentiating NSSI’s methods when 
assessing its risk factors, the role of OCPD features in 
minor-NSSI and shed light on the dissociation-NSSI link. 
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endorsed moderate-severe NSSI reported a higher experi-
ence of pain, use of alcohol or drugs while conducting 
NSSI, a history of psychiatric treatment, suicide attempts 
and current suicide ideation (7) as well as higher rates of 
impulsivity (8). Moreover, these two groups reported dif-
ferent reinforcements for NSSI – while individuals who 
conducted minor-NSSI reported only automatic negative 
reinforcement, those with moderate-severe-NSSI reported 
automatic negative and positive reinforcements as well 
as social negative and positive reinforcements (7). These 
results and others that support the existence of NSSI typol-
ogy, highlight the importance of revealing the specific risk 
factors for each group of behaviors separately. 

Despite progress in the identification of risk factors for 
NSSI (9), there are still major gaps in the extant literature. 
Specifically, the role of personality in NSSI among adults 
is unclear. The present study aims to bridge this gap by 
focusing on the role of three distinct personality systems 
in NSSI, both minor and moderate-severe. These are: 
DSM’s personality disorders, Blatt’s depressive personality 
styles, and dissociative features. 

PersonAlity PAthology in nssi
NSSI comprised one of borderline personality disorder’s 
primary symptoms in the DSM (1). Other personality 
disorder features that have been found to be related to 
NSSI are: schizotypal, paranoid, dependent, obsessive 
compulsive and avoidant personality traits (e.g., 10, 11). 
However, personality pathology extends beyond the vari-
ous psychiatric categories of personality disorders. Thus, 
Blatt (12) outlined two trajectories of normal personality 
development. The first, anaclitic trajectory, targets the 
attainment of mature and mutually satisfying interper-
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introduction 
Non-suicidal self-injury (NSSI) relates to the deliberate 
injury of one’s own skin tissue, without the intention of 
suicide (1). Lifetime prevalence of NSSI among young 
adults has been reported to reach 17% (2), with 15% 
reporting NSSI behaviors at least once in the previous 
year (3). NSSI causes high distress and impairment in 
family, work and social functioning (4) and repeated 
NSSI is a risk factor for suicide attempts (5). 

A principal component analysis of NSSI in a sample of 
adolescents revealed two distinct groups of behaviors – 
minor (e.g., hitting oneself, pulling hair) vs. moderate to 
severe (e.g., cutting/carving, burning) NSSI (6). Those who 
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sonal relationships, whereas the second, introjective 
trajectory, focuses on developing a realistic, essentially 
positive, and cohesive self-identity. Different disturbances 
along these developmental paths lead to the evolution of 
the anaclitic (dependent) and introjective (self-critical) 
depressive personality styles. The first tends to exhibit 
childlike dependency traits and the need to be soothed 
immediately when feeling discomfort. The second is fre-
quently ambivalent in regard to his/her self-view, harshly 
self-critical, constantly driven to perform and achieve, 
experiences relationships in a highly ambivalent manner, 
and finds it difficult to integrate contradictory feelings. 

Blatt’s theory was found relevant in the prediction of 
NSSI. Self-criticism and related constructs (self-disgust, 
evaluative concerns, perfectionism) have been consis-
tently linked to NSSI (e.g., 13-16). In regards to depen-
dency, past psychoanalytic writing has construed NSSI 
as an attempt to separate the self from the object and 
as a way to create inner boundaries, especially among 
individuals who suffer from borderline personality disor-
der. Two recent studies have addressed the link between 
dependency and NSSI among adolescents, revealing 
distinct results that may be attributed to the different 
populations involved (15, 17). However, to the best of 
our knowledge, the relation of dependency and NSSI 
to date has not been empirically tested in young adults. 

Another personality system pertinent to NSSI is dis-
sociation, defined as a continuum of experiences, ranging 
from day dreaming to a disruption in the perception of 
time, identity confusion, and altered states of conscious-
ness (e.g., 18). A dissociative experience has been reported 
as the second highest reason for NSSI (e.g., 19), due to the 
grounding effect of NSSI in these states. A recent study by 
Snir et al. (20) among adults with borderline personality 
disorder and avoidant personality disorder has found a 
rise and subsequent fall in dissociation surrounding NSSI 
acts. As well, dissociation has been found to mediate the 
relation of childhood trauma and NSSI (21, 22). 

the current study
The role of the aforementioned three personality systems 
in minor and moderate-severe-NSSI was examined in a 
group of Israeli first year university students. Furthermore, 
in evaluating the personality-NSSI link, we controlled 
for suicidal ideation and depressive symptoms. Although 
suicidal ideation is distinct from NSSI (23), the two are 
highly comorbid (24), and their link has still not been 
fully explained (25). Depressive symptoms have been 
consistently implicated in NSSI (26). 

Method
PArticiPAnts And Procedure
The study was approved by the Ethics Committee of the 
Department of Psychology at Ben-Gurion University in 
Israel. Participants were 114 undergraduate students (85% 
females) with a mean age of 22.74 (range 18-28, SD = 
1.31). Participants were contacted via email one month 
after the beginning of their first year, signed consent 
forms, and completed questionnaires online through a 
secure internet site. Four months later, about one month 
after the beginning of the second semester, they were 
re-contacted and completed the questionnaires a second 
time. Participants were compensated via course credit. 

instruMents
The Functional Assessment of Self-Mutilation (FASM, 
6) assesses the methods, frequency, and functions of self-
reported NSSI over the past year. This inventory is based 
on a list of NSSI behaviors generated through the review 
of previous research, as well as on multiple interviews with 
community and clinical adolescent samples endorsing a 
history of NSSI. A principal component analysis of the 
11 methods revealed two factors. The first, “minor NSSI” 
included: hitting oneself, pulling hair, biting oneself, insert-
ing objects under the nails or skin, and picking at a wound 
and other areas to draw blood. The second, “moderate-severe 
NSSI” included: cutting/carving, burning, self-tattooing, 
scraping, and erasing the skin (6). In the current study 
we used a dichotomous minor NSSI and moderate-severe 
NSSI variables – conducting at least one of the behaviors in 
a certain category during the last year (T1) or four months 
(T2) was considered as having that category of NSSI.

The Beck Depression Inventory (BDI, 27) is a 21-item 
self-report tool that measures cognitions and symptoms 
frequently observed among those with depression. The 
symptoms are rated on a four-point Likert-type scale, with 
higher scores indicating greater severity. In the present 
study, the BDI evinced a high internal consistency (α = .81).

The Suicidal Behaviors Questionnaire (SBQ, 28) is a 
self-report measure that assesses 14 suicidal behaviors. 
Respondents complete up to 34 items depending on 
the existence or lack of current/past/expected suicidal 
behaviors. In the present study, we used the four-item sub-
scale, that evinced a high internal consistency (α = .82). 

The Depressive Experiences Questionnaire (DEQ, 
29) is a 66-item scale assessing experiences of depression 
that are not merely symptoms. Items are ranked on a 
7-point scale. A Principal Component Analysis identified 
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three factors: dependency (e.g., “Sometimes I feel very 
big, and other times I feel very small”); self-criticism (e.g., 
“I often find that I don’t live up to my own standards or 
ideals”); and efficacy (e.g., “I have many inner resources”). 
In the current study we used only the self-criticism and 
dependency subscales that evinced good (both α = .90) 
internal consistency, respectively.

The Personality Diagnostic Questionnaire (PDQ-4, 
30) is a 99-item, self- report questionnaire that assesses 
criteria for the personality disorders listed in the DSM-IV 
(31). Participants are required to answer true/false for 
each item. Hyler and colleagues (32) found that high 
scores (over 50 affirmative answers) are correlated with a 
clinical diagnosis of a personality disorder. In the current 
study each personality disorder tendency was calculated 
based on the number of positive answers for the items that 
comprised each particular personality disorder subscale. 

The Dissociative Experiences Scale (DES, 33, 34) is 
a widely used self-report scale requiring respondents to 
estimate what percentage of the time they experience any 
of the 28 dissociative phenomena on an 11-point scale 
(0%, 10%, 20%, etc.). The DES measures both non-clinical 
and clinical dissociation. The factor analyses reported 
in Carlson-Bernstein and Putnam (34) revealed that 
a number of the DES items produced three subscales: 
absorption, amnesia, and depersonalization. In the pres-
ent study we used the DES general score, which evinced 
a high internal consistency (α = .87).

dAtA AnAlyses 
Several features of the NSSI distribution in this and other 
studies (e.g., 35) drove us to employ a group-based statisti-
cal analysis. Specifically, the NSSI distribution was highly 
skewed and the test-retest correlation involving a con-
tinuous assessment of NSSI was alarmingly high (r = .76). 
Therefore, in the first step, we formed four NSSI groups from 
the total 110 participants for each NSSI behavior (minor and 
moderate-severe) according to participants’ reports. The 
first group, “No NSSI,” included participants who did not 
report conducting NSSI at any measurement. The second, 
“Onset,” included those reporting conducting NSSI at least 
once, only at Time 2. The third group, “Remitted,” included 
participants reporting NSSI at least once, only at Time 1; 
and the fourth group, “Repeated,” included participants 
reporting NSSI at both waves, at least once in each wave. 
As four participants did not complete the FASM, they were 
not included in any group. For minor NSSI behaviors, 
these groups included 44 participants with “No NSSI,” 16 
participants in the “Onset” group, 38 participants in the 

“Repeated” group and 12 participants in the “Remitted” 
group. For moderate-severe NSSI behaviors, the groups 
included 80 participants with “No NSSI,” 11 participants 
in the “Onset” group, 12 participants in the “Repeated” 
group and seven participants in the “Remitted” group. 

In the second step, we conducted two sets of contrast 
analyses for each outcome (minor and moderate-severe 
NSSI) based on the comparisons: repetitive versus all 
the other groups (3, -1, -1, -1) and “Onset” versus “No 
NSSI” (-1, 1, 0, 0). Independent variables were dissociation, 
self-criticism, dependency and each of the 12 personality 
disorders from the DSM-IV. Comparisons of depressive 
symptoms and suicidal ideation were also conducted to 
assess their relevance as covariates in the next step. To avoid 
inflated Type I error a Bonferroni correction was conducted 
for the 15 personality traits in each set of analyses, the 
p-value for these variables’ analyses was .05/15=.003. In the 
third step, four logistic regression analyses (two for minor 
NSSI and two for moderate-severe NSSI) were conducted, 
with those variables revealing a differentiation between the 
groups as independent variables. Two regression analyses 
included “Repeated” (1) versus all other groups (0) as the 
outcome, and the two others included “Onset” versus “No 
NSSI” as the outcomes. 

results
In Table 1 we present Means and SDof the personality 
features in each of the study groups.

Prediction of Minor nssi
Focusing on the first contrast, “Onset” vs. “No NSSI” (see 
Table 2), we found statistically significant differences for 
schizotypal and obsessive personality disorder features, 
as well as for suicidal ideation. However, only the last two 
were significant after Bonferoni correction. Focusing on 
the second contrast, “Repeated” vs. all the other groups 
(Table 2) we found statistically significant differences for 
depression, suicidal ideation, self-criticism, dissociation, 
and schizotypal and dependent personality disorder 
features. However, differences only in depression, suicidal 
ideation and self-criticism stayed statistically significant 
after Bonferroni correction. 

To examine the unique effect of each variable, we 
employed two logistic regression analyses. First, we 
entered obsessive personality and suicidal ideation into 
a logistic regression equation as predictors of “No NSSI” 
vs. “Onset.” Results of this analysis indicated that obses-
sive compulsive personality disorder (OCPD) features 
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Table 2. Results of constructs analyses 
Minor NSSI Moderate-Severe NSSI

Onset (n=16) vs. 
no NSSI (n=44)

Repeated (n=38) vs. 
other groups (n=72)

Onset (n=11) vs. 
no NSSI (n=80)

Repeated (n=12) vs. 
other groups (n=98)

Variable F level [DF] t p F level [DF] t p F level [DF] t p F level [DF] t p

Self-Criticism .20 [1, 106] -.44 .654 8.88 [1, 106] 2.98 .003 .23 [1, 106] .48 .628 .96 [1, 106] .98 .327

Dependency .00 [1, 106] .06 .946 .09 [1, 106] .31 .753 4.75 [1, 106] 2.18 .031 .15 [1, 106] .39 .691

Dissociation .74 [1, 106] .86 .390 17.04 [1,106] 4.13 .000 14.74 [1, 106] 3.84 .000 1.45 [1, 106] 1.20 .231

Antisocial 1.01 [1,104] 1 .315 2.28 [1, 104] 1.51 .133 4.77 [1, 106] 2.18 .031 .44 [1, 104] -.66 .508

Paranoid .135 [1, 104] .36 .713 1.68 [1, 104] 1.30 .197 1.38 [1, 104] 1.18 .242 .24 [1, 104] -.49 .618

Histrionic 2.23 [1, 104] 1.49 .137 .00 [1, 104] .02 .984 .11 [1, 104] .33 .737 1.12 [1, 104] -1.06 .290

OC 8.90 [1, 104] 2.98 .003 .50 [1, 104] .71 .480 .80 [1, 104] .89 .372 .99 [1, 104] 1 .320

Schizoid .18 [1, 104] .43 .668 1.71 [1, 104] 1.31 .193 1.56 [1, 104] -1.25 .214 .00 [1, 104] -.015 .987

Narcissistic 3.15 [1, 104] 1.77 .078 .23 [1, 104] .48 .632 .01 [1, 104] .12 .903 .89 [1, 104] -.94 .345

Schizotypal 5.24 [1, 104] 2.29 .024 3.95 [1, 104] 1.98 .049 1.25 [1, 104] 1.19 .265 .34 [1, 104] .58 .560

Borderline 1.75 [1, 104] 1.32 .188 1.35 [1,104] 1.64 .246 1.28 [1, 104] 1.13 .260 .12 [1, 104] .34 .730

Dependent .62 [1, 104] .79 .430 6.30 [1, 104] 2.51 .013 4.05 [1, 104] 2.01 .046 4.43 [1, 104] 2.10 .037

Depressive .68 [1, 104] .82 .411 3.40 [1, 104] 1.84 .067 .19 [1, 104] .44 .661 .03 [1, 104] .18 .856

Avoidant .13 [1, 104] .36 .715 2.43 [1, 104] 1.56 .122 .08 [1, 104] .30 .766 1.60 [1, 104] 1.26 .208

Negativistic .43 [1, 104] .65 .514 2.81 [1,104] 1.67 .096 .00 [1, 104] .03 .977 1.83 [1, 104] 1.35 .178

SI 4.17 [1, 68] 2.04 .044 5.02 [1, 68] 2.24 .028 .17 [1, 68] .42 .673 2.69 [1, 68] 1.64 .105

Depression 1.49 [1, 106] 1.22 .224 8.57 [1, 106] 2.93 .004 4.59 [1, 106] 2.14 .03 2.08 [1, 106] 1.44 .151

Note: Only values in bold are significant after Bonferroni correction for the 15 personality features, with significant result considered when p<.003. 
For SI and depression significance is considered when p<.05; OC=obsessive compulsive; SI=suicidal ideation

Table 1. Means and standard deviation of the study variables in the four groups 
Minor NSSI M(Sd) Moderate-Severe NSSI M(Sd)

No NSSI Onset Repeated Remitted No NSSI Onset Repeated Remitted

Self-Criticism -.72 (.83) -.83 (.65) -.24 (.91) -.80 (.99) -.65 (.83) -.51 (1.12) -.26 (1.09) -.49 (.74)

Dependency -.53 (.74) -.52 (.68) -.50 (.89)  -.59 (.92) -.64 (.77) -.11 (.78) -.25 (.72) -.31 (.63)

Dissociation 1.54 (.36) 1.68 (.43) 2.10 (.73) 1.70 (.33) 1.67 (.43) 2.33 (1.00) 2.07 (.66) 1.56 (.28)

Antisocial .28 (.51) .50 (.89) .60 (.89) .33 (.49) .40 (.65) .91 (1.22) .33 (.65) .17 (.41)

Paranoid 1.86 (1.02) 2 (1.32) 2.29 (1.69) 1.91 (.79) 1.87 (1.20) 2.36 (1.50) 2.25 (1.48) 3.16 (1.72)

Histrionic 1.97 (1.48) 2.69 (1.44) 2.39 (1.79) 2.50 (1.68) 2.19 (1.48) 2.36 (1.86) 2.17 (1.80) 3.67 (2.25)

OC 2.69 (1.27) 3.87 (1.20) 3.44 (1.46) 3.16 (1.40) 3.05 (1.42) 3.45 (1.63) 3.75 (1.05) 3.18 (1.40)

Schizoid .57 (.96) .68 (.95) .84 (.92) .50 (.67) .73 (.96) .36 (.67) .58 (.90) .67 (.82)

Narcissistic 1.90 (1.18) 2.62 (1.45) 2.29 (1.49) 1.92 (1.56) 2.04 (1.36) 2.09 (1.70) 2.17 (1.19) 3.67 (.52)

Schizotypal 1.21 (1.16) 2.25 (1.65) 2.50 (1.85) 2.08 (1.44) 1.69 (1.59) 2.27 (1.49) 2.58 (1.88) 2.83 (1.17)

Borderline 1.97 (1.11) 2.56 (1.59) 2.55 (1.78) 2.00 (1.56) 2.09 (1.36) 2.63 (2.01) 2.75 (1.91) 3.0 (1.41)

Dependent .90 (1.18) 1.25 (1.34) 1.81 (1.81) .92 (1.44) 1.05 (1.31) 2.0 (1.79) 2.33 (2.15) .83 (1.17)

Depressive 2.55 (1.41) 2.94 (1.44) 3.24 (1.88) 2.33 (1.50) 2.86 (1.54) 3.09 (1.87) 2.75 (2.09) 2.0 (2.26)

Avoidant 2.24 (1.51) 2.43 (1.79) 2.86 (2.19) 2.08 (1.88) 2.28 (1.82) 2.45 (1.69) 3.41 (2.27) 3.16 (1.17)

Negativistic 1.33 (1.46) 1.62 (1.45) 2.02 (1.65) 1.50 (1.31) 1.53 (1.44) 1.54 (2.06) 2.33 (1.50) 1.83 (1.60)

SI 4.36(.67) 5.33 (1.43) 5.78 (1.80) 5.14 (1.95) 4.90 (1.29) 5.20 (1.30) 5.90 (2.37) 4.66 (1.15)

Depression 3.54 (2.75) 5.12 (4.47) 7.16 (6.58) 4.41 (3.70) 4.41 (4.11) 7.73 (8.26) 7.83 (5.95) 4.43 (2.57)

Note: OC=obsessive compulsive; SI=suicidal ideation
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is a significant predictor of the “Onset” of minor NSSI 
behaviors above the effect of suicidal ideation (Wald χ2 = 
5.54, p = .019, B = .97, OR = 2.66 [95%CI = 1.18–5.99]), 
suggesting that a unit change of OCPD features almost 
triples the risk for minor NSSI onset. This model identified 
correctly 58.33% of self-injurers (sensitivity) and 89.7% 
of non-self-injurers (specificity). 

In the second logistic regression analysis, predicting 
“Repeated” vs. all other groups, self-criticism dissociation, 
depression and suicidal ideation served as independent 
variables. Dissociation (Wald χ2 = 6.88, p = .009, B = 
1.74, OR = 5.74 [95%CI = 1.56 – 21.21]) emerged as a 
significant predictor of “Repeated” minor NSSI, implying 
that a unit change of dissociation multiplies the risk for 
repetitive minor NSSI by almost six. Suicidal ideation 
effect was marginally significant (Wald χ2 = 3.67, p = .055, 
B = .39, OR = 1.47, [95%CI = .99 – 2.18]). This model 
correctly identified 47.8% of self-injurers (sensitivity) 
and 87.8% of non-self-injurers (specificity). 

Prediction of ModerAte-severe nssi 
Focusing on the first contrast, “Onset” vs. “No NSSI” (see 
Table 2), we found statistically significant differences for 
DEQ’s dependency, dissociation, depression and antisocial 
and dependent personality disorder features. However, 
after Bonferroni correction (p=.003) only dissociation 
and depression symptoms stayed significant. Focusing 
on the second contrast, “Repeated” vs. all other groups 
(Table 2), we found statistically significant differences 
for dependent personality disorder features. However, 
when p value was corrected for multiple comparisons 
this result was not significant anymore.

In the next step we employed two logistic regression 
analyses. First, we entered dissociation and depression 
symptoms into a logistic regression equation, as predictors 
of “No NSSI” vs. “Onset.” Results of this analysis showed 
that dissociation (Wald χ2 = 6.14, p =.013, B = 1.66, OR 
= 5.26, [95%CI = 1.41 – 19.54]) emerged as the only sig-
nificant predictors of the onset of moderate-severe NSSI, 
implying that a unit change of dissociation multiplies the 
risk for repetitive minor NSSI by more than five. This 
model correctly identified 100% of non-self-injurers 
(specificity), but only 18.2% of self-injurers (sensitivity). 

discussion
The present study’s aim was to explore the differential role 
of personality pathology in minor and moderate-severe 
NSSI among young adults, using three personality systems 

– DSM IV’s personality disorders features, Blatt’s depressive 
personality styles, and trait dissociation. Moreover, we 
assessed the personality risk factors for different patterns 
of the behaviors – for beginners (or those who relapsed) as 
well as those who repeatedly conducted NSSI behaviors. 
Results suggest that for minor NSSI, OCPD features, as 
well as trait dissociation, might constitute risk factors. The 
former related to the onset of minor NSSI (or relapse). 
The latter characterized those who endorsed minor NSSI 
repeatedly. As for moderate-severe NSSI, dissociative 
features predicted its onset (or relapse).

The study’s finding concerning OCPD’s tendency to be 
the strongest predictor of minor NSSI’s onset (or relapse) 
is in line with the current understanding of skin picking 
and hair pulling as pertinent to the obsessive compulsive 
related disorders (OCRD) (1, 36). This result further 
emphasizes the need to comprehend the boundaries 
between NSSI behaviors and OCRD (see 37) through 
the evaluation of the psychological and physiological 
mechanisms underlying the different methods of NSSI.

Furthermore, this finding emphasizes the role of OCPD 
features as a risk factor for the onset (or relapse) of minor 
NSSI among the current study’s population, and may be 
explained through the congruence hypothesis (38). The 
congruence hypothesis states that individuals become 
distressed when they experience a life-event analogous 
with their predisposing personal vulnerability (39). The 
second wave of the current study took place immediately 
after the first examination period of the participants’ first 
year of university, a time that is especially demanding 
for those who have a high tendency for OCPD, as it may 
activate the need for perfectionism and impose high stress 
and anxiety. It may be that in this context, for individuals 
who exhibit several known risk factors for NSSI (e.g., 
perfectionism, rumination, the need for affect regula-
tion), minor NSSI serves as a coping mechanism (40). 

Our examination of the risk factors for repetitive minor-
NSSI behaviors over time has shown the harmful role of 
dissociative tendencies, above and beyond the contribu-
tion of personality disorders and depressive personality 
styles. This result strengthens previous findings concerning 
the dissociation-NSSI link (e.g., 21, 22). In a recent meta-
analysis of studies assessing the relation between NSSI and 
Dissociative Disorder (DD) / trait dissociation in psychiatric 
patients, it was found that NSSI significantly related to 
DD as well as to higher DES scores (41). In a study among 
college students, dissociation was one of the factors found 
to differentiate those who engage in NSSI from those who 
do not (42). This finding also stands in line with Lloyd et 
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al.’s (7) finding concerning the centrality of the automatic 
positive reinforcement in minor NSSI to induce positive 
feelings. However, taking into consideration that this result 
emerged when comparing the repetitive group with all 
other groups (onset, remitted and none), it may not neces-
sarily affirm that dissociation is the reason for minor-NSSI 
occurrence, but rather that it may be a state that allows for 
minor-NSSI to be conducted repeatedly. This stands in line 
with evidence from previous research on hair pulling as well 
as skin picking, showing that these behaviors prevalently 
occur in different dissociative states (e.g., 43). 

The findings showed that those individuals who are 
high on dissociative features are also at risk for mod-
erate-severe NSSI onset, above and beyond the role of 
all other personality variables. This finding sheds light 
on a different facet of the role of dissociation in NSSI, 
emphasizing the role of dissociative features in engaging 
in moderate-severe NSSI and not as the factor related 
to its maintenance and reinforcement. According to 
this study’s findings, the aversive experience of high 
dissociation may activate the use of moderate-severe 
NSSI behaviors as a mechanism to stop the “mental 
pain-dissociation” link. However, in the long run, this 
grounding effect does not reinforce NSSI.

Interestingly, BPD traits that are highly related to 
NSSI in clinical population were not related to minor 
or to medium-severe NSSI in this study. This lack of 
relationship is in line with Saraff and Pepper (44), who 
did not find BPD total features to be related to lifetime 
frequency of NSSI in American college students. The 
lack of relationship may be explained by the relatively 
low scores of BPD traits found in the current population 
that do not compose a full blown diagnosis of BPD. 

Diagnosing and treating NSSI is of paramount impor-
tance. Although NSSI is distinctive from suicidal behav-
iors, it is consistently found to predict suicide attempts 
(5). In his Interpersonal Theory of Suicide, Joiner (45, 
46) described that to end one’s life, the individual should 
acquire the capability of suicide, through repeated pro-
vocative and painful experiences. Engaging in NSSI has 
been shown to have such an effect (47).The high rates 
of the different methods of NSSI among university stu-
dents (see also 48) calls to the need for prevention and 
intervention programs on-campus that will aim to reduce 
the onset (or relapse) as well as repetition of NSSI. These 
programs should encourage students at the beginning 
of their academic studies to be screened for risk factors 
of NSSI, such as obsessive compulsive features as well 
as dissociative features, and offer a treatment program 

that will address these risk factors. Such a program may 
include teaching skills, such as mindfulness, which have 
been found to have a good effect on both OCPD as well 
as on the affect regulation system (e.g., 49, 50). 

Limitations of this study should be noted. These include, 
primarily: (1) the modest sample size, possibly inflat-
ing Type II statistical error; (2) the focus on first year 
young adults, who might differ from other samples; (3) 
the assessment of NSSI retrospectively, which might be 
susceptible to recall biases; and (4) the sole reliance on 
self-report questionnaires, which might have inflated 
shared method variance. In contrast, the uniqueness and 
strengths of the study include the coverage of a very large 
spectrum of personality pathology and the utilization 
of a two-wave longitudinal study. We believe that these 
strengths outweigh the abovementioned limitations, and 
hope that our findings will facilitate future research on the 
role of personality pathology in NSSI among young people. 
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