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Functions of Nonsuicidal Self-Injury Are
Differentially Associated with Suicide Ideation
and Past Attempts among Childhood Trauma
Survivors
MICHELLE E. ROLEY-ROBERTS, PHD, MELISSA J. ZIELINSKI, PHD,
GABRIELA HURTADO, PHD, JOSEPH D. HOVEY, PHD, AND JON D. ELHAI, PHD

Research into factors for suicide has revealed relations between trauma
exposure and suicidality (e.g., Bridge, Goldstein, & Brent, 2006; Joiner,
Sachs-Ericson, Wingate, Brown, Anestis, & Selby, 2007) wherein painful and
provocative experiences (e.g., nonsuicidal self-injury [NSSI]) are an important
link (e.g., Van Orden, Witte, Cukrowicz, Braithwaite, Selby, & Joiner, 2010;
Smith, 2013). No prior research has assessed the relationship between functions of NSSI and suicidality among childhood trauma survivors. Participants
who endorsed childhood trauma exposure (N = 121; Mage = 18.69, range 18–
22) completed measures of posttraumatic stress disorder (PTSD) symptoms,
NSSI, and suicidality. Multiple regressions assessing whether the four functions of NSSI predicted suicide ideation and past attempts after controlling
for PTSD symptom severity found that only social negative reinforcement
was associated with SI (b = .304, SE = .243, t = 2.23, p = .028), while only
automatic negative reinforcement was associated with past attempts (b = .470,
SE = .066, t = 2.25, p = .028). Findings highlight the importance of assessing
NSSI functions when assessing suicidality among trauma survivors.

Research into factors that contribute to
death by suicide has revealed a robust relation between psychological trauma exposure
and suicide ideation and attempts (e.g., adolescents; Bridge, Goldstein, & Brent, 2006;
and adults; Joiner et al., 2007). Exposure to
painful and provocative experiences is one
important factor that ties trauma exposure
to suicide risk (e.g., Smith, 2013; Van

Orden et al., 2010). The interpersonal
theory of suicide purports that those most
likely to die by suicide acquire a capability
to act on suicidal urges via habituation to
pain and desensitization to the idea of one’s
own death (Joiner, 2005; Van Orden et al.,
2010). Given that trauma is characterized
by painful, shocking, stressful, and sometimes life-threatening experiences, trauma
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exposure could increase suicide risk by
increasing one’s acquired capability (AC).
The purpose of the present investigation
was, therefore, to examine whether nonsuicidal self-injury (NSSI) functions, beyond
behaviors, predict suicide ideation and
attempts among trauma-exposed individuals.
Trauma-exposed individuals demonstrate high rates of behaviors that may contribute to suicidality via increased AC,
including engagement in NSSI (Bentley,
Cassiello-Robbins, Vittorio, Sauer-Zavala,
& Barlow, 2015). NSSI refers to the deliberate infliction of physical damage to one’s
body in the absence of suicidal intent (Nock
& Prinstein, 2004) and includes behaviors
such as skin cutting, burning, and hitting
(Adler & Adler, 2007). A large body of
research has examined the relation between
NSSI and suicidality, and findings have
revealed a robust association (see Hamza,
Stewart, & Willoughby, 2012, for a review;
see Victor & Klonsky, 2014, for a meta-analysis), although longitudinal data remain
highly limited (cf. Guan, Fox, & Prinstein,
2012). Although some researchers have proposed that NSSI exists along a spectrum of
suicidality (see Orlando, Broman-Fulks,
Whitlock, Curtin, & Michael, 2015), NSSI
has long been distinguished from suicidality
based on the presence of intent to die. Suicidality refers to a constellation of processes
(e.g., suicide ideation, intent, plans, attempts)
that have been shown to predict increased
risk of death by suicide with variable
strengths (Goldston, Curry, Wells, & Roley,
2011).
Taken together, traumatic experiences
and NSSI engagement appear to increase
suicide risk. However, there is evidence to
suggest that varying aspects of NSSI (e.g.,
frequency, methods) may differentially predict suicide attempts (Victor & Klonsky,
2014). NSSI serves a variety of different
functions (e.g., emotion regulation, interpersonal influence; Klonsky & Olino, 2008),
raising the question of whether underlying
reasons for engaging in NSSI, in particular,
would be associated differently with
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suicidality. We were particularly interested
in individuals with a history of childhood
maltreatment because extant research has
demonstrated a link between NSSI and
childhood abuse (e.g., Joiner et al., 2007).
Moreover, several studies have found that
onset of NSSI behavior is, on average, prior
to age 18 (e.g., Klonsky, 2011; Martin
et al., 2013), perhaps indicating that individuals’ reasons for engaging in NSSI
behavior form as they attempt to survive or
make meaning of childhood abuse.

THEORIES REGARDING NSSI
FUNCTIONS

There is ample evidence that NSSI
behaviors are associated with a wide variety
of mental health concerns (e.g., Bentley
et al., 2015; Victor & Klonsky, 2014). NSSI
functions, and not just the presence of the
behavior, predict important outcomes such
as suicide ideation, plans, and attempts
(Paul, Tsypes, Eidlitz, Ernhout, & Whitlock, 2015; Victor, Styer, & Washburn,
2015). The four-factor model of NSSI
(Nock & Prinstein, 2004) theorizes that
NSSI behavior is maintained through automatic negative reinforcement, automatic
positive reinforcement, social positive reinforcement, and social negative reinforcement (see also Lloyd, Kelley, & Hope,
1997). Automatic negative reinforcement is the
engagement in NSSI in anticipation of taking away or escaping the presence of a negative stimulus (e.g., feeling distress, agitation).
Automatic positive reinforcement is the engagement in NSSI in anticipation of adding a
positive stimulus (e.g., feeling something
instead of numbness). Social positive reinforcement includes engagement in NSSI in anticipation of adding a positive social stimulus
(e.g., compassion from others). Social negative
reinforcement includes engagement in NSSI
in anticipation of the removal of a negative
social stimulus (e.g., termination of teasing).
Automatic negative and positive reinforcement are particularly common in NSSI
samples (Klonsky, 2011); consistent with
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findings that NSSI successfully regulates
momentary affective experiences (Armey,
Crowther, & Miller, 2011).
Research on the relation between
NSSI functions and suicidality among
adults is limited (Klonsky & Olino, 2008;
Paul et al., 2015; Victor et al., 2015),
although existing research suggests that
NSSI functions may covary with important
clinical aspects of the behavior (e.g., methods, severity; Klonsky & Olino, 2008). There
was a strong relation between attempts and
automatic positive and negative reinforcement and social positive reinforcement in a
study of university students (Paul et al.,
2015). However, only two function items
(i.e., “to help me cry” and “hope someone
would notice something is wrong”) were
more likely to be endorsed by those reporting suicide ideation. Social negative reinforcement motives were not examined. A
second study that used a large clinical sample
composed of adolescents and young adults
found that suicide ideation was associated
with both social and automatic functions of
NSSI (Victor et al., 2015). Additional
research has examined solely adolescent
samples (e.g., Csorba, Dinya, Plener, Nagy,
& Pali, 2009; Lloyd-Richardson, Perrine,
Dierker, & Kelley, 2007; Nock & Prinstein,
2005) with mixed findings.
NSSI, Suicide, and Trauma
Research has demonstrated positive
relations between posttraumatic stress disorder (PTSD) symptoms and NSSI engagement in a wide variety of participant
samples (for a review, see Smith, Kouros, &
Meuret, 2014). Among individuals who
engage in NSSI, PTSD is a moderate predictor of suicide attempts, along with more
commonly investigated risk factors such as
borderline personality disorder and depression (Victor & Klonsky, 2014). Moreover, a
meta-analysis of the relation between NSSI
and emotional disorders revealed that individuals with PTSD are more than twice as
likely as individuals without PTSD to have a
history of NSSI (Bentley et al., 2015). In
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sum, there is evidence to support the proposition that NSSI may emerge as part of a
posttraumatic response (Chiang, Mallinckrodt, Soet, & Sevig, 2010).
Prior research has begun to distinguish
between risk factors that predict suicide ideation and attempts separately (Klonsky & May,
2014). Specifically, more research has
emerged linking sensitivity to pain and fearlessness of death (i.e., acquired capability for
suicide) to suicide attempts (Smith, 2013).
NSSI behavior has been linked to childhood
trauma exposure in particular (e.g., Joiner
et al., 2007) and to suicidal behavior (Hamza
et al., 2012; Klonsky, May, & Glenn, 2013).
Further, Nock and Kessler (2006) found that
comorbidity of mental health symptoms (i.e.,
depressive, impulsive, and aggressive symptoms) and a history of physical and sexual
abuse were important distinguishing factors
for suicide attempters among self-injurers.
Features of NSSI behavior that predict
attempts include an earlier age of onset, a
greater number of methods used, and the
absence of perceived physical pain (Nock,
Joiner, Gordon, Lloyd-Richardson, & Prinstein, 2006). However, association between
NSSI functions and suicidality has not been
explored in childhood trauma survivors.
The Current Study
In summary, suicide and NSSI are
important public health concerns. Attention
to and changes in suicide prevention in the
past decade have not effectively decreased
the rate of suicide (Insel, 2014). Identification of risk factors that better predict death
by suicide risk is needed. While prior
research has linked childhood trauma exposure to NSSI behaviors and suicide risk, no
prior research has assessed the relationship
between functions of NSSI and suicide risk
within a sample of childhood trauma survivors. Research examining the various
aspects of suicidality separately has found
that self-injury in males, anhedonia, previous attempts, intent to die, aggressive and
impulsive behaviors, and history of rape and
physical abuse have distinguished suicide
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attempters among self-injurers (Nock &
Kessler, 2006). Sexual molestation and
childhood neglect were associated with selfinjury but not suicide attempts (Nock &
Kessler, 2006). NSSI behaviors have been
associated with both suicide ideation and
attempts (Klonsky et al., 2013). Thus, in
this study, functions of NSSI are examined
as predictors of suicide ideation and
attempts separately. The interpersonal
theory of suicide provides a framework for
potential associations between NSSI functions and suicide risk. Specifically, childhood trauma and NSSI (i.e., painful and
provocative events) are theorized to lead to
an acquired capability for suicide by lowering one’s fear of death and increasing one’s
pain tolerance. Given that NSSI behaviors
are theorized to be painful and provocative,
we hypothesized that (1) all functions leading to NSSI behaviors would be associated
with about the same relative strengths with
suicide ideation. Similarly, we theorized that
all functions of NSSI would be associated
with suicide attempts (cf. Paul et al., 2015).
However, we hypothesized that (2) automatic
negative reinforcement would be more
strongly associated with suicide attempts.
This stems from research that the underlying
motivation for death by suicide is to escape
pain and suffering, which aligns well with the
automatic negative reinforcement function
of NSSI and the emotional cascade model
(Selby, Anestis, & Joiner, 2008).

METHOD

Procedures
Participants for the current study
were recruited from introduction to psychology classes at a midwestern public university as part of a larger two-part study
examining the relation between childhood
trauma and suicide risk. Potential participants (N = 800) completed a variety of
screening questions when signing up for an
online research participant account (SONA
Systems). Individuals between the ages of
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18 and 22, endorsing trauma exposure prior
to the age of 12, and native English speakers (N = 139) were recruited for this study.
As approved by the university’s internal
review board, participants who completed
the study received class points.
Measures
Demographic
Form. Demographics
assessed were ethnicity and race, age, year
in school, family income, parental occupations, and religious affiliation.
UCLA-PTSD Reaction Index for DSM5 (UCLA-PTSD). The UCLA-PTSD was
used to assess 16 potential trauma types, age
(s) at time of exposure, role in event (e.g., witness or victim), response to the event (e.g.,
“were you afraid you would die?”), current
PTSD and dissociative symptoms, and functional impairment of PTSD symptoms. The
response format for assessing trauma types
and responses to events was Yes/No. Once a
participant endorsed a trauma type, they
then selected the age(s) the traumatic event
occurred (i.e., Trauma History Profile;
Pynoos & Steinberg, 2013). The response
format for DSM-5 PTSD symptoms and
functional impairment was a 5-point response
scale ranging from 0 (None) to 4 (Most)
(Pynoos & Steinberg, 2013). The UCLAPTSD has shown adequate to excellent
Cronbach’s reliability with youth aged 7–18
(subscale a’s range = .61–.95; Steinberg
et al., 2013). In this study, internal consistency reliability was good (a = .88). While
this measure was created for use with children
and adolescents, it has been used with adult
samples as well (see Goenjian et al., 2015;
Hafstad, Dyb, Jensen, Steinberg, & Pynoos,
2014). This measure was used because of its
ability (Roussos et al., 2005) to account for
the comorbidity of depressive symptoms
(Gallagher & Brown, 2015; Othieno, Okoth,
Peltzer, Pengpid, & Malla, 2015).
Nonsuicidal Self-Injury. The Functional Assessment of Self-Mutilation
(FASM; Lloyd et al., 1997) was used to
assess age at onset of NSSI, 11 potential
methods and associated frequencies, and
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functions of the behavior (22 items; e.g.,
“To feel something, even if it was pain,”
“To get help,” “To avoid doing something
unpleasant you don’t want to do”) during
the past year. Functions were rated on a 4point response scale that ranged from 0
(Never) to 3 (Often). Four subscales (i.e.,
automatic negative reinforcement, automatic
positive reinforcement, social negative reinforcement, social positive reinforcement)
were created from the function items. The
measure has adequate psychometric properties and has been used in other studies
assessing NSSI as a risk for suicide (LloydRichardson, 2008). In this study, the
function subscales showed good internal
consistency reliability (a = .83–.89).
Beck Scale for Suicide Ideation (BSS).
The BSS examines current suicide ideation,
past attempts, and level of intent of most
recent past attempt. One question was
added assessing level of intent of most
lethal suicide attempt. Items examining suicide ideation and level of intent had three
response options ranging from “0” to “2,”
while the item for past attempts was Yes/
No. Previous work found that the BSS was
able to differentiate survivors from nonsurvivors in a longitudinal sample spanning
9.5 years (Beck & Steer, 1991). The BSS
has shown excellent internal consistency
(e.g., a = .81–.96) when used with college
student samples (Beck, Steer, & Ranieri,
1988). In this study, internal consistency
was adequate (a = .88).

RESULTS

Data Preparation
Eighteen people completed the
study despite being ineligible and were thus
excluded prior to analyses (13 due to indicating that their trauma occurred after age
12 years old and 5 due to being older than
22 years). Data were then screened for
missingness and normality. Items ranged in
missingness from 0% to 4.7%. Missing values
were estimated using maximum-likelihood
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data estimation because fewer than 30% of
values were missing (Kline, 2011). Values
missing were determined to be missing completely at random based on Little’s MCAR
test (v2 = 23.24, df = 30, p = .805). The
social negative reinforcement subscale from
the FASM scale was skewed and kurtotic, and
the lifetime frequency of NSSI behaviors was
kurtotic. All other variables were normally
distributed (Table 1). The natural log transformation of the social negative reinforcement subscale (M = 1.22, SD = 0.703,
skew = .383, kurtosis = .212) and the
lifetime frequency variable (M = .999,
SD = 0.618, skew = .457, kurtosis = .012)
was used in analyses. Data did not violate
assumptions of multicollinearity.
Participant Characteristics
After exclusions, the sample included
121 participants (Mage = 18.69, range 18–
22; 78% female). The majority of participants were Caucasian (67%), followed by
African American (20%), Multiracial/Multiethnic (7%), and Latino, American Indian,
or Asian (7%). Participants reported experiencing between 1 and 18 different trauma
types with a mode of three trauma exposures before age 12. All but three participants also endorsed trauma exposure after
age 12 (range = 1–19; mode = 8 lifetime
trauma types). The most frequently endorsed
traumatic events included natural disasters
(45%), verbal/emotional abuse (43%), lifethreatening medical illness (35%), violent
death of close other (34%), physical abuse
(32%), witness domestic violence (30%),
physical assault (23%), serious accident
(22%), school violence (17%), witness parental substance abuse (17%), neglect (7%), and
kidnapped (7%). On average, participants
reported that it had been less than a year
since any trauma exposure. Twenty-four percent had a probable PTSD diagnosis based
on DSM-5 criteria (i.e., presence of one or
more intrusion symptoms, one or more
avoidance symptoms, two or more negative
alterations in cognitions and mood symptoms, and two or more alterations in arousal

1
3.16 (4.33)
***p < .001. **p < .01. *p < .05.

.52***
.68***
.31**
1

and reactivity symptoms; Pynoos & Steinberg, 2013; Steinberg et al., 2013).
Regarding past-year suicide ideation,
9% reported thinking about killing themselves five or more times a month, 4%
reported three to four times a month, 14%
reported two times a month, 30% reported
one time a month, and 42% reported never
thinking about killing themselves. Further,
9% of the sample indicated having made a
previous suicide attempt. Of those who
have made a prior attempt, 82% stated that
during their last attempt, their intent to die
was low; the others declined to answer this
question. When asked about most lethal
suicide attempt, 82% indicated that their
intent to die was moderate, and again, two
individuals chose not to answer.
Engagement in at least one method
of NSSI was endorsed by 60%. Of those who
endorsed engagement in NSSI, 29% reported
using only one method of self-harm, 30%
used two different methods, 14% used three
methods, 10% used four methods, and 18%
used five or more methods. The mean number of types of NSSI behaviors used was 2.89
(SD = 2.10; range = 10). The average frequency of NSSI behaviors in the past year was
31.36 (SD = 60.99; range = 286). The age of
onset of NSSI behaviors ranged from 5–
19 years old (Mage = 17.88; SD = 5.39).
The most highly endorsed NSSI behaviors
included self-hitting (42%), skin cutting/
carving (34%), and self-biting (29%). Refer to
Table 1 for descriptives on the functions of
NSSI behaviors.

2.85 (2.89) 1.64 (2.77)
0.44 (0.73) 0.33 (0.48) 1.13 (0.82) 2.36 (1.32) 3.13 (4.69) 2.36 (2.35)

.24
1

1. Past suicide attempt
2. Last attempt lethality
3. Worst attempt lethality
4. Suicide ideation past year
5. Suicide ideation current
6. Automatic negative
reinforcement
7. Automatic positive reinforcement
8. Social negative reinforcement
9. Social positive reinforcement
Mean (SD)

1

455

1

.23*
.16
.20
.16
.24*
.63***
.27**
.09
.02
.26*
.37**
.53***
.45***
.08
.19
.36***
.41***
.82***
.48***
.07
.15
.33***
.42***
1
.48***
.52**
.43*
.71***
1
.36***
.31
.38
1
.63**
.60**
1
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Correlation and Means and Standard Deviations of Main Variables

TABLE 1

4.

5.

6.

7.

8.

9.
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Regression Analyses
To assess whether NSSI functions
were predictors of suicide risk, we conducted
two multiple regression analyses using IBM
SPSS v.21 (IBM Corp., Armonk, NY, USA).
The first regression assessed whether the
four functions were associated with suicide
ideation. The second regression assessed
whether the four functions were associated
with past attempts. In both regression analyses, automatic negative reinforcement, automatic positive reinforcement, social negative
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reinforcement, and social positive reinforcement were entered simultaneously in Step 2
while controlling for PTSD symptom severity, number of means, and frequency of NSSI
behaviors in Step 1. Only participants who
endorsed NSSI behaviors (n = 73) were
included in the analyses.
In the first regression analysis, social
negative reinforcement was statistically
significantly associated with suicide ideation
(b = .304, SE = .243, t = 2.23, p = .028).
Social positive, automatic positive, and
automatic negative reinforcement were not
associated with suicide ideation (b = .280,
SE = .155, t = 1.97, p = .051; b = .233,
SE = .287, t = 1.26, p = .210; b = .157,
SE = .378, t = .157, p = .429, respectively).
In the second regression, only automatic
negative reinforcement had a significant
association of past suicide attempts (b = .470,
SE = .066, t = 2.25, p = .028). Automatic
positive, social negative, and social positive
reinforcements were not associated with past
attempts (b = .108, SE = .051, t = .539,
p = .592; b = .046, SE = .043, t = .279, p
= .781; b = .145, SE = .030, t = .832,
p = .409, respectively). Tests for collinearity
indicated that variables were collinear (Tolerance ranged = .176–.372; VIF ranged = 2.69–
5.69). Results were compared to established
standards of tolerance values >.10 and VIF
values <10 indicative of collinearity in regression models (Fields, 2013). Post hoc power
analysis using G*Power (Faul, Erdfelder,
Buchner, & Lang, 2009) found a power of .73
for a sample size of 73 detecting a medium
effect.

DISCUSSION

This study is the first to examine
relationships between NSSI functions and
suicidality in a trauma-exposed sample. We
found that NSSI was associated with suicidality even after controlling for other risk
factors, consistent with past research (e.g.,
Hawton & Harriss, 2007; Nock et al.,
2006). We extended past research and
found
that
NSSI
functions
were
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differentially associated with aspects of suicidality in childhood trauma survivors.
Specifically, social negative reinforcement
was the only function associated with suicide ideation, while the only function associated with a history of suicide attempts was
automatic negative reinforcement.
Our findings were surprising given
that past research has found both automatic
and social functions of NSSI to be associated with suicide ideation and attempts
(Paul et al., 2015; Victor et al., 2015). However, our study had a specific sample of
interest (i.e., childhood trauma survivors). It
could be that trauma exposure altered the
nature of NSSI functions and risk for suicide. Childhood trauma is associated with
emotion regulation difficulties (Marusak,
Martin, Etkin, & Thomason, 2015), suggesting that trauma may disrupt the development of adaptive coping skills. NSSI may
emerge as a viable reducer of negative emotions in the absence of other effective
options. Indeed, approximately 60% of our
larger sample reported a history of NSSI—a
rate above those found in more general populations (Klonsky, 2011).
While suicide ideation can be disturbing, it is a weaker risk factor for death
by suicide when compared to history of
previous attempts (Van Orden et al., 2010).
Therefore, engagement in NSSI that is
motivated by a desire to reduce or escape
negative feelings (i.e., automatic negative
reinforcement) may be of particular concern
with regard to clinical management of suicidality. Again, while NSSI is effective in
reducing immediate emotional arousal (Paul
et al., 2015), self-injuring to regulate internal emotional states may have the unintended consequence of increasing the
capacity to hurt oneself (i.e., increased AC)
and ultimately to attempt suicide. That is,
individuals may repeatedly use NSSI to
cope with the high levels of negative emotions they experience (e.g., anxiety, depression, aggression; Filiege, Lee, Grimm, &
Klapp, 2009), while unwittingly increasing
their tolerance for pain (e.g., Nock et al.,
2006), which then further increases their
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risk of dying by suicide. Although both
intervention and longitudinal data are
needed, our results preliminarily suggest
that clinicians may benefit from working
with self-injuring clients on other options
for internal emotion regulation strategies as
one potential way to reduce suicide risk.
Therapies that focus on building skills for
regulating strong emotions and tolerating
distress (e.g., dialectical behavior therapy,
cognitive behavioral therapy) are particularly effective in reducing self-injurious
behaviors and death by suicide (Turner,
Austin, & Chapman, 2014).
It is compelling that the two motives
found to be associated with aspects of suicidality were related to negative reinforcement, suggesting that the relation between
NSSI and suicidality may largely center
around a desire to escape, whether it be
internal feeling states or external social circumstances. Trauma negatively impacts
individuals’ views of themselves and the
world (Fischer & Ayoub, 1994); thus,
escape/avoidance may be particularly salient
for childhood trauma survivors, especially
when distressed by internal or social stimuli. The interpersonal theory of suicide
posits that suicide ideation and suicide
attempts operate on qualitatively different
planes (Van Orden et al., 2010). This would
suggest that while ideation may increase
risk for some individuals, ideation and
attempts are quite different risk factors for
suicide. In this way, the functions of NSSI
associated with each may have qualitative
differences, as was found in our study. It
could be that an individual might attempt
to regulate the internal experience of distress, which previous research suggests
reduces arousal, pain, and discomfort
(Klonsky, Glenn, Styer, Olino, & Washburn, 2015). NSSI can also help in reducing
aversive tasks associated with social settings.
For example, people with distressing social
stimuli are likely still engaged in the world
and as such, suicide ideation may be more
comforting than social rejection.
Notably, the majority of individuals
engage in NSSI for multiple functions
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(Nock & Prinstein, 2004), and all social and
automatic functions are highly intercorrelated (Klonsky et al., 2015). Thus, the relationship between functions of NSSI and
suicide risk is likely a dynamic, rather than
linear, one. Therefore, clinicians would
benefit from considering the entire constellation of functions that NSSI may be serving for a particular client, as well as the
client’s history with regard to suicidality, to
select appropriate interventions.

LIMITATIONS AND FUTURE
DIRECTIONS

The present study was not without limitations. The use of a college student
sample limits the generalizability of the
findings. Childhood sexual abuse was lower
in our sample than in other studies assessing
NSSI and childhood trauma. Results may
differ in samples with higher rates of childhood sexual abuse. Additionally, given the
low sample size of those with prior suicide
attempts, our regression analysis was underpowered and should be replicated with larger
samples. Further, we may have missed associations between other functions of NSSI
and suicide risk due to low power. The low
frequency of suicide attempts may explain
why we did not find a relation between other
NSSI functions and suicide attempts. Our
study was limited by the fact that not everyone had a history of NSSI, and therefore, we
were unable to assess NSSI functions and suicidality for everyone in the sample. The
UCLA-PTSD-RI for DSM-5 has not been
validated with a college student sample. The
time frames of each of the measures were not
consistent, and thus, we are unable to determine causation between variables or establish
temporal relationships. Reliance on selfreport measures introduced the possibility of
reporting errors and response biases. The use
of cross-sectional data limited our ability to
examine variables across the time frame we
were interested in and may have led us to miss
individuals who, for example, have a history of
suicide ideation, but who are not currently
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ideating, or a history of NSSI, but not in the
past year. The design of future studies should
be longitudinal and occur within a year or
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6 months of traumatic events to disentangle
course of NSSI and suicide risk, as well as
assess its impact on development.
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