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Abstract

The current paper evaluates Criterion B for Non-Suicidal Self-Injury Disorder, which states that 

non-suicidal self-injury (NSSI) must occur for at least one function. The majority of individuals 

who engage in NSSI report at least one function, so it is unclear if Criterion B provides diagnostic 

utility in individuals who already meet Criterion A (i.e., NSSI occurring on 5 or more days in the 

past 12 months). This paper compared individuals meeting Criterion A (threshold group) to those 

with 1-4 acts of NSSI in the past year (subthreshold group) in two different samples. The first 

sample included 217 undergraduate students, and the second sample included 1082 individuals 

from a behavioral health hospital, all with past-year NSSI. The majority of both samples reported 

at least one function of NSSI (99%). For the undergraduate sample, the number of and level of 

endorsement of functions were similar across threshold and subthreshold groups. For the 

behavioral health sample, the threshold group endorsed significantly more functions for NSSI and 

greater endorsement of affect regulation, self-punishment, and toughness compared to the 

subthreshold group. While some differences were found between NSSI groups, overall 

endorsement of functions for NSSI appears to be a universal characteristic regardless of NSSI 

frequency.
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1. Introduction

Nonsuicidal self-injury (NSSI), or the intentional injury of body tissue without suicidal 

intent, has recently been designated as a condition for further study within the Diagnostic 

and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5; American Psychiatric 

Association [APA], 2013); establishing a clear need for additional research on the disorder, 

particularly in evaluating the proposed criteria. While the proposed criteria have received 

initial empirical support (e.g., Glenn and Klonsky, 2013), they showed poor inter-rater 

reliability in the DSM-5 field trials (Regier et al., 2013). Recent studies have raised concerns 

about the clinical utility of criterion A and B because few differences have been identified 

between individuals who meet diagnostic criteria for NSSI disorder and those with a history 

of NSSI but don't meet the disorder criteria in both community and clinical samples (e.g., 

Andover, 2014; Muehlenkamp and Brausch, in press; Washburn et al., 2015). These studies 

indicate a strong need to further investigate the validity and utility of the different DSM-5 
criterion sets. The purpose of the current study was to examine whether differences in NSSI 

functions (criterion B) exist between individuals who report 5 or more acts of NSSI within 

the past 12 months (meeting criterion A; referred to as “threshold”) compared to those with 

fewer than 5 acts of NSSI in the past year (not meeting criterion A; referred to as 

“subthreshold”); thus, examining the utility of criterion B as a distinguishing factor in NSSI 

clinical severity.

Criterion B specifies that self-injurious behavior must be performed for at least one of the 

following reasons: 1) relieve negative thoughts or feelings, 2) resolve an interpersonal 

problem, or 3) cause a positive feeling or emotion. Studies that were published well before 

the DSM-5 (APA, 2013) criteria indicate that almost all individuals who engage in NSSI 

report at least one function of the behavior, which is most commonly some form of affect 

regulation (Klonsky, 2007). Initial investigations of the DSM-5 criterion B have generally 

revealed that identifying specific functions has limited clinical utility, with one study finding 

that 87.7% of a sample of patients with current NSSI reported at least one function of NSSI 

and almost 25% reported all three functions assessed (Washburn et al., 2015). Almost all 

participants (98%) in an adolescent inpatient sample who met Criterion A reported affect 

regulation as a function of their NSSI, followed by marking distress (89%), self-punishment 

(88%), and anti-dissociation (88%), again indicating that functions of NSSI may not be 

adding diagnostic utility to NSSI Disorder (Glenn and Klonsky, 2013). Additional evidence 

for the universality of NSSI functions come from studies that find high rates (85% - 100%) 

of function endorsement in a variety of samples (In-Albon et al., 2013; Turner et al., 2012; 

Zetterqvist et al., 2013). Other studies have reported comparable results showing that 

participants who meet criterion A of NSSI disorder are not meaningfully distinguished from 

those who do not meet criterion A when it comes to the functions endorsed (e.g., Barrocas et 

al., 2012; Glenn and Klonsky, 2013), or assessments of distress and impairment (Andover, 

2014). Very few studies provide descriptive information regarding the mean number of 

functions endorsed, but one study reported an average of 4.76 functions endorsed in a high 

school sample (Lloyd-Richardson et al., 2007).

Thus, it appears that the number and types of functions specified in criterion B may not add 

incremental validity to differentiating individuals who do and do not meet a clinically 
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relevant threshold for NSSI disorder. However, the existing studies on NSSI disorder criteria 

have predominantly focused on evaluating frequency and recency criteria only, or have 

evaluated the criterion set as a whole (e.g., Andover, 2014; Washburn et al., 2015; 

Zetterqvist et al., 2013), reporting on criterion B descriptively. Studies have not intentionally 

examined the clinical utility of criterion B, and the functions assessed have varied across 

studies, with some using existing measures of NSSI functions and others using novel items 

that were written to assess only the three functions outlined in the DSM criteria (Glenn and 

Klonsky, 2013; In-Albon et al., 2013; Selby et al., 2012; Washburn et al., 2015). The 

inconsistent methodologies and lack of a planned evaluation of criterion B's usefulness to 

diagnostically differentiating NSSI groups compromises the conclusions that can be drawn 

about the clinical utility of criterion B at this point. The current study aims to fill this gap 

and is the first known study to specifically evaluate the utility of Criterion B in both 

community and clinical samples of self-injurers, while using a comprehensive measure of 

NSSI functions.

Rationale and Hypotheses

A handful of studies examining the newly proposed DSM-5 (APA, 2013) diagnostic criteria 

for NSSI disorder have commented about the clinical and diagnostic utility of criterion B, 

with many noting that overwhelming majorities of their sample report at least one function 

of NSSI (Glenn and Klonsky, 2013; Washburn et al., 2015; Zetterqvist et al., 2013). 

Furthermore, endorsement of criterion B symptoms does not appear to associate with 

psychopathology or impairment above and beyond common characteristics of NSSI 

(Washburn et al., 2015). The current study examined whether Criterion B adds clinical and 

diagnostic utility by differentiating individuals who engage in NSSI at clinically significant 

levels (criterion A) compared to those who do not, within two unique samples. The first 

study included a large community sample of young adults with recent NSSI, and the second 

study included adolescent and adult inpatients admitted to a behavioral health hospital 

program specifically for NSSI. The research question driving this study was: Are individuals 

who meet NSSI disorder criterion A differentiated by the number and relevance of functions 

for NSSI compared to those with NSSI who do not meet criterion A of NSSI disorder?

Methods

2.1 Subjects, Study 1

A total of 2,950 subjects completed the study. Subjects were predominantly female (71.2%), 

heterosexual (84.4%), full-time students (94.7%), with a mean age of 20.41 years (SD = 

3.03). Participants predominantly identified with Caucasian (87.4%) or Black/African-

American race/ethnicity (3.8%), with small representations of Asian (2.3%), Hispanic/

Latino (2%), and Hmong (1.6%). All demographics are reflective of the university from 

which the sample was drawn. Within the sample, 24.5% (n = 724) endorsed ever engaging in 

NSSI, with 30% (n=217) of those subjects having done so within the past 12 months. Using 

DSM-5 criterion A to categorize subjects, 3.5% (n=105) of the total sample reported 5 or 

more acts of NSSI in the past 12 months (14.5% of the sample reporting any NSSI history) 

and made up the “threshold” community sample; 3.9% (n=115) of the total sample reported 
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1-4 acts of NSSI in the past 12 months (15.9% of the sample reporting any NSSI history) 

and made up the “subthreshold” community sample.

2.2 Procedure

Subjects were recruited from students enrolled at two different universities; the first is a 

comprehensive liberal arts university located within the Midwestern United States that has 

an average campus enrollment of 10,000 students. A random sample of 5,000 student emails 

was identified by the University Registrar and an email invitation to participate in the current 

study was sent to those addresses. A brief description of the study was provided within the 

email invitation along with a link to the anonymous, online survey that was housed on 

Qualtrics, an academic online survey platform. IP tracking functions were disabled for this 

study to ensure anonymity. Informed consent was presented on the first screen and subjects 

only accessed the survey questions after indicating informed consent. After completing 

demographic items, subjects completed the questionnaires in a randomized order. Upon 

completion, subjects saw a debriefing screen that also housed a link to a unique survey 

where subjects could enter contact information to be included in a drawing for 1 of 50, $20 

gift cards. The second university is a regional comprehensive university in the South-central 

region of the United States with an average enrollment of 20,000 students. Subjects were 

recruited from introductory and upper-level psychology courses through an on-line study 

board. Subjects completed the study questionnaires in small group settings on-campus and 

received course credit for their participation. Trained research assistants assessed subject's 

self-report responses and provided individual debriefing and referral as needed if subjects 

were determined to be at risk for suicidal behavior. The study received full approval from the 

Institutional Review Board at both universities.

2.3 Measures

2.3.1 Non-Suicidal Self-Injury—Features of NSSI were assessed with the Self-Injurious 

Thoughts and Behaviors Interview – short form (SITBI; Nock et al., 2007) and the Inventory 

of Statements About Self-Injury (ISAS; Klonsky and Glenn, 2009). Items from the SITBI 

and the ISAS assessing the type, frequency, and recency of NSSI behaviors engaged in were 

used as self-report questions in the current study (see Latimer et al., 2013). Data from one 

university utilized the SITBI for frequency and recency information and data from the 

second university utilized the ISAS. Raw frequency and recency data from both measures 

were coded as being “1-4 acts of NSSI” or “5 or more” and as “more than 12 months ago” or 

“within the past 12 months.” Subjects with NSSI history could then be coded as “meeting 

DSM-5 criterion A” or “not meeting criterion A” in terms of frequency and recency. The 

SITBI has been used in a variety of studies on NSSI and has demonstrated reliability and 

validity within both clinical and non-clinical samples of youth (e.g., Latimer et al., 2013; 

Nock et al., 2007).

The functions of NSSI were assessed using the Inventory of Statements About Self-

Injury(Klonsky and Glenn, 2009) at both universities, which includes 39 items measuring 13 

potential functions, or reasons why an individual engages in self-injury. Due to space 

limitations within the research protocol, only the four subscales representing the strongest 

factor loadings (Klonsky and Glenn, 2009), or theoretical salience, to the latent functions of 
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interpersonal (i.e., interpersonal influence, peer bonding, sensation seeking, and toughness) 

and intrapersonal (i.e., affect regulation, self-punish, anti-suicide, marking distress) were 

used. These also correspond with the three DSM-5 criterion B functions listed in the 

symptom set. Participants rated the relevance of each functional item to their self-injury 

using a 3-point scale ranging from 0 “not relevant” to 2“very relevant” and each subscale 

can have a total score ranging from 0-6. Both the two latent-factor function structure and 13-

subscale factor structure of the ISAS has been validated across a variety of samples, with the 

scale showing strong reliability and validity (Glenn and Klonsky, 2011; Klonsky and Glenn, 

2009). Within the current sample, the internal consistencies across the eight subscales 

assessed were good, ranging from an alpha of .67 to .85.

2.4 Subjects, Study 2

Subjects in study 2 included 1,082 individuals who were consecutively admitted to an acute 

care program specifically designed to treat nonsuicidal self-injury; thus all participants in 

this sample had lifetime history of NSSI. About one-third of the sample (34%, n=366) were 

receiving inpatient treatment at the time of the study and the remaining subjects received 

some combination of intensive outpatient treatment and partial hospitalization. The sample 

was largely female (88.1%) and non-Hispanic Caucasian (78.5%). Other race/ethnic groups 

were represented: Hispanic (11.3%), Black (1.9%), Asian (0.6%), and American Indian 

(0.7%). The mean age was 17.4 years (SD = 6.67) and ranged from 12 to 57, as the hospital 

provides treatment to both adolescents and adults. . About half of the sample (49.8%, 

n=539) reported a mean of at least 5 NSSI acts in the past 12 months, and were considered 

to meet Criterion A for frequency and recency (the “threshold” treatment group). The other 

half (50.2%, n=543) reported 1-4 acts of NSSI in the past 12 months and were coded as the 

“subthreshold” treatment group.

2.5 Procedure, Study 2

Subjects were recruited through consecutive admissions at a behavioral health hospital in in 

an urban center in the Midwestern Region of the United States. Subjects completed the 

measures for the study at the time of admission to the hospital and/or treatment program. 

The self-report measures were completed as part of the routine clinical assessment at intake, 

and this data was combined with demographic data from medical records. According to the 

federally defined de-identification “Safe Harbor” standard for protected health information, 

all individual-level data were de-identified. The procedures for this study were reviewed and 

approved by the hospital and affiliated university systems’ Institutional Review Boards.

2.6 Measures, Study 2

2.6.1 Alexian Brothers Assessment of Self-Injury (ABASI; Washburn et al., 
2015)—The ABASI was designed by the clinical staff at Alexian Brothers Behavioral 

Health Hospital to be included in routine clinical assessments to evaluate the presence of 

NSSI disorder as specified in DSM-5 (APA, 2013) within a population of patients who are 

already identified as engaging in NSSI. The measure asks respondents to note the number of 

days in the past year that they engaged in 21 types of potentially self-harmful behavior. For 

the purposes of the current study, to more carefully align with the traditional definition of 

Brausch et al. Page 5

Psychiatry Res. Author manuscript; available in PMC 2017 October 30.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



NSSI used in empirical studies and the definition used in DSM-5, only cutting, burning/

branding, hitting, banging, and carving were included as NSSI behaviors for Criterion A. 

The ABASI also includes items to assess Criterion B (three items asking about NSSI 

functions) and Criterion C (four items asking about preceding thoughts and emotions).

2.6.2 Inventory of Statements About Self-Injury (ISAS; Klonsky and Glenn, 
2009)—Study 2 also used the ISAS to assess functions of NSSI. Similar to study 1, due to 

space limitations within the research protocol, only the four subscales representing the 

strongest factor loadings (Klonsky and Glenn, 2009) of interpersonal and intrapersonal 

functions were used. Additionally, each function subscale was assessed with only two items 

rather than the standard three items. Therefore, all ISAS function subscales from study 2 

have total scores than range from 0-4, rather than 0-6. Within the sample from study 2, the 

internal consistencies across the eight subscales was varied. The anti-suicide and sensation 

seeking subscales demonstrated poor reliability (alpha = .19 and .13, respectively), and were 

removed from study analyses. Other subscales were adequate to good, with alpha values 

ranging from .57 to .76.

3. Results

3.1 Study 1

3.1.2 Differences in Functions Reported—Within the NSSI sample, complete data 

regarding NSSI functions was available for 157 participants. Overall, 99.4% of the NSSI 

sample reported at least 1 function. Using chi-square analysis, the threshold and 

subthreshold groups were equally likely to report zero NSSI functions, χ2(1) = 0.83, p = .36. 

In fact, only one participant in the entire NSSI group reported zero functions. To determine 

differences in number of overall functions reported, each function subscale was coded as 1 if 

any item on that scale was endorsed, or 0 if no item on that scale was endorsed. Functions 

with endorsement were then summed to create a total score for number of functions 

endorsed that ranged from 0-8. Across groups, the mean number of functions endorsed was 

4.23 (SD = 1.58), with a median of 4 and mode of 5. A one-way ANOVA found no 

significant differences between the threshold (M=4.01, SD=1.59) and subthreshold (M=4.49, 

SD=1.58) NSSI groups on number of functions, F (1, 157) = 3.67, p = .06, η2=.023.

3.1.3 Differences in Relevancy Ratings for Functions—To test the different levels 

of endorsement of the eight NSSI functions between the threshold and subthreshold 

community groups, a MANOVA was used with NSSI group as the independent variable and 

the eight NSSI function subscale scores from the ISAS as the dependent variables. An 

adjusted p value of .006 was used in the MANOVA to reduce type-I error due to multiple 

dependent variables. The overall test was not significant, F (1, 192) = 1.90, p = .06, η2=.07. 

Only one of the eight NSSI function subscales showed significant group differences, with 

the subthreshold group reporting greater endorsement of the anti-suicide function than the 

threshold group (see Table 1 for means and standard deviations); endorsement of this 

function was relatively low overall. Affect regulation was the function rated as being most 

relevant to both groups (mean rating = 3.40, SD = 2.1), followed by self-punishment (mean 

= 2.67, SD = 2.30) and then marking distress (mean = 1.61, SD = 1.77). Peer bonding was 
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rated as the least relevant (mean = 0.08, SD = 0.34), along with sensation seeking (mean = 

0.55, SD = 0.96), and interpersonal influence (mean = 0.50, SD = 1.03).

3.2 Study 2

3.2.1 Differences in Functions Reported—The same sequence of analyses was run for 

the sample in study 2. Within the NSSI sample, complete data regarding NSSI functions 

were available for 1082 participants. Overall, 98.5% of the NSSI sample reported at least 

one function. Across groups, the mean number of functions endorsed was 5.16 (SD = 1.78), 

with a median of 5 and mode of 6. A one-way ANOVA found that the threshold group 

reported significantly more functions of NSSI (M = 5.42, SD = 1.56) than the subthreshold 

(M = 4.95, SD = 1.88), F (1, 1015) = 19.16, p < .001, η2=.021. Chi-square analysis showed 

that the subthreshold NSSI group was slightly more likely to report zero NSSI functions 

(2.8%) than the threshold group (0.2%), χ2 (1) = 4.25, p = .04.

3.2.3 Differences in Relevancy Ratings of Functions—An adjusted p value of .008 

was used in the MANOVA to reduce type-I error due to multiple dependent variables. 

Results from the MANOVA indicated an overall significant effect, F (1, 1007) = 26.78, p < .

001, η2=.13. Significant differences between the threshold and subthreshold groups were 

found on the subscales of affect regulation, self-punishment, peer bonding, and toughness. 

For all subscales, the threshold group meeting DSM-5 Criterion A evidenced higher 

relevancy scores than subthreshold group, except for peer bonding in which case the 

subthreshold group reported higher relevancy scores1 (see Table 2).

4. Discussion

The main goal of the current study was to examine the utility of criterion B symptoms for 

NSSI Disorder in differentiating threshold from subthreshold groups of self-injurers. 

Previous studies indicated that identifying specific functions of NSSI behavior was not 

useful in distinguishing between more and less clinically severe NSSI behavior (e.g., 

Andover, 2014; Washburn et al., 2015). Results from the current study provide some 

additional evidence for the limited clinical utility of the criterion B symptom set in 

diagnosing NSSI Disorder. As in previous studies, we found that almost all participants 

across both samples reported at least one interpersonal or intrapersonal function for 

engaging in NSSI (99.4% and 98.5%, respectively) regardless of the frequency of their 

NSSI; indicating this may be a universal feature of the behavior that does not reflect the 

clinical severity of the behavior. It appears to be rare that an individual who engages in 

clinically relevant frequencies of NSSI will not endorse at least one function for the behavior 

(current criterion B). One possible way to improve upon the diagnostic criteria might be to 

specify the functional nature of NSSI within the criterion A symptoms rather than keep the 

functional nature of the behavior as a unique symptom criteria.

1Due to the fact that the clinical sample included both adolescents (76%) and adults (24%), we also tested for differences by age and 
the interaction between age and DSM criterion group. Across DSM criterion groups, only the peer bonding function was significantly 
different between under 18 and over 18 groups, with under 18 reporting slightly higher scores. There was no interaction between age 
and DSM criteria group, and current results do not seem influenced by age.
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There was some discrepancy, however, in the total number of functions endorsed for the 

NSSI groups across samples. While the mean number of unique functions reported did not 

differentiate threshold from subthreshold NSSI groups within the community sample (4.01 

vs. 4.49, respectively), it did for the treatment sample; although group differences were 

small (5.42 vs. 4.95). Examining the means across studies also shows that the treatment 

sample reported a greater number of NSSI functions than the community sample, again 

supporting the idea that clinically significant levels of NSSI appear to be associated with a 

greater number of functions for the behavior. These findings suggest that NSSI behavior 

occurring at a clinically significant level is more multifaceted in its functions than NSSI 

behavior that occurs at a subclinical level. Clinicians may want to attend to the number of 

unique functions reported for NSSI in order gauge potential severity of the behavior.

Such a conclusion is consistent with prior research documenting that as the frequency and 

severity of NSSI increases, the total number of functions endorsed for why one engages in 

the behavior also tends to increase (Saraff and Pepper, 2014). Furthermore, some studies 

have found that increasing numbers of functions endorsed for NSSI was significantly related 

to increased suicide risk (Paul et al., 2015; Whitlock et al., 2008). Reporting a greater 

number of functions for NSSI may be a sign that the behavior is becoming a generalized 

coping strategy, used across distressing situations, and may act as a marker for increasingly 

frequent and/or clinically severe NSSI. It may be worthwhile to consider revisions to 

criterion B such that instead of stating at least one function for the NSSI is present (which 

seems to be endorsed by almost all who engage in any act of NSSI), that a minimum number 

of unique functions are present. Granted, this new specification would require a clear 

delineation of a wider variety of functions for NSSI than is currently identified in the 

criterion B symptoms. Based on the current data, it would appear that expanding the three 

vague DSM-5 functions to include specific items such as self-punishment, sensation 

seeking, avoiding suicide, showing one's toughness, peer bonding, influencing the behavior/ 

emotions of others, and concretizing one's distress may help clinicians with the precision of 

their diagnostic assessment for this criterion. However, specifying a broader number of 

functions will be more cumbersome and require clinicians to use a standardized assessment 

tool that can aide in detecting and determining a standardized number of unique functions; 

but doing so could possibly add clinical utility to the criterion. Additional research will be 

needed to determine if a raw count of the functions endorsed for NSSI produces 

improvements in the clinical utility of this symptom, or if simply specifying the fact that the 

NSSI is used to achieve an intrapersonal or interpersonal goal (see Klonsky et al., 2015) as 

part of criterion A is enough to improve diagnostic reliability.

Another revision to consider that may increase the clinical utility for the criterion B 

symptoms would be to eliminate a focus on the number of functions endorsed, and instead 

focus predominantly on the relevance of particular functions for the NSSI. While all the 

functions of NSSI assessed were endorsed at comparable levels of relevance in the 

community sample, group differences in relevance were observed across a variety of 

functions for the treatment sample. The largest differences were for affect regulation and 

self-punishment functions, with the threshold group reporting significantly higher relevance 

of these functions than the subthreshold treatment group. Endorsement of interpersonal 

functions did not meaningfully differentiate groups across either sample and therefore, may 
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have less clinical relevance for diagnostic purposes. Furthermore, across both study samples, 

intrapersonal functions were rated as being more relevant to motivating NSSI acts than were 

interpersonal functions. These findings suggest that engaging in NSSI for intrapersonal 

reasons may drive the clinical severity of the behavior. Consistent with that idea, prior 

research has indicated that those who report using NSSI for predominantly intrapersonal 

reasons show higher risk for suicide and co-occurring distress or impairment (Klonsky et al., 

2015; Klonsky and Glenn, 2009), and that intrapersonally motivated NSSI is more likely to 

be repeated (Muehlenkamp et al., 2013). The congruence of findings from the current data 

and existing literature indicates that NSSI is largely motivated by needs to regulate 

emotions, self-punish, and generate feeling, and that these functions may better identify 

individuals who engage in NSSI at clinically salient rates than interpersonal functions. 

However, the group differences in the relevance of the intrapersonal NSSI functions between 

the threshold and subthreshold groups in the treatment sample had small effect sizes, and 

may be a product of a large sample size. Thus, identifying specific functions for NSSI 

disorder within criterion B may not meaningfully improve upon the clinical utility of this 

criterion. Additional research is needed to thoroughly examine whether endorsement of 

specific functions for NSSI improves upon the diagnostic validity for NSSI disorder.

The current study expands the empirical investigation of the DSM-5 criteria for NSSI 

disorder, which is an essential step to ensuring accuracy of any newly proposed disorder. 

However, there are some limitations that need to be considered when interpreting the current 

data. One notable limitation is that all the data were self-report and relied on retrospective 

recall of NSSI functions, although all participants included in the study analyses reported 

recent (in the past 12-months) acts of NSSI. Even though we utilized a well-validated and 

common assessment of the functions for NSSI, the items are broader in scope than what is 

specified by the criterion B symptom set. Therefore, the lack of meaningful differences may 

be even more salient to questioning the relevance of criterion B because our assessment of 

functions was more inclusive than the existing DSM-5 criteria. A strength of the study was 

the use of two samples, community and treatment based, which is unique to the existing 

literature examining diagnostic validity of NSSI disorder; but the populations were rather 

homogeneous within each sample. This limits the generalizability of the findings to 

individuals who represent non-majority racial/ ethnic and gender populations.

Overall, there seems to be few clinically significant distinguishing features regarding NSSI 

functions that would help to clearly delineate those meeting frequency and recency criteria 

for NSSI disorder, which compromises the clinical utility of the diagnostic symptoms. The 

current data adds to a handful of existing studies that call into question the diagnostic 

validity of criterion B for NSSI disorder (e.g., Andover, 2014; Washburn et al., 2015). Data 

appears to be inconsistent across samples and settings, with some finding evidence that 

criterion B symptoms are diagnostically meaningful (Glenn and Klonsky, 2013). However, 

many studies find that the criterion B symptoms do not add incremental validity above and 

beyond the other DSM-5 criteria. The current study also offers data suggesting that while the 

criterion B symptoms accurately capture the primary functions of NSSI, they do not offer 

substantial utility in differentiating threshold from subthreshold groups of self-injurers. Of 

note is the overwhelming majority of individuals in both samples that report at least one 

function of NSSI. A handful of significant differences were noted between groups in the 

Brausch et al. Page 9

Psychiatry Res. Author manuscript; available in PMC 2017 October 30.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



current data, but they are small in magnitude and appear to lack clinical significance. Thus, 

we also call into question the clinical utility of criterion B. We recommend that additional 

research be conducted to empirically determine the best specification of the functions for 

NSSI that contribute to diagnostic validity, or reconsider the need for criterion B as currently 

written within the diagnostic profile for the disorder.
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Highlights

• Criterion B for Non-suicidal Self-injury Disorder was evaluated.

• Functions of NSSI were examined in a clinical and non-clinical sample.

• Almost all individuals (99%) with past-year NSSI reported functions.

• There were few clinically distinguishing features of NSSI functions.
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Table 1

Mean differences for function relevancy ratings for clinical and subclinical NSSI groups in Study 1 

(community young adults)

NSSI Clinical Group (n=100) NSSI Subclinical Group (n=101)

Function Mean (SD) Mean (SD) F-value p-value η 2

Affect Regulation 3.26 (1.99) 3.51 (2.21) 0.73 .39 .004

Self-Punishment 2.64 (2.14) 2.70 (2.37) 0.39 .84 <.001

Anti-Suicide 0.92 (1.50) 1.69 (2.03) 9.41 .002 .045

Sensation Seeking 0.42 (0.81) 0.689 (1.09) 3.80 .053 .019

Peer Bonding 0.07 (0.36) 0.10 (0.33) 0.36 .55 .002

Interpersonal Influence 0.56 (1.22) 0.45 (0.79) 0.63 .43 .003

Toughness 1.14 (1.48) 1.15 (1.64) 0.007 .93 <.001

Marking Distress 1.59 (1.68) 1.62 (1.85) 0.02 .89 <.001

Number of Functions 4.01 (1.59) 4.49 (1.54) 3.67 .06 .023

Note. Functions are subscales from the Inventory of Statements about Self-Injury (ISAS). Each subscale scores ranges from 0-6. NSSI Clinical 
group refers to individuals who meet criterion A of NSSI Disorder; subclinical group reported 1-4 acts of NSSI in past 12 months.
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Table 2

Mean differences for function relevancy ratings for clinical and subclinical NSSI groups in Study 2 

(adolescent and adult inpatient/outpatient)

NSSI Clinical Group (n=539) NSSI Subclinical Group (n=543)

Function Mean (SD) Mean (SD) F-value p-value η 2

Affect Regulation 3.49 (0.82) 2.99 (1.56) 83.52 <.001 .072

Self-Punishment 3.14 (1.1) 2.43 (1.35) 103.90 <.001 .090

Peer Bonding 0.24 (0.63) 0.34 (0.76) 8.27 .004 .008

Interpersonal Influence 0.92 (1.05) 1.02 (1.16) 2.58 .11 .002

Toughness 1.07 (1.22) 0.82 (1.11) 11.93 .001 .011

Marking Distress 1.94 (1.36) 1.79 (1.33) 4.91 .041 .004

Number of Functions 5.42 (1.56) 4.91 (1.94) 22.85 <.001 .021

Note. Functions are subscales from the Inventory of Statements about Self-Injury (ISAS). Each subscale scores ranges from 0-4. NSSI Clinical 
group refers to individuals who meet criterion A of NSSI Disorder; subclinical group reported 1-4 acts of NSSI in past 12 months.
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