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Objective: Diathesis-stress models of posttraumatic stress disorder (PTSD) hypothesize that exposure to trauma may interact with individual differences in the
development of PTSD. Previous studies have not assessed immediate responses to
a proximate stressor, but the current “natural laboratory” study was designed to
empirically test the role that individual differences in pathological narcissism may
play in the development of acute anxiety symptoms among civilians facing rocket
and missile fire. Method: We assessed demographic features, trauma exposure
severity, narcissistic personality features, and acute anxiety symptoms (PTSD and
General Anxiety Disorder [GAD]) among 342 Israeli female adults during the
November 2012 eruption of violence in the Middle East. Results: Results demonstrate an association between exposure severity and acute anxiety symptoms
(both PTSD and GAD) for individuals with high levels of pathological narcissism
but not for those with low levels of pathological narcissism. These results suggest that individuals with narcissistic personality features are at high risk for the
development of acute anxiety symptoms following exposure to uncontrollable
and life-threatening mass trauma. Conclusion: The findings underscore the role
of intra-personal resources in the immediate psychological aftermath of war by
highlighting the increased risk associated with narcissistic personality features.
Theoretical and clinical implications of the findings are discussed.
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Exposure to war requires civilians
to mobilize internal and external resources
to effectively cope with the trauma, which
may place them at considerable risk for a
range of mental health problems. The present study aimed to examine the “diathesisstress” model suggesting that exposure to
traumatic events interacts with individual
differences to produce trauma-related outcomes. The diathesis that is of interest to us
involves the association between personality
and the development of emotional problems
among civilians exposed to war because this
topic is of both theoretical and clinical interest. More specifically, we focused on the potential role that pathological narcissism may
play in exacerbating the risk for developing
acute anxiety symptoms—posttraumatic
stress disorder (PTSD) and generalized anxiety disorder (GAD)—during the exposure
to uncontrollable, highly aversive, and lifethreatening traumatic events.
Although a number of studies have
pointed to an elevated risk of acute anxiety symptoms in the aftermath of trauma
(Ghafoori et al., 2009; Jordan et al., 2004;
Liverant, Hoffman, & Litz, 2004), only a
few have assessed these symptoms during
the actual exposure to trauma (e.g., Neria,
Besser, Kipper, & Westphal, 2010). Over the
past 12 years, large civilian populations in
southwestern Israel and the Gaza Strip have
been exposed to recurrent bouts of missile
fire across the Gaza-Israel border. A number
of prior studies have examined the mental
health consequences of ongoing exposure on
the Israeli side, suggesting a broad impact
(e.g., Besser & Neria, 2009, 2010, 2012;
Besser, Neria, & Haynes, 2009; Besser &
Priel, 2010a; Neria et al., 2010). Recently,
Israeli and Palestinian civilians on both sides
of the Gaza-Israel border have witnessed yet
another round of escalation in the ongoing
conflict when long-distance missiles were
launched by Hamas and Islamic Jihad forces
from the Gaza Strip that were—for the first
time—capable of reaching cities in central Israel that were as far as 80 km from the bor-

der. As of November 2012, approximately
2,256 rockets had been launched at Israel
within the past year, with more than 1,500
during data collection for this study (November 14, 2012 to November 21, 2012).
Previous reviews have documented the
negative impact of exposure to mass trauma
among civilians (see Neria, Nandi, & Galea,
2008; Norris et al., 2002). The risk of anxiety disorders—including PTSD and GAD—
has been repeatedly shown to be associated
with the severity of exposure to potentially
traumatic events. For example, low levels
of PTSD symptoms have been reported by
individuals indirectly exposed to mass trauma (e.g., Ahern, Galea, Resnick, & Vlahov,
2004; Neria et al., 2006), with higher levels of PTSD often being reported by those
who were directly exposed to trauma (e.g.,
for a review, see Galea et al., 2002; Hobfoll
et al., 2008; Shalev & Freedman, 2005; or
Weinberg, Besser, Campeas, Shvil, & Neria,
2012). It is important to note, however, that
the psychological impact of mass trauma is
not limited to PTSD. Other mental health
problems—such as GAD symptoms—have
also been reported in the aftermath of largescale traumatic events (e.g., Ghafoori et al.,
2009). In order to build on the existing research literature, we decided to assess acute
anxiety symptoms that were captured by
measures of both PTSD and GAD diagnostic
criteria.
Previous research shows that personality traits have the capacity to shape how individuals perceive and respond to traumatic
events, suggesting that personality may play
a significant role in the vulnerability to acute
anxiety symptoms (e.g., Besser & Neria,
2010, 2012; Besser, Neria, & Haynes, 2009;
Besser & Priel, 2010a; Cox, MacPherson,
Enns, & McWilliams, 2004; Neria et al.,
2010). A particularly interesting personality
feature that may play a role in responses to
traumatic events is narcissism (e.g., Bachar,
Hadar, & Shalev, 2005). Previous research
shows that individuals with narcissistic personality features are often highly reactive
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TABLE 1. Descriptive Statistics for Demographic Features Across the Three Exposure Severity Regions
Exposure Severity Groups
Low

Moderate

High

(n = 56)

(n = 133)

(n = 153)

n (%)

n (%)

n (%)

Yes

46 (82.14)

113 (84.96)

124 (81.04)

No

10 (17.86)

20 (15.04)

29 (18.95)

Yes

56 (100)

121 (90.98)

145 (94.77)

No

0 (0)

12 (9.023)

8 (5.23)

Single

44 (78.57)

84 (63.16)

114 (74.51)

Married

12 (21.43)

46 (34.59)

38 (24.84)

0 (0)

3 (2.26)

1 (0.65)

Religious

16 (28.57)

43 (32.33)

67 (43.79)

Secular

40 (71.43)

90 (67.67)

86 (56.21)

Low/Average

26 (46.43)

45 (33.83)

79 (51.63)

Good

27 (48.21)

76 (57.14)

71 (46.41)

High

3 (5.36)

12 (9.02)

3 (1.96)

Born in Israel

Working or in school

Family status

Divorced/Separated
Religiosity

Economic status

M

SD

M

SD

M

SD

Age

26.62

6.94

31.47

12.30

25.93

6.44

Education

13.41

2.63

15.19

3.78

13.36

2.08

to relatively mundane negative events (e.g.,
achievement failures) that have the capacity
to threaten their positive views of themselves
(Besser & Zeigler-Hill, 2010, 2011; Besser
& Priel, 2010b; Zeigler-Hill & Besser, 2013;
Zeigler-Hill, Myers, & Clark, 2010), highly
sensitive to feeling controlled and antagonized by others (Hopwood et al., 2011), and
more likely to perceive themselves to be victims of interpersonal transgressions in daily
life (McCullough, Emmons, Kilpatrick, &
Mooney, 2003). The reason for the heightened reactivity and sensitivity of individuals
with narcissistic personality features is that
their self-concepts are grandiose yet extremely vulnerable to threat (Kealy & Rasmussen,
2012; Morf & Rhodewalt, 2001; Pincus &

Roche, 2011; Zeigler-Hill & Jordan, 2011).
It has often been suggested that the heightened reactivity of individuals with high levels of narcissism may extend to traumatic
events (e.g., Abraham, 1921; Kelman, 1946;
Simon, 2002; Ulman & Brothers, 1987). The
susceptibility of individuals with narcissistic
personality features to extreme responses in
the aftermath of traumatic events is thought
to be due to their experience of the traumatic
event as a sort of narcissistic injury that disturbs their grandiose self-views. In essence,
the traumatic experience is believed to undermine their sense of omnipotent control over
self, others, and the world, and challenges
their view of themselves as being capable
of effectively coping with any sort of nega-
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tive experience. This is consistent with the
view that narcissism may develop, in part,
as a defense against feelings of vulnerability
(e.g., Kealy & Rasmussen, 2012; Kernberg,
1998; Reich, 1960; Ronningstam, 2011).
Unlike others who may view themselves as
reasonably safe from harm, individuals with
narcissistic personality features may believe
they are invulnerable (e.g., Barry, Pickard, &
Ansel, 2009). This sort of mental representation of the self has been referred to as an
overvalued (Foa & Riggs, 1993) or inflexible
positive (Elliott & Lassen, 1997) schema.
Following the traumatic event, individuals with narcissistic personality features
are commonly confronted with the fact that
they are actually quite ordinary and as vulnerable to these events as all other individuals. This sudden and dramatic change in
self-view may trigger feelings of inadequacy
or self-loathing which may culminate in
especially extreme emotional reactions to
these traumatic events. Despite the considerable speculation concerning narcissistic
personality features and reactions to traumatic events, this connection has received
relatively little empirical attention. One exception is the work of Stinson and his colleagues (2008) who used 34,653 participants
enrolled in an epidemiological study to examine the comorbidity of narcissistic personality disorder (NPD) with Axis I psychiatric
disorders. After controlling for demographic
variables and all other psychiatric disorders,
they calculated a 1.7 odds ratio for meeting
an NPD diagnosis given a 12-month PTSD
diagnosis and a 1.9 odds ratio for meeting
an NPD diagnosis given a lifetime PTSD diagnosis. These were among the highest rates
of comorbid NPD-Axis I diagnoses reported.
However, the few other attempts to address
this connection have been limited by such
issues as extremely small sample sizes (e.g.,
Clemence, Perry, & Plakun, 2009; Garfield
& Leveroni, 2000; Johnson, 1995) or the use
of unvalidated assessment instruments with
inadequate psychometric properties (e.g.,
Bachar et al., 2005).

Overview and Predictions
The goal of the present study was to
extend what is currently known about the
association between narcissism and responses to traumatic events (i.e., immediate responses to a proximate stressor). To accomplish this goal, we evaluated the associations
between the levels of pathological narcissism
possessed by participants in regions of Israel
who were experiencing different levels of exposure to missile fire and their acute anxiety
symptoms (PTSD and GAD symptoms). Our
prediction was that pathological narcissism
would moderate the association between severity of exposure to traumatic events and
psychological symptoms. More specifically,
we expected individuals with higher levels
of pathological narcissism to be especially
responsive to these negative experiences such
that they would report the highest levels of
acute anxiety symptoms (PTSD and GAD
symptoms) when they experienced high levels of threat. The rationale for this prediction was that pathological narcissism would
serve as a diathesis leading individuals to be
especially reactive to uncontrollable and potentially life-threatening events because of
the capacity of these events to threaten their
grandiose feelings of invulnerability and
omnipotent control, leading to the marked
dysregulation of the self and affective processes that characterizes individuals with
narcissistic personality features (Pincus &
Lukowitsky, 2010; Pincus, Roche, & Good,
in press).
METHOD

Participants and Procedure
The data for this paper are derived
from a project designed to study the mental
health consequences of the 2012 Israel-Gaza
war. We recruited civilians facing different
levels of potential threat from missile fire
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originating from the Gaza Strip during the
“Pillar of Defense” Israel Defense Forces operation that lasted from November 14, 2012
to November 21, 2012. This was the first
time that long-distance missiles were used
to reach locations that were as far as 80km
from the border (e.g., Tel-Aviv, Jerusalem).
The time available for residents to take shelter between the air-raid sirens warning of
incoming fire and the impact of the missiles
varied depending on their distance from the
Gaza Strip. The amount of warning ranged
from 15 seconds in the border areas (up to
7 km from Gaza) to 120 seconds in areas
that were 75–80 km from the border (alarm
zones were defined by the Israeli Home Front
Command). The sample included 342 Jewish Israeli adult women with a mean age of
28.19 years (SD = 9.58) and 14.08 years
(SD = 3.06) of formal education. The demographic features of our participants are
presented in Table 1. The sample was taken
from three regions of Israel: 44.7% (n = 153)
lived in southeastern Israel 7–40km from
the border and were under severe threat of
missile strikes at the time they completed the
survey; 38.9% (n = 133) lived in central Israel 65–75km from the border and were under a moderate level of threat from missile
strikes at the time they completed the survey; and 16.4% (n = 56) lived in southeastern Israel 5–60km from the border but were
only under low levels of threat from missile
strikes. It is important to note that simple
geographic distance from the border was not
equivalent to exposure severity in the present
study. The reason for this is that some areas
that were farther away from the border (e.g.,
Tel Aviv, Jerusalem) were targeted more often than other areas closer to the border.
Because we aimed to investigate participant reports “in vivo” under life-threatening conditions, we opted to rely on web
administration of the study, which allowed
us to simultaneously collect data from individuals in the three regions of Israel that
were under attack. Consequently, we used a
snowball sampling technique that utilized In-
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ternet-based social media outlets (e.g., Facebook) to invite individuals in these areas of
Israel to participate in the study and requested that they consider inviting their friends
and family members to take part in the study
as well. Of the 476 participants (17% men)
who provided informed consent to participate, 366 (77% of the original with only 7%
men) completed the study questionnaires.
Data from the 24 men were excluded due to
the low participation rate of men, which resulted in our final sample of 342 women. We
believe that the low participation rate of men
for our study may have been due, at least in
part, to the fact that men were at greater risk
for being called into active service during
this conflict. Invitations to participate were
sent on November 14, 2012, and data collection closed at the time of declaration of
ceasefire on November 21, 2012. The study
was approved by the Sapir College Department of Behavioral Sciences Ethics Committee, ensuring privacy and confidentiality. All
respondents provided electronic informed
consent before participating in the study.
Measures
Exposure Severity. Exposure severity was defined by the intensity of the missile and rocket attacks in the location where each participant completed the study. Three levels of
exposure severity were utilized: (1) High Exposure Severity to missile and rocket attacks
(i.e., southeastern Israel, 7–40 km from the
border which was under massive attacks);
(2) Moderate Exposure Severity to missile
and rocket fire (i.e., central Israel, 65–75 km
from the border that was under moderate
missile fire); and (3) Low Exposure Severity
to missile and rocket attacks (i.e., southeastern Israel 50–60 km from the border which
experienced infrequent missile fire).
Pathological Narcissism. The Pathological Narcissism Inventory (PNI; Pincus,
2013; Pincus et al., 2009) was used to assess
the pathological form of narcissism. The PNI
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is a 52-item measure for which responses
were made on scales ranging from 0 (not at
all like me) to 5 (very much like me). This instrument captures a range of phenomena associated with pathological narcissism, such
as the tendency to exploit others (e.g., “I can
make anyone believe anything I want them
to”), experience grandiose fantasies (e.g.,
“I often fantasize about performing heroic
deeds”), and the tendency to become dysregulated in response to narcissistic injury (e.g.
“I typically get very angry when I’m unable
to get what I want from others”). A large
body of experimental (e.g., Fetterman &
Robinson, 2010), clinical (e.g., Ellison, Levy,
Cain, Ansell, & Pincus, 2013), longitudinal
(e.g., Roche, Pincus, Conroy, Hyde, & Ram,
in press), and correlational (e.g., Thomas,
Wright, Lukowitsky, Donnellan, & Hopwood, 2012) research supports the validity
of the PNI. In the present study, the PNI had
a high level of internal consistency (a = 0.96).
Acute Anxiety Symptoms. We measured
acute anxiety symptoms using a measure
of PTSD symptoms as well as a measure of
GAD symptoms. Symptoms of PTSD were
assessed using the PTSD Checklist–Civilian
Version (PCL-C; Weathers & Ford, 1996).
This 17-item self-administered questionnaire
is based on the diagnostic criteria for PTSD
from the Diagnostic and Statistical Manual
of Mental Disorders, 4th edition (DSM-IV;
American Psychiatric Association, 1994).
These criteria relate to three separate PTSD
symptom clusters: re-experiencing (e.g.,
“Suddenly acting or feeling as if a stressful
experience was happening again [as if you
were reliving it]?”), numbing/avoidance
(e.g., “Avoiding activities or situations because they reminded you of your stressful
experience?”), and hyperarousal (e.g., “Having difficulty concentrating?”). Respondents
were asked to rate the symptoms of PTSD
they experienced during the past month as
related to the stressful experience of and
response to the fighting between Israel and
Hamas (i.e., rocket and missile fire) using

scales that ranged from 1 (not at all) to 5 (extremely). The total score on the PCL-C was
our index of PTSD symptoms, which ranged
from 17 to 85, with higher scores representing higher levels of PTSD symptoms.
The internal consistency coefficient for the
PCL-C was 0.93 for the present study. We
assessed GAD symptoms with the Generalized Anxiety Disorder Scale (GAD-7; Spitzer,
Kroenke, Williams, & Lowe, 2006), which
is a seven-item instrument corresponding to
the diagnostic criteria for generalized anxiety disorder. Participants were asked to respond to each item using scales that ranged
from 0 (not at all) to 3 (almost every day).
Scores for the GAD-7 ranged from 0 to 21,
with higher scores representing higher levels of GAD symptoms. This scale has been
found to have adequate psychometric properties (e.g., Spitzer et al., 2006). The internal
consistency for the GAD-7 was 0.94 for the
present study.
Data Analytic Strategy
Descriptive statistics were calculated
separately for each of the three exposure
severity groups. We first examined whether
there were significant differences between the
three groups in terms of demographics, narcissism, PTSD symptoms, and GAD symptoms. Then, we conducted bivariate analyses
of the associations that narcissism had with
PTSD and GAD symptoms for individuals
living in each region. The primary purpose
of our study was to determine whether the
levels of pathological narcissism possessed
by civilians were associated with the symptoms they reported under life-threatening
conditions. This was accomplished by conducting hierarchical multiple regression
analyses in which the self-reported ratings
of PTSD and GAD symptoms were regressed
onto exposure severity, pathological narcissism, and demographic features. We used
orthogonal polynomials as the coding vectors for exposure severity (a categorical pre-
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dictor consisting of low, moderate, and high
levels of exposure severity). This allowed us
to more easily interpret the two-way interactions that emerged from the analyses. More
specifically, two orthogonal polynomials
were created to distinguish between the
three levels of exposure severity that characterized the participants. The first of these
orthogonal polynomials was a linear term
that was coded as follows: Low Exposure
Severity [-1], Moderate Exposure Severity
[0], and High Exposure Severity [+1]. The
second orthogonal polynomial was a quadratic term that was coded as follows: Low
Exposure Severity [+1], Moderate Exposure
Severity [-2], and High Exposure Severity
[+1]. It was important for us to include the
quadratic term so that we could determine
whether there was a curvilinear pattern in
the data relating exposure to acute anxiety
symptoms.1 For these analyses, the main effect terms for exposure severity (i.e., linear
and quadratic effects), age, and education
levels were entered on Step 1. The main effect of pathological narcissism was entered
on Step 2. The two-way interactions of exposure severity (i.e., linear and quadratic effects) with narcissism were entered on Step
3. These regression analyses were followed
by the simple slopes tests that are used to
describe interactions involving continuous
variables (Aiken & West, 1991).
RESULTS

Bivariate Relations Between Severity
of Exposure and the Study Variables
We first examined the bivariate relations between severity of exposure and the
demographic characteristics, pathological narcissism, PTSD symptoms, and GAD
symptoms. Significant differences were found
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between the groups in terms of age (F(2, 339)
= 13.77, p < .001) and education (F(2, 339) =
15.55, p < .001), such that participants in the
moderate exposure severity region of Israel
(i.e., the center of Israel) were older and had
more years of formal education than those in
the other two exposure severity regions. No
significant differences were found between
the groups in terms of place of birth (c2 =
.78, p = .68), being currently employed or in
school (c2 = 1.70, p =.20), family status (c2 =
7.68, p = .11), or religiosity (c2 = .1.14, p =
.29). As a consequence of these results, we
controlled for the demographic features of
age and educational status in our subsequent
analyses.
Levels of pathological narcissism reported by participants in the three exposure
severity regions did not differ (F(2, 339) =
0.36, ns). However, as expected, significant
differences emerged between exposure severity, PTSD symptoms (F(2, 339) = 11.84, p
< .001), and GAD symptoms (F(2, 339) =
10.06, p < .001). Post hoc tests found that
participants in the high exposure severity
regions reported the highest levels of PTSD
symptoms and GAD symptoms (ts > 3.53,
ps < .001) but that the differences between
low and moderate exposure severity did not
reach conventional levels of significance (ts <
1.13, ps > .50).
Correlations for the entire sample
revealed that pathological narcissism had
significant positive associations with PTSD
symptoms (r(342) = .35, p < .001) and GAD
symptoms (r(342) = .28, p < .001). Zeroorder correlations within each of the exposure severity groups are summarized in Table
2. The pattern of correlations revealed that
pathological narcissism was positively associated with the severity of PTSD and GAD
symptoms reported by participants in the
moderate and high exposure severity regions

1. We also conducted similar analyses that did not include the quadratic orthogonal polynomial term. The linear
effects that emerged from those analyses were very similar to those reported for the analyses that included the quadratic term. As a result, we only report the results of the analyses that included the quadratic term.
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TABLE 2. Correlations Between Pathological Narcissism, PTSD Symptoms, and GAD Symptoms for the
Exposure Severity Groups
Low Exposure Severity (n = 56)
1
1. Pathological Narcissism

2

3

—

2. PTSD Symptoms

.10

—

3. GAD Symptoms

–.05

.73***

—

Mean

2.06

30.45

5.70

Standard Deviation

0.80

13.05

5.24

α

0.95

0.92

0.92

Moderate Exposure Severity (n = 133)
1
1. Pathological Narcissism

2

3

—

2. PTSD Symptoms

.37***

—

3. GAD Symptoms

.35***

.82***

—

Mean

1.98

32.85

6.77

Standard Deviation

0.79

13.12

6.13

α

0.95

0.92

0.94

High Exposure Severity (n = 153)
1
1. Pathological Narcissism

2

3

—

2. PTSD Symptoms

.42***

—

3. GAD Symptoms

.31***

.77***

—

Mean

2.12

39.31

9.29

Standard Deviation

0.83

14.89

6.15

α

0.96

0.93

0.93

***p < .001.

but not for participants in the low exposure
severity region.
Multivariate Analyses
PTSD Symptoms. The results of the analysis
concerning PTSD symptoms are presented
in Table 3. These results revealed a linear effect of exposure severity (b = .22, t = 4.09,
p < .001) but no quadratic effect (b = -.01,
t = -0.09, p = .93). This pattern shows that
participants in high severity regions were at
greater risk of reporting PTSD symptoms
than those who lived in low severity regions.
A main effect emerged for age (b = -.28, t =
-4.40, p < .001) such that younger participants reported higher levels of PTSD than
older participants. The main effect of narcissism also emerged (b = .29, t = 5.80, p <
.001), but this main effect was qualified by

its interaction with the linear term for exposure severity (b = .13, t = 2.41, p = .02). The
predicted values for this interaction are presented in Panel A of Figure 1. Simple slopes
tests for the linear × narcissism interaction
revealed that there was a significant linear
association between exposure severity and
PTSD symptoms for participants with high
levels of narcissism (b = .33, t = 4.67, p <
.001) but not for participants with low levels
of narcissism (b = .09, t = 1.18, p = .24). Further probing of these associations revealed
that narcissism was associated with PTSD
symptoms for those living in regions of Israel characterized by high exposure severity
(b = .38, t = 5.17, p < .001) and moderate
exposure severity (b = .29, t = 3.41, p = .001)
but not for those living in areas with low exposure severity (b = .03, t = 0.20, p = .84).
Taken together, these results show that there
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TABLE 3. Regression of PTSD Symptoms and GAD Symptoms on Age, Educational Level, Exposure Severity
(Linear and Quadratic), and Pathological Narcissism
PTSD Symptoms

R

ΔR

.14***

.14***

2

Step 1

2

Age

Exposure (Linear)
Exposure (Quadratic)
.22***

R

.14***

ΔR2

–.28***

.00

–.02
.21***

–.01

–.02
.18***

.04***

.19***

.01*

.29***
.23***

β

.14***

.22***

.08***

Pathological Narcissism
Step 3

β
–.28***

Education

Step 2

GAD Symptoms
2

.02*

.21***

Linear × Narcissism

.13*

.14*

Quadratic × Narcissism

–.01

–.07

*p < .05. ***p < .001.

is a linear association between exposure severity and self-reported PTSD symptoms for
individuals with high levels of pathological
narcissism but not for those with low levels
of pathological narcissism.
GAD Symptoms. The results of the analysis
concerning GAD symptoms are also presented in Table 3. Similar to the results for PTSD
symptoms, the results for GAD symptoms
revealed a linear effect of exposure severity
(b = .21, t = 3.85, p < .001) but no quadratic
effect (b = -.02, t = -0.40, p = .69). This pattern shows that participants living in highly
exposed regions that were at greater risk of
experiencing missile strikes reported experiencing more GAD symptoms than those
who lived in regions that were at lower risk.
A main effect emerged for age (b = -.28, t =
-4.37, p < .001), such that younger participants reported more GAD symptoms than
older participants. The main effect of narcissism also emerged (b = .21, t = 4.09, p <
.001), but this main effect was qualified by
its interaction with the linear term for exposure severity (b = .14, t = 2.44, p = .02). The
predicted values for this interaction are presented in Panel B of Figure 1. Simple slopes
tests for the linear × narcissism interaction

revealed that there was a significant linear
association between exposure severity and
GAD symptoms for participants with high
levels of narcissism (b = .33, t = 4.49, p <
.001) but not participants with low levels of
narcissism (b = .07, t = 0.95, p = .34). Further probing of these associations revealed
that narcissism was associated with GAD
symptoms for those with high exposure severity (b = .27, t = 3.55, p = .001) and moderate exposure severity (b = .27, t = 3.19, p
= .002) but not for those with low exposure
severity (b = -.15, t = -1.20, p = .24). Taken
together, these results show that there is a
linear association between exposure severity
and self-reported GAD symptoms for individuals with high levels of pathological narcissism but not for those with low levels of
pathological narcissism.
DISCUSSION

This was the first study to assess Israeli
civilians exposed to the November 14–21,
2012, eruption of violence in the Middle East
between Israel and its neighbors in the Gaza
Strip. The participants were female adults located in various areas in Israel where there
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FIGURE 1. Predicted Values for PTSD Symptoms (Panel A) and GAD Symptoms (Panel B) That Illustrate the Interaction of Exposure Severity and Pathological Narcissism (at Values That Were One Standard Deviation Above
and Below Its Mean).

was high, moderate, or low risk of incoming
missile and rocket fire. Our results revealed
a linear association between exposure severity and self-reported PTSD and GAD symptoms. However, this association was moderated by pathological narcissism such that
exposure severity was associated with these
psychological outcomes for participants with
high levels of pathological narcissism but
not for those with low levels of pathological
narcissism. These results extend our understanding of the role that narcissistic personality features may play in the acute anxiety
symptoms that individuals report in the aftermath of traumatic events (e.g., Bachar et
al., 2005).

The findings highlight the role of
personality features in the development of
psychological symptoms following exposure to uncontrollable and potentially traumatic events. More specifically, it appears
that pathological narcissism may serve as a
diathesis that increases the likelihood that
individuals develop psychopathological responses to trauma. These findings have clinical implications. It suggests that, as in other
treatment domains such as general medical
care (e.g., Magidson et al., 2012), it may be
helpful to take pathological narcissism into
account when determining the treatment
needs of individuals following traumatic crises. For example, Simon (2002) suggested
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that patients with narcissistic personality
features may require distinctive therapeutic
interventions that recognize the activation
of their narcissistic dynamics (e.g., omnipotent control, perfectionism, entitlement) and
vulnerabilities (e.g., shame, rage, devaluation, interpersonal withdrawal, suicidality)
following exposure to traumatic events (see
also Kealy & Rasmussen, 2012; Ogrodniczuk, 2013; Pincus, Cain, & Wright, in press;
Ronningstam, 2012). Future research should
examine whether pathological narcissism
moderates the efficacy of standard treatments for PTSD and GAD.
Pathological narcissism is associated
with relatively poor interpersonal relationship functioning under normal conditions
(Dickinson & Pincus, 2003; Ogrodniczuk &
Kealy, 2013). The reason for this connection
appears to be due to the fact that individuals
high in narcissism are uncertain about their
feelings of self-worth which may lead to either overt grandiosity or social withdrawal
and avoidance (Pincus & Lukowitsky, 2010).
Neither of these responses is conducive to the
formation of strong, healthy interpersonal
relationships with others. This is important
because previous research has shown a clear
association between interpersonal relationships and psychological adjustment such that
those individuals who experience greater social support demonstrate greater resilience in
the wake of aversive experiences (e.g., Wilcox, 1981). It is possible that their impoverished interpersonal relationships may play at
least some role in the heightened responses
of individuals with narcissistic personality features to potentially life-threatening
events. That is, individuals with narcissistic
personality features may report more acute
anxiety symptoms in the aftermath of potentially traumatic experiences in part because
they do not have the advantage of utilizing
supportive relationships with others to buffer the impact of these stressful experiences.
It is important to note that the bivariate associations pathological narcissism had
with PTSD and GAD symptoms were not
significant in the low severity exposure co-
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hort, but these associations were significant
in the moderate and severe exposure cohorts.
Examination of the standard deviations for
symptom scores in Table 2 indicates they are
comparable across exposure groups. Thus,
the lack of associations in the low exposure
group is not due to a restriction of range.
This further supports the view of pathological narcissism as a diathesis for trauma-related symptoms and the clinical importance of
future research concerning the psychological
mechanisms employed by individuals with
narcissistic personality features when coping
with stress and trauma. As expected, higher
levels of pathological narcissism were associated with greater dysregulation under conditions of threat, which is consistent with the
views of narcissism outlined by Kernberg
(1975) and Horowitz (1975). The manifestation of these symptoms of dysregulation
would likely be of significant clinical interest
so it may be informative for future research
to examine whether pathological narcissism
is more closely associated with the externalizing or internalizing features of PTSD
in the immediate aftermath of exposure to
traumatic events (Miller, Greif, & Smith,
2003; Wolf, Miller, Harrington, & Reardon,
2012). Pathological narcissism is also related
to general externalizing (e.g., violence; Ellison et al., 2013) and internalizing (e.g., depression; Kealy, Tsai, & Ogrodniczuk, 2012)
symptoms in clinical outpatients. This suggests the possibility that future research may
reveal that pathological narcissism is significantly associated with both internalizing and
externalizing features of PTSD.
Despite the strengths of the present study (e.g., large sample of participants
under acute threat), this research also has
a number of limitations. First, due to the
small number of men who completed the
questionnaires, only women were included
in the final set of analyses. The reason for
this decision was that we had an inadequate
number of male participants to allow us
to determine whether the observed results
emerged for both men and women with high
levels of pathological narcissism. As a result,

392

Pathological Narcissism and Exposure to War Trauma

we decided to limit ourselves to an examination of our female participants. However, it
may be helpful for future research to include
both male and female participants because
men and women have been found to respond
differently to traumatic events (Kimerling,
Ouimette & Weitlauf, 2007: Neria, Nandi,
& Galea, 2008). For example, women have
been found to develop PTSD at higher rates
than men and PTSD tends to be more likely
to develop into a chronic condition in women than men (see Tolin & Foa, 2008, for a
review). In addition to being exclusively female, our sample was also relatively young,
which may limit the generalizability of these
results. Second, a number of demographic
differences were found between the regions
(e.g., age and educational level). Due to
the unique circumstances under which the
study was conducted, we did not have an
opportunity to make sure that the participants from the three regions were perfectly
matched in terms of their demographic features. We attempted to control for these
demographic differences by including them
in our regression models. Third, we used a
snowball sampling technique that increased
the likelihood that individuals with more social connections—such as a larger number
of friends and greater contact with family
members—would receive some communication about the study. This may have led to
an underrepresentation of those individuals
who have fewer social connections in the
present study. In the service of recruiting individuals under threat as quickly as possible,
we believe the limitations associated with
this sampling procedure were an acceptable
trade-off, but future studies of this sort may
benefit from using other strategies for recruiting participants (e.g., random sampling
from the exposure severity regions). Fourth,
our measures of PTSD symptoms and GAD
symptoms were highly correlated regardless
of the level of exposure severity. This suggests that these measures may have been tapping into a common “acute anxiety symptom” construct rather than capturing truly
distinct symptom clusters. It may be helpful

for future researchers to include other measures that capture a broader set of reactions
to potentially traumatic events (e.g., depressive symptoms). Fifth, we did not include
measures of other personality features in the
present study. As a result, we were unable to
determine whether the observed results were
unique to pathological narcissism, although
they were consistent with our theoretically
derived hypotheses. Future researchers may
want to assess a broader array of personality
features so that they can address this issue.
Lastly, our underlying process model was
that pathological narcissism would serve as
a vulnerability that would exacerbate the
responses of individuals to potentially traumatic experiences. Although our results are
consistent with this proposal, the actual
causal sequencing of these events remains
unclear due to the correlational nature of
our data. For example, it is possible that the
level of pathological narcissism reported by
our participants may have been influenced
by their level of exposure to the trauma.
However, this possibility is unlikely given
that there were no differences in the levels of
pathological narcissism reported by individuals in the three exposure severity regions.
It may be useful for future studies concerning the connection between narcissism and
responses to potentially traumatic events to
utilize longitudinal designs that follow individuals over extended periods of time to allow for a clearer understanding of the causal
connection between pathological narcissism
and responses to traumatic events.
Despite the limitations of the present
study, we were able to investigate an important phenomenon and make significant
contributions to our understanding of the
connections between personality and the
development of psychological symptoms in
response to traumatic experiences. The study
focused on participants who reported their
experiences as they occurred (i.e., under “in
vivo” life-threatening conditions) rather
than relying on retrospective accounts of the
events or utilizing laboratory simulations
that lack the salience of real-world experi-
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ences. Moreover, to the best of our knowledge, the present study represents the first
attempt to study pathological narcissism and
its associations with acute anxiety symptoms
(PTSD and GAD symptoms) among warzone civilians experiencing uncontrollable,
life-threatening attacks. Notably, the findings of the present study suggest the possibility that pathological narcissism may render
individuals more vulnerable to acute anxiety
symptoms under conditions of immediate,
severe threat. It is important to note that
our findings indicate the need to take both
environmental stressors and intrapersonal

processes into account when considering
how individuals respond to potentially traumatic events. The evidence that higher levels of pathological narcissism exacerbate the
associations that exposure severity has with
PTSD and GAD symptoms points to the possibility that narcissistic self- and affectiveregulation processes (e.g., Morf, Torchetti,
& Schürch, 2011) may include important,
active intrapsychic components that give rise
to unique person-environment interactions
(e.g., Eaton, South, & Krueger, 2009; Roche
et al., in press).
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