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Abstract
Introduction—Self-injurious behavior (SIB) is common among adolescents, and has been shown
to be associated with eating disorders (ED). This study examines the prevalence of SIB and SIB
screening in adolescents with ED, and associations with binge eating, purging, and diagnosis.

Methods—Charts of 1,432 adolescents diagnosed with ED, aged 10–21 years, at an academic
center between January 1997 and April 2008, were reviewed.

Results—Of patients screened, 40.8% were reported to be engaging in SIB. Patients with a
record of SIB were more likely to be female, have bulimia nervosa, or have a history of binge
eating, purging, co-morbid mood disorder, substance use, or abuse. Patients who engaged in both
binge eating and purging were more likely to report SIB than those engaged in restrictive behavior
or either behavior alone. Providers documented screening for SIB in fewer than half of the
patients. They were more likely to screen patients who fit a profile of a self-injurer: older patients
who binge, purge, or had a history of substance use.

Conclusions—SIB was common in this population, and supports extant literature on
associations with bulimia nervosa, mood disorders, binge eating, purging, abuse, and substance
use. Providers may selectively screen patients.
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Self-injurious behaviors (SIBs) occur in 13%–40% of adolescents, particularly among
patients with eating disorders (ED) and borderline personality disorder [1,2]. Although these
behaviors are characterized by self-inflicted harm without lethal intent, they nevertheless
predict increased mortality from suicide and other causes [2]. SIB is also associated with
increased comorbidities including sexual trauma, mood disorders, and substance abuse [1-5].
For accurate prevalence rates of SIB, adequate provider screening is required; however, little
is known about SIB screening in adolescents with ED, and most studies reflect selective
screening processes without reporting characteristics of those not screened, thus potentially
overlooking biases.
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Some studies show increased frequencies of SIB in bulimia nervosa (BN) [5,6] and purging
subtypes of anorexia nervosa (AN), and suggest that adolescents engaging in multiple ED
behaviors are at the highest risk [5,7]. The few studies examining SIB in adolescents
associated with ED mirror correlations with sexual abuse [8] and BN [6] in adults. There are
no large clinical studies that examine SIB in not only patients with AN and BN, but also in
those with eating disorders not otherwise specified.

The present study aimed to retrospectively examine the prevalence of SIB in a large clinical
sample of ED adolescents, and to describe associations with binge eating, purging, and
diagnostic category. A secondary aim was to report the frequency with which providers
screen patients with ED for SIB and the characteristics of patients more likely to be
screened. We hypothesized that SIB might be common among ED adolescents screened, and
that SIB might be more frequently found among patients diagnosed with BN or those
engaged in binge eating and purging behaviors. We also hypothesized that SIB might be
infrequently asked about and documented, and that providers would be more likely to screen
for SIB in patients fitting a stereotypical profile of a self-injurer.

Methods
Intake evaluations of 1,432 patients aged 10–21 years (135 M, 1,297 F) diagnosed with an
ED at an academic ED program between January 1997 and April 2008 were retrospectively
reviewed. Data were extracted from evaluations conducted by physicians, mental health
practitioners, and dieticians; ED diagnosis was determined after clinical interview with a
child psychiatrist or psychologist with expertise in children with EDs, using strict
application of criteria from the Diagnostic and Statistical Manual of Mental Disorders, 4th
edition. The primary predictor variable was documented as nonlethal self-injury (SIB; e.g.,
cutting, burning, etc.), and categorized dichotomously. Primary outcomes were ED
diagnosis, binge eating, and purging behaviors. Secondary outcomes included histories of
laxative use, substance use, or abuse (e.g., sexual, physical, rape, emotional, verbal,
bullying, neglect). Protocols were approved by the Stanford University Panel on Medical
Research in Human Subjects and were compliant with the Health Insurance Portability and
Accountability Act (HIPAA) of 1996; a waiver of informed consent and a HIPAA-
compliant waiver of individual authorization were granted. Descriptive statistics, chi-
squared, Mann–Whitney U, and Kruskal–Wallis tests were performed.

Results
Table 1 presents analyses, showing findings on SIB documentation in the clinical record
(42.7% of patients, n = 612), and then findings related to SIB (40.8%, n = 250) in the subset
of patients who were screened. Cutting was the most common SIB reported (85.2%, n =
213). Binge eating and purging in the past month and in a lifetime (none: 21.1%, binge:
26.8%, purge: 52.8%, binge/purge: 58.1%, χ2 = 74.5, p < .001) were associated with SIB in
a graded manner, as were histories of abuse (Figure 1).

Discussion
ED adolescents with a record of SIB were more likely to be older or female, have BN or a
longer duration of illness, weigh more, or have a history of binge eating, purging, mood
disorder, substance use, or abuse. Of patients screened, SIB was reported in 40.8% of
adolescents, which was more than the prevalence reported in the literature for the general
population, and was consistent with studies of adult patients with ED where rates of 12%–
46% [3,4,9] are described, particularly among those who binge eat, purge [5,7], or abuse
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laxatives [3,5]. Binge and/or purge behaviors were more common in patients reporting SIB
even in eating disorders not otherwise specified and AN categories.

As in prior smaller studies [3,4,9], SIB correlated strongly in a graded manner with a history
of abuse. In addition, other impulsive behaviors were strongly associated with SIB,
supporting studies that reported multi-impulsivity and psychiatric comorbidities in
adolescents engaging in SIB [5]. Patients with SIB were more likely to use antidepressants;
it is unclear whether these medications might contribute to increased rates of these behaviors
because recent literature about suicide risk in antidepressants remains unsettled.

Providers documented screening for SIB in fewer than half of the patients. Screening
documentation was more likely in patients meeting a “profile” suggested by the extant adult
literature: patients screened were older, had disease for a longer period, and had a history of
binge eating, purging, substance use, abuse, or were diagnosed with BN. This could reflect
an under-recording in the medical record of negative responses in screening, or that
physicians are more likely to screen for self-injury in patients with additional risky
behaviors, as has been shown with other behaviors such as drinking [10]. Effective and
standardized provider screening is essential given the high rates of SIB among both
adolescents and patients with ED who are screened, and the increased risk for suicide in
those who self-injure. Further prospective study is warranted to determine the true
prevalence in ED adolescents, as these results could be biased by such selective screening.

The study has some limitations including the data that were derived from cross-sectional
retrospective chart review. Our data also suggest a possible bias in provider screening and
documentation, and we have since added questions about SIB to our structured encounter
form used for history-taking, which now helps to cue providers to universally screen for
these behaviors. In addition, though statistically significant, some differences such as age
may not be clinically significant. Our analyses still reflect a high degree of psychiatric
comorbidity and other impulsive behaviors in adolescents with ED who were identified with
SIB, and this may indicate a need for more consideration of multi-impulsivity in
categorization of ED patients. Identification of these behaviors is clinically important and
may mandate a higher degree of urgency in both referral and treatment. There continues to
be a need for prospective study of SIB and ED behaviors and more efficient ways to
universally screen and triage SIB in these vulnerable populations.
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Figure 1.
Binge and/or purge activity, history of abuse, and self-injurious behavior (SIB).
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