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Introduction. The presence of suicidal thoughts and
self-injurious behaviors in patients with eating disorders
(ED) is well-known; however, this association is currently
not defined empirically. The aim of the study is to deter-
mine the prevalence of suicidal ideation and self-harm in
adolescents with eating disorders. A second objective is to
study the association between self-injurious behavior and
suicidal ideation, severity of eating disorder symptoms and
symptoms of depression and anxiety, motivation to change
and perfectionism.

Methodology. We evaluated 109 patients (mean age,
14.74 years (SD: 1.53); 87.2% female) using the Eating
Disorder Inventory (EDI-2), the Beck Depression Inventory
(BDI-II), the State-Trait Anxiety Inventory (STAI), the Child
and Adolescent Perfectionism Scale (CAPS) and the Anorexia
Nervosa Stages of Change Questionnaire (ANSOCQ).

Results. Forty-seven patients (43.1%) had suicidal
ideation and 34 (31.2%), self-injurious behavior. The
presence of suicidal ideation did not discriminate between
patients with or without self-injurious behavior. Patients
who self-harm had significantly higher scores on all scales
of the EDI-2, except for "maturity fears", in the total scores
of BDI-Il, STAI and CAPS. An association between self-
injurious behavior and motivation to change was found.

Conclusions. A significant percentage of adolescents
with eating disorders present suicidal ideation and self-
injurious behavior, making the psychopathological profile of
these patients more severe. The presence of suicidal ideation
in adolescents with eating disorders does not necessarily
imply that they have self-injurious behavior; rather, such
behavior could be a result of the need to regulate intense
negative emotions.
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Ideacion suicida y conductas autolesivas en
adolescentes con Trastornos de la Conducta
Alimentaria

Introduccion. Es conocida la presencia de ideas suicidas
y comportamientos autolesivos en pacientes con Trastornos
de la Conducta Alimentaria (TCA), sin embargo, esta aso-
ciacion no esta claramente definida empiricamente. El ob-
jetivo del estudio es determinar la prevalencia de ideacion
suicida y conductas autolesivas en adolescentes con TCA. Un
segundo objetivo es estudiar la asociacion entre conducta
autolesiva e ideacion suicida, gravedad de la sintomatologia
alimentaria, depresiva, ansiosa, motivacion para el cambio y
perfeccionismo.

Metodologia. Se evaluaron a 109 pacientes (edad me-
dia: 14,74 anos (DE:1,53); 87,2% mujeres) con el Inventario
de TCA (EDI-2), el Inventario de Depresion de Beck (BDI-II), el
Inventario de Ansiedad Estado/Rasgo (STAI), la Escala de Per-
feccionismo en Nifios y Adolescentes (CAPS) y el Cuestiona-
rio de Etapas de Cambio en la Anorexia Nerviosa (ANSOCQ).

Resultados. Cuarenta y siete pacientes (43,1%) presen-
taron ideacion suicida y 34 (31,2%) conductas autolesivas.
La presencia de ideacion suicida no discrimino entre pacien-
tes TCA con y sin comportamiento autolesivo. Los pacientes
con comportamiento autolesivo presentaron una puntua-
cion significativamente mayor en todas las escalas del EDI-2,
a excepcion de Miedo a Madurar, en la puntuacion total del
BDI-II, STAl y en la CAPS. Se encontr6 una asociacion entre
la conducta autolesiva y la motivacion para el cambio.

Conclusiones. Un porcentaje importante de adolescen-
tes con TCA presentan ideacion suicida y comportamientos
autolesivos, siendo el perfil psicopatoldgico de estos pacien-
tes mas grave. La presencia de ideacion suicida en adoles-
centes con TCA no tiene necesariamente implicaciones con
la conducta autolesiva, este comportamiento podria expli-
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carse como consecuencia de la necesidad de regular emo-
ciones negativas intensas.

Palabras clave: Autolesiones, Ideacion suicida, Trastornos de la conducta alimentaria,
Adolescentes

INTRODUCTION

Suicidal behavior is among the leading causes of death
worldwide, especially during adolescence and early adult-
hood, making it the third leading cause of death in youth
between the ages of 15 and 24 in the United States'~

Currently, suicide is considered to progress along a
continuum of distinct forms and severities that includes
several concepts®. O'Carroll et al.* proposed a nomenclature
for thoughts and behaviors that distinguishes between
suicidal ideation, instrumental behavior, attempted suicide
and completed suicide. In a subsequent review of this
approach, Silverman et al.>¢ conceptualized suicidal behavior
taking into account various factors, such as the outcome of
the behavior, the agency of the act, the degree of intent and
consciousness or awareness of the outcomes of such
behavior. This review also used the term self-harm to define
potentially self-injurious behavior for which there s
evidence, implicit or explicit, that the person did not intend
to kill himself/herself. This definition is in agreement with
what had already been described by Herpetz’ and Borges et
al®

Even though a large number of terms, definitions and
categories have been used over the years to describe self-
injurious behavior, no consensus has been reached among
researchers about how to operationalize this behavior®'.
For some authors'> ', especially in Australia and in several
European countries, self-harm is conceived as the act of
intentionally self-poisoning or self-injuring, regardless of
the reason or the severity of the suicide attempt. However,
another conceptualization is currently used in the United
States and Canada, in which a dichotomous distinction is
made between acts of self-harm as a behavior without
suicidal intent, characterized by self-inflicted damage to the
surface of the body with the expectation of experiencing
mild or moderate physical harm but without suicidal intent,
and acts of attempted suicide™.

Moreover, few studies have examined self-injurious
behavior through a continuum that includes both direct
behaviors (cutting or burning the skin, for example) and
indirect behaviors (substance abuse, risky sexual behaviors
or eating disorders)'®'®, In indirect behaviors, the main
motivation is secondary to causing pain or visible tissue
damage, and the relationship between behavior and physical

consequence is rarely as instantaneous and unequivocal as
in direct behaviors'%.

Studies on the prevalence of self-injurious behavior in
adolescents show that about 10% engage in such acts.
Only about one in eight adolescents who self-harm present
to the hospital, with medication overdose as the most
common reason?%, Studies of self-injurious behavior un-
der the specific name of “non-suicidal self-injury” (NSSI)
have observed a lifetime prevalence of 15% to 18% for
adolescents in the general population?* and of 40% to 80%
in the psychiatric population?. With regard to this, the
association between self-injurious behavior and eating dis-
orders (ED) has been described on several occasions, usual-
ly in adults. For example, Favazza et al.?® concluded that
patients with ED are at high risk of self-harm due to the
phenomenological similarities of both manifestations, such
as the onset in adolescence or early adulthood, their great-
er occurrence in women and the experience of severe psy-
chopathologies, such as impulsivity and dissociation. Be-
tween 25% and 38% of patients with ED engage in
self-injurious behavior?2°. A review from Svirko et al.*
found a prevalence of NSSI among people with ED of be-
tween 25% and 55%.

In their review on adolescents with ED, Peebles et al.*
found that 40.8% of the evaluated patients reported self-
injurious behavior. The prevalence of NSSI appears to be
greater in patients with bulimia nervosa (26-55.2%) or
purging type anorexia nervosa (27.8-68.1%) as compared to
the restrictive type (13.6-42.100)*%32 Evidence suggests
that purging type behavior is associated with an increased
risk of NSS[3'33:34,

A prevalence of suicidal ideation has also been observed
in adolescents with ED, at a high percentage (36.27%)%.
More research has been carried out for adults in a general or
clinical population than for the adolescent population on
the association between suicidal ideation, self-injurious
behavior and ED; nonetheless, this relationship is complex
and has not yet been resolved®®¥. Furthermore, the adult
population with ED was observed to have a higher severity
for this if they presented both self-injurious behaviors and
suicidal ideation as compared to those who presented only
one or neither of these traits. However, this association was
not found for all of the main variants of ED, as it may also
be mediated by other risk factors, such as personality?-2,

In adolescents with ED, factors such as associated
psychopathology?*'3%4°, having experienced situations of
sexual abuse*#? and substance use* have frequently been
linked to self-injurious behavior.

Even though motivation for change and readiness to
recover from ED have been associated with the severity of ED
symptoms®-** as well as with engagement in self-injurious
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behavior*, further research on individuals who have both
syndromes or manifestations is required. To date, findings
show that ED patients who engage in self-injurious behavior
show less internal motivation and increased external pressure
for change (for example, from parents and relatives)*,

The purpose of this study is: a) to determine, in a sample
of adolescents with ED, the prevalence of suicidal ideation
and self-injurious behavior; and b) to study the association
between self-injurious behavior and suicidal ideation,
severity of ED symptoms and symptoms of depression and
anxiety, motivation for change and perfectionism.

METHOD

Design

A cross-sectional study was carried out for adolescents
under treatment in an eating disorder unit (EDU) of a
pediatric general hospital.

Study population

A total of 109 adolescents aged 12 to 17 years (mean:
14.74 years; SD: 1.53) were consecutively evaluated between
January 2013 and December 2014. Of the population, 87.2%
(n=95) were female and 12.8% (n=14) were male. Inclusion
criteria for the study were age (adolescent), ED diagnosis
based on the clinical judgment of a clinical psychologist or
psychiatrist according to DSM-IV-TR criteria*, engagement in
self-injurious behavior during the therapeutic process and
informed consent for study participation from the patient
and his/her legal guardian. Exclusion criterion was diagnosis
of ED and psychiatric disorder comorbidities (axis | or axis I,
using DSM-IV-TR criteria). All patients and their families who
were asked to participate voluntarily agreed to be part of the
study. Of the total population, 65.1% of the patients (n=71)
were monitored in a day hospital, and 34.9% (n=38), on an
outpatient basis. Regarding diagnosis, 58.4% (n=66) of
patients had anorexia nervosa (AN) [92.4% (n=61) restrictive
type and 7.6% (n=5) binge/purging type], while 6.2% (n=7) of
patients had bulimia nervosa (BN) [85.7% (n=6) purging type
and 14.3% (n=1) non-purging type] and 31.9% (n=36) had
eating disorder not otherwise specified (EDNOS).

All participants and their respective legal representatives
agreed to participate in the study by written informed consent.

Procedure

Evaluations were carried out by two clinical psychologists
specialized in assessment, diagnosis and treatment of ED in

an eating disorder unit in a pediatric general hospital with
more than 15 years of experience.

The assessment protocol was administered consecutively
from January 2013 to December 2014 to patients who were
already in treatment and to new cases from the study start
date. The evaluation protocol was performed within the first
four months of treatment after the first contact with the ED
unit for 70.6% (n=77) of participants. The administration
time for the protocol was between 60 and 90 minutes.

ED patients received multidisciplinary treatment: psy-
chological (cognitive behavioral therapy), nutrition counsel-
ing by nurses, psychopharmacological (where appropriate)
and family therapy (psychoeducational and multifamily
group).

Instruments

Self-injurious behavior

Self-injurious behavior is defined in this study as the
realization of self-inflicted physical harm, including drug
overdose, if there was evidence that there was no intent to
die' . Self-injurious behaviors carried out during the
therapeutic process and evaluated in clinical interviews by a
psychiatrist or clinical psychologist were taken into account.
Ahistory of self-injurious behavior was explored retrospectively
by review of clinical history. Two groups were defined
according to whether or not there was a presence of self-
injurious behavior: a NSSI (non-suicidal self-injury) group and
a non-NSSI (non non-suicidal self-injury) group.

Suicidal ideation

Item 9 of the Beck Depression Inventory-Il (BDI-II)
directly assesses suicidal thoughts. In it, the patient should
report any thoughts or desires he or she has had about
suicide in the past two weeks, using the following scale: 0. "l
don't have any thoughts of killing myself"; 1. "l have
thoughts of suicide, but | would not carry them out"; 2. I
would like to kill myself"; and 3. "l would kill myself if | had
the chance". The patient was deemed to have suicidal
ideation if he/she marked a response between 1 and 3. This
item is commonly used to monitor changes in suicidal
thoughts during treatment, due to its predictive ability to
commit an attempted suicide®. For instance, a study on the
predictive validity of BDI-Il revealed that patients who
answered 2 or 3 were 6.9 times more likely to commit suicide
than patients with a lower score®'.

Psychopathology

Eating disorders were diagnosed according to an
evaluation by a clinical psychologist or psychiatrist based on
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a clinical interview with the patient and parents and on the
criteria given by the DSM-IV-TR.

Clinical variables

For the study, data were collected in a notebook with
variables that included age, sex, age at onset of the disorder,
the presence of purging behavior and body mass index
(BMI), among others.

EDI-2: The Eating Disorder Inventory-2 (EDI-2)%2. Was
used as a self-reporting instrument to assess symptoms that
characterize anorexia nervosa and bulimia nervosa. It
includes three scales to assess attitudes and behaviors
related to food, weight and body image (drive for thinness,
bulimia and body dissatisfaction) and eight further, more
general scales regarding organizational constructs or
psychological traits that are clinically relevant for ED
(ineffectiveness, perfectionism, interpersonal distrust,
interoceptive awareness, maturity fears, asceticism,
impulsive regulation and insecurity). Each scale is scored
continuously, such that the higher the score, the greater the
manifestation of the evaluated trait. EDI-2 consists of 91
questions scored along a 6-point Likert scale from 0 to 5.
Respondents should indicate whether the situation happens
"never”, "rarely”, "sometimes", “often”, “usually” or "always".
Scores range from 0 to 273. The instrument has demonstrated
an internal consistency (Cronbach’s alpha) greater than 0.80
in ED patient samples and coefficients of 0.65-0.92 in non-
clinical samples®.

BDI-II: The Beck Depression Inventory-Il (BDI-I1)* Is a
self-report questionnaire consisting of 21 items that assess
the severity and intensity of a broad spectrum of depressive
symptoms. Each item has four response options, and the
patient should select the response option that best reflects
his/her situation at the present time as well as over the past
two weeks. The higher the score, the greater the severity of
the symptom assessed. Scores range from 0 to 63 points. An
internal consistency (Cronbach's alpha) greater than 0.85
has been demonstrated for ED patients in studies on the
Spanish population®®.

STAI: The State-Trait Anxiety Inventory (STAI)®. Is a self-
report questionnaire consisting of two parts with 20
questions each. Responses are rated on a 4-point Likert scale
depending on intensity (O=never/almost never, 1=sometimes,
2=often; 3=almost always). The first part (STAI-S) evaluates
a transitory emotional state characterized by the subjective
emotions of attention, apprehension and hyperactivity of
the autonomic nervous system. The second part (STAI-T)
indicates a relatively stable propensity for anxiety, which
characterizes a tendency to perceive situations as
threatening. The total score for each scale ranges from 0 to
30, with higher scores indicating higher levels of anxiety.
Samples from the Spanish population have shown internal

consistency levels ranging between 0.84 and 0.93, for both
the total score and each of the subscales®.

CAPS: The Child and Adolescent Perfectionism Scale
(CAPS)®. Questionnaire consists of 22 items that are answered
on a 5-point Likert scale, with 1 corresponding to “true” and 5
to "false". It consists of two scales: the self-oriented
perfectionism scale, which refers to unrealistic self-expectations
and consists of 12 items that are scored from 1 to 60; and the
socially prescribed perfectionism scale, which refers to the
pressure receiving by the person from others to achieve
unrealistic goals and consists of 10 items that are scored from
1 to 50. Higher scores indicate higher levels of perfectionism. In
the Spanish adaptation of Castro et al.*, the Cronbach'’s alpha
coefficients for these scales were 0.88 and 0.87, respectively.

Motivation for change

ANSOCQ: The Anorexia Nervosa Stages of Change
Questionnaire (ANSOCQ)®®', |s a self-report questionnaire
comprising 20 items to assess the readiness to recover from
disease in individuals with anorexia nervosa. Its items
evaluate aspects about weight and body shape, eating
behavior, methods of weight control and emotional and
relationship problems. The structure of the questionnaire is
based on the stages of change model developed by Prochaska
and DiClemente®. For each item, respondents must choose
from five possible answers, which reflect the stages of
motivation for change: pre-contemplation, contemplation,
preparation, action and maintenance. Scores range from 0
to 80, with higher total scores in the ANSOCQ reflecting
greater motivation for change. The Spanish adaptation of
Serrano et al.®® for adolescents has a good internal
consistency, with a Cronbach's alpha of 0.94, and a weekly
test-retest reliability of 0.94.

Statistical analysis

Analyses were performed using SPSS v.22. contingency
tables and Pearson’s chi-square (x?) test for the description
of prevalence and association between nominal variables.
Differences in quantitative variables between the NNSI
group and the non-NSSI group were analyzed with the
nonparametric statistical Mann-Whitney U-test.

RESULTS

Prevalence of suicidal ideation and self-injurious
behavior

Of the 109 patients, 43.1% (n=47) reported suicidal
ideation; among these, 34.9% (n=38) replied "l have
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thoughts of suicide, but | would not carry them out”; 4.6%
(n=5), "l would like to kill myself" and 3.7% (n=4), "l would
kill myself if | had the chance.” The remaining 56.9% (n=62)
patients reported no suicidal ideation at the time of the
evaluation.

Moreover, 31.2% (n=34) of the patients engaged in
self-injurious behavior during the therapeutic process, as
opposed to 68.8% (n=75) who did not. Of the patients who
had a recorded history of self-injurious behavior (n=34),
55.9% (n=19) reported suicidal ideation at the time of the
evaluation.

Self-injurious behavior and sociodemographic
and clinical characteristics

No significant associations were found between
engaging in self-injurious behavior and patient age
(U=1206.5; p=0.648), sex (x*=0.051; p=0.821), age of onset
of disease (U=1254.00; p=0.889), BMI (U=1164.50; p=0.626),
an ED diagnosis (x* =0.475; p=0.789) or the presence of
purging behavior (x2=0.152; p=0.696). In addition, results
revealed that experiencing suicidal ideation and engaging in
self-injurious behavior were independent variables and
therefore not associated (x*=3.282; p=0.07) (Table 1).

Meanwhile, and as shown in Table 2, the NSSI group of
ED patients had significantly higher scores as compared to
the non-NSSI ED group (without self-injurious behavior) on
the total score on the BDI-Il (p<0.001), the STAI-S (p<0.001)
and the STAI-T (p<0.001), and on all EDI-2 scales [drive for
thinness (p<0.01), bulimia (p<0.01), body dissatisfaction
(p<0.001), ineffectiveness  (p<0.001), perfectionism
(p=0.001), interpersonal distrust (p=0.001), interoceptive
awareness (p<0.001), asceticism (p<0.001), impulsivity
(p<0.001) and insecurity (p<0.001), except for maturity
fears (p=0.055), for which no significant differences were
observed between groups with or without self-injurious
behavior]. Self-injurious patients (NSSI) also scored
significantly higher compared to patients without self-harm
on the CAPS total score (p<0.05). Finally, a significant
association was found between self-injurious behavior and
motivation for change (p<0.01). Of the patients who
performed self-injurious behavior, the distribution of the
stages of change according to ANSOCQ was as follows:
32.35% (n=11) were in pre-contemplation; 32.35% (n=11),
in contemplation; 5.88% (n=2), in preparation; and 2.94%
(n=1), in action.

CONCLUSIONS

The objectives of this study were to determine the
prevalence of suicidal ideation and self-injurious behavior in

Table 1 Percentages, means and standard
deviations for each study group
NSSI group  non-NSSI group p-value
(n=34) (n=75)
Mean (SD) Mean (SD)
Age 14.62 (1.51) 14.80 (1.54) 0.648'
Male n (%) 4(11.8) 10 (13.3) 0.8212
Female n (%) 30 (88.2) 65 (86.7) :
Age at disease onset 13.53 (1.48) 13.61 (1.47) 0.889'
BMI 17.94 (1.47) 18.42 (2.89) 0.626'
AN n (%) 20 (58.8) 46 (61.3)
BN n (%) 3(8.8) 4 (5.3) 0.789?
EDNOS (%) 11 (32.4) 25 (33.3)
Purging behavior
Yes n (%) 4(11.8) 7 (9.3) 0.6967
No n (%) 30 (88.2) 68 (90.7) '
Suicidal ideation
Yes n (%) 19 (55.9) 28 (37.3) 0.070?
No n (%) 15 (44.1) 47 (62.7) :

NSSI: non-suicidal self-injury; SD: standard deviation; BMI: body
mass index; AN: anorexia nervosa; BN: bulimia nervosa; EDNOS:
eating disorder not otherwise specified.

'Mann-Whitney U test; *chi-squared

ED adolescents and to study the association between self-
injurious behaviors and suicidal ideation, severity of ED
symptoms and symptoms of depression and anxiety,
perfectionism and motivation for change.

Our results show that about half of the sample of ED
adolescents who were assessed presented suicidal ideation
at the time of the evaluation and that more than a third
performed self-injurious behaviors during the therapeutic
process. The findings show that the presence of suicidal
ideation is not related to engaging in self-injurious behavior.
Moreover, self-injurious behavior is not associated with age,
sex, BMI, age of onset of the disease, any ED subtype
(anorexia nervosa, bulimia nervosa or EDNOS) or the
presence of purging behavior. In the clinical and
psychopathological profile, patients who engage in self-
injurious behaviors present more severe ED, depression and
anxiety symptoms, perfectionism and less motivation to
change.

The results of our study on the prevalence of suicidal
ideation and self-injurious behaviors are consistent with
current reports in the literature®*23. Qur finding that
suicidal ideation and self-injurious behavior are not
associated may be consistent with the postulated explanatory
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Table 2 ‘ Means, standard deviations and comparison of scales for each study group
NSSI Group non-NSSI Group Mann-Whitney p-value
(n=34) (n=75) U-test
Mean (SD) Mean (SD)
BDI-II 27.32 (10..92) 17.55 (11.43) 693.00 <0.001
STAI
STAI-S 39.39 (10.24) 27.48 (14.22) 613.00 <0.001
STAI-T 44.50 (9.39) 29.79 (13.53) 480.00 <0.001
EDI-2
Drive for thinness 13.76 (6.88) 9.19 (7.78) 826.00 <0.01
Bulimia 3.00 (3.82) 1.22 (2.00) 841.50 <0.01
Body dissatisfaction 17.76 (7.32) 10.88 (8.69) 681.50 <0.001
Ineffectiveness 15.00 (7.60) 7.34 (6.26) 546.00 <0.001
Perfectionism 6.91 (3.69) 4.51 (4.24) 779.50 0.001
Interpersonal distrust 8.29 (5.43) 4.69 (4.47) 755.00 0.001
Interoceptive awareness 14.71 (7.20) 6.57 (4.80) 467.00 <0.001
Maturity fears 10.88 (6.12) 8.43 (4.84) 969.00 0.055
Asceticism 9.41 (4.57) 5.50 (4.45) 627.00 <0.001
Impulsive regulation 9.03 (5.29) 473 (4.79) 675.50 <0.001
Insecurity 11.41 (5.21) 5.16 (4.34) 445.50 <0.001
CAPS
Self-oriented 42.62 (10.24) 39.47 (10.67) 1002.50 0.075
Socially prescribed 26.15 (7.90) 24.11 (7.79) 1078.00 0.190
Total 70.29 (11.89) 63.55 (15.86) 945.50 <0.05
ANSOCQ 22.32 (16.03) 36.56 (22.15) 498.50 <0.01

NSSI: non-suicidal self-injury; SD: standard deviation; BDI-II: Beck Depression Inventory-II; STAI: State-Trait Anxiety Inventory; EDI-2: Eating
Disorder Inventory-2; CAPS: Child and Adolescent Perfectionism Scale; ANSOCQ: Anorexia Nervosa Stages of Change Questionnaire.

models that describe self-harm as a functionality of an
emotion regulation strategy. The model of Nock and
Prinstein®, for example, specifies four main functions of
NSSI behavior: automatic negative reinforcement (to stop
unpleasant emotions), automatic positive reinforcement (to
create an emotion that replaces numbness or dissociation),
social negative reinforcement (to avoid an unwanted
situation) and social positive reinforcement (as a way to ask
others for help).

Our finding that self-injurious behavior is not associated
with suicidal ideation or with any specific ED subtype differs

from previous findings that have described a relationship
between engaging in self-injurious behaviors and suicidal
ideation, ED subtypes (with more association with purging
type anorexia nervosa and bulimia nervosa) and purging
behavior in general**8*5 This discrepancy could be explained
by the low number of diagnosed cases of purging type
anorexia nervosa and bulimia nervosa in our sample.

Nonetheless, our results revealing a relationship
between self-injurious behaviors and depressive symptoms
and perfectionism corroborate investigations showing that
self-injurious behaviors share certain risk factors with ED®-
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8, Further, these are in line with explanatory models of the
etiology of self-injurious behaviors in which perfectionism
and impulsivity stand out as central concepts®.

The association we observed between self-injurious be-
havior and motivation for change/readiness for recovery
from ED has clinical implications and is in line with previous
investigations*. Therefore, taking this factor into consider-
ation may be useful in the therapeutic approach, such as by
intervening to enhance the patient's abilities, and it may
provide a basis for exploring readiness for recovery and for
resolving the usual ambivalence to the process of change’.

One could infer from our findings that suicidal ideation
and the ED-typical manifestations, such as purging or
restrictive behaviors, do not have a direct relationship with
engaging in self-injurious behaviors in ED adolescents, as
what may discriminate between whether or not they are
carried out are the intensity of negative affectivity
(manifested as depression or anxiety symptoms, for
example), distorted beliefs about oneself and one's physical
image (body dissatisfaction, insecurity or ineffectiveness)
and psychological traits such as perfectionism and
impulsivity. These risk factors participate, along with the
low readiness for recovery, in an interaction that increases
the intensity of negative affectivity and beliefs. As
explained by the emotional cascade model of Selby and
Joiner’?, this in turn leads to strategies of extreme coping
(such as self-harm through purging or restrictive behavior,
for example), as moderate strategies would not be effective
enough to regulate the intense negative emotions
experienced'.

Thus, in agreement with previous investigations’”*, the
importance of emotional dysregulation as an established
risk factor for developing an ED and engaging in self-
injurious behavior should not be overlooked, as it increases
the risk when associated with negative attitudes about one's
own body’® and with depressive symptoms®,

Several limitations of this study should be noted, such
as the low sample size and the low prevalence of patients
diagnosed with bulimia nervosa. An additional limitation
could come from the fact that risk factors such as drug use,
history of sexual abuse or other traumatic experiences of
emotional neglect were not included in the analysis;
whereas, these have been associated with engagement in
self-injurious behaviors in people with ED in previous
investigations’. Furthermore, our assessment of self-
injurious behaviors was retrospective and did not coincide
with the evaluation of suicidal ideation, which could explain,
at least in part, a lack of relationship between self-injurious
behaviors and suicidal ideation. Moreover, for some cases,
clinical symptoms were not evaluated prior to treatment in
the ED unit but rather during treatment, such that the scores

for clinical variables could have been influenced by the
treatment effect. It should also be noted that, as this was a
cross-sectional study, the relationships analyzed do not
prove causality.

Despite the aforementioned limitations, we can con-
clude from our study that there is a high prevalence of sui-
cidal ideation and self-injurious behaviors in the population
of ED adolescents treated in a specialized unit. These behav-
iors are associated with a psychopathological profile charac-
terized by increased severity of symptoms of ED behavior,
negative affectivity, perfectionism and low motivation for
change. The presence of suicidal ideation in ED adolescents
does not necessarily imply self-injurious behavior; rather,
this behavior could be explained as a result of the need to
regulate intense negative emotions, which would enhance
the existing negative attitudes towards one's body.

Lastly, our study findings may have implications for
future research. Self-injurious behaviors are not usually
considered in routine psychopathological examinations;
however, they should be regularly assessed in ED patients
with a twofold aim: for early detection (as it is a potent risk
factor for completed suicide)®®”” and for conceptualizing
functionality (as it is a strategy for coping or emotional
regulation)’>7%. Therefore, understanding the seriousness
and complexity of cases of persons with ED who present
self-harm has implications for diagnosis as well as for the
therapeutic process and its outcome.
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