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- Abstrac't

Non-suicidal self-injury (NSSI) and eating problems (EP) are difficulties that affect young -
females\. NSSI and EP are methods of coping that have been associated with trauma, prior
abuse, avoidant coping, substance use and impulsivity. The present study compared coping -
' strategies anlong four groups of undergraduate female participants (N = 92): those that
exhibit NSSI alone, comorbid NSSI and EP, EP alone, and conlparison females. These
groups were defined by endorsement of items on the How I Deal with Stress Inventory
(HIDS; Heath & Ross, 2007). A multivaﬁate analysis (MANOVA) investigated the
frequency of using items on the HIDS reﬂectlve of av01dant copmg, impulsive copmg and
substance use. Results 1ndlcate s1gn1ﬁcant dlfferences between groups were found among the
' followmg copmg strategles: nsky behav1ours smokmg, domg drugs and drinking alcohol. A
secondary analys1s revealed s1gmﬁcant dlfferences between groups for shopping and

exermse Dlscuss1on focuses on the differing coping styles of groups of females in this study

- Keywords

- Self-Injurious Behaviour, Eafing Disorder, Comorbidity, Female, Coping.
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- . Non-Suicidal Self-Injury and Eating Problems: A Comparison of Coping Strategies in
- Female Undergraduate Students
- Introduction

Non-suicidal eelf-injury (NSS]) is a concern that is becoming more widely
reco gnized, in part due to an insurgence of attention in media and youth culture (Heath et al,
2009). Non-suicidal self-injury is} deﬁhedas “the deliberate, self.inflicted destruction of bodyf
tissue Withoﬁt suicidal intent and for purposes not socially sanctioned” (Ross, Heath, &
Toste, 2009, p.83). It is important to note that this definition of NSSI does not include
suicidal behdviours, drug or alcohol use, or socially accepted pain-causing behaviours such
as tattooing or piercing (Ross, Heath & Toste, 2009). However, there are over 33 terms that
are used tol refer to non—suieidal self- injury (NSST) such as self-mutilation and deliberate
self-harm (Muehlenkamp, 2005). Some ef these definitions differ from that of the current
research in that they include extraneous behaviours such as those that are associated with an
intention of death, alcohol and drugl use, promiscuity, and §Vound picking (Muehlenkamp,
2005). Behaviours that are associated with the current definition include self-inflicted
cutting, which is the most commoﬁ, burning, severe scratching, head banging\ and punching
(Heath,-‘Toste, Nedecheva, & Charlebois, 2008).

Prevalepce rates for deliberate self-harming behaviour vary, ranging from 4%
(Brown, 2009) to 39% (Heath et al., 2009) in the youth and adult populations. 'fhe- v ,' :
differences ’in inclusionary characteristics within Vthe definitions vary as a function of the
poeulations, studied, which may accqunt for the large range in prevalence rates. HoWever,’ G
prevalence rates for the definition employed in the present study, given the age range under
investigation, raﬂge from 11%-20% in nonclinical samples (Heath et al., 2009;~Heath, Toste,

Nedecheva, & Charlebois, 2008; Ross, Heath & Toste,.2009). In a previous study that



examined NSSI in uhiversity students using thedeﬁni’tion “the deliberate, self-inflicted
destruction of body tissue without suicidal intent and for purposes not socially sanctioned”
(Ross, Heath, & Toste, 2~009, p.83), 11.68% of 728 participants‘irr a university sample.
reported engaging in NSSI (Heath, Toste, Nedecheva, & Charlebois, 2008). -
~.-Prevalence rates for individuals at risk of having an eating disorder are 1.9% for both
sexes and 3.8% for females between the ages of 15 and 24;(Sta.tistics Canada, 2002). While
no data from Statistics Canada is available for males of thisagé group with’ respect to risk of .
having an -eating disorder, it is evident from the difference between the prevalence rates of
females and both sexes indicates that females are at a substantially higher risk of having an
eating disorder than males in this age group. American statistics are similar with a prevalence
rate 3.5% of women having full disorder Anorexia Nervosa, Bulimia Nervosa, or Binge
Eating Disorder and prevalence rate 6% of women affecfed by eating disorders if
substhreshold disorders are included (Agras, 2004). N |
~ Factors Associated with NSSI
Motivations. Self—injurious behaviour has been assdciated,with many different -

motivations throughout the current research. The desire to feel “relief from a Eem'ble state of
mind”, (Scoliers et al., 2009) thoughts or feelings (Heath ret al., 2009) appears to be the most
common. Other motivations for self-injuring that have been reported are to feel in control
(Heath et al., 2009, self-punishment (Heath, Ross, Toste stc, 2009; Scoliers et ad., 2009;.
| Klonsky and Glenn, '2009), to get attention (Heath et al., 2009; Scoliers et al., 2009), to

communicate desperation (Scoliers et 'al., 2009) or hurting (Heath et al., 2009) and to frighten
| someone (Scoliers et al, 2009). It is argued that non-suicidal self-injury differs from suicidal

behaviour in that there is usually an absence of suicidal thoughts and death is not the |

intention (Muehlenkamp, 2005).



To a considerable extent, the available research focuses on intrinsic factors or -
'character-istics. of people who self-injure. One of the most prominent factors that has been -
.established is a difficulty with emotion regulation (Heath et al, 2008; Mikolajczak, Petrides
& Hﬁrry, 2009; Klonsky & Glenn, 2009). Another characteristic thaf has been widely -
reported is impulsivity (Mann et al., 1999; Dougherty et al., 2009). In a study comparing
clinical populations of self-injurers who had and had not attempted. suicide, Dougherty et al.
(2009) found that while both populations rated very high on a self:reported impulsivity scale,
self injurers who had attempted suicide scored significantly higher on laboratory impulsivity
tests.

Personality Characteristics. Personality is also a factor studied in populations
engaging in self-injury. Brown (2009) investigated differences in the Big 5 personality traits
~ between non-‘chlinical deliberate self-harm (DSH) and 'compari's()n groups. He found that the
DSHIgroup reported significantly higher cerrelations of openness to experience and
neuroticism, and lower correlations of agreeableness and conscientiousness compared to the
: non-self-injuring group (Brown, 2009). Frorn these results, Browh (2009) concluded that
se1f~injurers in his study were more likely to be more 'impulsive, have increased interpersonal
conﬂiet and have a “greater eredispos.ition to experience negative emotions such as anxiety,
anger and depressed mood” (Brown, 2009, p. 30). Goldstein, Flett and Wekerle (2009) also
conducted a comprehensive study assessing personality and self-injurious behaviour. This
study found higher correlations of openness to experience in a deliberate self-harm
population, but did not find a significant difference in neuroticism between DSH and non-
DSH participants (Brown, 2009). The lack of cohesion of the research in this area may be
due in part to differing definitions of s_elf~injury and/or to the _contingentfinternal validity of

the personality assessment measures that were used.



Psychopathology. Research has also focused on the possible link between self-
injuriﬂg behaviour and psychopathology. Self-injury is said to be associated with disorders
such as depréssion, bipolar disorder, »borderlineip'ersonality disorder, eating disorders and .-
heavy drug and alcohbl use (Hintikka et al, 2009; Stanford and Jones, 2009, Muelenkamp,
2005)). In a survey study by Gold;stein, Flett, Wekerle and Wall (2009), depressive
symptoms were found to have a significant positive correlation Wifh deliberate self-harm.
Dougherty et al (2009) also found significantly higher rates of depression and hopelessness
in an NSSI group who had previously attempfed suicide. As well, a meta-analysis by Fliege,
Lee, Grimm and Klapp (2009) found that anxiety and depression'afe indicators of self-
harming behaviour. Additipnally, a Finnish study by Hintikka et al. (2009).concluded that of
DSH participants, 63% met the criteria for major deprgssive_disorder, 37% met the criteria
for émiiety disorders, and 15% met the criteria for eating.disorders compared to 5%, 12% and
0% respectively for non self-harmers.

' ~NSSf Associated with T rauma and Prior Abuse. Research on the risk factors
~ associated with self-harming behaviour has focused primarily on trauma, abuse history and :
parental relations. Weierich and Nock (2008) investigated the relationship be%ween childhood
sexual and nonsexual abuse with non-suicidal self—injufy in an adolescent population. These
authors found that sexual abuse was significantly associated with both the occurrence and
frequency of NSSI eVén when controlling for the presehce of Borderline Personality Disorder
and Major Depressive Disofder symptoms. However, they did not find a si gniﬁcanf
relationship between non-séxual (physical or emotional) abuse and‘NSSI (Weierich & Nock,
2008).

In contrast, a study by Gratz and Chapman (2007) fqund contradictory results,

reporting that physical abuse of male undergraduates was significantly correlated with NSSI,



while no significant relationship between NSSI and sexual abuse was found. However, very
 few participants reported a history of childhood sexual abuse, which ﬁay have limited the -
- ability to find a strong relationship between self-harming behaviour and séxual abuse (Gratz
& Chapman, 2007). Gfatz and Chapman (2007) also found that individual factors in addition
to environmental factors (like physical abuse) were associated with the development of non-
suicidal self-injurious behaviour. In this study self-injuring men repbrted significantly higher
leyels of emotion dysregulation. Also, affect intensity/reactivity was negatively associated
with reports of self-harming behaviour. Gratz and Chapman (2007) suggest that self-injury in
male undergraduates may be perpetuated by social norms of limited emotional expressivity.
NSSI as a Coping Behaviour. Within the available research, non-suicidal self-

injurious behaviour is wideiy referred to as a maladaptive coping strategy. A study by Litman
and Lunsford (2009) looked at coping strategies among a .general population of univeisity
students. They found that mental disengagement, a common characteristic in self-injury
' Behaviour,'was rggarded as positively impacting problems and emotions (Litman &
- Lunsford, 2009). After inyesti gating more than fifteen differeﬁt coping strategies, Litman and
Lunsford (2009) found that participants reported particular strategies as more effective when
they perceived a sense of control. This vﬁnding provides some important implications fdr self-
injury research, as it is possible that self—injﬁrers repeétedly engage in NSSI to feei a
temporary’feelling of control. | |

. Other Cojing Strategies Associated with NSSI. Minimal research has examined the
coping strategies of individuals who are involved in self harming behaviour and virtually no
reseafch has been conducted that investigates coping mechanisms in populations that exhibit
both NSSI vand eating pathoiogies. Yet the opinion that self-injurers likely employ less

adaptive and/or more maladaptive coping strategies compared to non—self~injvurers is widely



held. Heath et al. (2008) suggest that self-injurers “do not have a repertoire of strategies to
| employ when they are dealing with stress” (Heath, Toste, Nedecheva & Charlebois, 2008, p.
+ 150). Fliege, Lee, Grimm and Klapp (2009) suggest that self-injurers show more maladaptive
coping strategies, but elisplay no differences in their use of adaptive coping strategies
eompa;r_ed to non self-injurers. In another study, self—ham was associated with the
maladapﬁve coﬁing strategies of avoidance, rumination and self—blafne, but was not
associated with adaptive coping strategies compared to controls (Mikolajczak, Petrides, &
Hurry, 2009). Mikolajczak, Petrides and Hurry (2009) suggest that self-harm may be an
attempt to regulate the negative feelings that are associated with the ineffective coping
mechanisms of rumination, self-blame ahd helplessness.v Yet, within the available research,
the conclusions are inconclusive and limifed in terms of the range of coping strategies that
were investi _geted.

Haines and Williams (1997) examined an Australian prison population, identifying
that self—inj uring priseners used fewer cognitive fesources, more problem avoidance and
- were generally less adaptive at coping than non-self-injuring prisoners and male college
comparison groups. Also, Haines and Williams (1997) found that both self—inj;lring prisoners
and non-self-injuring prisoners reported exhibiting fewer social resources, social support and
- more social withdrawal than the college comparison group. The self-injury group was ' -
comprised entirely of prison inmates and their coping styles mey not be represeetative of
non—incarcerated .self-inj uring individuals. The prison factor alone likely influenced the types
of stressful situations and th_e behaviours that are linked to that context. Aiso, it is likely thaf
self-injuring prisoners and self-injuring males in the community differ in eoping styles due to
numerous factors such as socio-economic status associated with lifestyle choiceS.-A’lthough

this study proposes that self-injurers did not report substantial deficits in coping abilities, or a



limited repertoire of coping behavioufs, the population used in this study restricts its
| generalizability to the broader self-injuring population. .
~* In a study investigating coping stfategies in college students who had engaged in-

‘recent NSSI behavioufs, in the past or never, Brown and Williams (2007) found few = .
differences between the three groups. Of the 15 coping strategies that were assessed, only
two significant differences were found. Students who had recent and past historiés of self- -
injury reported using behavioural disengagement strategies more often than students who had
never self—injuréd. Interestingly, past self-injurers reported significantly more substance use
than other groups. It is possible that this substance use may have been employéd asa
rei)lacement strategy for self-injury. Alternately, it is also possible that the results of this
study Wére skewed due to the self-injury groupb includingpanicipants who engaged in sélf—
harm only once as well as frequent self-injurers. If this group was limited to individuals who |
engaged in self—inj ury more than once, it is possible that the results could be very different.

"~ Ina sir;;ilar study that examined coping strategies in a college sample, Andover,

- Pepper and Gibb (2007) found that self-injurers reported using avoidance strategies .
significantly more often and using social support significantly less often than s\tudents who

" had never engaged in self-injury. This study also found evidence of gender différences in
‘ ﬁoping within the self-injuring group. Female self-injurers reported significantly less problem

solving and support seeking than non-self-injuring females,; while male self-injurers did not

differ in these areas compared to the male comparison group. While thefe appears to Be some

consenSus on differences in avoidant and social é'oping for self-injurers, it is apparent that

more research is neceséary to further investigate a Broader spectrum coping behaviours as

well as population (prison, nonclinical and clinical) and gender differences within the general

self-injuring population.



The majority of the aforementioned studies did not include drug, alcohol or nicotine
use as possible coping strategies. However, a study lby.’l;uivsku et al. (2009) found that
adolescents who engaged in deliberate self-harm reported using significantly more alcohol - - |
- than a non-suicidal depressed comparison group. Anothe;r’ study by Goldstein, Flett, Wekerle

and Wall (2009) found that illicit drug use was significantly correlated with deliberate self-
harm .in a university sample. As well, a study by Riala, Hakko and Rasanan (2009) found that
smoking was significantly higher among self-harmers (71.3%) than the general adolescent
population (approximately 20%). This study on Smoking was only investigating adolescent
practices. It is possible that smoking may even exist in higher.incidence rates in older
populations when cigaretteé are more readily available. Once again, these results may not be
‘representative of the same population as one study includevd drinking “past the points of

| known tolerance” and “preventing wound from healing” (Goldstein, Flett,‘ Wekerle, & Wall,
2009), another study inciuded suicidal behaviour in their definition (Tuisku et al., 2009), and
another omitted the above behéviours from their definition entirely (Riala, Hakko &

- Rasanan, 2009). As well a compreheﬁsive study evaluating th¢ use éf drugs, -'alcohol, nicotine
and other possible copin.g strategies hés yet to be conducted co.mparing‘NS-SI ;md non-self-
injuring populations. |

" Relationship to Gender. Gratz, Conrad and Roemer (2002) identified gender -
differences in differentiating potential risk factors contributing to self-injurious behaviour.
Gratz, Conrad énd Roemer (2002) reported that sex_ué.l abuse and insecure parental =

attachment wefe significantly associated with NSSI in women. An interaction betvx;een

- insecure parental attachment and parentalvevmotional,neglect was also found to be pvositively
associated with self-injury in women. In men, physiéal separation from a caregiver, brimarily

a father, was a highly significant predictor of NSSI. In contrast to results from Gratz and
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Chapman (2007), this study did not find physical abuse to be a significant predictor for men
or women. In addition, Gratz, Conrad and Roemer (2002) also found that men from a single
parent (primarily single mother) home were more likely to engage in self-injury compared to
men from intact families. Interestingly, there was no relationship found between single parent
upbringing and self-injurious behaviéur in women (Gratz, Conrad & Roemer, 2002). The
authors suggest that attachment differences between males and femﬁles may contﬁbute to
'differing coping styles. =

| Gratz (2006) also conducted a study on risk factors associated With NSSI for female
undergraduate students.-Again? signiﬁcant correlations were found between sexual abuse and
frequent self-harm. In addition, Gratz (2006) found that the interaction of childhood
maltreatment and low positive affect inténsity/reactivity was a significant predictor of NSSI.
A three-way interaction between childhood maltreatment,‘ erhotional inexpréssivity and high
| levels of affect infeﬁsity/reactivity was also found to correlate with NSSI'behaviour in . |
women. Gratz (2006) proposeé that childhood méltreat_mént likely perpetuates high affect
’ intensity/reaétivity. Witﬁ this combination of risk factdrs interacﬁné with emotional |
inexpressivity, it is likely that emotions become too ovemhehﬁing to the pdini that self-
injury functions as a form 6f emotional release (Gratz, 2006). Gratz (2006) also found that
Ies,bian_and bisexual women in this study were .more likely to engage in self-harm than

heterosexual women (5% vs 17%). It is possible that the overwhelming homophobic stress

7’

that many women of these sexual orientations face contribute to the development of self-
injurious coping behaviour.

Relatiqnship Between NSS"I and Eating Disorders.

Evidence for the prevalence of comorbidity of NSSI and eating disorders is supportive .

throughout the research. Favaro and Santonastaso (1996) found that 24% of purge-type
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anorexic and 30% of purge-type bulimic outpatients reported self-injurious behaviour.
~ Research by Claes, Vandereycken and Vertommen (2001) found that 44% of female
inpatients with an eating disorder reéorted at least once iﬁcident of self-injury. Individuals
suffering ‘from purge-fype anorexia (51.8%) and bulimia (43.6%) reported self-injury more |
| oﬁen than individuals suffering from restrictive-type anorexia (34.3%) in this study. In
addition, Claes Vandereycken and Vertommen (2001) found that purge—type_anorexic |
inpatients reported significantly moré self-cutting than restrictive-anorexic inpatients. From
the research, it appears that there is a connection between NSSI and eating disorders, |
particularly of the purging type. =
| 3 In comparison to self—injﬁry stu’c{iies,‘ more fesearqh is focused on cbping and Eating
Disorders. Notewdrthy studies have found that coping styles of eating disordered individuals
~ are sifm'lar to coping styles found in self-injury studies. 'Eﬁ(tensive literafure has focused on
risk factors associated with eaiting patholb gy. Risk factors such as thé perceived pressure to
be 'thin, body dissatisfaction, dieting, negative affect and substance use have been
- documented (Stice, Ng & Shaw, 2010). However, other predictors of eating disorders appear
to be more ciosely telated to the predictors of self-injury. Beradis et al. (2009)\ found that
female undergraduate alexithymics, individuals who have difficulty experiencing and
expressing emotion, were at greater risk for developing an eating disorder. This finding ,
mirrors the research that has reported the influence of emotional iﬁexpressivity (Gratz, 2006)
and affects intensity/reactivity (Gratz & Chapman, 2007) bn self-injurious behaviour. -
~ Emotion dysregulation has beén reported as a common ﬁsk factér to both NSSI (Gratz &
Chapman, 2007) and eating disordgrs as well. Buckholdt, Para and Jobe-Sheilds (2010)
found that difficulties regulating émotion and parental expression of sadness were related to

binge eating and lack of control of eating behaviours in their undergradu'ate sample.
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Eating Disorders Associated with Trauma and Prior Abuse. Similar to NSSL it -
- appears that family factors can influence problémétic eating behaviours as well. Kluck :
(2010) found that Weiéht focused families as well as parental criticism, feasing, and - -
encouragement to control one’s wéight were significantly associated with disordered eating
for college women; Also, much like NSSI, trauma and sexual abuse.have been associated
‘with the development of eating disorders. In a study by C/arter, Bewell, Blackmore and
Woodside (2006), 48% of eating disordered women in their clinical sample reported a history
' of childhood sexual abuse, In additiori, patients with a history of sexual abuse indiéated
signiﬁcaﬁtly higher severity of eating-reiated patholo gical symptoms (Cater, Bewell,
Blackmore, & Woodside, 2006). A Colombian study by Rodriguez, Perez and Garcia (2005)
found similar results. Forty-five percent of patients with an eating disorder reporting a history
of sexual abuse, violent trauma or both in their study. Similar to résults found by Carter
Bewell, Blackmore and Woodside (2006), Rodriguez, Perez and Garcia (2005) found that
‘patients who had been sexually abused had more adverse outcomes and greater therapy
dropout and relapse rates than patients withouf a sexual abuse history. In additi\on, astudy by
Kong and Bemstein (2009) found significant correlations between aspécts of eating
pathologyvand emotiénal'abuse, physicai abuse, sexual abuse, emotional neglect and physical
neglect. From the available literature, it appears cleér that NSSI and eating disorders are -
influenced by.very similar risk factors — which may éccount for the high comorbidity of the
two pathologies.
Other Coping Styles and Strategies A.ssocz'atéd .wz'th Eating Disorders. It has been -
suggested that pathological eating behaviours may serve similar functions; as_‘self—injufy as

strategies for coping and stress release for individuals suffering from eating disorders (Bloks,
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Furth, Callewaert & Hoek, 2004). Bloks, Furth, .Cellewaert and Hoek (2004) found that in a
. study involving Dutch women with severe Anorexia Nervosa (AN) andBulimia Nervosa: -
- (BN) the use of more avOidanteOping strategies and less cognitive problem solving than
healthy women. Reseairchers of this study also compared recovered, partially recov.ered. and
full syndrome eating disordered adolescent girls after 2.5 years of treétment. They found that
recovered and partially recovered girls exhibited significantly improved scores on passive
reacting, avoiding, active tackling and seeking social support comi)ared to initial testing
scores (Bloks, Furth, Callewaert, & Hoek;<2004). Girls in this study who still exhibited the
full syndrome after 2.5 years also had significantly improved active tackling scores compared
to initial testing. However, recovered and partially recovered patients showed more active
tacklirig than tiie full syndrome group. In this study, recovered girls scored the closest to
‘normal’ girls in terms of copiirg compared to partially recovered and full syndronie patients.
- The results suggest that improving coping strategies may be an important aspect of =
fherapeutic interv‘entiOn for eating disordered individuals. However, this study did not
E articuiafe if differences were found in coping styles between AN, BN and EDNOS (eating
disorder not otherwise specified) as individuals with these disorders were gioiiped together.
| It is possible that individua}sl with AN, BN and _EDNOSused different coping strategies in -
this study, while treatment remained identical for individuals with eaich disorder. It is
possible that inappropriate focus on coping strategies may have affected treatment outcomes
in this study.

- Lobera et al. (2009) noted in their study.thét differences in coping styles were found |
between AN and BN oiitpatients. In this study, AN ioutpatie_nts scored significantly higher on
| ‘self-criticisrn compared to BN outpatients. In addition, BN outpatients scored significantly

higher on impulsivity and significantly less on cognitive restructuring than AN outpatients.
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Lobera et al. (2009) also found that eating disordered outpatients exhibited a geherally
~ deficient use of coping strategies in comparison to énon-clinical population. The ED group
reported more self-criticism, social withdrawal and inadequate control than non-clinical and
-‘other mental disorder; groups. In addition, the non-clinical student group showed the highest
scores on adaptive strafegies like problem solving, social support and cognitive restructuring
coym’pvaréd to the two clinical groups (Lobera et al., 2009). The diffefences in this study
suggest that individuals dealirig with these disorders have different coping styles. Thus,
treatmgnt should reflect and address these differences. It also suggests that further fesearch
should approach these disorders separately to appreciate a mbre representative view of
coping strategies in eating disordered individuals. |
% In a study that investigated coping strategies with Bulimic individuals, it was found

 that BN was not only associated With‘zﬁaladaptive coping.strategies, but alsb with a limited
repertoire of overall coping behaviouré (Binford, Crosby, Mussell, & Crow, 2005). These
researchers reported that individuals with BN reported less social support-seeking ahd more
“ passive-avoidance, cognitive rumination and rﬁaIadaptive emotibn-'focused'coping in
response to stressful situations compa.fed fo a control group. Bulimic participa\hts in thié
study Weré evaluated,befofe and aﬁerv treatment usihg The Coping Scale for Bulimia Nervosa
(CS-BN). Binford, Crosby, Mussell and Crow (2005) found‘that aﬁer' therapy, Bulimic
participants showed significant improvement in adaptive coping implementationh.However,
this imprpvemenf was not significantly associated with improvement in symptom severity at
a 6'—month‘foﬁow up. It is interesting to note that a relapse of poor coping at the 1-month.
follow up predicted poor outcomes at the 6-month follow up (Binford, Crosby, Mussell, &

Crow, 2005). These results suggest that some correlation appears to exist between poor
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coping skills and symptom severity for individuals with BN and that coping strategies may
be an important focal topic for therapy.

Similar to individuals exhibiting NSSI behaviour, substance use has also been
associated with women with eating disorders (ED). Holdemess et al. (1994) assert that L
approximately 50% of individuals with an eating disorder é.re also dependent on alcohbl or
illicit drugs compared to 9% of the general populétion. In a study by Baker, Mitchel, Neale -
and Kendler (2010), ED diagnosis was significantly related to substance use disorders. They
found that women with BN were more likely to be regular smokers, have a clinical drinking
problem and have an illicit drug disorder compared to women without a BN diagnosis.
Researchers of this study also found that women with AN were more likely to have a clinical
drihking problém and be regular smokers compared to women Witﬁout a AN diagnosis |
(Baker, Mitchel, Neale & Kendler, 2010). |

In é large séale study.in Sweden uéing 13 297 female participants, substaﬁce use was
significantly mor‘c prevalent in all eating disorder groups (including AN, BN, an ANBN
) combination and Binge eating disorder or BED) than in participants without an eating
disorder (Root et al.; 2010) Femaleé in this s’tudy diagnosed with AN, B_N," Vanc; ANBN were’
at increased risk of alcohol dependence/abuse corhp_ared to the referent group. However,
fémales with BN (22%) and ANBN (22%) were si'gniﬁcéntly more likely to abuse alcohol
than females with AN (12%), (Root et al.,"2010). Also, females in eating disorder groups in
this study were significantly more likely to use diet p_iils (AN: 21%, BN: 37%, ANBN; 59%, |
 BED: 14%) coniparéd_ to the feferent group (9%). Females in eating disorder groups were
also significantly. moré likely to use several illicit drugs, including cannabis, opioids,

sedatives and stimulants, compvared to the referent group (Root et al.,‘ 2010). oo
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Interestingly, this study found no difference between ED groups and the referent
group with regard to smoking (Root et al., 2010).-A Canadian study by Piran and Robinson
(2006) however revealed conflicting results indicating that binging and dieting was
associated with tob’acco use, but not with alcohol use. Another Canadian study involving 20
21 1 women between ages 15 -24 revealed that women who were at risk of eating }disorders»
reported si gniﬁcantly.more cannabis use, illicit drug use and dependence on and interference
of illicit drugs compared to women who were not at risk of ED (Piran & Gadalla, 2006).

It appears from the available research that indi\(iduals that engage in NSSI and
- problematic eating behaviors may have similar coping and behaviour styles. However,
because there is minimal research devoted to comparing the coping styles of individuals with
these issues on similar measures, snch a conclusion cannot be made with a high degree of
certainty. |
Comparing NSSI and Eating Problems (EP) in the current study ~
While research has been conducted in the area ‘of coping in Eating Disorders and Non-

- suicidal Self-injury, the scope of the available material lacks cohesion. ‘The methods of .
assessment differ greatly across studies and the types of coping strategies investigated are -
limited in most of the research. While it appears that avoidance, impulsivity and substance ‘
use are common coping trends for both types of pathology, it is difficult to compare coping
- strategies of individuals challenged with Eating Disorders and NSSI within the available ‘
research in the area The research pertaining to Eating Disorders uses prirnarily c’linical'
populatlons of adolescent or college educated female participants while the research
pertainmg to NSSI uses a myriad of male, female, cllmcal non—chmcal and pnson ‘}

v populatlons One study in particular found gender dlfferences in coping for 1nd1v1duals who

engage in NSSI (Andover Pepper & Glbb 2007) Thus, it is possible that gender differences
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in coping also exist between males and females with eating disorders. However, with.the
.current research, this is unknown as these studies focus mainly on females. Clearly,’ more
research is needed in this area. .

There are virtualiy no studies comparing the céping strategies of populations who .’
engagc‘in NSSI and eating problem comorbidity (NSSI +EP), NSSI alone, and eating
problems (EP) alone while investigating differenées in employmenf of coping strategies
between these four groups. It is important to note that fhe current study investigated éating :
problems gnd not eating disorders. Due to the manner in which the groups‘ were selected, the
 use of the term ‘Eating Problems’ was deliberate so as not to in‘appropri’ately infer psychiatric

diagnosis. The primary goal of the current study is to examine, compare the endorsement,
and gather a more.comprehensive understanding of particular types of coping strafegies
among the four groups. It was hypothesized thatthe,NSSI + EP group woﬁ_ld engage in more
“maladaptive copihg s.'trate‘giyes than other groups. This is based on previous réseérch that
proposes that adélescents who engagéd in NSSI and eating problems reported signiﬁcaﬁtly -
’ rﬁofe impulsiﬁty aﬁd feelings of ineffectiveness and distrust than thése who engages in NSSI
alone (Ross, Heath, & Toste, 2009).'Based oﬁ the assumption that people vs}ho\ engage in
NSSI and eating problems have significantly more negative feelings "and higher implulsivity,‘
this group was expected to report more maladaptive coping strategies than other groups.
Mothod
};articibants ) B

Peirtiéipéﬁf déta fo£ thé cuﬁent éﬁélysié was 6bt;1ine;1 from existing déta ‘Fliat Were

céllected for prev‘iousv studieé by Dr. OlgaHeat5h of Mémoﬁai U;livvér‘si’ty.in cbllﬂa:t;’o‘réﬁo'r:l

with Dr. Nancy Heath of McGill University.
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For the current study, ninety-two female participants wére selected from the full
sample of 1685 participants‘. This study included only female participants becaﬁse the full
sample did not contain enough male participants to make a statistically sound gender
comparison. These‘pa:‘[’ticipants were selected on the basis of their endorsement or absence 6f
particxﬂar responses indicating NSSI, eating problems (EP), aqcombination of NSSIand
eating problems, or no reported NSSI or EP issues. The latter groubing was used for
comparative purposes. This selection process yielded four distinct groups: NSSI‘oﬁly group,
EP only group, NS SI+ EP group and a cbmpari'son‘ group. The nomenclature used for the
“Eating Probiem’ groups deliberately avoided the term “Disorder” as the method of group
classification to esche§v inappropriate diagnosticl inference..

- Group classification was based on the responses to the iterﬁs “Physically huﬁ myself

“on purpose” and “Try 'to control my weight” on the HIDS questionnaire.: Pallrticipant.s |
classifiéd in the NSSI only group answered O» on the weight control question and 1, 2, or3 oh '
.the éelf—hafm question, those in the ED oﬁly groﬁp answered 0 on the self-harm qﬁestion and

~ 3 on the weight control question, those CIassiﬁed in the NSSI + EP combination group

»an'swer‘ed 1,2, or 3’ on the self-harm question and 3 on the weight control qucsEion ad
participants in the comparison group answered 0 on both qﬁestidns. Participants were
matched based on age as clqsely as possible resulting in 23 pafticipants assigned to each

| group. The participants ranged in age from 17 yearls to 22 years (M=18.15) and were students
at Memorial University of Newfoundland. 84.8% of the participa.nts identified as

| heterbsexual, 3.3% 'identiﬁed‘as gay/lesbian, 5.4% identified as bi-sexual, 3.3% were RS
questioning their seﬁcual orientation and 3.3% did not provide information regarding their

sexual orientation. Canada was the country of birth for 95.7% of participants with 2.2%
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 indicating an origin that was non-Canadian and 2.2% did not provide informatién regarding
their birth country. - |
Measures

- How I Deal M'tk Stress Questionnaire. The How I Deal Wifh Stress (HIDS)
questionnaire, designed by He'ath.and Ross (2002), .was used in the study. The titl¢ of the
HIDS was purposefiilly worded to increase initial comfort with a sﬁrvey designed to assess
the subject of non-suicidal self—injury.?This questionnaire Wa’s desi gﬁed to assess the
indication, prevalence, and factors associated with non-suicidal seif-injury. ‘The HIDS
questionnaire was chosen over other standardized assessmenté for ethical reasons. As the
population studied was a community sample, the HIDS was chc;sen beéause it assessed NSSI
Withbut drawing specific attention to this sénsitive'topic. Measures specifying intent to assess
Nonlsuicidal self-injury Couid deter people from participants énd possibly arouse negative ‘
emotional respoﬁs’es. Items pertaining to Self—injury were embedded in the HIDS to function
‘as a screening measure from which participants could be allocated into groups. It contains an
‘ inventory of 30 coping strafegies, such as jexe:rcising, using drugs, and watching television, in
which participants indicate on a 4-point ‘scale (O=never, 1=once, 2=a few time\s; or
3=frequently) how often they en gaged in these paifticular strategies. If the participant has
‘checked ‘once’, ‘few times’ or frequently’ to any of the strategies in bold print on the
questionnaire, then the participant is asked to answer .the coordinating open-ended questions
aftef completing the iﬁventory. The coordinating questions are designed to specify the
éspects of the particular coping mechanism. For paﬂicipanté'who report engaging in self-
- injury, the questions reflect the prevélence of the behaviour, types of behaviour ‘(i.e. cutting,
burning scrafching etél.), suicidal intent and'feelings'associated with self~iﬁjﬁﬁous b'eha?iour. ’

Preliminary psychometric information on the HIDS questionnaire shows a high test-retest
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reliability of =.88 over a four-week period with a sample of 102 first yeaf university - -
students iil a iarge mid-western university (Holly, S. (2011) Validity measures are not yet‘ '
available for the HIDS questionnaire. . |
Procedure
“Dr. Nancy Heath and Dr. nga Heath, contribliting researchers to the area of NSSI

and'problema;tic eating behaviour, provided 92 completed HIDS questionnaires from their
previous‘ studies for the current investigatien that adhere to the aforementioned four groups.. .
From this secondary data, a pfimary analysis selective in nature compared these groups in
terms of their reported use of paiticular coping strategies. |

- The variables selected for this primary analysis were .chosen based on evidence from !
prei/ious research. Avoidant coping stretegies (Haines & Williams, 1997; Pepper & Gibb, . -
2007; Binford, Crosby,' Mussell, & Crow, 2005), \and~impiilsivity (Mann et al., 1999;
Dougherty_ et al., 2009; Lobera et al., 2009), have been associated witli both NSSI and EP,
while substance use (Brown & Williams, 2007; Tuisku et al., 2009; Goldstein, Flett, Wekeﬂe
- & Wall, 2009; Riala, Hakko & Rasanan, 2009) has been associated with NSSI behaviour in
previous studies. Based on this previous research, the coping strategy ‘Deirig iisky things’ in.
the realm of serisation seeking and disregard of possible negative cenSequences is considered
to be an aspect of impulsivity (Whiteside & Lyndam, 2001; Franken e al., 2008). The coping
‘ Strategies “Try not to thjnk about it” (Nemeth et al., 2009; Garcia-Grau et al., 2001), ‘Say to . -
myself it doesn’t matter’ (Ga.ieia-Grau et al., 2001) and .‘De something to keep busy’.’
(Garcia-Grau et al., 2001) and ‘Sleep’ (Garcia-Grau et al., 2001) were considered to be
- indicative of avoidant coplng “Do drugs (Goldstem ‘Flett, Wekerle & Wall, 2009 Root et

al,, 2010; Piran & Gadalla, 2006), ‘Drink alcohol’ (Tuisku et al., 2009; Root et al., 2010) and
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‘Smoke’ (Riala, Hakko & Rasanan, 2009; Piran & Robinson, 2006) were considered to be
 indicative of substance use.

Hence‘ “Try not to think about it’ (avoidant), ‘Say to myself it doeSn’t matter’
(avoidant),"Do' Sometﬁing to keep busy’ (avoidant), ‘Sleep’ (avoidant), ‘Doing drugs’
(substance use), ‘Drinking alCohol? (substanée use) and ‘Smoking’ (substance use) were the
chosen variables for the primary analysis. A multivariate analysis of variance (MANOVA)
was used to compare the endorsemént of coping strategies among the four‘ groups. The use of
- aMANOVA allows for a simultaneous comparison of the endorsement levels of multiple
coping strategies across the four different participént groups. In addition, MANOVA is time ‘
efficient and guards ag‘éinst type 1 error. Following significant MAN OVA results, |
subsequent univariate anélyses and independent samples t-tests were used to further cdmpare
the independent variables (eating problems, NSSI, and a combination of the two, aﬁd z_ibs}ence
of NSSI ;mdv e’atiﬁg problems) on the basis of individual coping strategies.

’Miﬁimal research has focused on the endorsement of adaptive and neutral coping

 strategies. Hence, a secondary analysis explored possible felatidnships among a number of

~ variables on the HIDS questionnaire. Multivariate analysés of variance (MANOVAS) were

| uséd to compare the endorsement ovf coping strategies among the four groups for the |
secondary analysis as well. The copihg strategies were grouped as either being maladaptive,

| adaptive or neutral based on heuristic knowledge of copiqg. Three separate MAN OVAs wére
conducted for eaéh category. Subseqﬁent univariate analyses aﬁd independent samples t-tests
were used to ﬁirthér compare the independent variables (eating problems, NSSI, and a

- combination of the two, and absence‘ of NSSI and eating problems) on the basis of individual

coping strategies.
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Results

The purpose of the primary analysis was to investigate specific variables on the HIDS
questionrtaire that are reflective of impulsivity, avoidant behaviour and substance use, which
have been associated uvith NSSI and EP in previous :retstéurch. The selected varizibleé in the
current study were ‘Domg nsky things’, Wthh is 1nd1cat1ve of 1mpu151ve coping; ‘Try not to
thmk about 1t’ ‘Sleep’ ‘Say to myself it doesn’t matter’, and ‘Do something to keep busy,
| Wthh is indicative of avoidant coping; and ‘Doing di'ugs’ ‘Drinking alcohol’ and ‘Smoking’
which are substance orionted coping strategies on the HIDS questionnaire. By selecting
these seven variables, the primary analysis examined whether associations from previous
research would belreplicated in the current study.

| Przmary analyszs

A MANOVA revealed a significant interaction between the selected cop1ng strategles
or Varlables (Say to myself it doesn’t matter, Try not to think about it, Do something to keep
busy, Do risky things, Drink alcohol, Do drugs, Smoke and Sleép) and 'the four grouping

- variables (Roy’s Largest Root= 0.245, F(3, 89) =3.28, p<0.05).
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Table 1.

" Means and Standard Deviations of Items from the Primary Analysis -

NSSI  NSSI+EP EP Comparison
n=23 n=22 = n=22 n=23

Ttems | | M SD M SD M SD M SD

Say to Myself it Doesn’t Matter ~ 1.68 125 1.09 1.07 1.39 116 113 .97

Do SomethingtoKeep_Busy 214 71 236 ;90 230 .77 2.00 .85

Try Not to Think About It 227 83 191 115 213 83 152 99
Sleep . 209 81 181 114 187 101 16l 94
Do Risky Things 87 %2 118 1.05 .65 98 35 .78
Drink Alcohol o 114 121 118 122 165 94 61 99
DoDrugs 36 73 73 103 13 46 13 .63
\smo‘kev- o n 125 e 09 29 13 .63
*0=never -

1=once

2=a few times -
3= frequently

A series of one—wéy a.nalys’es’of variance explloféd‘tﬂ;“réi\élltiof-l.ships Between the
'sele::c;e('i faétdrs and thé groﬁping variablés. These resﬁiféfé%/éaled a pattéfn of differences
that identified ‘Do risky things’, ‘Drink alcohol’, ‘Do drugs’, and ‘Smoke’ as being endorsed
by some groups signiﬁcantly more than others.

A Ohe-Way ANOVA indicated a si gniﬁcant main effect for “do risky things”,

F(3,90)=3.18, p<0.05.
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Table 2.

- ANOVA Summary of Effect of Do Risky Things (Impulsive)

- Source - . SS af S MS F
Risky Things = = 8.37 3 279 318
Error 3 76.32 87 . .88

Total 8468 90

Independent Sémples t-tests identified that the NSSI only group (M=.87, SD=.92)
reported impulsivity in the form of doing risky things significantly more often than the |
comparison group (M=.35, SD=.78), F(1,45)=1.91, p<.0:5."T-tests.revealed that the NSSI +
EP group (M=1.18, SD=1.05) also repbrted doing risky thiﬁgs signiﬁcantlymore often than
tﬁe comparison group (M¥.35, SD=.78) No other groups differed signiﬁcanﬂy for doing
risky things. ... . . | |

| : T he primary analysis yielded no signiﬁcant differences »am‘ong groups for the
avoidant variables of ‘Say to myselfit doesh’t matter’, ‘Try not :CO think about ;t’, Do
something to keep busy’ and “Sleep’. |
| All of the variables involving substance use y.ieided significant results. A One-way

ANOVA revealed a main effect for ‘Drink alcohol’, F(3,91)=3.50, p<0.05.
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Table 3. .

 ANOVA Summary of Effect of Drink Alcohol (Substance Use)

Source - 8§ daf MS N
Alcohol 12555 3. 419 350
Error 10513 88 120

Total 117.69 91

| Independent samples t-tésts indicated that the EP only group (M=1.65, SD=.94)
répOrtéd ‘Drink alcohol’ significantly more than the comparison groﬁp M=l61, SD=.99),
| F(l‘,45)’=.0‘21, p<;05 .’No bthef .gr.oﬂups‘ differed si gﬁjﬁcantly fér drlnkmg ﬁléohdi. |
An ANOVA also identified a main éffect er drug usage (3,91)ﬁ 3.05, p<0.05.
Tablei 4. | | |

ANOVA Summary of Effect of Doing Drugs (Substance Use)

Source . SS o df T MS F
Drugs 491 3 164 .. 305
Total =~ - 5222 91

~ Independent samples t-tests examined differences between the grouping variables for
the Coping strategy ‘Doing drugs’. The NSSI +EP gr_ou’p, (M=.70, SD=1.02) repo;ted_ using

drugs‘ as a coping strategy significantly more than the comparison group (M=.13, SﬁD=.63),
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F(l_,45)=l9.71',‘p<0.05, and the EP only group (M=.13, SD=.46), F(1,45)=31.31, p<0.05.
| Interestingly, the comparison group (M=.13, SD=.63) and the EP only (M=.13, SD=.46)
: group had identical means for the endorsement of drugs, F(1,45)=.006, p=1.000. There were
no other significant differences befween grouping vaﬁables for ‘Doing drugs’. »
“Another univariate analysis investigeting substance use identiﬁed a significant main
effeet‘for smoking, F(3,91)=2.98, p<0.05. |
Table 5..

ANOVA Summary of Effect of Smoking (Substance Use) .

~ Source oSS - df ‘MS. o Fo
Smoking 530 3 177 298
Eror .. 5217 88 .59
Total . = 5748 91

| Independent samples t-tests investigated differences between the grouping variables
for smoking. The NSSI only group (M=0.70, SD=1.11) reported that they smoked asa
coping strategy significantly more than the comparison group (M= 0.13, SD=0.63),
F(3,45)=14.49, p<0.05. The NSSI only group (M=0.70, SD=1.11) also reported smoking
 significantly more than the EP only group (M=0.09, SD=0.29), F(1,45)=30.89), p<0.05. No
~other t-tesfs garnered significant differences between grouping Van'ableS with,‘regard to
smoking. | |

Tne results from the primary analysis indicated thar the NSST only group in the

* current study also reports engaging in more risky behaviour than the comparison group. -
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Individuals in the NSSI only group also report engaging in smoking signiﬁcantly more than
' the comparison group and the EP only group. The EP only group reported drinking
: signiﬁcantly.m‘o_re alcohol than those in the comparison group. The NSSI+EP group .
reported doing drugs signiﬁcahtly more often than the édmparisoh group and the ‘EP/‘:group.
“These results indicate that as showﬁ iﬁ preﬁoﬁs reséérch,z éubstance use and imi)ulsivity- are |
behav1ours that are Highly relevant fdr kthbese popul'étyt‘i;).ns.\ | |
Secandaiy Exploratory Analiysisl

There is minimal research fbcuséd on adaptive, neutral énd other forms of
malada_ptivé coping strategies in the available literature. Hence, a secondary analysis that was
exploratory in nature was conducted to investigatqthve broad spégtrum on coping strategies
that are indicated on the HIDS questionnaire. The .s)econdar.y aﬁalysis was cqmprised of three
éeparafe MANOVAS assessing the intéractibns be@een the groﬁ?ipg vaﬁaﬁlés.and éther |
fnéléciaptive, adaptive and neutral cobiné stratégies. Subsecjﬁenf ﬁnivaﬁate ariélyé,es aﬁd
1ndependent éainples t-tests were used. to investigzité speciﬁc differences between grdﬁps.

‘Means and standard deviations of the secondary analysis are found in Table 6.
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' Means and Standard Deviations of Items from the Secondary Analysis
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- 2=afewtimes -
3= ﬁequently

'NSSI ~ NSSI+EP * EP  Comparison

n=23 n=22 n=22 n=23
Items . M SD M SD M SD M SD
Play Sports 109 65 200 97 205 102 105 128
 Listen to Music 236 1.00 248 .81 200 114 170 122
Talk to Someone 232 .65 200 .89 205 1.02 2.00 .92
Pray 50 .80 .38 74 57 93 25 72
Try to Solve the Problem ~ * 2,09 .81 252 .51 229 .90 ‘220 .89
Exercise 127 1.08 190 .83 229 96 140 114
Go Out 200 .76 2.17 .83 227 .83 1.86 .89
Go Shopping 81 93 165 .94 191 97 145 .96
.‘Cry‘_ 233 .58 248 85 195 99 191 .92
Get into anArg“me“tW‘th © 118 110 143 99 123 97 105 84
Someone - RS SLTARTT T
Hit Someone 090 29 26 .62 .090 29 .050 21
Eat 186 .89 161 127 173 .83 173 1.08
 *Q=never

1 =once

Adaptzve Copmg Strategzes One MAN OVA exammed assoc1at10ns between

Adaptlve coping strategles (‘Exercise’, ‘Playmg sports, ‘Listening to music’, ‘Talking to
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someone’, ‘Praying’ and “Trying to solve the problem’) and the grouping variables (NSSI
. only, EP only, NSSI + EP and comparison). "
« .+ These results showed a significant interaction between adaptive passive strategies and
the grouping variables V(Roy’s Largest Root=0.243, F(3,83)=3.12 ;p<0..05).

A sobsequent One-Way ANOVA indicated a significant main effect for exercise,
F(3,90)=4.33, p<0.05.
Table 7.

ANO VA‘SumAmary of Effect of Exercise (Adaptive)

Source - S8s df ‘ MS - F
Exercise -~ . 1311 '3 "~ 437 ;1.33
Error - - - 87.88 | ' 87 1.01

Total 10099 . 90 |

- ‘.Irrdependent samples t-tests were eondﬁcred toi)rlvestigare differerrces between groops
as reﬂeeted in the exercise variable. The EP orrly group (M=226, ‘1S]5'=.915) reported
endorsing eXercise significantly more fhan the cornparison group (M=1.26, SI§=1 123),
F(1,45)=2.10, p<0.05; The EP only group (M=2.26, SD=.915) reported exercising
significantly more than the NSSI only group (M=1.26, SD=1.054), F(1,45)=851, p<0.05.
~ These results indicate that exercise as the EP only grOuo endorsed ‘Exercise’ as a coping R
straregy significantly more than the‘Comparison}and NSSI only groups. .
o : There ’were no significant differences between grouping variables in terms of .fPlaying
sports, ‘Listening ‘to music’,“‘TaIking to someone’, ‘Praying’ or ‘Trying to solve the- SRR

problem’.
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Maladaptive Coj)ing S;‘rategies. Of the maladaptive coping strategies on the HIDS
 questionnaire, most were selected in the.primar}‘/ analysis. Those that were not included in the -
- primary analysis were investigated in the secondary analysis. A MAN OVA was used to
investigate ;SOSsible interéqtions between the variables ‘Get into an argument’, ‘Hit someone’
‘and ‘Eat’, and the grouping variables. No significant différendes.were found. | |
R "~Neufral Coping Strategies. The third MANOVA of the secondary aﬁalysis shqwed a
significant interaction between Neutral coping strafegie_s (‘Going out’, ‘Go shopping’ and
‘Cry’) and the four grouping variables (Roy’s Lérgest Root=.199, F(3,88)=5.64, p<.005). :
'An AN OVA showed a significant relationship between the grouping variable for
shopping, F(3,91)=4. 14,p<0.05/. No.othér neutral coping strategies differed significantly
‘between' groups. |
Table8.

ANOVA Summary of Effect of Shopping (Neutral)

Source . .8 - i MS  F
Shopping B 11.58 - 3 386 -4.14" :
Bror | sLil 8 93 \
Total 9268 91

Independent éamples t-tests indicated that the ED only gfoupﬂ M=1 .'87, SD=.968) reported

endofsing shopping significantly more often than the NSSI only group (M=.91, SD=.996),‘"T

F(1,45)=.008, p<0.05. T-tests also found that the NSSI + ED group ‘(M=1.65, SD=.935)
reported going Shopping as a form of coping sigxiiﬁéahtly more than the NSSI only group

| (M=.71, SD=.996), F(1,45)=.020, p<0.05. No other significant differences were found

 between groups for shopping.
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~Discussion : .
The pLirpose of the current study was to investigate how femaleswho engage in NSSI
- only, NSSI + EP, EP only and those that do not report self-injury or eating issues use '
different coping "strategies. The results reveal that the NSSI—onIy group reported beihg
involved in signiﬁcaﬁtly more ‘Risky things’ than the comparison group, and more
‘Smoking’ than both the comparison group and the EP only group. The NSSI + EP
combination group reported being involved in doing significantly more ‘Risky thmgs’ than
| the comparison group, and significantly more “Drugs’ than both the comparison group and
the EP only group. The NSSI + EP group also reported shopping significantly more than the
NSSI enly group. The EP enly group reported ‘Drinking Alcohol’ signi_ﬁcanf;ly more than the'
| comparison group; “Exercising’ more than the comparison group and the NSSI—only group;
and ‘Shopping’ more than the NSSI-only group. The ori ginal hypothesis that the NSSI + EP |
group Would engage in the most maladaptive coping strategies compared to other groups was
l:ldt fully suppe’rted. However, fhe NSSI + EP group did report engaging in, argﬁably, the
- most maladaptlve coping strategles reflected on the questlonnalre (“Doing drugs” and “Risky
: thmgs”) This finding may be indicative of a higher degree of dlstress for this group and/or a
ahighe_r predisposition towards maladaptive behaviour. The overall results from the current |
- study indicate that females who engage in self-harming beha\_./iour, bofh with and withoﬁt
- comorbid eating issues, are likely to engage in other self;destructiVe/dangerous forms of
ceping such as doing risky things, drugs, and smoking. The overall results also indicate that
‘females who report eatin.g problems, both with and without co’mofbid eonditions, are more
likely to engage in forms of coping associated with physical appearance such as exercise, and
shopping. Females that repOrt eating problems were also more likely to drink alcohol to cope.

Although the “pathological” groups reported si gniﬁcé.ntly'more maladaptive coping
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strategies than the compariéon group, these groups did not differ with regard to adaptive
| coping strategiés. This finding suggesfs that females challenged with self-harm and eating
- problems have the same repertoire of adaptive coping strategies, but they tend to employ
maladaptive coping stl;ategies more often than fgmales without self-haﬁningk and problematic
‘eating behaviour. . |
Rele‘vanbe to Previous Research
- - Contrary to some previous résearch (Heath, To‘ste, Nedecheva & Charlebois, 2008;
Bloks,.Furth; Callewaert & Hoek, 2004; Binford et al., 2005), findings from the current study
- suggest that females who self-injure and women with eating problems do not differ from |
comparison participants in terms of their use of adaptive coping strategies. However, the
conclusion that women challenged lWith NSSI show more maladaptive coping stratégies, but
display no differencea inv‘their use of adaptiVé coping strategies compared to comparison ‘
females is consistent with research byAFliege, Lae, Grimm and Klapp (2009)'.: Aﬁhough
| participants in the NSSI only, EP only, and NSSI + EP. groups endorsed maladaptive coping
: behavioﬁrs more than the comparison group, this indicates fhat th_ese‘individuals acfually .
‘have a~1arger coping repertoire than the comparison graup; .albeit this repertoiré includes |
more maladapt.i\"e‘ coping behaviours. This finding is inconsistent with previous studies that
ha?e suggested that individuals who rrianage NSSI and eating problems have a limited
repository of coping strategies, specifically adaptive coping strategies, cornp'aredh to non-self-
- injuring counterparts (Heath, Toste, Nedecheva & Charlebois, 2008). The larger repertoire
and higher endorsement of maladaptive coping strategies by.the NSSI only, EP only and
NSSI + EP groups ﬁla); be a result of higher stress levels and personal history.of -
psychological distreas. Previous research haa revealed associations between trauma and

B abuse with both NSSI (Weierich & Nock, 2008; Gratz & Chapman, 2007) and eating
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disorders .(Carter, ‘Bewell, Blackmore & Woodside, 2006; Kong & Bemétein, 20(‘)9;‘

‘ Rodriguez, Perez & Garcia, 2005). If females in fhis study that managé NSSI and eating
- problems are also dealing with substantially higher levels of stress and are more likely to
have‘been exposedAto fraﬁma and abuse, it is possible that édaptive coping strategies, though
endorsed on some occasions, are not sufficient for dealing with intense‘personalv problems.

- “Previous research by Herpentz, Henning and Armando (1997), Brown (2009) and
Dougherty et al. (2009) has identified impulsivity as a charactenstlc associated with self-
1n3unous behaviour. Ross, Heath and Toste (2009) revealed that adolescents who engaged in
- NSSI d1sp1ayed eatlng patholo gy, body dissatisfaction, buhmlc behav1our and greater
1mpu151v1ty than their peers.- Participants in Ross, Heath and Toste s (2009) study were not
gfouped explicitly as having coincident pathological eating issues and .selfi-harming»
behaviour. However, their findings suggest that there is‘}a relétion'ship betweeﬁ
‘ ‘charact'eristics .sucl:h,as impulsivity, eating problems and NSSI. Results from the curre;nt study |
~ are consistent with previous research that has suggested that the NSSI + EP combination

- group and the NSSI only group both reported ‘Doing Risky Things’ signiﬁcantly more than
| the comparison group. Persons with impulsivity and NSSI have been linked to \purge-type |
and Bulimic behaviour more often than to Anorexic behaviour (C1a¢5,~ Vandefeyckc:n and
Vertommen, 2001; Loberé et al, 2009). Based on this knowlédge, it is possible that the NSSI
+ EP combination group may include more participants who engage in purging aﬁd bulimic.
type eating probléms than the EP only group,'Which may include more festrictive eating
concerns. If the NSSI + EP combination group included more individuals who engaged in -
purging behaviour, vthfs could éxplain how this group was linked to impulsivity to a greater

extent than the EP only group. -
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Previous studies have identified avoidance as a coping style that is associated with
. self-harm, (Mikolajczak, Petrides & Hurry, 2009; Haines & Williams, 1999; Pepper & Gibb,
- 2007) and eating’ disorders (Bloks, Furth, Callewaert & Hoek, 2004), particularly for
individuals diagnosed with Bﬁlimia Nervosa (Lobera et al., 2009). However, participants in
the NSSI only, EP only and NSSI + EP combination group in the 'current study did not differ
significantly from the comparison group, or from each other, on th\e.items-‘Try not to think
about it’, ‘Say tov‘myself it doesn’t matter’, ‘Do something to keep busy’ and ‘Sleep’.
Although the groups did not differ signiﬁéantly on these items identifying avoidant typé |
behaviour, this does not necessarily indicaté that females in this study responding to NSSI,
eating probléms, or a combination of the two, did not‘ engage in sorné forms.éf avoidant
coping differently than the ﬁon—patholo gical comparison group. T'he. acts of self-harm,
restrictive eaﬁng and purging, in and of themselves, may be COnside'red.aS avoidant forms of
coping. As well, coping that involves altering one’s state of éonsciousness with the use 6f
drugs and alcohol could also be considered an extrefne form of é’voidant coping. In this
' context; the NSSI only, EP only and NSSI + EP groups reported significant levels of |
avoidant coping in the form of substaﬁce abuse, but hot in the form of co gnitiv\e stru;:turing.
Substance use has ‘L)een associated with problematic eating and self—injurious
behaviour ih a number of studies. Baker, Mitchel, Neal and Kendler (2010) revealed that
participants with AN and BN were more likely to have a drinking problem. A study by Root
et al, (2010) found that while females with AN, BN and a combination of ANBN were at an
increaséd'risk of alcohol dependence/ gbuse, that femaies wifh a purge-type disorder (BN and
ANBN) were more likely to abuse alcoﬁol than females with AN. The results from -.th\e
 current study are consiStent with the findings frofn these studies in that the EPonly group -

reported “Drinking Alcohol” significantly more than the comparison group.
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However with regard to drinking alcohol, the results are not consistent with Piran and
~ Robinson’s (2006) study. Piran and Robinson (2006) indicated that bingeing and dieting was |
- not associafed with alcohol use. The results are also inconsistent with findings of a study by
Tuisku et al. (2009) who indentiﬁed that drinking alcohol was associated with self-harming
béhaviour. The current study did not find a significant difference between the NSSI only, the
NSSI + EP and the oomparisoﬁ group for dﬁnking alcohol. A possible explanation for this
inconsistenoy is that the aforementioned studies differed significantly in their definitions of
self-harm. Tuisku et al. (2009) included suicidal behaviour in their definition of self-harm,
- while the definition of NSSI in the cﬁrrent study explicitly omits suicidal behaviour by virtue
of its title. With such discrepant definitions, it is difficult to compare the two studies.
- In other research on substance use, Goldstein, Flett, Wekerle and Wall (2009) found a
significant correlation Between DSH and illicit drug use, while other studies have identified |
associations betWeen illicif drug use and eating disorders in female"s (Root et al., 2009) and
females at risk for eating disordors (Piran & Gadalla, -2006). Iilicit drug use hos_ been
: associated with BN in particular, but not nécessarily with AN (Baker, Mi.t‘chel,‘ Neale &’ |
Kendler, 2010). Results of the present study are somewhat consistént with the\\previous; .
research. Participants in the current study indentified that the NSSI + EP group reported
“Doing Drugs” significantly more than both the comparison group and the EP only group. It
is difficult to draw pafallels to previous research in this area since there are no psevious L
studies that have focused on individuals whok are bofh self-harming and have eating concerns
“with respect to illicit drug use. However; if\the eéting problems of tho NSSI + EP group are
more likely purge-type behaviours oompared to the EP-only‘ group, then research evidence -
associating 'BN to illicit drug usevcoulkd explain the difference between the NSSI + EP group

and the EP only group (Baker, Mitchel, Neale & Kendler, 2010).
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The results of the current study are also inconsistent with previous research on the -

' association between self-harm and drﬁg’ use. The NSSI only group marginally reported doing
- drugs more than the comparison group. Also the EP only group had an identical mean:
(M=.13) to the comparison group, andthus reflected no differences in the relationship
between eating problems and ‘Do‘ing‘Drugs’ compared to the comparison group. It is
possibie that the inconsistency between the results of the curreni: study and previbus studies
" may be attributed to differences in the nature of the populations under study,’ i.e. between

clinical and noﬁ-clinical populations. Participants in the EP only group in the current study :

are not known to be clinically diaénosed with an eating disorder énd the type of eating
problem (i.e. restricﬁve or purge-typé) is not specified. Paﬁicipants in the aforementioned
previous studies used clihical populatio‘ns in their research while ;che sample of participants in
the current study was drawn from a university population. ‘Indi'viduals in a clinical setting are
expected*to exhibit symptoms of a higher level of 'severity than individuals in the community.

Thus, it is possible_:‘ that drug use may be associated wifh eating probléms for individuals with
‘more extreme symptoms.

Consistent with the ﬁndihgs of Riélé, Hakko and Rasanan (2009), the c:lrrent study
found that the NSSI-only group reported smoking significantly more than the comparis’on‘ '
group. There are inconsistenéies in the findings of previous studies regarding an gss_ociation _
between smoking and eating disorders. The current study did not find a sighiﬁcant difference

' betv?een the EP only or the NSSI + EP'g'roup and the comparisén group, which coordinates -
with the findings of Root et al. (2009), but not with those of Baker, Mitchel,.Neale and
Kendler (2010) or Pirah and Robinson (2006). It is apparent thai more research is neéded, in

this area.
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i Ttis noteworthy that the NSSI only group reported significantly more smoking than
' the EP only group. This may be indicative of a self-destructive motivation for smoking, and
also of a societal change reﬂecting that smoking is. now considered an uﬁattractive behaviour
| in today’s media. For women with eating problems, there is an ‘assﬁmption that being
attractive is of very high importance. If sinoking is unattractive, than this group may avoid
smoking as a coping st;‘ategy. -

Statistical analysis ﬁom the exploratory analysis revealed that the EP only group
v’reported ‘Exercising’ as a coping strategy significantly more than the compaﬁson group and
the NSSI only g.roup; While exercise was originally charactérized as'an adaptive method of |
coping, it h1ay be inalédaptive for some individuals if it is engaged in to excess. According to
Kerr, Lindner, and Blaydon (2007) individuals, and particularly females with eating
disorders, often exercise to thé point wheré it becomes hé.rmfui and/or part of a compulsive
béhaviour pattern. Exercise can be adaptive, howevér consi‘de,ring the population under study,
itis possible that the EP only group is exercising in a maladaptive manner with strong |

' appearénce-related motivations as opposed to health reasoﬁs. The EP only group also
reported ‘Exercising’ significantly more than thé NSSI only group. The differénces between
these two groui)s are likely reflective of coping styles and motivational differences and |
between the two groups.:

- Shopping may also be an appearance related coping strategy, pai‘ticularly for females
éhallenged with eating problems. The current study found that women in both the EP only
group and the NSSI + EP combination group reported shopping as a foﬁn of coping . |
significantly more than the females in the NSSI only group. The commonality of eating .
pr.oblems of these two high endorsing groups suggests a commonality in rﬂotivations vand

possibly compulsion to buy. “Shopping’ was classified as a neutral coping strategy, as in
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itself, it does not have an intrinsic maladaptive or adaptive quality. However, }'similar to the
item exercise, shopping in excess can be maladaptive leading to financial problems and
- feelings of guilt and shame. Trautmann-Attmann and Johnson (2009) found a positive -
relationship between compulsive clothing‘buying and disordered_eatingbehaviour. Based on
this research, it is possible that participants with eating problems in this study were reporting
maladaptive shopping as opposed to a neutral coping strategy. |
It is also noteworthy that the NS SI-only grour) endorsed shopping and exercise the

least eompared to all other groups. This appears to be indicative of motivational differences
suggesﬁng that individuals who engage in NSSI without eating problems are less likely to
use coping strate gieé related to appearance. Further research on mofivations and copirrg ts/pes
however is necessary. |
Implications for Counsellors

| Knowledge of the differing coping styles among groupe with NSSI and eeting‘.
disorders can proyide insight for practitioners regarding which coping strategies are likely to
~ be employed. Awareness of differing coping trends and styles among groups With NSSI and
eating issues can provide practitioners with understanding of coping strategiee that are likely
employed and how particular cooing strate gies can limit the therapeutic orocess. For
- example, knowing that females who simultaneously manage NSSI and eatirlg problems are
more likely to also use drugs end do risky things to cope with stress would be important in
discussing client}safety. In addition, knowledge of differing coping styles can provide .-
.~ awareness and insi ght into e client’s motivations for behaviour. For example, motivation for.
~ attractiveness may influence the coping styles of females with eating problems irl the form of
excessive exercise or overspending. Females who engage in NSSI (by itself orin... |

combinatiorr with EP) however may be more prone to behaviours that are more overtly self-
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destructive in nature, such as smoking, taking drugs and being involved in risky sndeavors.

| Also, awareness of endorsed maladaptive coping strategies can provide insight into an.
individual’s level of distress and how they have learned to manage with their pain in the past.
The understanding that ching strategies are learned is generally accepted in the clinical
arena. Uncovering how an individual learned to rely on maladaptive strategies such as
through drug taking or alcohol consumption can proyide important information regarding a
client’s background, history of trauma, abnse, neglect and ps’ychotogical distress.

. Also, as NSSI and problematic eating béhavi_c)urs are often emnloyed as coping
 strategies in and of themselves, it is important to be aware of othef coping strategies in an
client’s coping repertoire. Assuming that the extinctionof self-harming and problem eating |
would ne goals in therapy, it is important for practitioners to be 'awa.ré of other maladantive :
coping strategies could be exacerbated if the self-injnri()us and problenlattic eating behaviours
- were to be entinguished.

Implications for Social Policy -

Further understanding and awareness of non-snicidal self-injury and eating probiems
is necessary in ztpproachlng these concerns in both therapeutic and social contexts Self-
1njury is cons1dered to be reprehen51ble and h1ghly stigmatized in Westem culture today. Th1s
is likely a result of a lack of public comprehension and extreme dlscomfort with the concerns
related to self—injnriou_s behaviour. As a socially stigmatized behaviour, NSSI is often
accompanied by feélings of shame and guilt. With the stigma that is attached to rnental
illness in general, and NSSI in particular, it is understandable that self-injury is practiced and
discussed _mostly in pﬁvate settings. : .

‘Similar to self-injury and other mental hsalth concems, eating pfbblems suchas

restrictive eating, bingeing and purging are also stigmatized by the general public. This sense



39

-

of ;eproach can provide a significant barrier fer indivi(luals' challenged by NSSI and eating
' problems to self-disclose and seek help. Public campaigns promoting the de-stigmatization of
- mental 1llness spec1ﬁca11y of NSSI and eatmg disorders, are 1mportant in raising social
awareness and understanding. Health education programs in school systems are also
important in providjng knowledge‘) and support in an open and respectful environment. Frank
and'e'pen discussion of coping behaviours such as NSSI, bingeihg, purging and restrictive - -
eating can also include prevention efforts in educational settings. Raising awareness th.rou'ghl
social and educational pro grams has the potential to increase understanding and decrease
stigmalization of non-suicidal self-injury and eating problems.
Recommendaz‘ions for Future Research .
~-Considering the modest amount of research in the area of NSSI and eating disorders,
there are NUMErous avenues that future research can explore. Namely, future res'earch: :
endeavors'could focu’s on developing greater understanding in regards to specific coping and
.behavioural coneems, and in particular, prospective studies could explore tlle different types.
-of eating problems. As previoas research has identified, behavioural differences between
“individuals with AN and BN in the context of coping (Claes, Vandereycken & Vertommen,
_ 2001 Lobera et al. (2009) may also be revealed if restrictive and purge-type behav1ours are
regarded separately. T here may also be differences in coping styles between individuals who
engage in comofbid NSSI and restrictive eating and those that engage i_n‘ comorbld NSSI and
purge-type eating} problems. Differentiation between eating problems Ceuld incfease L
understanding through an exploratien of these differences..
- Investigation of specific self—inj urious behaviours may also reveal differences within
 the NS SI cehort. F(.)'rvex'ample,‘ individuals who cut themselveS-may be more likely to exhibit

different coping trends compared to individuals who self injure through physically strike
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themselves when frustrated. While all self-injurious behaviours are concerning, there are -
behaviours of varying severity and hazard potential within this group. More in-depth
investigations of these behaviours could provide an improved understanding of the reality
and experience of individuals who harm themselves. -
Qualitative research is another prospective direction in the area of NSSI and eating
- problems. As a methodology, qualitative research can provide a more in-depth understanding
and awareness of NSSI and eating behaviours. While the ‘current quantitative study is limited
to the items and Likert scales on the HIDS, the use of ciualitative methods like semi-
 structured interviews can use open-ended questions on a variety of topics that are difficult to
assess with quantitative research. This type of methodology could explore patterns of -
“behaviour, motivations for behaviour, effectiveness and functions of p‘articular coping
strategies as well as specific methods of coping and tlie cognitions and etnotions assoeiated
With a wider range of coping behaviours. : |
Future researeh could also investigate etlier icoping behaviours that were not listed on .

- the HIDS questionnaire. Reactions to ‘stress‘ such as insomnia, loss of .appetite, intrusive
thoughts, rumination, decreased libido, and negative self-talk are less action-eriented in
nature than the coping behaviours described in the HIDS questionnaire The behaviours on
the HIDS questionnaire such as deing drugs, exereising, listening to music and eating are
generally asseciated with committing to an action. Individuals that are involved with :
negative self-talk and insomnia in times of stress are inclined to feel less control over these -
behaviours compared to shopping or drinking alcohol..There is a plethora of coping =" '
.behayiours that alje not included on the HIDS questionnairé as well. Future research couid
- explore if other coping strategies like painting, drawing and sculpture, gambling, journaling,

seeking sexual stimulation and a variety of others are associated with NSSI and eating
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problems. Broadening the scope of the research could provide more information regarding
how individuals who are managing with NSSI and eating problemé (or both) and their -
response to stress..

o Proépective studies with clinical popuiations could investigate trauma and abuse :-
history as well as a function of the degree of distress that they experience. Self-injurious
beﬁaviour and eating problems have been associated with traﬁma and abuse in preﬁous :
 research (Weierich & Nock, 2008; Gratz & Chapman 2007; Carter, Bewell, Blackmore &
Woodside, 2006; Kong & Bernstein, 2009 Rodnguez Perez & Garcia, 2005). Invesugatlon
of a possible relationship between highly 1mpactful experiences such as trauma could shed
light on why ‘maladaptive’ cdping is employed over ‘adaptive’ coping strategies for certaih
individuals. By investigating the impact of stress level and personal histories, differences in
- maladaptive coping ‘could be associated with differing levels of psycholo ?gic‘:all distress and/or
traumatic history iﬁ'addition to behaviours such as NSSI and eating pfoblems.

A final r¢c_ommendationffor future researCh' is to include males in the sample in

. 'pr&viding a'vbroader perspecﬁve on coping for individuals who deal with self-injurious
behaviour and proBlematic eating. PfeviouS-rese‘arch has indicated that there a\ire differences
betWéen males and femaies regardihg emotion-focused cyoping_(Green & Diaz, 2008; Wﬁtson_
& Sinha, 2008), aggression contfol, avoidance and social divérsion (Watson & Sinha, 2008).
vResearch i'ﬂcluding males could reveal differences in aggrcssion and other gendér—ty?ic
| behaViqurs combared to females. In addition, futin'e research could use sample populations

_froni othér demographic areas, varying age ranges, socio-economic status, level of education.

and cultural background in adding to a broader understanding of NSSI and eating disorders.
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Limitations

One of the primary limitations of this study is that it relies on self-repbrt to determine
group assignment and assessment‘olf cdping behaviour. In relying on self-report, thereis a. -
| | possibility of 'grdup misrepresentation. If participants perceived the items “Physically hurt -
myself on purpose” or “Try to control my weight” differently than they were intended, then it |
: is possible that some participants may have been grouped inapprbbri‘afely. Ideally, asemi-
structured interview would have been condﬁcted to address the extent of heterogeneity of the
group. As well, when relying on_self-report of sensitive content, reluctance to admitto
stigrnafiiéd behaviour is to be anﬁcipated. If some participants iri this study were reluctant to
- respond reliably on the HIDS questionﬁaire, then there is question as to the extent to Which ‘
members within the groups were’reliab'iy represented..

- A second limitation of this study is .the method in which participants were allocated
into gfoups. Classiﬁcaﬁon of participants into the NSSI only and EP only groups was -
determined by responses on a single, non-specific item (‘Physically hﬁrt myself on purpose’
or “Try to control my weight”’), and claSsiﬁcétion of participants into the NSSI+EP and |
Compaﬁson groups was determined by responses on two non-spéciﬁC'ifems (\both ;
‘Physically hurt myéelf on purpose” and “Try to control my weight”). The basis of
assignment to groups as reflected oh a singie item is consivstent”\‘avith previous research in thi.s
area (Ross,'Heath, & Toste, 2009). However, in using only one or two items to claésify
participants into behaviour specific groups, the internal consistency of participant’s responses
is, while unknown, likely lacking in reliability. Without intemal'conSiSte_ncy of these‘ items,‘ it
is difﬁcﬁlt to determine the degree to which allocated groups Ia're homogenous. As well, the
use of the non-specific it‘ems “Physically hurt myself on‘purpoSe” and “Try to control my

weight” have the poteritial to be misinterpreted. While the wording was purpdseﬁﬂ to
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decrease the affective iinpact that these sensitive topics oan initiate, these item’s may have
been perceived differently than intended, thus leading to erroneous group assignment. The
method of assigning participants specifically into the NSSI only and NSSI + EP categories is
also a limitation. Participants were allocated into these groups if they responded “once”, “few
times”, or “frequently” to the items “Physically hurt myself on purpose”. This group may not
be liomogenous in the NSSI context, as individuals izvho hurt themselves frequently may have
different oopiné trends than those who have engaged in NSSI only once.

| A third limitation is that the sample is limited to a female undergraduate population.
Thus, the results are restricted in their generalizability to Variabvl'es within the ciesignated
sample; namely, they cannot be generalized to males or individuals of different ages, cultural
backgrounds, education levels and soci}o-economic status. While this study focuses on an
important demographic and arguably the most likely to be affected by self—inj ury and |
problematic eating, it is unknown how other demo graphics compare to female
undergraduates with these concerns.

This study was also limited by the sample size. The total number of participants was

92. However, only 23 part1c1pants were included in each group as a result of hmited
secondary data. With more participants, the statistical power of this study could be
| substantially improved. |

Summary

Despite the limitations of the current researoh, it is evident that }females who reported

NSSI and eating problems exhibited more maladaptive coping strategies than females in the
companson population but did not differ from compansons with regard to adaptive copmg
strategies. Thus, females managing NSSI and eatlng problems in this study report exhibiting

similar adaptive coping behaviours to the comparison population, but they CXthlt additional
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'maladaptive coping behaviours as Well. Furthermore, thesé findings indicate that females in
this study who manage NSSI and eaﬁng .p‘roblems experience coping differently than
comparison females. Clearly more research is necessary in this aréa to assess possible-

| explanations for thé differences in coping between these groups. Broadening the scope of
knowledge and understanding in the area of NSSI and eating problems would not only be of
‘epistemological b‘eﬁeﬁt, but also assist in therapeutic interventionsv and community

campaigns lobbying for the destigmatization of mental illness. :



45

- References:
Agras, W.S. (2004). Treatment of eéting disorders. In A.F. Schatzbnerg & C.B. Nemeroff':
(Eds.) The American Psychiatric Publishing Textbook of Psychopharmacology
E (pp.1031~1040). Washington: Psychiatric Publishing. |
Andover,M.,Pe?per’, C., & Gibb, B. (2007), Self-mutilation and coping strategies in a
| .. college sample. Suicide and Life-Threatening Behavior, 37,2,238-244.
Baker, J H, Mitcheli, K.S;, Neale; MC., & Kendler; K.S. (2010). Eating disorder
L sympfomolqu and substance usé disorders: Prevalence and shared risk in a:
. p‘opulétion"based twin sample. International Journal of Eating Disorders, 43,7, 648-
658, | | |
Berardls D., Serroni, N., Companella, D., Carano, A., Gambi, F., Valchera, A Conti, C.,
Sepede G Caltabiano, M., PIZZOI‘HO A Cotellessa C Salemo R. & Ferro F.
| (2009). Alexithymia and its relatlonshlps with dissociated expenences, body
» dissatisfaction and eating disturbances in a non—cvlinical female sample. Cognitive
| vy herapy and Research, 33, 471-479.
vBloks H., Furth, E., Callewaert L., & Hoek, H. (2004). Coping strategles and recovery in
. patients with a severe eating disorder. Eating Dzsorders, 12,2,157-169.
Binford, R., Crosby, R.; Mussell, M., Peterson, C., & Crow, S. (2005). Coping strategies ih
Bulimia Nervosa treatment: Impact on outcome in group cognitive-behavioral
- therapy. Journal of Consultmg and Clmzcal Psychology, 73, 6, 1089-1096.
Brown, S.'A. (2009). Personality and non-suicidal deliberate self-harm: Trait differences
among a non-élinical population. Psychiatry Research, 169, 28-32.
Brown, S., & Williams, K. (2007). Past and recent deliberate self-harm: Emotion and coping

strategy differences. Journal of Clinical Psychology, 63 ,9, 791-803.



46

Buckholdt, K., Parra, G. & Jobe-Sheilds, L. (2010). Emotion dysrégulation as a mechanism

| through svhich parental magnification pf sadness increase risk for binge eating and
limited control of eating'behaviors. Eatiﬁg Behaviours, 11,122-126. = = |

Carter, J., Bewell, C., Blackmore, E., & Woodside, D. (2006). The impact of childhood
sexual abuse in Anorexia Nervosa. Child Abuse and Neglect, 30, 257-269.

Claes, L., Vandereycken, W., & Vertommen, H. (2001). Self—inj_urious behaviors in eating

. disordered pati‘ents.' Eaz‘inngehavior, 2,263 272.:

~ Connors, R. (1996). Self-injury in trauma sut;vivors: Functions and meanings. American
Journal of Orthopsychiatry, 66, 2, 19.7-206.

Dougherty, DM, Mathias, C.W., Marsh-Richard, D.M., Prevette, KfN., Daw.es, M.A.‘,
Hatzis, ES, Palmes, G., & Nouvian, S.0. (2009). Impulsivity and clinical symptoms
ambng adolescents with non-suicidal seif—inj ufy With or without attempted suicide.

L Psychfatry Resedrch, 169,22-27. |

* Favaro, A, &'Sar_ltonastaso; P. (1996). Purging 'behaviors, suicide attempts and psychiatric
symptoms in 398 disordered subjects. International Journal of Eating Disordafs,
20,1, 99-103. | |

Fliege, H., Lee, J., Grimm, A., & Klapp, B. (2009). Risk factors and correlatés of deliberate
self-harm behavior: A systematic review. Journal of Psychosomatic Resaarb_h, 66,

 477-493. |

N Franekn, LH.A., van Strien, J.W., Nijs, L., & Morris, P. (2008). Impulsivity,.is associated with |

| behavioral d.ecision making deficits. Psychiatry Research, 158, 155-163.

| Goldstein, A, Flett, G.v, Wekerle, C. & Wall, A. (2009).‘Personality, child maltreaﬁnant and

substance uscz Examining correlates of deliberate self-harm among university

students. Canadian Journal of Behavioural Science, 41, 4, 241-251.



47

Gratz, K. (20‘06). Risk factors for deliberate self-harm among female collegé students: The
role and intefaction of chiidhood maltreatment, emotional inexpressivity and .
affectintensity/reactivity. American Journal of Orthopsychiatry, 76, 2,238-250.

Gratz, K., & Champman, A. (2007). The role of emotional responding and childhood . = .

, ‘maltreatment in the devélopment and maintenance of deliberate self-harm among"
male undergraduates. Psychology of Men and Masculz'ﬁity; 8,1, 1-14.

| Gratz, K.‘, Conréd, S. & Roemer, L. (2002). Risk factors for deliberate self-harm among
college students. American Journal of Orthop;s'ychiaz‘ryj,m 72,1, 128-140.

Green, D.L. & Diaz, N. (2(1)08).’ Gender differences in coping with victimization. Brief |

T reairﬁent and Crisis Intervention, 8,2, 195-203.

Hainés, J. &'WilliMS, C. (2003). Coping and problem solving of self-mutilators. Journal of
Clinical Psychology, 59,10, 1097-1106. - | o

| . Heath, N., Ross, S., Toﬂste, J., Charlebois, A., & Ned‘echvev'a,’T. (2009). Retrospective analysis |

© of social factors and non-sﬁicidal self,-irijury aniorig young adults.‘ Canadian Journal
of Behavioural Science, 41,3, 180-186. .

Heath; N., Toste, J., Nedecheva, T., & Charlebois, A. (2008). An examinatiorl\ of nonsuicidal
self-injury among college studeﬁts. Journal of Mental Health Counselling, 20, 1., 137-
156. | o

| Herpéntz, S., ‘He'nning', S., & Armando, F. (1997). Impulsivity in self-mutilative behavior: .

- Psychometric and biological findings. Journal of Psychiatric Research, 31,4, 451- |
465, | o |

Holdemeés, C.C., Brodks-Gunn, J., & Warren, M.P. (1994). Co-morbidity of eafing disorders

and substance abuse review of the literatufe.' In.ternatio‘nal Journal of Eating- |

- Disorders, 16, 1-34.



48

- Holly, S. (2011). Non-Suicidal Self-Injury Among University Students: Examining Emotion

Regulation, Self-Control, and‘Social Learning. Dissertation, McGill University,
: Montreal, Canada. |
Kerr, J.H., Linder, KJ ., & Blaydon, M. (2007). Exercise Dependencé. New York: Routledge.
Klonsky, E., & Glenn? C. (2009). Assessing the‘ functions of non-suicidal self-injury:
| psychometric properties of the inventory of statements about self-injury (ISAS).
JOﬁrnal of Psychopathology and Behavioural Assessment, 31, 215-219.
Kluck, A. (2010). Family influence on disordered eating: The role of body image

dissatisfaction. Body Image, 7, 8-14.

Kong, S & Bernstein, K. (2009). Childhood trauma as a predlctor of eatmg

psychopatholo gy and its mediating variables in patients with eating disorders. Journal

~of Clinical Nurszng, 18, 1897-1907.

- Litman, J., & Lunsford, G. (2009) Frequency of use and impact of coping strategies assessed

by the COPE Inventory and their relationships to post-event health and well being.

‘;Iourn"al of Health Psycholbgy, 14,7, 982-991.

~ Loberam I, Estebanez, S., Santiago Fernandez, M., Bauti'sta, E., & Garrido, O (2009).

Copingstrategies in eating disorders. Eu_ropean Eating Disorders Review, 17, 220-
226.
Mann, J., Waternaux, C. Haas, G., & Malone, K. (1999). Toward a clinical model of suicidal -

behaviour in psychiatric patients. dmerican Journal of Psychiatry, 156, 181-189.

: Mikolajciak, M., Petrides, K., & Hurry, J. (2009). Adolescents choosing self-harm as an

~emotion regulation strategy: The protective role of trait emotional intelligence. British

Journal of Clinical Psychology, 48, 181-193.



49

Muehlenkamp, J. (2005); Self-injurious behavior as a separate clinical syndrome. American
Journal of Orthopsychiatry, 75, 2, 324-333.
Piran, N. & Gadalla, T. (2006). Eating disorders and substance abuse in Canadian women: A
' national'study. Addiction, 102,105-113. |
Piran, N., & Robinson, S.R. (2006). Associations between disordered eating behaviors and
| -, licit énd illicit substance use and abuse in a university sample. z;lddictive Behaviors, -
31, 1761-1775.
Riala, K., Hakko,‘H., & Rasanen, P. (2009). Nicotine dependence is associated with suicide
| attempts and self-mutilation among adoIéscent females. Comprehensive Psychiatry,
50, 293-298.
Rodriguez, M., Perez, V., & Garcia,' Y. (2005). Impact of traumaticexperiences and violent
acts upon release of treatment of a sample of Colombian women with eating
‘disorderé. I_niefnational Journal of Eating Disorders, 37, 4, 299-306. |
Root, T.L., Pisetski, EM, Thomton, L., Lichtenstien, P., Pederson, N.L., & Bulik, C.M.
(2010). Patterns éf co-mobidity of eating disorders and substance use in Swedish
- females. Psychological Medicine, 40,105-115.
Ross, S., Heath, N., & Toste, J., (2009). Non-suicidal self-injury and eating pathology in |
| | high school students. American Journal of Orthopsychiatry, 79,1, 83-92.
Scoliers, G., »Portzky, G., Médge, N., Hewitt, A., Hawton, K., Jan de Wilde, E.;;»Ystgaard, M.,
Arensmén, E\., De Leo, D., Fekete, S., & vanHecringen,K. (2009). Reasons for .
adolescent deliberate self-harm: a cry of pain and/or a cry for help? Social Psychiatry

and Psychiatric Epidemiology, 44, 601-607.



50

Sfanford, S., & Jones, M. (2009) Psychological subtyping finds pathological, impulsive and
‘normal’ groups among adolescents Who'self-harm. Journal of Child Psychp]ogy and
Psychiatry, 50, 7,807-815. |

Statistics Canada, CANSIM table 105-1100, Canadian Community Health Survey (CCHS),
Mental Health and Well-being, 2002 (updated in September 2004). |

Stice, E., Ng, J., & Shaw, H. (ZOiO). Risk factors and pfodromal eéting pathology. Journal of
Child Psychology and Psy‘chiatr.y, 51,4,518-525.

Trautmann-Attman, J & Johnson, T.W. (2009). Compulsive consumption behaviours:
Investigating among binge eating, compulsive clothing buying and fashion
orientation. Internatipnal Journql of Consumer Studies, 33 ,'267~26_(7.

Tuisku, V., Pelkonen, M., Kiriruusu, O., Karlsson, L,Ruuty, T, & Marttunen, M. (2009).

Factors associated with deliberate self-harm behaviour among depressed adolescent

i

outpatients. Journal of Adolescence, 32, 1124-1136.

Watson, D. & Sinha B. (2008). Emotion regulation, coping and psychological symptoms.
International Journal of Stress Management, 153, 222-234. | ”

Weierich, M. & Nock, M. (2608) Posttraumatic Stress Syndrome mediates the relation
between childhood sexual ébuse and non-suicidal sélf—injury. Journal of Consulting
and Clinical Psychology,76, 1, 39-44.

Whiteside, S.P. & Lynam, D.R. (2001). The five factor model and impulsivi&: Using a
structurél model éf personality to understandimbulsivity. Personal and Individual

Differences, 30, 669-689.



Appendix A

How I Deal With Stress Questionn_aire (HIDS)

51



52

HOW I DEAL WITHSTRESS

(© Heath & Ross, 2007)

Please begin by completing thefollowing information:
Age: Sex: O Male Faculty:

O Female Major:

Sexual orientation: [ Heterosexual [ Gay/Lesbian [ Bisexual O
Questioning

What languages do you speak at home? O English O French
O Other (please specify):

Country of permanent residence O Canada 0 USA
O Other (please specify):

Country of birth O Canada O USA
O Other (please specify):

Young adults have to deal with a lot of stress. In a recent survey, young adults said they used
the following list of strategies to help them deal with problems. We are interested in knowing if
you have also used any of these strategies to help you deal with stress.

Please read each item and indicate whetheryou:
never used this strategy (0)
used this strategy only once (1)
used this strategy a few times to cope with stress (2)
frequently used this strategy to cope with stress (3)

> Please note that some items are printed in bold. Ifyou answer that you have used a bolded
strategy (once, a couple of times, or frequently), please fill out the follow-up questions at the
end of the survey.

Coping strategies Never Once Few times Frequently

1 Trynot to think about it 0 1 2 3
2. Spend time alone 0 1 2 3
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3. Goout 0 1 2 3
4. Talk to someone 0 1 2 3
5. Try to solve the problem 0 1 2 3
6. Do something to keep 0 1 2 3
myselfbusy

7. Sayto myselfit doesn’t 0 1 2 3
matter

8. Listen to music 0 1 2 3
9. Exercise 0 1 2 3
10. Play sports 0 1 2 3
11. Read 0 1 2 3
Coping strategies Never Once  Few times Frequently
12.  Go shopping 0 1 2 3
13. Eat 0 1 2 3
14. Stop eating 0 1 2 3
15.  Drink alcohol 0 1 2 3
16. Hit someone 0 1 2 3
17. Get into an argument with 0 1 2 3
someone

18. Do drugs 0 1 2 3
19.  Smoke 0 1 2 3
20. Do risky things 0 1 2 3
21. Physically hurt myself 0 1 2 3
on purpose

22. Cry 0 2 3
23. Sleep 0 2 3
24. Pray or engage in religious 0 1 2 3
activities

25. Interactive online gaming 0 1 2 3
(e.g., WoW)

26. Video games (e.g., 0 1 2 3
PlayStation, Xbox)

27. Chat online (e.g., MSN) 0 1 2 3
28. General computer/intemet 0 1 2 3
use

29. Watch television 0 1 2 3
30. Other: 0 1 2 3

On a scale of 1to 10, where 1is no stress at all and 10 is the most stressed you have ever felt,
how stressed have you been over the past two weeks? (circle one)

1 2 3 4 5 6 7 8 9 10
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“Talk to someone”
Please fill out this section if you answered that you indicated that you have used this strategy.

Who do you talk to? (check all that apply)

q Parents q Other family members q Friends
g Romantic partner g Teachers g Other (specify):

When you talked to someone to deal with stress, how did this make you feel? (check all

that apply)
g Calm q Nervous q Ashamed
q Tense q Overwhelmed q Energetic
q Angry q Anxious q Confident
q Sad q Excited q Guilty
g Happy q Scared q Other (specify):

“Do risky things”
Please fill out this section if you answered that you indicated that you have used this strategy.

What kind of risky activities have you engaged in? (check all that apply)

g Reckless driving g Uncontrolled drug abuse g Uncontrolled alcohol
abuse

q Theft g Vandalism q
Promiscuous/unprotected sex q Excessive gambling g Other (specify):

When you engaged in risky activities, how did you feel? (check all that apply)

g Calm g Nervous g Ashamed

g Tense g Overwhelmed g Energetic

g Angry g Anxious g Confident

q Sad g Excited g Guilty

q Happy q Scared q Other (specify):

“Physically hurt myselfon purpose”
Please fill out this section if you answered that you indicated that you have used this strategy.

Please circle any way that you have intentionally hurt yourself without suicidal intent:

Cut your wrists, arms, or other areas of your body
Burned yourself
Scratched yourself, to the extent that scarring or bleeding occurred
Banged your head against something, to the extent that you caused a bruise to appear
Punched yourself, to the extent that you caused a bruise to appear
6. Other (please specify):

O
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What parts of your body have you hurt? (check all that apply)

g Arms q Legs
g Stomach g Thighs

g Chest q Face

g Genitals g Other (specify):

When you hurt yourself on purpose without suicidal intent, how did you feel? (check all

that apply)
g Calm g Nervous g Ashamed
g Tense g Overwhelmed q Energetic
g Angry g Anxious g Confident
q Sad g Excited g Guilty
q Happy q Scared q Other (specify):

How old were you when you first hurt yourself on purpose?

When was the last time you hurt yourself on purpose? (circle one)

past week past month past six months
past year within the past two years more than two years ago

Has this ever resulted in hospitalization or injury severe enough to require medical
treatment? O Yes O No

Have you ever hurt yourself with the intent to die/kill yourself?
O Yes 0 No

How many times have you hurt yourself on purpose throughout your life? (circle one)

One time 2 to 4 times 5to 10 times
11 to 50 times 51 to 100 times More than 100 times
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