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ABSTRACT 
   

Inmates have higher rates of a history of suicide attempts (SA) and deliberate self 

harm (DSH) and, in general, higher rates of suicide than the general population. Also, male 

inmates engage in more severe forms of the behavior than females. The aim of the current 

study was to profile male inmate population with a history of SA and/or DSH, on 

characteristics from across key domains, according to a coherent theoretical framework.  The 

first research priority was to examine the key characteristics which were associated with self-

harm, and the predictors of self-harm, in a male inmate population. The second priority was 

to examine whether there were similarities/differences among the self-harm groups.    

The lack of confirmation of the risk factors for self-harm may be due to the lack of an 

effective diagnostic classification system. Three key nomenclatures of SA and DSH were, 

therefore, explored in Chapter Two in terms of eight areas of difficulty in classification to 

inform the approach to definition in the current study.  In Chapter Three, eight theories of 

SA, DSH and which referred to SA and/or DSH were reviewed, to determine a theoretical 

framework for application in an examination of 64 characteristics from across four domains. 

The four domains were static (e.g., socio-demographic, criminal), trait (e.g., personality 

disorder), environmental (e.g., social support) and current/state psychological (e.g., 

depression).   

A comprehensive clinical assessment and file review was conducted on 87 male 

inmates with a history of SA and/or DSH who were not currently at risk of suicide or DSH.  

The self-harm and comparison group were compared in Chapter Seven, and found to differ 

significantly across the four domains, particularly on psychological characteristics. The self-

harm group was associated with childhood trauma, violent offences, institutional misconduct 

and lower levels of social support significantly more than the comparison group. Being 

single, childhood abuse, impulsivity, Antisocial Personality Disorder and global 



   xvii 

psychopathology were the five key predictors, based on multivariate analysis, that 

contributed to 87.4 per cent of all cases being correctly classified.   

The three self-harm groups were compared in Chapter Eight with each other, and with 

the comparison group. The co-existing SA/DSH group was found to differ from the SA group 

on 18 characteristics, and the DSH group on 10 characteristics. The two DSH groups differed 

from the SA group on young age, young age of first offending, Borderline Personality 

Disorder, methadone, global psychopathology and two psychiatric disorders. The differences 

were that the co-existing SA/DSH group had the highest levels of criminality, trait (e.g.,   

anxiety, neuroticism), and state disturbance (e.g., anxiety, depression), in comparison with 

the SA group. The DSH group had higher levels of Antisocial Personality Disorder and Drug 

Abuse Disorder.  

The co-existing SA/DSH and DSH groups differed from the comparison group on a 

similar number of characteristics to those which differed in the comparison of the self-harm 

and comparison group albeit with some additional significant factors (i.e., Aboriginality, 

unemployment, escape history). The SA group differed from the comparison group on only 

two factors (suicide ideation, childhood physical abuse), which has implications for risk 

assessment as this group was the most difficult to detect. The highest levels of trait and state 

disturbance, and criminality, were associated with the co-existing SA/DSH group.  

The behavioural characteristics of SA and DSH profiled in Chapter Nine showed that 

the co-existing SA/DSH group had the highest levels of behavioural disturbance. Four 

behavioural characteristics were associated with DSH which were: severe and recent SA and 

DSH; highly frequent DSH; use of multiple methods of DSH; co-existing SA/DSH.  

The implications for risk identification were consistent with the policy to screen 

broadly before gathering comprehensive information. A combination of static and proximal   

risk factors were likely to be important in the development of screening protocols. Also, it 
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was recommended that comprehensive risk assessment involve a detailed behavioral 

assessment and diagnostic screening. This assessment, and the full diagnostic assessment,    

will inform the referral and treatment pathway planning.  

There were a number of research and practical application recommendations made.  

These are detailed in Chapter Ten and include: offence specific programs, and substance 

abuse programs, may be efficacious in inmates with DSH; programs which focus on mood 

management skills may reduce co-existing SA/DSH; non-specific interventions may be 

delivered by correctional staff; conjoint correctional and health intensive behavioural and 

mental health programs may be required for those with complex presentations.  
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Chapter One  

Introduction     

The purpose of Chapter One is to introduce the topic of this thesis and the rationale 

for the undertaken study.    

 

1.1 The rationale for studying male inmates  

Suicide is a human tragedy that has many social, psychological and economic costs to 

families, communities and human services. Understanding what makes an individual lose the 

will to live has perplexed researchers, theoreticians and clinicians for decades. A challenge 

has been in identifying the key characteristics that give rise to suicide, particularly in high-

risk groups, such as inmates. The suicide rates in inmates (prisoners, offenders) vary across 

countries and locations but are 3-8 times higher than in the general community in 12 

countries (Fazel, Grann, Kling, & Hawton, 2011). In Australia, those rates are also variable 

but are at least two-and-a-half times greater than those in the community (Camilleri & 

McArthur, 2008; Kariminia et al., 2007). In addition, male inmates are more likely to die by 

suicide than female inmates as they engage in more severe forms of suicide attempts (SA) 

and/or deliberate self-harm (DSH) than females (Daigle & Côté, 2006a), or the general 

population (Smith & Kaminski, 2010). Male inmates are, therefore, a high-risk group and the 

focus of the current study. 

The lifetime prevalence of SA in male inmates ranges from 13-27% across countries 

(Godet-Mardirossian, Jehel, & Falissard, 2011; Jenkins et al., 2005; Larney, Topp, Indig, 

O'Driscoll, & Greenberg, 2012; Mandelli, Carli, Roy, Serretti, & Sarchiapone, 2011), 

compared with general population rates of around 4% (Jenkins et al., 2005; Nock & Kessler, 

2006). The lifetime prevalence of DSH in the male inmate population ranges from 17-35% 

(Dixon-Gordon, Harrison, & Roesch, 2012; Sakelliadis, Papadodima, Sergentanis, Giotakos, 

& Spiliopoulou, 2010), compared with a population rate of around 4% (Klonsky, 2011; 

Klonsky, Oltmanns, & Turkheimer, 2003). A history of self-harm (i.e. SA and/or DSH) 

ranges from 28-31% (Carli, Jovanović, et al., 2010; Daigle & Côté, 2006a). The lifetime 

suicide ideation (SI) rate is 40% for male inmates in the United Kingdom, compared with 

14% for men living in the community (Jenkins et al., 2005). In Australia, the rate of SI is 

33.7% for male inmates, compared with a community rate of 13.3% (Larney et al., 2012). 

Around a third of the male inmate population, therefore, present with some form of SA, DSH 

and/or SI history.  
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The prevention of suicide in custody is a major public health priority (Konrad et al., 

2007). The high rate of suicide in custody is a two-fold tragedy: a tragic loss of human life, 

and a failure of the criminal justice system to protect individuals in their custody. The suicide 

in custody rates are particularly high immediately after reception to custody (Goss, Peterson, 

Smith, Kalb, & Brodey, 2002; Shaw, Baker, Hunt, Moloney, & Appleby, 2004), in the first 

24 hours and/or the first week after initial incarceration (Fruehwald, Matschnig, Koenig, 

Bauer, & Frottier, 2004). The implementation of effective screening protocols, at reception 

and in the remand setting, is therefore a key component of effective suicide prevention 

strategies (Konrad et al., 2007). This relies, however, on knowledge of the characteristics 

which identify those most at risk, as well as effective screening tools. The focus of the current 

study, however, is on exploration of the characteristics that are associated with SA and/or 

DSH with potential to be included in screening or assessment protocols, and not on assessing 

the validity of risk assessment instruments. In the pursuit of valid risk assessment tools, 

clarification is firstly required on which characteristics, from a range of characteristics, are 

highly associated with SA and/or DSH.  

In the following chapters, the term ‘characteristic’ refers to features of an individual 

that can be from biological, environmental, trait or current/state psychological characteristics. 

A risk factor is an antecedent that increases the likelihood of a maladaptive outcome that is 

probabilistic and not deterministic (Day, Wanklyn, & Yessine, 2014). In the current study, 

the term predictor does not imply causality but refers to response variables, or, in a small 

number of longitudinal studies, to causal relationships.  

 

  1.2 The distinction between SA and DSH  

The definitions of SA, DSH and self-harm in the current study are common 

definitions. SA is defined as a 'self-inflicted, potentially injurious behaviour with a non-fatal 

outcome for which there is evidence of intent to die' (Silverman, Berman, Sanddal, O'Carroll, 

& Joiner, 2007b, p. 273). In addition, DSH is defined as the deliberate, direct, destruction or 

alteration of body tissue without conscious suicidal intent (Gratz, 2001). The term self-harm, 

irrespective of intent, refers to SA and/or DSH (Hawton, Fagg, Simkin, Harriss, & 

Malmberg, 1998). This definition of self-harm is based on the proposition that suicide intent 

cannot be conceptualised as a dichotomous variable that may be either present or absent 

(Hawton et al., 1998). A history of both SA and DSH is referred to as co-existing SA/DSH. 

Thus, throughout the following chapters, the terms SA, DSH, self-harm and co-existing 



3 

 

SA/DSH are used to refer to four distinct self-harm groups with self-harm being the 

overarching term.  

Combining SA and DSH may be appropriate as it is difficult to determine whether the 

two behaviours can be differentiated and if so, on what basis. Nomenclatures provide 

standard terms and definitions to assist in communication among researchers and clinicians 

(Silverman, 2011). Classification systems elaborate on those definitions (Silverman et al., 

2007b). While there are nomenclatures of SA that include DSH, and classifications based on 

those definitions, there is no standard nomenclature and misclassifications can result. Areas 

of difficulty in the classification of SA and DSH are, therefore, identified in the following 

chapter, and three key nomenclatures explored in terms of those areas of difficulty to provide 

an evidence-based approach to the definition of SA and DSH in the current study.  

The reasons for combining or differentiating SA and DSH may differ across settings. 

In the correctional setting, where authorities are charged with preventing death, the 

operational distinction of SA and DSH may not be helpful (Daniel, 2006). Both SA and DSH 

have potentially fatal outcomes – while SA is more likely to result in death by suicide 

(Harriss, Hawton, & Zahl, 2005; Hjelmeland, 1996), unintentional fatalities may also arise 

from DSH. If DSH is responded to as not being a ‘genuine’ suicide, a subsequent suicide may 

be the unintentional outcome, particularly if the response is to punish or ignore the inmate in 

order to avoid reinforcing or rewarding the ‘manipulation’ (Bonner, 2006; Liebling, Krarup, 

Britain, & Britain, 1993). Consequently, across countries, SA and DSH are not differentiated 

in the relevant policies for the mandatory reporting of critical incidents in custody (Eyland, 

Corben, & Barton, 1997; Humber, Hayes, Senior, Fahy, & Shaw, 2011).  

 The distinction of SA and DSH may be appropriate for either clinical and/or research 

reasons. The clinical reason is that SA and DSH may require different treatments and 

interventions for improved risk management. Suicide specific interventions, for example, 

may not be efficacious in DSH and vice versa. Although research is scant on the efficacy of 

DSH intervention some preliminary results of pilot programs are promising (Hamza, Stewart, 

& Willoughby, 2012). In addition, if co-existing SA/DSH is not identified, clinicians may 

unintentionally evaluate the suicide risk in self-harmers as less serious than it actually is 

(Stanley, Gameroff, Michalsen, & Mann, 2001). In research, the basis for the distinction of 

SA and DSH is that it is important to differentiate SA and DSH so that subgroups can be 

identified. The lack of confirmation of risk factors for self-harm may be due to the lack of 

separation of SA and DSH (Lohner & Konrad, 2007).  
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It may not be appropriate to make a distinction of SA and DSH in the correctional 

setting, due to the lack of confirmation of risk factors that differentiate SA and DSH in the 

inmate population. There are challenges to conducting research in the correctional setting; for 

example, there may be restricted access to inmates and/or it may not be appropriate to 

interview an inmate who is currently suicidal. Only five studies in the last 10 years have 

examined the distinguishing characteristics of SA and DSH in an inmate population. They 

have identified a number of differences across the two behaviour groups, including age, 

history of physical abuse, criminality, psychological trait and states (i.e. anxiety, depression) 

(Carli, Jovanovic, et al., 2010; Gunter, Chibnall, Antoniak, Philibert, & Hollenbeck, 2011; 

Lohner & Konrad, 2006). Those studies, however, are limited in sample size, population type 

and research focus. In one study, for example, the sample size was small and included 

juvenile offenders (Lohner & Konrad, 2006). In another study there were only sentenced 

inmates and the main focus was on impulsivity (Carli, Jovanovic, et al., 2010). In a third 

study only community offenders were included (Gunter et al., 2011). The studies, therefore, 

provide an insufficient level of support for the identified distinguishing characteristics. Thus, 

the examination of the distinguishing characteristics of SA and DSH in a male inmate 

population is a research priority.  

 

 1.3 The characteristics associated with self-harm in male inmates  

The most valid predictor for suicide is a behavioural history of SA (Oquendo, Currier, 

& Mann, 2006). In addition to a history of SA being the strongest predictor for future suicide, 

non-suicidal behaviours, such as DSH, are also closely associated with future SA (Andover & 

Gibb, 2010; Darke, Torok, Kaye, & Ross, 2010; Favaro et al., 2008; Glenn & Klonsky, 

2011), and are stronger risk factors for SA than SI, or other clinical characteristics (Andover 

& Gibb, 2010). If a history of SA and DSH are considered together, behavioural history is the 

strongest risk factor for SA (Boxer, 2010; Chartrand, Sareen, Toews, & Bolton, 2012; 

Corcoran, Reulbach, Perry, & Arensman, 2010; Haw, Bergen, Casey, & Hawton, 2007; 

Hawton & Harriss, 2008).  

Evidence that self-harm (i.e., SA and/or DSH) is a consistent risk factor for suicide is 

also apparent in psychological autopsy studies. Across countries, psychological autopsy 

studies indicate that on average 50% of suicides in custody have a history of SA (Blaauw, 

Kerkhof, & Hayes, 2005; O'Driscoll, Samuels, & Zacka, 2007; Shaw et al., 2004). This is 

also evident in community offenders, with a history of DSH being a robust risk factor for 

suicide upon release from custody (Pratt, Appleby, Piper, Webb, & Shaw, 2010). While the 



5 

 

history of either SA or DSH, or both, is a risk factor for future suicide, the impact of co-

existing SA/DSH, is largely unexamined in an inmate population.  

The identification of inmates who are at risk of suicide based on characteristics, other 

than behavioural history of SA and/or DSH, is a challenge. Characteristics such as psychiatric 

disorder and substance abuse may not distinguish inmates at risk of self-harm from those who 

are not at risk, due to the higher-than-normal base rates of these disorders in the inmate 

population (Fazel, Bains, & Doll, 2006; Fazel & Danesh, 2002). The rates of psychiatric 

disorder are higher across all diagnostic categories in an inmate population than in the general 

population, and are particularly high for substance abuse and personality disorders (Butler et 

al., 2006; Fazel & Danesh, 2002). It is, therefore, important to consider the characteristics 

from other domains which may distinguish inmates at greater risk of self-harm. The review of 

studies on suicide in custody has demonstrated that risk factors for suicide are from key 

domains such as demographic, criminal and psychiatric domains (Fazel, Cartwright, Norman-

Nott, & Hawton, 2008). However, the review of studies on self-harm, have not as yet 

identified a comprehensive list of risk factors (Lohner & Konrad, 2006). The examination of 

a broad range of characteristics that are associated with self-harm in a male inmate population 

is, therefore, a research priority.  

Inmates have a range of vulnerabilities that interact with criminal and environmental 

characteristics to increase the risk of suicide or self-harm. Those vulnerabilities include: 

psychiatric disorder and psychiatric co-morbidity (Fazel et al., 2008; Linehan et al., 2005); 

substance abuse disorders (Fazel et al., 2006); low socio economic status and poor 

educational and employment attainment (Andersen, 2004); a higher incidence of accidental 

injury and trauma (Gunter et al., 2011) and neuropsychological disorders (Andover, Schatten, 

Crossman, & Donovick, 2011). Criminal and environmental characteristics such as violent 

crime, increasing length of sentence, being on remand and single-cell occupancy also 

contribute to the risk of suicide in custody (Fazel et al., 2008; Felthous, 2011). Further, 

violent crime and institutional misconduct have been identified as risk factors for self-harm 

(Lohner & Konrad, 2007).  

However, while a number of characteristics have been identified across studies as 

significantly associated with self-harm, for the most part, the selection of characteristics is 

not informed by theory and, on an individual study basis, is limited in the range of 

characteristics that comprehensively represent the identified key domains (e.g. demographic, 

criminal, psychiatric and environmental domains). It is therefore, this study’s aim to explore a 
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fuller range of characteristics which may be associated with self-harm according to a 

theoretical framework.     

     

 1.4 Theories of SA, DSH and self-harm  

There are a number of theoretical explanations/models of suicide that do not include 

DSH. The cognitive theory is a dominant approach for explaining/understanding suicide. The 

Fluid Vulnerability Theory (FVT) is a cognitive theory which posits that cognitions interact 

with thoughts and feelings to drive human behaviour, while providing an explanation for 

short and long term suicide risk (Rudd, 2006). Central to the theory are four cognitive 

themes: unlovability, helplessness, poor distress tolerance and perceived burdensomeness 

(Rudd, 2006). The Cognitive Model of Suicidal Behaviour (CMSB) is another cognitive 

model, which proposes two pathways from historical and biological factors to SI (Wenzel & 

Beck, 2008). Another dominant approach is the Motivational-Volitional Model (IMV) of 

Suicidal Behaviour, which provides an alternative theory to the cognitive theory, and draws 

on the concept of suicide as escape from defeat and entrapment (O'Connor, 2011). In the 

IMV there is a pre-motivational, motivational and volitional phase, with the transition 

between the motivational phases (i.e. suicide ideation/intention), and the volitional phase (i.e. 

behavioural action), being moderated by proposed moderator variables (O'Connor, 2011). 

Those theories are further described, and some of the empirical support elaborated in Chapter 

Three.  

The dominant approach to explaining/understanding DSH is the function-based 

approach that focuses on proximal events. The Integrated Theoretical Model of Self-Injury 

(ITMSI) is based on an earlier Four Function Model (FFM) (Nock, 2010). The FFM proposes 

that DSH is either for social (i.e., interpersonal), or autonomic (i.e., intrapersonal) purposes 

(Nock, 2010). In the ITMSI, the FFM is integrated with a comprehensive framework of 

proposed background factors, and proximal factors, across key domains (Nock, 2010). The 

ITMSI is specific to DSH, or non-suicidal self-injury. Another function-based approach, the 

Experiential Avoidance Model (EAM), is not specific to DSH but applies to both indirect and 

direct forms of DSH and does not include SA (Chapman, Gratz, & Brown, 2006). The EAM 

is an affect-regulation theory, which proposes that DSH functions for the experiential 

avoidance of unwanted emotion (Chapman et al., 2006). The function-based approach is 

described in more detail, and some of the empirical support elaborated, in Chapter Three.  

Three theories are presented that relate to both SA and DSH. The Biosocial Theory of 

Suicidal Behaviour (BTSB) is an affect-regulation theory that proposes that suicidal 
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behaviour is a learned method of coping with acute emotional suffering (Linehan, 1993). 

Although a function-based theory, this theory applies to ‘suicidal’ behaviour and thus both 

SA and DSH (Linehan, 1993). The Interpersonal Psychological Theory of Suicidal Behaviour 

(IPTSB) is a theory of suicidal behaviour that is also a dominant theory (Joiner Jr, 2007). It is 

a continuum model that proposes that an individual acquires capability for suicide by 

engaging in DSH and becoming ‘habituated’ to the fear and pain associated with suicide 

(Joiner Jr, 2007). As well as ‘habituation’, two interpersonal factors (i.e., thwarted 

belongingness and perceived burdensomeness) are necessary components of the theory 

(Joiner Jr, 2007). The third theory is the Diathesis Stress Model (DSM), which is suited to the 

exploration of different disorders or syndromes such as SA, DSH and suicidal behaviour 

(Mann, Waternaux, Haas, & Malone, 1999). The DSM is comprehensive of historical 

domains (e.g., childhood abuse), and genetic predispositions (e.g., trait vulnerabilities), which 

interact with proximal stressors (internal or external) to lead to self-harm (Fliege, Lee, 

Grimm, & Klapp, 2009). In some adaptations of the DSM, specific stress-diathesis 

interactions are proposed, for example, that suicidal behaviour is a complication of a mental 

illness/disorder (Mann, 2002), or an outcome of an impulsive aggressive diathesis (McGirr & 

Turecki, 2007). Those theories, and some of the empirical support is elaborated in Chapter 

Three.  

 

Summary 

In Chapter One, the rationale for the study of SA and DSH in male inmates was 

introduced. Male inmates were shown to be a high-risk group as they have higher rates of 

suicide, SA, DSH and SI than the general population. Those who are most at risk of suicide, 

however, are difficult to identify as inmates have elevated levels of psychopathology, and 

substance abuse problems, which are risk factors for suicide in the general population, but 

may not be in inmates. A lifetime history of SA and/or DSH is the strongest risk factor for 

suicide, but less is known about the other characteristics that lead to suicide. In suicide the 

risk factors are from different domains (e.g., demographic, criminal, environmental and 

psychological), but there are few characteristics confirmed as risk factors for self-harm. The 

first research priority is, therefore, the examination of the characteristics that are associated 

with self-harm and of these, the key predictors of self-harm from across different domains.  

The separation and differentiation of SA and DSH is required to advance scientific 

understanding of the different forms of self-harm, and to identify similarities/differences 

between SA and DSH. In addition, the accurate classification of SA and DSH is required to 
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enhance treatment outcomes. Few factors, however, are confirmed as distinguishing 

characteristics of SA and DSH in a male inmate population, perhaps due to the difficulties in 

conducting research in this setting. Further, across settings there are definitional barriers. In 

order to address the classification difficulties, the areas of difficulty in classification are 

identified in the next chapter, and some key nomenclatures explored in terms of these areas of 

difficulty in classification. This informs the approach to classification in the current study, as 

the second research priority is the examination of similarities/differences among those who 

self-harm.  

The examination of the characteristics that are associated with a history of SA and/or 

DSH, and/or that distinguish SA and DSH, requires a coherent theoretical framework. In this 

chapter, some dominant approaches to SA were briefly introduced that included different 

theoretical perspectives on suicide (i.e., cognitive and escape theories). In addition, a 

function-based theory specific to DSH (the ITMSI), and a function-based-theory not specific 

to DSH (the EAM), were introduced. This was followed by the introduction of three 

different, but dominant, approaches to the conceptualisation of SA and DSH, which included 

a ‘continuum’ approach (the IPTSB), and an approach that has been applied across 

syndromes and behaviours (the DSM). Those theories are described in more detail in Chapter 

Three, and evaluated in terms of some of the evidence, in order to select a theoretical model 

for application in the current study.   

The chapters that follow include two literature review chapters, a methods chapter and 

three empirical chapters. The characteristics of male adult offenders who attempt suicide or 

engage in DSH (2003-2013) will be summarised in Chapter Four, and in Chapter Five there 

will be a critical evaluation of the key findings in those studies. The methods used in the 

current study will be described in Chapter Six. In Chapter Seven there will be an initial 

profile of the overall sample on some static, trait and current/state psychological 

characteristics. This will be followed by a comparison of the two groups (i.e., self-harm and 

comparison) on a range of characteristics from across the key domains. Of the characteristics 

that are the most significant at distinguishing the two groups, those that are the key predictors 

of self-harm will be identified. In Chapter Eight, in order to determine whether the three self-

harm groups differ on a range of characteristics from each other, and from the comparison 

group, there will be a comparison of the four groups (SA, DSH, SA/DSH and comparison). 

Finally, there will be a behavioural profile of SA and DSH, and six vignettes presented, to 

highlight the behavioural differences both within and across groups. The synthesis of the 
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findings, the limitations of the study, future research directions and implications for practice 

will be discussed in Chapter Ten.  
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Chapter Two 

Nomenclatures of suicide attempts and deliberate self-harm  

 

In Chapter Two the definition and classification of SA and DSH is addressed to 

inform an approach to classification in the current study. Research on epidemiology, 

aetiology and management requires first of all a coherent and agreed diagnostic classification 

system. A standard nomenclature provides terms and definitions to aid the communication of 

public health officials, researchers and clinicians (O'Carroll et al., 1996). There is, however, 

no agreed standard nomenclature of SA that incorporates DSH or vice versa. For this reason, 

three key nomenclatures of SA and DSH (De Leo, Burgis, Bertolote, Kerkhof, & Bille-Brahe, 

2006; Nock & Favazza, 2009; Silverman, Berman, Sanddal, O'Carroll, & Joiner, 2007a; 

Silverman et al., 2007b) are selected for review of their clinical and research utility and to 

inform the approach to definition in the current study.  

 

In summary, this chapter aims to:  

(1) provide an overview of three key nomenclatures 

(2) identify the areas of difficulty in classification 

(3) explore the features of the three nomenclatures that relate to those areas of 

difficulty, and 

(4) summarise the applications of the nomenclatures. 

    

 2.1 The selection of the three key nomenclatures  

A clear diagnostic classification system is required so that subgroups can be identified 

in research and for treatment/intervention. If SA and DSH are psychologically distinct, with 

different diagnostic validators, it is likely they arise from different intra-psychic and social 

processes, and will be differentially responsive to individual and public health interventions. 

Nomenclatures provide terms and standard definitions for the purpose of communication 

among practitioners, researchers and across the public health domain (O'Carroll et al., 1996). 

Classification systems offer a more detailed means of categorising the concepts than 

nomenclatures (Silverman et al., 2007b). Nomenclatures assist in the gathering of public 

health information on disease and fatalities to assist in public health planning, and in the 

identification and treatment of clinical disorders. Classification systems elaborate on those 

definitions by the identification of subtypes and characteristics of disorders across different 

domains. The development of an all-encompassing classification system, however, may not 
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be achievable or desirable as the definitions may not apply to atypical forms of the behaviour. 

Notwithstanding, a nomenclature is required that encompasses SA and DSH to assist in the 

definition and distinction of SA and DSH in the current study.  

There are well-documented difficulties in establishing a nomenclature of suicide, 

which includes DSH (De Leo et al., 2006; O'Carroll et al., 1996). SA and DSH are difficult to 

distinguish as they are both self-inflicted, intentional (i.e., not accidental) and require the 

individual to be conscious/aware (De Leo et al., 2006). While some classification schemes of 

suicide include DSH (Brown, Jeglic, Henriques, & Beck, 2006; De Leo et al., 2006; O'Carroll 

et al., 1996; Silverman et al., 2007a) none have led to the widespread adoption of a standard 

nomenclature across SA and DSH that clearly identifies how to classify SA and DSH (i.e., 

together or separately), or a standard definition of DSH.  

In the absence of a standard nomenclature of SA and DSH, three key nomenclatures 

that include SA and DSH are selected for review. The three key nomenclatures (De Leo et al., 

2006; Nock & Favazza, 2009; Silverman et al., 2007a, 2007b) are selected because they are 

prominent in the field. Two of them (De Leo et al., 2006; Silverman et al., 2007a, 2007b) 

represent a major consultative approach to the development of nomenclature in two different 

continents (i.e., United States of America and Europe). One was developed under the 

auspices of the World Health Organization (WHO) in Europe (De Leo et al., 2006) and the 

other by a panel of experts in the United States of America (O'Carroll et al., 1996), including 

its subsequent revision (Silverman et al., 2007a, 2007b). A basis for the inclusion of the third 

nomenclature (Nock & Favazza, 2009) is that it is more informed by the rapidly growing 

literature on DSH (e.g. Fliege et al., 2009).  

In summary, while there is no standard definition of SA and DSH, three key 

nomenclatures are selected to assess their clinical and research utility and to inform the 

approach to definition in the current study.  

    

2.1 An overview of the three key nomenclatures  

 Table 2.1 shows the overarching terms and definitions of the key constructs in the 

three nomenclatures (De Leo et al., 2006; Nock & Favazza, 2009; Silverman et al., 2007a, 

2007b).  
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Table 2.1: 

  

The overarching terms and definitions of key constructs in the three nomenclatures  

Constructs De Leo et al  

(2006)  

Silverman et al  

(2007a, 2007b) 

Nock &Favazza 

(2009) 

Overarching 

term  

Non-fatal and fatal 

suicidal behaviour 

 

Risk taking and suicide-

related thoughts, 

communications and 

behaviours 

Suicidal and non-

suicidal thoughts and 

behaviours 

    

SA Non-fatal suicidal 

behaviour is a 

‘nonhabitual act with a 

non-fatal outcome that 

the individual expecting 

to, or taking the risk to 

die or to inflict bodily 

harm, initiated and 

carried out with the 

purpose of bringing 

about wanted changes’ 

 

SA is ‘self-inflicted, 

potentially injurious 

behaviour with a non-

fatal outcome for which 

there is evidence (either 

explicit or implicit) of 

intent to die’ 

Suicidal self-injury 

(SA) is ‘self-injurious 

behaviour in which 

there is at least some 

intent to die’ 

   

DSH Self-harm (DSH) is ‘self-

inflicted, potentially 

injurious behaviour for 

which there is evidence 

(either implicit or 

explicit) that the person 

did not intend to kill him 

or herself’* 

Non-suicidal self-

injury (DSH) is ‘the 

direct, deliberate 

destruction of one’s 

own body tissue in the 

absence of suicidal 

intent’ 

Abbreviations: SA = suicide attempt, DSH = deliberate self-harm  
*
Includes ‘undetermined intent’, which is intent that is not known, known to some degree or unsure 

 

 

Table 2.1 shows that the overarching term used by De Leo et al (2006) is ‘nonfatal 

and fatal suicidal behaviour’. The initial classification of suicidal behaviour is based on 

whether there is a fatality or not (De Leo et al., 2006). Non-fatal suicidal behaviour is defined 

as a ‘nonhabitual act with a nonfatal outcome that the individual expecting to, or taking the 

risk to die or to inflict bodily harm, initiated and carried out with the purpose of bringing 

about wanted changes’ (De Leo et al., 2006).  

 The overarching term used by Silverman et al (2007b) is ‘risk taking and suicide-

related thoughts, communications and behavior’. The three suicide-related behaviours are 

suicide or self-inflicted death (intentional or unintentional), SA and DSH (Silverman et al., 

2007b). The initial classification of SA and DSH is made based on whether intent is present 

(SA), not present (DSH) or unknown (i.e., undetermined suicide-related behaviour) 

(Silverman et al., 2007b). SA is defined as a ‘self-inflicted, potentially injurious behaviour 

with a non-fatal outcome for which there is evidence (either explicit or implicit) of intent to 
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die’ (Silverman et al., 2007b). Self-harm (i.e., DSH) is defined as ‘self-inflicted, potentially 

injurious behaviour for which there is evidence (either implicit or explicit) that the person did 

not intend to kill him or herself’ (Silverman et al., 2007b). The category of suicide gesture, 

defined as a behaviour in which individuals lead others to believe they intend to kill 

themselves when they have no intention of doing so, is not included as it is considered too 

pejorative (Silverman et al., 2007b).  

The overarching term used by Nock and Favazza (2009) is ‘non-suicidal and suicidal 

thoughts and behaviours’. The initial classification is based on the presence of intent (SA) or 

the absence of intent (DSH), using a dichotomous representation of intent (Nock & Favazza, 

2009). SA refers to engagement in potentially self-injurious behaviour in which there is at 

least some intent to die (Nock & Favazza, 2009). Non-suicidal self-injury (i.e. DSH) is 

defined as ‘the direct, deliberate destruction of one’s own body tissue in the absence of 

suicidal intent’ (Nock & Favazza, 2009). Suicide gesture, with or without an injury, is 

included (Nock & Favazza, 2009).  

In summary, in one nomenclature the initial classification is made irrespective of 

motivation (De Leo et al., 2006), whereas, in two nomenclatures, the initial classification is 

made based on the intent (Nock & Favazza, 2009; Silverman et al., 2007a, 2007b). The 

definitions of SA, however, are similar and contain the same key elements (e.g. outcome of 

the behaviour, agency of the act, intent and awareness).  

 

2.1.1 The areas of difficulty in classification  

It is likely that areas of difficulty in the classification of SA and DSH hinder the 

adoption of a standard nomenclature of SA and DSH. The areas of difficulty are identified 

based on the overview of the three key nomenclatures (De Leo et al., 2006; Nock & Favazza, 

2009; Silverman et al., 2007a, 2007b) and the wider literature. These areas are as follows: the 

inclusion of theory, the definition of DSH and the inclusion of the motivational, cognitive, 

behavioural and affective characteristics. The features of the selected nomenclatures are, 

therefore, evaluated against these areas of difficulty to inform the approach to classification 

for the current study. 

The first area of difficulty in classification is how to conceptualise the relationship of 

SA and DSH. Two clearly contrasting approaches to the conceptualisation of the relationship 

between SA and DSH are the continuum (e.g.,  Joiner Jr, 2007) and separate syndrome 

approach (e.g., Muehlenkamp, 2005). These are likely to inform whether SA and DSH are 

separated or not in definitions. It is contended that nomenclatures are not theory-driven, as 
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nomenclatures define concepts but do not explain them (e.g., Maris, Berman, & Silverman, 

2000). Another view, however, is that classification systems are likely to be informed by 

theory (Silverman et al., 2007b). Further, the widely-adopted and implemented definition of 

SA is grounded in cognitive explanations for suicide (Beck, Rush, Shaw, & Emery, 1979) 

and a hopelessness-depression model of suicide (Minkoff, Bergman, Beck, & Beck, 1973; 

Weishaar, 1996). The inclusion of theory may, therefore, be an important element that 

strengthens nomenclatures.  

The second area of difficulty is the absence of a standard definition of DSH. This is 

because there is a lack of agreement on what to include in DSH definitions (Claes & 

Vandereycken, 2007). The definition of SA is based on a widely-accepted and implemented 

‘gold-standard’ definition of suicide, which positions suicidal intent, a concept that 

incorporates suicide planning, as a key indicator of SA (Beck, Weissman, Lester, & Trexler, 

1976). The definitions include three distinct suicide categories, namely SI, SA and completed 

suicide (Beck et al., 1976). In contrast, DSH definitions vary in terms of the inclusion of the 

motivation, the nature of the harm, the range of behaviours, behavioural characteristics and 

co-morbidities, as illustrated below. The lack of a standard definition for DSH leads to 

difficulty in the comparison, generalisation and interpretation of research findings on SA and 

DSH (Nock & Favazza, 2009; Santa Mina & Gallop, 1998).  

The third area of difficulty is the inclusion of the motivational characteristics. 

Individuals who engage in SA are differentiated from individuals who engage in DSH by the 

intent or desire to end life (Muehlenkamp, 2005; Muehlenkamp & Kerr, 2010). The difficulty 

with the inclusion of the intent is that it is primarily based on self-reporting and may be 

unreliable (De Leo et al., 2006; Freedenthal, 2007). An individual may retrospectively inflate 

and/or underestimate the lethality of their intent (Freedenthal, 2007), and there is no way of 

contemporaneously capturing intent. Notwithstanding, the intent is the key distinguishing 

characteristic of SA and DSH (Silverman et al., 2007b). 

The inclusion of other motivational characteristics is more contentious than that of 

intent. Some report that SA and DSH are distinguished by a number of motivational and 

functional characteristics, including intent, lethality of means and the social and 

psychological function (e.g., Muehlenkamp & Kerr, 2010; Nock & Kessler, 2006). Lethality 

refers to the medical seriousness of the act and provides an objective indication of the intent 

(De Leo et al., 2006). The lethality, however, is difficult to operationalise as it interacts with 

severity of injury and depends on knowledge of method, as well as on opportunity, which 

may be restricted (e.g., in incarcerated populations). The function is also difficult to 



15 

 

operationalise and there are overlapping functions. Notwithstanding, the function in SA is to 

cease living, whereas in DSH it is thought to be to alter, remove or change internal or 

external states or situations, (Muehlenkamp & Kerr, 2010). In summary, the inclusion of 

motivational characteristics, such as the intent, the lethality and the function, are three areas 

of difficulty in classification.  

The fourth area of difficulty in classification is the inclusion of the cognitive, affective 

and behavioural characteristics. It is well established that SA and DSH are multi-determined 

behaviours, and associated with a range of cognitive, affective and behavioural characteristics 

(e.g.,  Fliege et al., 2009; Nock, Joiner Jr, Gordon, Lloyd-Richardson, & Prinstein, 2006). It is 

reported that ‘suicide and other self-destructive behaviours are often the consequence of 

intention, motivation, and preparation (which have cognitive, emotional, and behavioural 

components)’ (Silverman et al., 2007a, p.253). The inclusion of these characteristics (e.g., SI, 

depression) in definitions, however, may not be well supported empirically. In addition, 

behavioural characteristics (e.g., frequency, lethality/severity of method) may not distinguish 

SA and DSH, unless in combination with other characteristics. Hence, the inclusion of 

cognitive, affective and behavioural characteristics are areas of difficulty in classification.  

In summary, the areas of difficulty in classification include the following: the lack of 

theoretical and definitional consensus, the inclusion of motivational characteristics (i.e., the 

intent, lethality, function) and the inclusion of the cognitive, affective and behavioural 

characteristics.  

 

 2.3 The exploration of the features of the three key nomenclatures  

The features of the three nomenclatures (De Leo et al., 2006; Nock & Favazza, 2009; 

Silverman et al., 2007a, 2007b) that relate to areas of difficulty in classification are explored 

below, based on some of the supporting research.  

 

2.3.1 The inclusion of theory: the ‘continuum’ approach 

The continuum approach is one of the two main approaches to the conceptualisation of 

the relationship of SA and DSH. In the continuum approach, DSH is proposed as being on a 

continuum with SA in a pattern of escalating severity of behaviour, with mild severity DSH 

at one end and completed suicide at the other (Skegg, 2005; Stanley et al., 2001; Stanley, 

Winchel, Molcho, Simeon, & Stanley, 1992). The continuum approach is evident in the 

category of non-fatal self-injury proposed by De Leo et al. (2006). The aim of De Leo et al. 

(2006) is to focus on non-lethal behaviours, as these are the counterpart behaviours of 
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completed suicide. Some DSH (e.g., habitual DSH) is excluded from the continuum as these 

are not viewed as potentially lethal (De Leo et al., 2006). It is not clear, however, at what 

point on the continuum some DSH is excluded. Notwithstanding, the definitions provided by 

De Leo et al. (2006) are consistent with the continuum approach.  

There are different continuum models. In the Gateway Theory it is proposed that mild 

DSH is entry level behaviour that escalates, in the same way that marijuana is a gateway drug 

that precedes other more lethal addictive drug use (e.g.,  Hamza et al., 2012). In the 

Interpersonal Psychological Theory of Suicidal Behaviour (IPTSB) it is proposed that DSH, 

and exposure to other pain and provocation behaviour, is ‘practicing up’ to suicide via a 

process of habituation and desensitisation to fear and pain (Joiner Jr, 2007). The difference 

across these two models is that the Gateway Theory includes only direct DSH, whereas direct 

and indirect DSH are included in the IPTSB. Both models are similar, however, in that they 

propose an escalating severity of self-harm behaviour.  

The concept of escalated severity of DSH behaviour to SA is empirically supported. 

DSH is shown to be a risk factor for SA, irrespective of frequency, in a number of studies 

(Andover & Gibb, 2010; Asarnow et al., 2011; Nock et al., 2006; Whitlock & Knox, 2007). 

In one study, the frequency of DSH provides an indication of the frequency of SA (e.g.,  

Andover & Gibb, 2010), although in a young adult study the frequency of DSH is a risk 

factor for SA only up to 50 episodes of DSH (Whitlock & Knox, 2007). DSH is a risk factor 

for SA after controlling for clinical correlates such as hopelessness and BPD (e.g. Andover & 

Gibb, 2010; Wilkinson, 2011). Further, the continuum theory is supported by research that 

shows that there is an earlier age of onset for DSH than SA (Muehlenkamp & Gutierrez, 

2007; Ougrin et al., 2012) and, conversely, that SA does not increase the risk of DSH (e.g. 

Asarnow et al., 2011; Wilkinson, 2011). Although there is an absence of longitudinal 

research in adults, there is empirical support for an ordering of DSH based on 

lethality/severity of method, irrespective of intent (Latimer, Covic, & Tennant, 2012).  

The co-existence of SA and DSH may be consistent with the concept that there is an 

escalation in DSH behaviour. The co-occurrence of SA and DSH is 16-25% in adults 

(Kleespies et al., 2011; Wilcox et al., 2011) and 33-37% in adolescents (Asarnow et al., 2011; 

Jacobson, Muehlenkamp, Miller, & Turner, 2008). In one adolescent study, the prevalence of 

co-existing SA/DSH in those with one prior SA is as high as 70%, and 55% in those with 

repeated SA (Nock et al., 2006).  Over time, co-existing SA/DSH is a more robust predictor 

of future SA than depression or SI (Klonsky, May, & Glenn, 2013). Despite this, co-existing 

SA/DSH is not included in two nomenclatures, although in one nomenclature the co-
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occurrence of SA and DSH is identified as an area for potential future inclusion (Silverman et 

al., 2007b). Further research is required on the co-occurrence of SA and DSH.  

Some research does not support the concept of a continuum of escalating severity of 

behaviour. The concept of increased tolerance to pain in DSH, for example, may differ across 

methods of DSH (Hamza et al., 2012). Also, some DSH and SA patterns are inconsistent with 

the concept of a gradual progression from DSH to SA. For example, a significant number of 

self-injuring men use moderate-to high-severity DSH forms, but practice it for relatively 

short periods, or infrequently, whereas women who engage in high-severity forms, are more 

likely to be currently practicing the behaviour using multiple methods (Whitlock, 

Muehlenkamp, & Eckenrode, 2008). In addition, although self-cutting is not at the extreme 

end of a proposed self-harm continuum (e.g.,  Skegg, 2005), severe injury can result due to 

repeated, increasingly deeper wounding (Hasking, Momeni, Swannell, & Chia, 2008). This 

variability in injury severity across the different methods used in SA and DSH challenges the 

ordering of DSH methods according to lethality/severity and consistent with the continuum 

approach.  

In summary, while there is empirical support for a proposed continuum of ordering 

the lethality/severity of self-harm behaviour by method, the concept is not supported by the 

variability in injury severity across the methods of self-harm.  

 

2.3.2 The inclusion of theory: the ‘separate syndrome’ approach 

The other main approach to the conceptualisation of the relationship of SA and DSH is 

the separate syndrome approach. In this approach, DSH is proposed as its own disorder with 

its own identifying criteria (Muehlenkamp, 2005). Consistent with the separate syndrome 

approach, there are two distinct categories for SA and DSH proposed in two nomenclatures 

(Nock & Favazza, 2009; Silverman et al., 2007b). The conceptualisation of the separate 

syndrome approach, however, is not explicit in either model.  

DSH is not currently classified as a separate syndrome. The category of non-suicidal 

self-injury (NSSI) (i.e., DSH) is included in the American Diagnostic and Statistical Manual-

5 (DSM-5) (A.P.A., 2013) as a category recommended for further research, but is not 

endorsed as a new disorder. Similarly, the category of DSH is not included in the World 

Health Organization’s International Classification Diagnostic System as a separate disorder 

(Wilkinson, 2013). To be included as a new disorder, consideration is given to antecedent, 

concurrent and predictive diagnostic validators, clinical utility, differentiation from 

diagnostic ‘neighbours’ (e.g., BPD) and the potential benefits (e.g., patient care) for creating 
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the diagnosis (Selby, Bender, Gordon, Nock, & Joiner Jr, 2012). If DSH is its own disorder it 

should have a different aetiology, not only from BPD but also from SA, which it resembles 

the most (Wichstrom, 2009).  

The concept that DSH is its own syndrome is supported by research that shows 

different levels of trait and state psychological disturbance among self-harm subgroups (i.e., 

co-existing SA/DSH, SA and DSH). In an adult inpatient study (Claes et al., 2010), SA (and 

SA/DSH) is associated with higher levels of neuroticism, depression, depressive reaction, 

hopelessness and SI than DSH . Consistently across studies, individuals who engage in 

multiple forms of self-harm represent a more severe clinical group than those who engage in 

only SA or DSH (e.g., Andover & Gibb, 2010; Claes et al., 2010; Jacobson et al., 2008). 

Further, the differences are most marked between a co-existing SA/DSH group and a DSH 

group (Claes et al., 2010). Notwithstanding, the highest levels of trait and state psychological 

disturbance are associated with co-existing SA/DSH.  

The association of different psychiatric diagnoses across self-harm groups provides 

support for the separate syndrome approach. The psychiatric diagnoses of Depressive 

Disorder, Simple Phobia, APD and co-morbidity are more pronounced in SA than DSH, 

based on findings in a national survey (e.g.,  Nock & Kessler, 2006). In an adolescent 

inpatient group (Jacobson et al., 2008), there were higher levels of Mood Disorder and Post-

traumatic Stress Disorder associated with SA (and co-existing SA/DSH) than DSH. There 

was more disordered eating and childhood abuse in an SA group (and co-existing SA/DSH) 

than a DSH group among young adults (Whitlock & Knox, 2007). These differences indicate 

that it is useful to distinguish between SA and DSH on the basis of intent (Nock & Kessler, 

2006).  

The separate syndrome approach is not supported by research which indicates that 

there are shared clinical correlates across SA and DSH. There are similarly high levels of 

psychiatric disorder, for example, in those who complete suicide (i.e., 90%) (Oquendo, Baca-

García, Mann, & Giner, 2008) as in those who engage in DSH (i.e., 87%) (Nock et al., 2006). 

SA and DSH are not distinguished by childhood abuse factors (Muehlenkamp & Kerr, 2010), 

trait impulsivity (Lynam, Miller, Miller, Bornovalova, & Lejuez, 2011), anxiety disorders 

other than Simple Phobia (Nock & Kessler, 2006), BPD or substance abuse (Jacobson et al., 

2008). A different perspective is one that proposes a shared third variable (e.g., high levels of 

state anxiety, depression) to account for both SA and DSH (e.g.,  Hamza et al., 2012). 

According to this theory, the differences between SA and DSH are spurious and accounted 

for by this common third variable (Hamza et al., 2012).  
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Another difficulty is that if DSH is its own syndrome, it is not clear how it is 

appropriately conceptualised. Originally DSH was proposed as an impulse control disorder 

(Pattison & Kahan, 1983). A more recent conceptualisation is that DSH, which is 

impulsivity-based, is on the same spectrum as Obsessive Compulsive Disorder (OCD) (e.g.,  

Hollander & Rosen, 2000). Conditions characterised by impulsivity, however, have high 

hedonic value, and conditions characterised by compulsivity tend to be viewed as aversive 

(McKay et al., 2004). DSH does not have high hedonic value, nor is it necessarily aversive, 

so the evidence suggests that DSH is not an obsessive-compulsive-related disorder (McKay 

& Andover, 2012). It may be that high negative affect and emotional lability characterise 

DSH, although these symptoms are also characteristic of BPD. A potential DSH disorder is 

proposed, however, that is distinguished from BPD and includes high levels of depression, 

anxiety, suicidality and impaired functioning (Selby et al., 2012). Longitudinal research may 

be required to confirm this.  

In summary, there is empirical support for the separate syndrome based on research 

that shows that DSH differs from SA on the basis of a number of trait and state psychological 

characteristics. The differences are most marked, however, between co-existing SA/DSH and 

DSH. There is also evidence of some shared clinical correlations. Since the continuum 

approach does not account for all the variability in severity of injury, and there is evidence of 

shared correlates, the evidence supports further research on DSH as a separate syndrome.  

 

2.3.3 Definitions of DSH  

There is evidence of variability in the terms and definitions of DSH in the two 

nomenclatures that make a distinction between SA and DSH (Nock & Favazza, 2009; 

Silverman et al., 2007b). The term ‘self-harm’ is preferred by Silverman et al, (2007b) and 

this term is popular in countries such as Australia and South Africa (De Leo et al., 2006). The 

term ‘non-suicidal self-injury’ is preferred by Nock and Favazza (2009), as the term DSH 

does not convey the non-suicidal nature of the self-injury. Although both definitions require 

the absence of suicidal intent, they differ in the nature of harm required to justify the 

definition, with tissue damage a requirement in one nomenclature (Nock & Favazza, 2009) 

and not in the other (Silverman et al., 2007b).  

Confusion arises from the plethora of terms used for DSH (e.g., self-harm, non-

suicidal self-injury, self-mutilation). For example, the term used may correspond to the same 

definition or to different definitions. The term ‘self-mutilation is ubiquitous (Simeon & 

Favazza, 2001), 2001), but may refer to DSH across the range of severity types, or be 
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restricted to serious bodily harm without suicidal intent and stereotypical self-harm among 

the intellectually disabled (Skegg, 2005). The term ‘DSH’ is used in the United Kingdom for 

all incidents of bodily harm survived, regardless of intent, whereas in the United States of 

America, the same term refers to incidents of bodily harm without suicidal intent, and 

excludes overdose and methods of high lethality (Skegg, 2005). Notwithstanding, the actual 

term used does not matter as long as it is well defined.  

A number of composite terms (e.g., para-suicide, suicidal behaviour, self-injurious 

behaviour) are used that overlap/incorporate suicide with DSH. The term ‘para-suicide’ was 

originally introduced by experts in Europe to refer to all non-fatal SA (Kreitman, Philip, 

Greer, & Bagley, 1969), but the term was eventually abandoned in favour of non-fatal self-

injury (De Leo et al., 2006). Historically, Beck et al. (1976) proposed that the term ‘self-

injurious behaviour’ should be used to name behaviours that are not SA. However, this term, 

‘self-injurious behaviour’, is used to refer to both SA and DSH (Lohner & Konrad, 2006), 

and to the full range of suicide behaviours regardless of outcome (Chapman et al., 2006). The 

term ‘suicidal behaviour’ is reported as being too ubiquitous and too seldom defined to be 

endorsed (De Leo et al., 2006). Despite this, a category of Suicidal Behaviour Disorder is 

included as one for further research in the DSM-5 (A.P.A., 2013). Composite terms, 

therefore, also require definition and clarification.  

DSH definitions vary in terms of the inclusion of the motivation. Most commonly, 

DSH is defined, and separated from SA, by the absence of the intent (Klonsky & Glenn, 

2009; Nock & Favazza, 2009; Silverman et al., 2007b). Other definitions of DSH, however, 

have been silent regarding motivation. This is consistent with the concept that intent cannot 

be conceptualised as a dichotomous variable that may be either present or absent (Hawton et 

al., 1998; Hawton, Rodham, & Evans, 2006, p. 29). A common definition of DSH, for 

example, is one that encompasses self-injury and self-poisoning, irrespective of intent (De 

Leo et al., 2006; Hawton, Zahl, & Weatherall, 2003). In the current study, the definition of 

DSH incorporates the concept of deliberate, self-inflicted harm without conscious suicidal 

intent.  

DSH definitions vary in terms of the inclusion of the ‘nature of harm’. There is 

agreement that DSH can be distinguished from socially-sanctioned behaviour, such as 

tattooing or body piercing (Favazza, 1998). In addition, everyday behaviours such as scab 

picking and nail biting, without ‘tissue damage’, are mostly excluded from classification as 

DSH (Croyle & Waltz, 2007; Gratz, 2001). Although physical characteristics (e.g. scars of 

different ages in similar sites, slow healing of injuries) are sometimes used to classify the 
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injury (e.g. Payne-James, Crane, & Hinchliffe, 2005), there is no consistency in 

classifications which include location of the injury on the body (Claes & Vandereycken, 

2007). Additionally, while the requirement for the destruction or alteration of body tissue is 

common in definitions (Gratz, 2001; Nock & Favazza, 2009), some definitions require only 

bodily harm (Klonsky, 2007; Silverman et al., 2007a) and other definitions require damage to 

the surface of the body (e.g. A.P.A., 2013; Claes & Vandereycken, 2007). The requirement 

for tissue damage, however, is the most reliably operationalised of these alternatives.  

The range of behaviour included in DSH definitions varies. In some definitions 

indirect harms, such as nonphysical (e.g. cognitive, emotional, social) or delayed harm (e.g. 

alcohol abuse, starvation) are included in the definition (Sansone, Wiederman, & Sansone, 

1998; Skegg, 2005). The inclusion of a range of behaviour is supported by evidence that 

indirect and direct harms are inter-related in a common construct of DSH irrespective of 

intent (Latimer, Meade, & Tennant, 2013; Vrouva, Fonagy, Fearon, & Roussow, 2010). The 

inclusion of indirect harms is not supported by research, which shows that DSH is 

differentiated from indirect harms by higher levels of self-criticism and suicide proneness (St 

Germain & Hooley, 2012). In addition, individuals who engage in DSH are distinguished 

from individuals who engage in dysregulated eating and excessive drinking by cognitive 

rumination, and experience of pain (Selby et al., 2010). Due to the findings of differences 

among those who engage in direct and indirect harms, there is insufficient support for the 

inclusion of indirect harm in definitions of DSH.  

The inclusion of behavioural parameters (e.g. frequency, severity) varies across 

definitions of DSH. DSH is often characterised as being repetitive behaviour (Favazza & 

Rosenthal, 1993; Muehlenkamp, 2005). This is supported by research that shows that the 

average frequency of DSH is higher than the average frequency of SA across populations 

(Andover & Gibb, 2010; Whitlock & Knox, 2007). DSH is also sometimes characterised as 

being mild severity behaviour compared with SA (Claes & Vandereycken, 2007). This is not 

supported empirically as some DSH is highly dangerous behaviour (Nada‐Raja, Skegg, 

Langley, Morrison, & Sowerby, 2004). Another behavioural characteristic, the method of 

DSH, is sometimes considered relevant to classification. Some definitions exclude self-

poisoning (Favazza & Rosenthal, 1993) because the bodily harm in self-poisoning is invisible 

and/or transient. The method, however, does not distinguish SA and DSH without reference 

to the intent.  

The inclusion of co-morbidities (e.g. intellectual disability) is another area of 

difference in definitions of DSH. Two subcategories that reflect co-morbidities are proposed 



22 

 

by Nock and Favazza (2009), one for stereotypic DSH (i.e. the self-stimulatory, mild and 

repetitive DSH in the intellectually disabled) and one for major DSH (i.e. the severe and 

episodic DSH associated with psychiatric disorder). The inclusion of co-morbidities, 

however, is not relevant to the study of SA and DSH in normally developing, non psychotic 

adults.  

Table 2.2 shows the definitional differences and the current definition of DSH.  

 

Table 2.2:  

 

Different definitions of DSH and the current definition  

Authors Definitions of DSH Differences*  

Hawton, 

Harriss, et al. 

(2003) 

Self-harm is ‘intentional self-injury or self-

poisoning, irrespective of type of motivation 

or degree of suicidal intent (self-harm)’ 

No intent  

Only direct harms  

Includes self-poisoning  

   

Silverman et al. 

(2007b) 

Self-harm is ‘self-inflicted, potentially 

injurious behaviour for which there is 

evidence (either implicit or explicit) that the 

person did not intend to kill him or herself’ 

Includes intent  

Only direct harms 

No behavioural or co-

morbidities 

   

Nock and 

Favazza (2009) 

Non-suicidal self-injury is ‘the direct, 

deliberate destruction of one’s own body 

tissue in the absence of suicidal intent’ – 

includes stereotypic and major subtypes  

Includes intent 

Only direct harms 

Includes tissue damage  

and two co-morbidities 

   

Lundh, Karim, 

and Quilisch 

(2007) 

Self-destructive behaviour ‘includes risk 

taking behaviour and DSH which involves 

acts of directly hurting oneself physically’  

No intent  

Indirect and direct harms  

Only bodily harm 

   

Favazza and 

Rosenthal 

(1993)  

Self-injurious behaviour is ‘repetitive, low 

lethality actions that alter or damage body 

tissue without suicidal intent’  

Includes intent 

Only direct harms 

Includes tissue damage 

and behavioural 

characteristics  

   

Current  

definition 

Deliberate self-harm is ‘the direct, deliberate, 

destruction or alteration of body tissue 

without conscious suicidal intent, but 

resulting in injury severe enough for tissue 

damage to occur’ 

Includes intent  

Direct harms 

Includes tissue damage 

No behavioural or co-

morbidities  

* Differences in terms of inclusion of motivational characteristics, the range of behaviours 

included, the nature of harm and inclusion of behavioural and co-morbidity characteristics  
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In summary, as shown in Table 2.2 definitions of DSH differ in the inclusion of the 

motivation, the nature of harm, the range of behaviours and whether behavioural 

characteristics and co-morbidities are included or not. The definitions of DSH in two 

nomenclatures (Nock & Favazza, 2009; Silverman et al., 2007b) are similar in the inclusion 

of motivation, but differ in the nature of harm required, and inclusion of co-morbidities. In 

neither nomenclature are there indirect harms or behavioural parameters included. The 

definition of DSH adopted in the current study is thus the ‘direct, deliberate destruction or 

alteration of body tissue without conscious suicidal intent, but resulting in injury severe 

enough for tissue damage to occur’ (Gratz, 2001). 

 

2.3.4 The intent  

The intent refers to the aim, purpose or goal of the behaviour (Silverman et al., 

2007a). The intent is positioned as the key distinguishing characteristic of SA and DSH in 

two nomenclatures (Nock & Favazza, 2009; Silverman et al., 2007a, 2007b), but not by De 

Leo et al. (2006). The difficulties with the intent include that intent is rarely 100%, and there 

is unknown intent. In one nomenclature, in order to resolve the problems with the intent, a 

third intent category (i.e., undetermined intent) is proposed (Silverman et al., 2007b). This 

category is used for intent that is unknown or ambivalent, which is conceptualised as 

fluctuating intent, uncertain intent at the time and uncertain recall of the event (Silverman et 

al., 2007b). In the other nomenclature, although ambivalent intent is acknowledged, in the 

absence of a sophisticated means of measuring intent, a dichotomous representation is 

proposed (Nock & Favazza, 2009). SA is classified if there is greater than zero-level intent, 

and non-suicidal self-injury (i.e., DSH) is classified if there is zero-level intent (Nock & 

Favazza, 2009). Notwithstanding, intent is the key distinguishing characteristic between SA 

and DSH in the two nomenclatures.  

The difficulties with intent include the potential unreliability of self-reporting and a 

recall bias. The self-report of intent is subjective (Freedenthal, 2007). A feature of post-hoc 

explanations for an SA is that they may be either an underestimation or an overestimation of 

intent (Freedenthal, 2007). The individual may have intended to die but for reasons such as 

social acceptability, or for interpersonal reasons, may later minimise that intention 

(Freedenthal, 2007). It is not uncommon for an individual to report that the SA was an 

accident, in the face of evidence to the contrary, such as use of a firearm or the existence of a 

suicide note (Freedenthal, 2007). Conversely, the intent may be retrospectively inflated, as 

there may be more beneficial outcomes for reporting intent to die (Freedenthal, 2007). In the 
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correctional setting, an inmate may engage in DSH, but report suicide intent, to obtain a 

transfer to another location for improved conditions, or to escape an unpleasant situation 

(Smith & Kaminski, 2010). Almost a third of emergency room presentations threaten suicide, 

without genuine intent, in order to get hospitalised (Lambert, 2002). Notwithstanding, 

information on intent gathered during clinical interview is more reliable than information 

gathered from sources such as narrative accounts in which intent may be unknown or 

‘undetermined’ (e.g. Posner, Oquendo, Gould, Stanley, & Davies, 2007).  

The bias in the recall of intent can be due to transient psychological states or 

neurological impairment. Intent cannot be confirmed if there is impaired consciousness due 

to delirium, intoxication and/or intellectual disability (Silverman et al., 2007b). The use of 

psychoactive substances is associated with deficits in memory, either as a short- or long-term 

effect of substance abuse, or a predisposing condition for it (Fernández-Serrano, Pérez-

García, & Verdejo-García, 2011). As a result, there is substantial co-morbidity between 

substance abuse disorder and traumatic brain injury (Olson-Madden, Forster, Huggins, & 

Schneider, 2012). In the short term, the individual may become disinhibited when intoxicated 

and perform the act of SA or DSH impulsively, limiting recall. Another factor is that the 

individual may become intoxicated to facilitate the SA or DSH, which suggests 

planning/ideation. Impulsivity, without intoxication, can also contribute to the uncertainty 

about the intent. In one study, a quarter of individuals who engaged in SA reported no more 

than five minutes prior planning (Simon et al., 2002). In another study, a third to two-thirds 

of individuals who engage in SA, report no more than an hour of planning (Rodham, Hawton, 

& Evans, 2004). Notwithstanding, the combination of substance abuse and other conditions, 

such as brain injury and/or impulsivity, can limit recall.  

The empirical support for the intent is equivocal. Suicide intent does not predict 

eventual suicide in one study (Harriss & Hawton, 2005). Further, the Suicide Intent Scale 

comprises a ‘circumstances’ and ‘intent’ section, and the ‘circumstances’ section performs 

slightly better than the ‘intent’ section in the prediction of suicide, although the overall 

predictive ability is low (Harriss & Hawton, 2005). Further, the Suicide Intent Scale is not 

adapted for use with populations such as the inmate population (Rivlin, Fazel, Marzano, & 

Hawton, 2012). A robust finding, however, is that high intent at the time of the last SA is a 

better predictor of future SA, in particular in the next 12 months, than changes in intent over 

time (Harriss et al., 2005). Notwithstanding, the self-report of intent is almost universally 

relied on to distinguish DSH and SA (Nock & Favazza, 2009).  
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In summary, the problems with the intent are that it might be unknown, ambivalent or 

suffer from self report or recall bias. In one nomenclature there is a dichotomous 

representation of intent to resolve the problems with intent (Nock & Favazza, 2009). In the 

other nomenclature there is a third intent category (Silverman et al., 2007b). Notwithstanding,  

the evidence supports that the intent is the key distinguishing characteristic of SA and DSH.  

 

2.2.5 The lethality  

The lethality is difficult to operationalise without reference to other factors. Lethality 

is the medical probability that the means and method used to harm self will end fatally (Maris 

et al., 2000). The lethality, however, is influenced by variables such as gender, knowledge 

and opportunity (De Leo et al., 2006). The concept of lethality is retained in one 

nomenclature but incorporates knowledge of lethality, building on earlier definitions (Bille-

Brahe et al., 1995; De Leo et al., 2006). The lethality is not included in two nomenclatures 

due to problems with its operationalisation (Nock & Favazza, 2009; Silverman et al., 2007a).  

The intent cannot be inferred on the basis of lethality unless knowledge of lethality is 

incorporated. Making inferences about intent based on lethality of method lacks validity (De 

Leo et al., 2006). Medically lethal attempts are associated with suicide planning but have low 

validity as a measure of the seriousness of intent (Brown, Henriques, Sosdjan, & Beck, 

2004). This is because a half of suicide attempters have an inaccurate expectation of the 

lethality of their attempt (Brown et al., 2004). It is unclear, however, whether individuals who 

engage in DSH under or overestimate the lethality of SA. In one study, a co-existing SA/DSH 

group is more likely than an SA group to underestimate the lethality, and the medical 

seriousness of the SA (Stanley et al., 2001). In another study, a co-existing SA/DSH group is 

more likely to overestimate the perception of lethality than an SA group (Andover & Gibb, 

2010). Notwithstanding, the lethality is difficult to operationalise without reference to 

knowledge of lethality.  

The lethality is influenced by opportunity. Some populations (e.g., inmate, inpatient, 

psychiatric population) may have suicidal intent and knowledge of lethality of means, but 

limited opportunity. Consequently, the evidence of a link between intent and lethality among 

inmate populations is inconsistent, with some studies supporting the link (Lohner & Konrad, 

2006) and others not (e.g. Dear, Thomson, & Hills, 2000; Haycock, 1989). Because of the 

limited number of methods available in custody inmates may choose very lethal methods 

(Daigle et al., 2007; Konrad et al., 2007), or delay their plan until later (Daigle, 2005). In 

particular young male offenders have been found to select a highly lethal method of DSH 
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(e.g., hanging) and yet have low suicidal intent (Inch, Rowlands, & Soliman, 1995; 

Livingston & Beck, 1997). This may be due to their youth and high impulsivity, which are 

linked with DSH in a male inmate population (Carli, Jovanovic, et al., 2010).  

The link between lethality of method and eventual suicide is supported empirically. 

The most common method of SA is firearm use (for men in the general community), and in 

custody it is self-hanging (e.g., Shaw et al., 2004). In Australia there have been changes in the 

lethality of method of completed suicides over two decades with a fall in firearm deaths 

among men in the community, and a rise in self-hanging, the latter a highly lethal method not 

significantly influenced by regulatory controls (Large & Nielssen, 2010). SA tends to involve 

high lethality methods (e.g., overdose, wrist cutting, self-hanging) whereas DSH often 

involves low lethality methods (e.g., cutting, burning, biting) (Andover & Gibb, 2010). It is 

reported that 98.6% of suicide deaths result from methods such as shooting by firearm, self-

hanging, overdose and jumping from heights, whereas cutting, the most common method of 

DSH, accounts for only 1.4% of suicide deaths (Muehlenkamp & Kerr, 2010). The most 

common method of DSH is skin cutting (70%), followed by self-hitting (21-44%) and self-

burning (15-35%) (Klonsky et al., 2003), although in adolescents self-scratching is the most 

common method (e.g., Whitlock, Eckenrode, & Silverman, 2006). The lethality of method at 

the time of the last SA predicts eventual suicide by the same method (Runeson, Tidemalm, 

Dahlin, Lichtenstein, & Långström, 2010). On balance, there is evidence of a hierarchy of 

self-harm behaviour that includes indirect harms, such as hair pulling, at one extreme end, 

and direct harms, such as jumping from a high place and shooting, at the other end (Latimer 

et al., 2013; Skegg, 2005). Irrespective of intent there is a relationship between the lethality 

of method and suicide.  

The problem with the lethality is that self-harm methods cannot be differentiated on 

the basis of suicide intent (Ougrin et al., 2012). Many self-harm methods, for example, are 

engaged in with and without suicidal intent (e.g., self-poisoning, self-cutting). At the level of 

the specific act, DSH and SA cannot be distinguished on the basis of lethality of means 

(Stanley et al., 2001). Although self-cutting is not a highly lethal method (e.g.,  Skegg, 2005) 

deep cut may lead to chronic muscular and other difficulties and, in the long term, be 

debilitating if not fatal. Furthermore, a highly lethal method of SA (e.g., gunshot wound 

where the bullet grazed the skin) may not result in a severe injury. This variability across SA 

and DSH contradicts the concept that SA and DSH are able to be distinguished by lethality of 

method.  
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In summary, lethality is a useful distinguishing characteristic of SA and DSH if 

interpreted in relation to knowledge and opportunity, but these are often not available. 

Consequently, the lethality is included in one nomenclature (De Leo et al., 2006), but only if 

knowledge of lethality is incorporated, and it is not included in the other two (Nock & 

Favazza, 2009; Silverman et al., 2007b).  

 

2.3.6 The function  

The function is not included in any nomenclature as a distinguishing characteristic of 

SA and DSH. There is, however, a large literature on the function of DSH (e.g. Klonsky & 

Glenn, 2009; Nock & Prinstein, 2004, 2005), and the function of DSH is included in two 

nomenclatures (Nock & Favazza, 2009; Silverman et al., 2007b). In one nomenclature, the 

function of DSH is mood regulation, self-punishment, help and attention-seeking (Silverman 

et al., 2007b). In the other nomenclature, the function of suicide gesture is interpersonal (i.e., 

social) and to influence others or the environment (Nock & Favazza, 2009). The function of 

SA is not included in any nomenclature.  

It has been reported that the functions of SA and DSH differ (Muehlenkamp & Kerr, 

2010). The function-based approach assumes that behaviours are developed and maintained 

by their immediate antecedents and the behavioural consequences (Claes & Vandereycken, 

2007; Nock, 2010). The antecedent in suicide is unendurable psychological pain whereas in 

DSH it is intermittent psychological pain (Schniedman, 1985, p. 216). The function in suicide 

is to achieve a permanent solution, whereas in DSH it is to seek temporary relief from 

unbearable emotion (Schniedman, 1985, p. 216). The consequence in suicide may be distress 

or frustration that death did not follow and, in DSH, the consequence may be a feeling of 

relief and reduction of negative affect and arousal (Muehlenkamp & Kerr, 2010). It is, 

therefore, conceptualised that the antecedents and consequences vary across SA and DSH.  

The literature supports that a primary function of DSH is to alter, remove or change 

negative emotional states. The function of DSH is conceptualised as a morbid form of self-

help as it provides relief or gratification from aversive affective states (e.g.,  Favazza, 1998). 

Self-report studies confirm that the most common function in DSH is to seek relief from a 

negative feeling or regulate affect (Gratz, 2003; Klonsky, 2007; Sakelliadis et al., 2010). This 

includes that the function of DSH may be to serve an anxiolytic or tension-reduction function 

(Herpertz, 1995; Klonsky, 2007). The second most common intrapersonal function is self-

punishment (Brown, Comtois, & Linehan, 2002; Klonsky & Muehlenkamp, 2007; Sakelliadis 

et al., 2010). The function, however, may also be to generate feeling. The internal stimulus, 
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for example, may be absence of feeling and the function of DSH may be to generate feeling, 

as can occur in dissociation or de-realisation (Nock & Cha, 2009). Notwithstanding, the most 

common function of DSH is affect regulation.  

The concept of the interpersonal function of DSH is supported empirically. Some 

functions in DSH are for the purpose of communicating with or influencing others (Nock & 

Cha, 2009). Interpersonal functions are less common than affect regulation or feeling 

generation functions (Gratz, 2003; Nock, 2008). Wanting attention, for example, is only 

endorsed by a minority (Gratz, 2003). For many, DSH is a private and secretive act, and the 

tendency to engage in DSH while alone correlates with affect regulation and not social 

functions (Glenn & Klonsky, 2009). In addition, those who engage in DSH exclusively while 

alone report more suicidal thoughts and behaviours (Glenn & Klonsky, 2009). Interpersonal 

functions are more common in males than females, as more boys engage in DSH in order to 

communicate with, influence others or out of boredom (Laye-Gindhu & Schonert-Reichl, 

2005). In custody, DSH is often to move location and this may be mis-labeled as 

manipulative (e.g. DeHart, Smith, & Kaminski, 2009). The function, however, may be to get 

away from people (i.e., a social function), or to be placed in isolation, as inmates are rarely 

alone and may prefer privacy. Notwithstanding, the interpersonal function is less common 

than the intrapersonal (e.g., affect-regulation) function.  

The function is difficult to operationalise. There may be overlapping functions, for 

example, the function may be to change psychological states (e.g., anger state) for both self-

punishment and affect-regulation purposes. Another difficulty is that while most functions are 

accounted for by two key functions (i.e., intrapersonal and interpersonal functions) based on 

factor analysis (Klonsky & Glenn, 2009), there is no agreed number of functions. In addition, 

the function may differ in the same individual across episodes of DSH. Although participants 

report the function of DSH is for both affect regulation and self-punishment, affect-regulation 

is overwhelmingly endorsed as the primary function (Klonsky, 2009). Notwithstanding, the 

difficulty with the function is that there are overlapping functions, no agreed measure and no 

agreed number of functions. 

There is a paucity of research that systematically examines the function across SA and 

DSH. Despite this, there is some evidence that the functions may be similar in SA and DSH. 

Affect regulation, for example, is common in both SA and DSH, although the functions that 

are more prevalent in DSH, are feeling generation, distraction and anger expression (Brown 

et al., 2002). These findings for female participants, however, may not generalise to males. 
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Notwithstanding, the function, as a primary distinguishing characteristic of SA and DSH, is 

yet to be confirmed (Silverman, 2011).  

In summary, DSH functions are briefly included in two nomenclatures (Nock & 

Favazza, 2009; Silverman et al., 2007b) but the inclusions are minimal given the empirical 

support for the function in DSH. In general, functions are more comprehensively examined in 

DSH than SA and future research may consider how functions in DSH differ from those in 

SA in order for this characteristic to be useful in classification of the two behaviours.  

 

2.2.7 Cognitive and communication characteristics 

The inclusion of cognitive (and communication) characteristics is problematic. 

Cognitive (e.g., SI) and communication characteristics (e.g., suicide planning) are not 

included by De Leo et al. (2006). SI is included in two nomenclatures (Nock & Favazza, 

2009; Silverman et al., 2007b), although the parallel construct of DSH ideation is only 

included in one nomenclature (Nock & Favazza, 2009). DSH ideation refers to instances in 

which people think about or have urges to engage in DSH (Nock & Favazza, 2009). Another 

difference is that in one nomenclature, passive thinking about death or suicide is included and 

SI divided into casual, transient, passive, active and persistent subcategories (Silverman et al., 

2007b). In the other nomenclature, SI is distinguished from passive thoughts and defined as 

‘thoughts of engaging in behaviour intended to end one’s own life’ (Nock & Favazza, 2009). 

Despite differences in definition, SI is included as a characteristic of SA in two 

nomenclatures.  

Communication characteristics are included in two nomenclatures (Nock & Favazza, 

2009; Silverman et al., 2007b). Verbal and passive suicide threats and suicide plans are 

included in one nomenclature (Silverman et al., 2007b). Writing a suicide note is a passive 

threat, and suicide plans are the systematic formulation of a plan which can lead to an SA 

(Silverman et al., 2007b). Suicide plans are classified differently in the other nomenclature, 

which also includes preparatory acts (Nock & Favazza, 2009). ‘Suicide plans’ refer to 

cognitive formulations of a specific method by which one intends to die, and ‘preparatory 

acts’ refer to steps taken to engage in SA that are not followed through, such as a suicide note 

(Nock & Favazza, 2009). In no nomenclature are DSH plans or preparatory acts (e.g., 

ritualism) included.  

The empirical support for the inclusion of SI is mixed. The levels of SI are higher in a 

co-existing SA/DSH group than in a DSH group in adult inpatients (Claes et al., 2010), young 

adults (Whitlock & Knox, 2007) and adolescents (Brausch & Gutierrez, 2010; Dougherty et 
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al., 2009; Jacobson et al., 2008; Muehlenkamp & Gutierrez, 2007). The findings are 

equivocal, however, in studies that examine differences between SA and DSH. The levels of 

SI are higher in an SA group compared with a DSH group in an adult study (Claes et al., 

2010), but SI does not distinguish SA and DSH in an adolescent study (Muehlenkamp & 

Gutierrez, 2004). Thinking about suicide is prevalent in both SA and DSH (Lundh et al., 

2007; Muehlenkamp & Gutierrez, 2004). The prevalence of individuals who report SI while 

self-injuring is 28-41% (Simeon & Favazza, 2001). DSH may function to prevent suicide by 

reducing SI (Suyemoto, 1998). Hence, SI may not distinguish between SA and DSH, 

although levels may be highest in a co-existing SA/DSH group.  

Cognitive characteristics, such as attitudes to living/dying, may distinguish SA and 

DSH. Individuals who engage in DSH report more positive attitudes to living, and more 

negative attitudes to death and dying, than those who engage in SA (Muehlenkamp & 

Gutierrez, 2004; Whitlock & Knox, 2007). In addition, individuals who engage in DSH 

express more reasons for living than those in a co-existing SA/DSH group (Muehlenkamp & 

Gutierrez, 2007). Another cognitive characteristic, impaired positive future thinking, is a 

stronger risk factor for SA than hopelessness (O'Connor, Fraser, Whyte, MacHale, & 

Masterton, 2008). Impaired positive thinking, therefore, may identify SA and distinguish SA 

and DSH. Rumination (i.e., enduring, repetitive, self-focused thinking), which is related to 

depressed mood (Morrison & O'Connor, 2008b), may also distinguish SA and DSH. 

Notwithstanding, the evidence suggests that individuals who engage in DSH differ in 

attitudes to living/dying from those who engage in SA.  

The construct of DSH ideation is seldom examined and is not yet fully 

conceptualised. In one study, almost half (42%) of adolescents report DSH ideation and 10% 

report pre-occupation with these thoughts (Laye-Gindhu & Schonert-Reichl, 2005). A 

corollary of this is that half of those who engage in DSH have not thought about it 

beforehand, which suggests that impulsivity may also be a factor. Rather than DSH ideation, 

some suggest that indifference to dying is the prevailing attitude in DSH (Stanley et al., 

2001). This indifference, however, may reflect depressed mood rather than absence of intent 

to die. Further research is required to confirm DSH ideation as a characteristic of DSH prior 

to examination of whether it distinguishes SA and DSH.  

The inclusion of communication characteristics (cognitive and behavioural) in 

definitions of SA and DSH has empirical support. While verbal threats do not always lead to 

an SA and may not predict SA (Silverman et al., 2007a), suicide plans are more predictive of 

SA than SI in those with a history of SA or DSH (Pearce & Martin, 1994). In one study, the 
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worst point plan, defined as occurring during the most severe episode of suicidal symptoms, 

is the only significant risk factor for past SA and eventual suicide among suicide ideators 

(Joiner Jr et al., 2003). There may, however, be a reluctance to disclose suicide plans. In a 

study on the physically ill, among those with a current suicide plan, no patient disclosed an 

intention to execute the plan (Smith, Edwards, Robinson, & Dworkin, 2004). 

Notwithstanding, a well-formulated plan is more reliable than SI in risk factor studies.  

Suicide intent is more difficult to assess reliably than observable behaviour (e.g.,  

Cooper & Kapur, 2004). Objective measures of suicide intent, such as writing a will, are 

more reliable than self-report and are more predictive of an SA in the next 12 months than 

intent (Harriss & Hawton, 2005). The writing of a will/note is the best predictor of intent, 

particularly if that person is chronically suicidal (Rudd, Joiner, & Rajab, 2004). Objective 

measures of intent, however, are not always present (Sarkar, Sattar, Gode, & Basannar, 

2006). In DSH the preparatory acts (e.g., secreting a razor blade) may be repetitive, ritualistic 

and rehearsed (Favazza, 1998). There may, therefore, be little cognitive planning once the 

behavioural routine is established. Despite this, preparatory acts are a risk factor for SA, and 

may be so for DSH.  

In summary, preceding cognitions and communication of SA are included in two 

nomenclatures (Nock & Favazza, 2009; Silverman et al., 2007b). SI, however, may not 

distinguish SA and DSH, although a well-formulated plan and preparatory acts, if present, are 

key characteristics of SA, and may be for DSH. In no nomenclature is there inclusion of DSH 

planning and preparatory acts. Notwithstanding, cognitive planning and preparatory acts 

provide objective measures of intent. 

 

2.2.8 Affective characteristics 

The inclusion of affective characteristics is an area of difficulty in classification. 

Affective characteristics are not included in one nomenclature (De Leo et al., 2006), but are 

an area for further development in another (Silverman et al., 2007b). The specific proposal is 

that characteristics associated with SA and DSH (e.g., psychiatric disorder) should contribute 

to a determination of acute, short-term (i.e., proximal) and long-term (i.e., distal) risk to be 

included in later classifications (Silverman et al., 2007b). The inclusion of affective 

characteristics by Nock and Favazza (2009) is minor and only related to the inclusion of two 

subtypes of DSH (stereotypic and major DSH) as co-morbidities.  

Specific personality disorders may distinguish SA and DSH. Impulsivity, aggression 

and emotion dysregulation, which are symptoms of BPD, are common in both SA and DSH 
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(Muehlenkamp, Ertelt, Miller, & Claes, 2011). Co-morbid APD/BPD, however, is more 

highly associated with DSH (and co-existing SA/DSH) than with SA, in one adolescent study 

(Muehlenkamp et al., 2011). Similarly, higher levels of BPD are more associated with co-

existing SA/DSH than with DSH in an adolescent sample, although BPD diagnosis does not 

distinguish SA and DSH (Jacobson et al., 2008). In summary, while the diagnosis of BPD 

may not distinguish SA and DSH, it is more highly associated with co-existing SA/DSH than 

SA or DSH. In addition, co-morbid BPD/APD is more highly associated with DSH than SA.  

Impulsive and antisocial traits may distinguish SA and DSH. In men, the impulsivity-

antisocial traits of psychopathology are strongly associated with SA and DSH regardless of 

the other psychopathy characteristic (i.e., interpersonal). In women, both characteristics are 

implicated in the pathway to SA and DSH (Verona, Sprague, & Javdani, 2012). SA and DSH, 

however, are combined in some studies on psychopathy, leading to difficulties in interpreting 

research findings (e.g., Verona, Patrick, & Joiner, 2001). Impulsivity is thought to be related 

to DSH, based on findings that individuals who engage in DSH also engage in other 

impulsive behaviours, such as substance abuse and excessive gambling (Glenn & Klonsky, 

2010). Further, individuals who engage in DSH may make rash decisions when faced with 

negative emotion, although this is not confirmed in an experiment using behavioural 

measures (Glenn & Klonsky, 2010). A variety of distinguishable personality traits, however, 

are involved in impulsivity, which is an umbrella term (Lynam et al., 2011). Two of four 

impulsivity factors (i.e., lack of premeditation and negative urgency) are reported as risk 

factors for both SA and DSH (Lynam et al., 2011). In summary, psychopathy factors and trait 

impulsivity are associated with both SA and DSH, and do not distinguish them in some 

research.  

Personality traits may distinguish SA and DSH. Even though thousands of personality 

traits have been identified, five central traits are proposed: neuroticism, extraversion, 

conscientiousness, agreeableness and openness to experience (McCrae & Costa Jr, 1999). Of 

these ‘big five’ factors, high neuroticism and low agreeableness are common to various 

mental disorders (Kotov, Gamez, Schmidt, & Watson, 2010). Higher levels of neuroticism, 

harm avoidance, and lower levels of extraversion, are associated with SA (Brezo, Paris, & 

Turecki, 2006). There are higher levels of neuroticism in a co-existing SA/DSH group than a 

SA, DSH or comparison group, and lower levels of extraversion in a SA or DSH group than a 

comparison group in an adult psychiatric patient sample (Claes et al., 2010). Further, those 

with any DSH report lower levels of conscientiousness, social support seeking and more 

avoidance behaviour than those with no DSH (Claes et al., 2010). Of the big five personality 
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factors, therefore, high neuroticism is more highly associated with co-existing SA/DSH than 

SA or DSH, and low conscientiousness is more associated with DSH. 

Specific psychiatric disorders which are current may distinguish SA and DSH. The 

prevalence of any psychiatric disorder is similar across SA and DSH (Ougrin et al., 2012). In 

a national study, the diagnoses associated with depressive, impulsive and aggressive 

symptoms are more highly associated with SA than with DSH (Nock & Kessler, 2006). In 

addition, Depressive Disorder and Post-Traumatic Stress Disorder, are more highly 

associated with SA than DSH, although substance abuse is not a distinguishing characteristic 

among adolescent outpatients (Jacobson et al., 2008). Of different anxiety disorders 

(excluding specific phobias and OCD), Generalised Anxiety Disorder and Social Phobia are 

more highly associated with the worrying forms of self-harm (i.e., SA) than DSH (Chartrand 

et al., 2012). When anxiety disorders are co-morbid with mood disorder, however, the 

likelihood of DSH increases (Chartrand et al., 2012). In summary, of all psychiatric disorders, 

Depressive Disorder, Generalised Anxiety Disorder and Social Phobia are more highly 

associated with SA than DSH, but the co-morbidity of anxiety and depression may increase 

the risk of DSH.  

Psychological state characteristics, such as depression and hopelessness, are 

established risk factors for SA (e.g. Andover & Gibb, 2010). Further, state hopelessness is a 

risk factor for eventual suicide in psychiatric inpatients, and a more robust risk factor than 

depression (Beck, Steer, Kovacs, & Garrison, 1985; Wenzel & Beck, 2008). Depression and 

hopelessness, however, are also associated with DSH (Fliege et al., 2009). The levels of 

depression and hopelessness are higher in a co-existing SA/DSH and SA groupthan in a DSH 

group, according to an adult psychiatric inpatient study (Claes et al., 2010), and among 

adolescent outpatients (Dougherty et al., 2009; Jacobson et al., 2008). In general, the levels of 

depression and hopelessness are elevated in a co-existing SA/DSH and SA group compared 

with a DSH group (Hamza et al., 2012). In one study, however, the levels of hopelessness are 

higher in a co-existing SA/DSH group than in an SA group (Stanley et al., 2001). In several 

adolescent studies (Asarnow et al., 2011; Muehlenkamp & Gutierrez, 2007), depression and 

hopelessness do not distinguish SA and DSH. In summary, while there is a consistent finding 

that depression and hopelessness are more highly associated with SA than DSH, the 

association is more for co-existing SA/DSH than for SA.  

State anxiety and state anger characteristics may distinguish SA and DSH. Anxiety is 

positively associated with DSH in adult clinical (Andover, Pepper, Ryabchenko, Orrico, & 

Gibb, 2005) and non-clinical samples (Klonsky et al., 2003). Anxiety is a common 
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antecedent to DSH (Nock & Prinstein, 2005), and there are known tension reduction 

functions of DSH (e.g.,  Haines, Williams, Brain, & Wilson, 1995; Klonsky & Weinberg, 

2009). Another characteristic that is associated with DSH is anger, in particular, anger turned 

inward. There are higher levels of anger turned inward in a co-existing SA/DSH group than 

an SA, DSH or comparison group (Claes et al., 2010). There are also higher levels of 

aggression, anxiety, hopelessness, physical punishment and BPD in a co-existing SA/DSH 

group than in an SA group, in an adult psychiatric inpatient sample (Stanley et al., 2001). In 

summary, there is some evidence that state anxiety and anger are more highly associated with 

co-existing SA/DSH than SA or DSH.  

In summary, the affective component is neglected in the three nomenclatures although 

Silverman et al. (2007b) identify it as an area for further elaboration. The evidence, however, 

suggests that the following characteristics are more highly associated with co-existing 

SA/DSH than DSH: BPD, high neuroticism, depression, hopelessness and anger turned 

inward. In addition, Depressive Disorder and two anxiety disorders are more highly 

associated with SA than DSH. Co-morbid APD/BPD and low conscientiousness are more 

highly associated with DSH than SA.  

  

2.2.9 Behavioural characteristics 

The inclusion of behavioural characteristics is another area of difficulty in 

classification. In one nomenclature there is a division of DSH based on behavioural 

characteristics (De Leo et al., 2006), but this is not well operationalised. In one nomenclature, 

behavioural characteristics (i.e., the severity, frequency, severity, intensity, duration and 

method) are secondary classification characteristics identified for future elaboration 

(Silverman et al., 2007b). In the other nomenclature, the severity of DSH (i.e., mild, moderate 

and severe) is included (Nock & Favazza, 2009). The behavioural characteristics of SA (other 

than injury/no injury) are not included in any nomenclature.  

The method does not distinguish SA and DSH but the use of multiple methods may. 

SA and DSH cannot be distinguished on the basis of method. Some methods (e.g., self-

poisoning) are either excluded from DSH classifications (e.g., Walsh, 2007) or included (e.g.,  

Croyle & Waltz, 2007). In SA, most individuals tend to use the same method, such as 

overdose or self-poisoning (Berman, Silverman, & Bongar, 2000), whereas in DSH the use of 

multiple methods is common (Gratz, 2001; Klonsky et al., 2003; Whitlock et al., 2006). The 

use of multiple methods of DSH is as high as 70% in adolescents (Whitlock et al., 2006). 

There is evidence that the length of DSH history and the use of multiple methods is a risk 
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factor for SA (Nock et al., 2006; Whitlock & Knox, 2007). The preferred method, and the 

number of methods used, may also be a more reliable risk factor for SA than frequency 

(Latimer et al., 2013). While the lethality/severity of method does not distinguish SA and 

DSH, without reference to other factors, the use of multiple methods, either singly or in 

combination with other behavioural factors, may distinguish SA and DSH.  

The age of onset of SA and/or DSH may be a distinguishing characteristic of both SA 

and DSH. It is consistently reported across studies that the peak age of onset of DSH is 

between 13 and 15 years of age (Glenn & Klonsky, 2010; Nock et al., 2008; Whitlock & 

Knox, 2007) and it diminishes over time (Ougrin et al., 2012). Only a minority of those who 

engage in DSH, however, go on to engage in it chronically (Nock et al., 2006; Whitlock et 

al., 2006). In contrast, the peak age of onset of SA is late adolescence and around the age of 

16; however, middle adulthood is the time of greatest suicide risk (Nock et al., 2008). The co-

occurrence of SA and DSH is associated with longer duration of DSH compared with SA or 

DSH alone (Jacobson et al., 2008). The age of onset of SA and DSH, however, is not a 

primary distinguishing characteristic without reference to other aspects, such as recency 

(Ougrin et al., 2012).  

Frequency is a distinguishing characteristic of SA and DSH (e.g. Muehlenkamp, 

2005; Muehlenkamp & Kerr, 2010). SA frequency is low and occurs during periods of crisis 

(Muehlenkamp & Kerr, 2010), whereas the average frequency of DSH is five or more 

episodes (Walsh, 2007). The lifetime frequency of DSH is higher than the lifetime frequency 

of SA (i.e., 156 vs 2.0) in a clinical population (Andover & Gibb, 2010). Not all individuals 

who engage in DSH, however, engage in repetitive DSH. In an adolescent sample, a 

significant minority (i.e., a third) report a history of only two to five DSH acts (Whitlock et 

al., 2006). Nor is there any empirical support for a proposed boundary between episodic and 

habitual DSH (Nock & Cha, 2009). While the presence of DSH is a risk factor for SA, 

regardless of frequency, the risk of SA is greater among individuals engaging in repetitive 

DSH (Hamza et al., 2012). A difficulty, however, is that the self-reporting of frequency is 

likely to be under or over the reality (Latimer et al., 2013). Further, the frequency differs 

across different methods of DSH and different cut off points needed for different DSH 

methods may be needed (De Leo, 2011). Notwithstanding, the frequency of DSH is higher 

than the frequency of SA and high frequency DSH is associated with SA.  

Severity is a behavioural characteristic that may differ across SA and DSH. DSH is 

often reported as mild severity behaviour (Favazza & Rosenthal, 1993; Herpertz, 1995). This 

is supported by studies which show that the majority of DSH acts are of mild severity, are 
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easily cared for by the individual and do not require medical attention (Skegg, 2005; Walsh, 

2007). This is disputed, however, by other research in a non-clinical sample, which shows 

that those who engage in mild DSH also engage in severe DSH, (Croyle & Waltz, 2007). 

Further, some DSH, with little or no suicidal intent, is very severe (Nada‐Raja et al., 2004). A 

difficulty with evaluating the evidence, however, is that there is no consensus on how to 

measure severity. It may be classified according to the number and type of injuries (e.g., 

abrasion, contusion). A more common approach, however, is to base severity on wound care-

related criteria (Claes & Vandereycken, 2007). Physical consequences, such as the extent to 

which the damage is reversible, permanent and/or disfiguring may also be of significance.  

Various behavioural characteristics in combination may distinguish SA and DSH. 

Individuals who engage in high-severity DSH engage in more frequent SA or DSH than those 

who engage in superficial- or moderate-severity behaviour (Andover & Gibb, 2010). While 

the presence of DSH is a risk factor for SA, regardless of severity of method, the risk of SA is 

greater among individuals engaging in more severe forms of DSH (Hamza et al., 2012). It is 

reported that the frequency and number of methods of DSH distinguishes across DSH 

severity types (e.g., Klonsky & Olino, 2008; Whitlock et al., 2008) and potentially across SA 

and DSH. Longitudinally, DSH is predicted by a number of behavioural characteristics, such 

as the frequency, method, recency and the participant’s own behavioural prediction (Glenn & 

Klonsky, 2011). Although a combination of behavioural characteristics may distinguish SA 

and DSH, the specific characteristics are yet to be confirmed.  

In summary, a number of DSH behavioural characteristics are recommended for 

elaboration in one nomenclature (Silverman et al., 2007b) and DSH severity characteristics 

are included as classification characteristics of DSH in another nomenclature (Nock & 

Favazza, 2009). These inclusions are minimal, given the importance of behavioural 

characteristics.  

 

    2.4 Summary of features of the nomenclatures 

The features of the three nomenclatures (De Leo et al., 2006; Nock & Favazza, 2009; 

Silverman et al., 2007a, 2007b) that relate to the areas of difficulty in classification are shown 

in Table 2.3.  
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Table 2.3: 

 

Features of the three nomenclatures that relate to areas of classification difficulty 

Areas of difficulty 

in classification 

De Leo et al  

(2006)  

Nock and Favazza  

(2009)  

Silverman et al 

(2007a, 2007b) 

Theory  continuum  separate syndrome separate syndrome  

DSH Definition
*
  - tissue damage no tissue damage  

Intent excluded dichotomous intent 3 intent categories  

Lethality included  excluded  excluded  

Function excluded included for ‘gesture’  included for DSH 

Cognitive/ 

communication  

excluded  SA (ideation, plans, acts), 

DSH (ideation/gestures)  

SA (ideation, plans, 

threats, acts) 

Affective  excluded  excluded  for future inclusion 

Behavioural 

 

excluded  DSH severity (mild, 

moderate, severe) 

for future 

elaboration  

Abbreviations: deliberate self-harm = DSH, suicide attempt = SA  
*
Nature of harm  parameter 

 

Table 2.3 shows that one nomenclature is likely to be informed by the continuum 

approach (De Leo et al., 2006), and the other two nomenclatures by the separate syndrome 

approach (Nock & Favazza, 2009; Silverman et al., 2007b). In addition, in one nomenclature 

the definition of DSH has a requirement for tissue damage (Nock & Favazza, 2009), while 

the other definition is vague in its requirement for bodily harm (Silverman et al., 2007b).  

Two nomenclatures separate SA and DSH on the basis of the intent (Nock & Favazza, 

2009; Silverman et al., 2007b) but vary in their approach to resolving the difficulty with 

intent. In one nomenclature, there is a dichotomous representation of intent (Nock & Favazza, 

2009); in the other there are three intent categories (Silverman et al., 2007b). Lethality is 

included in one nomenclature, but only to assist in classifying the intent (Nock & Favazza, 

2009). The function of DSH in included in two nomenclatures, but only minimally (Nock & 

Favazza, 2009; Silverman et al., 2007b) and not as a distinguishing characteristic.  

Cognitive and communication characteristics of SA are included in two 

nomenclatures (Nock & Favazza, 2009; Silverman et al., 2007b). The terms and concepts 

vary, however, and cognitive characteristics of DSH are included only in one nomenclature 

(Nock & Favazza, 2009). Affective characteristics are barely included in any nomenclature 

and behavioural characteristics included only in relation to DSH in two nomenclatures (Nock 
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& Favazza, 2009; Silverman et al., 2007b). There is thus variability in the features of the 

nomenclatures that relate to the areas of difficulty in classification.  

 

4.2.1 The applications of the nomenclatures 

This overview of the three nomenclatures (De Leo et al., 2006; Nock & Favazza, 

2009; Silverman et al., 2007b) explored the features that relate to the areas of difficulty in 

classification. The nomenclatures were found to differ in terms of their clinical and research 

utility. This supports the view that the measurement needs of epidemiologists and 

researchers/clinicians vary (Silverman, 2011). The lack of distinction between SA and DSH 

in one nomenclature (De Leo et al., 2006) is more suited to the public health and/or 

emergency room context than the mental health care setting. In the emergency care setting, if 

someone is unconscious, there is no opportunity to establish motivation. Similarly, if there is 

an acute medical presentation, immediate treatment is paramount, irrespective of the 

background to the event. In such settings, it may be impractical to make a distinction between 

SA and DSH where there is limited time and a lack of specialist mental health staff to 

conduct an assessment.  

In the mental health care setting, the distinction of SA and DSH is more appropriate 

than in the emergency care setting. Although the separate syndrome approach is not fully 

developed in its diagnostic and syndromal features, there is evidence that there are different 

behavioural and clinical correlates associated with SA and DSH (Nock, 2010). In the mental 

health care setting there is an opportunity to engage in detailed case formulation and closer 

examination of intent and behavioural characteristics, so that SA and DSH can be 

distinguished. For this reason, the two nomenclatures that make a distinction between SA and 

DSH (Nock & Favazza, 2009; Silverman et al., 2007b) are more suited to clinical assessment.  

Some key limitations emerged from this overview of the three nomenclatures (De Leo 

et al., 2006; Nock & Favazza, 2009; Silverman et al., 2007b). The over-reliance on intent, 

and to a lesser extent lethality, is a limitation, especially when these parameters are often not 

well operationalised. The weight of evidence, however, supports intent as the key 

distinguishing characteristic of SA and DSH. Lethality and function are not well 

operationalised, and there is scant research on the function in SA. Another limitation across 

the nomenclatures is the incomplete integration of DSH concepts and literature. The 

cognitive and communication aspects, for example, need to be expanded to include DSH 

planning and preparatory acts in the two nomenclatures that include them (Nock & Favazza, 

2009; Silverman et al., 2007b). Additionally, behavioural characteristics, in particular SA 
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behavioural characteristics, are neglected. There is evidence that several behavioural 

characteristics (e.g., frequency, multiple methods, recency) in combination may distinguish 

SA and DSH, and this requires further research. In summary, further integration of DSH 

concepts is required in classifications across SA and DSH, as well as an extension of 

cognitive, communication and behavioural parameters.  

This evaluation has informed the definition of DSH in regard the inclusion of the 

intent and behavioural characteristics in the current study. As shown, one nomenclature (i.e., 

Silverman et al., 2007b) has a high level of detail and sub-categorisation which is difficult to 

implement, whereas the other is more measuredand balanced in its inclusion of suicide and 

non-suicidal thoughts and behaviours (Nock & Favazza, 2009). In addition, in the absence of 

a tool to measure ambivalent intent, the dichotomous representation of intent proposed by 

Nock and Favazza (2009) is more elegant than the three categories proposed by Silverman et 

al. (2007b). The approach that includes ‘intent’ in the nomenclature is more easily 

implemented (e.g., Nock & Favazza, 2009) and is, therefore, adopted in the current study. In 

regard to the inclusion of behavioural characteristics, the severity measured in terms of 

wound care-related criteria (i.e., mild, moderate and severe) will be adopted, consistent with 

Nock and Favazza (2009). Otherwise, behavioural characteristics such as method, age of first 

incident, frequency, severity and recency, will be assessed across SA and DSH. Also, a 

structured DSH scale, the Deliberate Self Harm Inventory (DSHI; Gratz, 2001), will be used 

to increase the accuracy of classification.  

The inclusion of affective characteristics in a comprehensive classification system 

may be premature. The historical emphasis on suicide and its cognitive and behavioural 

correlates has resulted in relatively little theoretical focus on DSH and attendant affective 

characteristics. It is, therefore, not yet clear which affective characteristics distinguish SA and 

DSH, if any. An increased research focus on affective characteristics, however, is required, as 

dynamic (e.g., state) affective characteristics are more highly associated with SA and/or DSH 

than static distal characteristics (Fliege et al., 2009). Further, the examination of protective 

characteristics (e.g. social support) is another area for further refinement (Fliege et al., 2009).  

In summary, although all three nomenclatures provide a useful basis for classification, 

one is more suited to gathering information for public health records (De Leo et al., 2006) 

and two are more suited to the clinical and/or research setting (Nock & Favazza, 2009; 

Silverman et al., 2007b). The features of one nomenclature (i.e., Nock & Favazza, 2009), 

however, such as the dichotomous representation of the intent, are adopted in the current 

study, as they are easier to implement.  
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     Summary 

 

In Chapter Two, the features of three key nomenclatures of SA and DSH were 

explored in terms of how they addressed the areas of difficulty in classification. The biggest 

difference between the nomenclatures was in relation to theory, and whether SA and DSH 

were on a continuum or were positioned as mutually exclusive categories. There were also 

differences in DSH definitions; these differ in terms of motivation, the nature of the harm, the 

range of behaviours, the inclusion of behavioural features and co-morbidities. Two of the 

nomenclatures that distinguished SA and DSH differed in their DSH definitions, for example, 

in the nature of harm required. The two nomenclatures that distinguished SA and DSH also 

differed in how intent was included. Despite these differences, two of the nomenclatures were 

similar in that they did not include lethality and/or function.  

All three nomenclatures differed in the inclusion of cognitive, affective and 

behavioural characteristics. In one nomenclature, minimal attention was paid to the cognitive 

characteristics, but the two others included cognitive and communication aspects of SA. No 

nomenclature included the communication features of DSH. The three nomenclatures gave 

minimal attention to affective characteristics. The affective component, however, given its 

importance clinically and conceptually, is an area for further research and may help clarify 

whether SA and DSH are on a continuum or whether DSH is a separate syndrome to SA. The 

inclusion of behavioural characteristics was minimal, despite emerging evidence that 

behavioural characteristics (e.g., frequency, use of multiple methods, severity, recency), in 

combination, may distinguish SA and DSH from each other. 

The three nomenclatures differed in their clinical and research utility. One was more 

suited to the public health setting, the other two were more suited to clinical assessment. Of 

these two, one was easier to implement. Features of this nomenclature were selected for 

application in the current study such as the requirement for tissue damage in the DSH 

definition, the severity measure and the dichotomous representation of the intent. Having 

reviewed and discussed features of the nomenclatures in terms of areas of difficulty in 

classification to inform the current study, the next chapter focuses on relevant theories of SA 

and DSH.   
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Chapter Three  

Theories of suicide and deliberate self-harm 

 

In this chapter, a selection of SA and DSH theories are reviewed in order to determine 

the most applicable theory for the current study. The theories are selected because they offer 

different theoretical perspectives, are relatively recent and represent approaches that are 

dominant in the field.  

Eight theories are selected for review. They include three theories of suicide, two 

theories of DSH and three theories of the two behaviours (i.e., self-harm). Two of the suicide 

theories, the Fluid Vulnerability Theory (FVT) and the Cognitive Model of Suicidal 

Behaviour (CMSB), are cognitive theories, which is a dominant approach. The Integrated 

Motivational-Volitional Model (IMV), is a suicide theory, which offers an alternative 

perspective. The two theories of DSH, the Experiential Avoidance Model (EAM) and the 

Integrated Psychological Theory of Self Injury (IPTSI), are both based on the dominant, 

function-based approach to understanding DSH. Three theories of both SA and DSH are 

selected, all of which propose alternative concepts. The Biosocial Model of Suicidal 

Behaviour (BMSB), is a foundational function-based theory. The Interpersonal Psychological 

Theory of Suicidal Behaviour (IPTSB) and the Diathesis Stress Model (DSM) are both 

dominant, albeit contrasting, theories. These eight theories are evaluated in terms of some of 

the evidence.  

 

In summary, this chapter will briefly review: 

(1) three theories of suicide 

(2) two theories of DSH  

(3) three theories of SA and DSH and 

(4) propose a theory for application in the current study  

 

3.1 Theories of suicide   

Until late into the twentieth century, suicide was viewed as a legal, moral, 

philosophical or spiritual phenomenon (Ellis, 2006). This unscientific view remained 

unchallenged until Durkheim first proposed a social theory conceptualising suicide as being 

influenced by the degree to which people are bound together in social networks (Ellis, 2006). 

It was not until the development of psychodynamic theory, however, and Freud’s 

examination of the effects of childhood and uncommon events on psychopathology, that 
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suicide first began to be viewed as a clinical problem (Ellis, 2006). Despite the popularity of 

the psychodynamic approach, however, the approach is not well supported empirically (Ellis, 

2006).  

The first systematic psychological examination of suicide arose from the work of 

Edwin Schneidman who first proposed that suicide is escape from ‘psychache’ or unbearable 

psychological pain (Schneidman, 1993). Another influential approach was Cognitive Theory, 

based on the seminal work of Aaron Beck in the treatment of depression (Alford & Beck, 

1997). Cognitive Theory specifies that the way people think about and interpret life events 

plays a causal role in their emotional and behavioural responses to those events (Alford & 

Beck, 1997). Hopelessness is viewed as the potent activating factor, combined with a 

perception of one’s situation as untenable or hopeless (Beck, Kovacs, & Weissman, 1975). 

Hopelessness Theory proposes that depression leads to suicide through extreme hopeless 

thinking about the future (Abramson, Metalsky, & Alloy, 1989).  

The two cognitive theories of suicide selected for review here are the FVT (Rudd, 

2006) and the CMSB (Wenzel & Beck, 2008). These theories are recent, and the cognitive 

theory is a dominant approach in the conceptualisation of suicide. The third model of suicide, 

the IMV, is selected because it offers a different perspective to the cognitive theory, and 

because it draws on the Arrested Flight Model (AFM), another dominant suicide theory 

(O'Connor, 2011).  

 

3.1.1 The Fluid Vulnerability Theory  

The FVT proposes that suicide involves an interaction of cognitions, emotion and 

behaviour according to cognitive theory (Rudd, 2006). It provides a novel approach to 

understanding short- and long-term risk of suicide by proposing a suicide mode that is 

activated during periods of acute suicide risk (Rudd, 2006). The suicide mode consists of four 

domains (Rudd, 2006). These are the cognitive, affective, physiological and behavioural 

(motivational) systems, which all work in synchrony in times of crisis, and contain suicide 

structures or schemas specific to that system (Rudd, 2006). The cognitive system has four 

cognitive themes, namely, unlovability, helplessness, poor distress tolerance and perceived 

burdensomeness (Rudd, 2006). The cognitive themes are tied to the suicidal belief system, 

consistent with Becks’ three levels of cognition (Alford & Beck, 1997). The cognitive system 

is the primary system, as it is the way in which an individual interprets events and feelings; 

this is critical.  
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The FVT proposes that there is a different level of baseline risk in multiple suicide 

attempters (i.e., those who make two or more genuine SAs) than in single episode SA, or 

suicide ideators (Rudd, 2006). Multiple suicide attempters have more severe symptomatology 

across the four core beliefs and associated biological and behavioural systems (Rudd, 2006). 

Once the ‘suicide mode’ has been triggered, by either an internal (e.g., thought, feeling) or 

external (e.g., the loss of a relationship) precipitating event, it can more easily be activated in 

a time of crisis (Rudd, 2006). The individual returns to a baseline level of risk, however, once 

the acute episode is resolved (Rudd, 2006). In this way suicide risk is time limited (Rudd, 

2006). Notwithstanding, the threshold for the activation of the suicide mode is lower in 

multiple suicide attempters than single-episode SA or suicide ideation.  

In the FVT there are specific vulnerabilities for activating the ‘suicide mode’, namely,  

the cognitive, affective, behavioural and physiological vulnerabilities (Rudd, 2006). The 

cognitive vulnerability is a susceptibility to cognitive rigidity and distortions (Rudd, 2006). 

The symptoms of mental illness, for example, become associated with cognitive content,  

which re-emerges when the same psychiatric symptoms are present, even though it is the 

individual’s interpretation of the symptoms that is critical (Rudd, 2006). It is also proposed 

that there are historical and developmental factors (e.g., a history of mental illness) that 

predispose an individual to risk of suicide (Rudd, 2006). Predisposing factors like personality 

disorder, DSH and other self-defeating behaviour are ‘facilitating modes’ (Rudd, 2006). The 

FVT, therefore, proposes specific vulnerabilities across domains and historical and 

predisposing factors.  

The core features of the FVT are supported empirically. The concept that ‘suicidal 

behaviour’ is multi-determined and a consequence of cognitive, affective, physiological and 

behavioural processes has widespread empirical support (Beck, 1996; Silverman et al., 

2007b). There is also extensive empirical support for two of the proposed cognitive themes 

(i.e., hopelessness and helplessness) (Beck, Brown, & Steer, 1989; Brown et al., 2006). In 

one study there is empirical support for the concept that multiple suicide attempters differ 

from single suicide attempters and ideators in terms of clinical symptomatology, even when 

suicide intent is controlled for (Rudd, Joiner, & Rajad, 1996).  

A limitation is that one of the cognitive schemes (e.g., distress intolerance) may relate 

more to co-existing SA/DSH and/or DSH than to suicide. Another limitation is that the model 

may not assist in the identification of single episode SA, as it focuses on chronic risk. This is 

of concern as more than two thirds of completed suicides occur with the first attempt (Mann, 
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2002). It is also of concern as the category of multiple suicide attempters may include some 

misclassification (e.g. co-existing SA/DSH).  

In summary, the FVT conceptualises DSH as a predisposing mode for suicide, even 

though this is not fully consistent with the concept of DSH as a separate syndrome with 

potential lethal outcome. While there is good empirical support for the foundational cognitive 

theory, some of the proposed cognitive themes (e.g., distress intolerance) have not been 

extensively researched in relation to SA. The theory, therefore, does not have wide 

applicability to the prevention of suicide across all self-harm categories and is not adopted.  

 

3.1.2 The Cognitive Model of Suicidal Behaviour  

The CMSB is a cognitive theory of suicide that draws on the DSM and therefore 

includes biological, social and psychological aspects (Wenzel & Beck, 2008). The key 

premise is that SI occurs out of a combination of state hopelessness and attentional bias 

(Wenzel & Beck, 2008). State hopelessness, which is in part a cognition and in part an 

emotion, is activated by two different schemas (Wenzel & Beck, 2008). One schema is trait 

hopelessness, which is more elevated in individuals who have been planning SA for a long 

time (Wenzel & Beck, 2008). The other is a perception of ‘unbearability’, which occurs as a 

result of life stress and dispositional vulnerability (Wenzel & Beck, 2008). Attentional bias is 

the narrowing of focus and preoccupation with suicide as a solution (Wenzel & Beck, 2008). 

As a result of this combination of state hopelessness and attentional bias, the negative 

cognitions associated with suicide spiral to lead to suicide actions.  

The CMSB proposes two pathways to SA that both propose an influence of 

background factors such as developmental factors (Wenzel & Beck, 2008). The two routes 

also propose predisposing vulnerabilities that interact with environmental/life stress, 

consistent with the DSM (Wenzel & Beck, 2008). In one pathway, however, the dispositional 

vulnerability factors interact with the maladaptive cognitions associated with psychiatric 

disturbance (Wenzel & Beck, 2008). The frequency, intensity and/or duration of the 

cognitions associated with psychiatric disturbance impact on the triggering of suicidal 

cognitions (Wenzel & Beck, 2008). In the other pathway, which is less common, the 

dispositional vulnerability factors interact with life stress, leading to suicidal cognitions 

(Wenzel & Beck, 2008). SA therefore, can occur with and without psychiatric symptoms.  

The core features of the CMSB are supported empirically. State hopelessness is a 

robust risk factor for suicide in psychiatric inpatients and outpatients (Beck et al., 1989; Beck 

et al., 1985) and is more strongly related to suicidal intent than is depression (Beck et al., 
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1975; Wenzel & Beck, 2008). There is substantial empirical support that state hopelessness is 

a strong risk factor for suicide across populations, although recent evidence suggests that 

impaired positive future thinking may be a stronger risk factor than state hopelessness 

(O'Connor et al., 2008). There is empirical support that there is a pathway from psychiatric 

disturbance, based on evidence that 90% of suicide victims have a psychiatric disorder 

(Mann, 2002). In support of the pathway without psychiatric disturbance, there is evidence 

that 10% of those who commit suicide do so in the absence of psychiatric symptomatology 

(Oquendo et al., 2008). In summary, there is empirical support that state hopelessness, and 

psychiatric disturbance and no psychiatric disturbance, lead to suicide.  

The CMSB proposes that impulsivity and perfectionism are two vulnerabilities for 

suicide (Wenzel & Beck, 2008). Research on impulsivity, however, is inconclusive and 

hampered by the use of a variety of definitions and measures across studies (Enticott, Ogloff, 

Bradshaw, & Daffern, 2007). In one study, individuals who engage in impulsive SA score no 

higher on a self-report measure of impulsivity than those who plan their attempts (Baca–

Garcia et al., 2005). On the other hand, there is empirical support that perfectionism and the 

higher-order dimension of neuroticism are associated with the broad spectrum of suicidality 

(Wenzel & Beck, 2008). Perfectionism, for example, is a factor in suicidal potential (Hewitt, 

Flett, & Turnbull‐Donovan, 1992; O'Connor, Rasmussen, & Hawton, 2010).  

The CMSB proposes that problem-solving deficits, an over-general memory style and 

a maladaptive cognitive style, are trait-like vulnerabilities for suicide (Wenzel & Beck, 

2008). There are problem-solving deficits in ‘suicidal’ compared with ‘non-suicidal’ 

individuals, which provides empirical support for the concept of problem-solving deficits 

(Pollock & Williams, 2004). This finding, however, may be due to a failure to implement the 

skills rather than a lack of skills. The concept of an over-general memory style appears to be 

supported by evidence that suicidal individuals have difficulty in retrieving specific 

memories and in making decisions in specific situations (Williams, Barnhofer, Crane, & 

Beck, 2005). The concept of a maladaptive cognitive style is supported by research findings 

that show that those who contemplate suicide tend to make cognitive distortions (e.g., 

dichotomous thinking, black-and-white thinking) (Wenzel & Beck, 2008). These 

characteristics, however, are also characteristics of depression and may therefore be more 

state-like than trait-like.  

The CMSB has several limitations. The concept of attentional bias is rarely examined 

and is not yet well operationalised. In addition, the concept of trait hopelessness is novel. In 

the CMSB, trait hopelessness is thought to explain the finding that individuals who engage in 
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impulsive SA are less depressed than those who make non-impulsive SAs (Simon et al., 

2002). Personality disorder, however, may also account for the findings and the concept of 

trait hopelessness is not yet fully examined. Further, while the evidence appears to largely 

support the proposed cognitive vulnerabilities, the evidence for impulsivity is less conclusive.  

In summary, the CMSB proposes that there are predispositions for SA that interact 

with life stress, and the maladaptive cognitions associated with psychiatric disturbance, to 

lead to SA. In both proposed pathways, state hopelessness and attentional bias create the 

context for suicide actions. Attentional bias, however, is not well operationalised and the 

concept of trait hopelessness is not fully examined. Nor does the theory propose a pathway to 

DSH. For these reasons the theory is not adopted.  

 

3.1.3 The Integrated Motivational-Volitional Model  

The IMV includes the biological, social and psychological aspects and offers a 

different perspective to the cognitive approach (O'Connor, 2011). The IMV proposes a pre-

motivational phase, consistent with the DSM, that includes the background factors and 

stressors (O'Connor, 2011). Reactions to stress and life events are proposed as being more 

marked in individuals who are vulnerable, such as those with a psychiatric disorder and with 

trait perfectionism (O'Connor, 2011). Perfectionism is proposed as being a trait, but also as 

being state-like, as there are small changes in perfectionism that are accounted for by changes 

in state anxiety and depression (O'Connor et al., 2010). The aim of the IMV is to differentiate 

those who develop SI (but do not engage in SA) from those who go on to engage in SA 

(O'Connor, 2011). This is because the proximal precedent to any behaviour is the intention 

(O'Connor, 2011). There is, therefore, a motivational phase (i.e., SI, intention) and a 

volitional phase (i.e., aspects of planning), consistent with the Theory of Planned Behaviour 

(O'Connor, 2011). In summary, the IMV proposes a pre-motivational, motivational and 

volitional phase. 

The key driver of the IMV is the Arrested Flight Model (AFM) (O'Connor, 2011). 

The AFM builds on the concept that suicide is escape or egression (Williams, 2001). The 

concept of escape emanates from the animal behaviour literature that describes a situation 

where an animal is defeated but cannot escape (Rasmussen et al., 2010). It is the state of 

entrapment, tied with the perception that all escape routes are blocked (not defeat itself) that 

is dangerous (O'Connor, 2003). The basic premise is that what is common across self-harm 

behaviour, irrespective of suicidal intent, is the wish to escape from an unbearable situation 

(Rasmussen et al., 2010). Three judgments are made about a stressful situation that leads to 
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increase the risk of suicide; these are that the situation causes feelings of defeat, it is 

inescapable and there is no rescue (Williams, 2001; Williams, Barnhofer, et al., 2005). The 

three AFM variables (i.e., high defeat, entrapment, no rescue) form the three motivational 

phases in the IMV (O'Connor, 2011). 

The IMV proposes that there are threats to self and motivational and volitional 

moderators that influence the transition between the phases (O'Connor, 2011). The threat to 

self-moderators (i.e., impaired problem-solving capability, autobiographic memory bias, 

rumination) facilitate the transition from ‘defeat’ and humiliation to ‘entrapment’ (O'Connor, 

2011). Autobiographic memory is the aspect of memory that is concerned with the 

recollection of personally-experienced past events (Williams et al., 2007). The motivational 

moderators (i.e., impaired positive future thinking, lack of goal re-engagement, low levels of 

social support) arbitrate the transition from ‘entrapment’ to ‘no rescue’ (O'Connor, 2011). 

The volitional moderators (i.e., having the means to suicide, having the capability for suicide, 

learning from others, impulsivity) control the transition from ‘no rescue’ to behaviour 

enaction (O'Connor, 2011). The moderators are conceptualised as being necessary for the 

transition between the motivational and volitional phases.  

Components of the IMV are well supported empirically. The concept that trait 

perfectionism is a predisposition for SA is supported by research which shows that 

perfectionism is a risk factor for SI above and beyond depression and hopelessness (e.g., 

O'Connor et al., 2010). Further, research shows that the three AFM variables (i.e., high 

defeat, entrapment, no rescue) distinguish between a first-time SA group, a repeat SA group 

and a control group, in the expected direction (Rasmussen et al., 2010). Further still, high 

levels of ‘entrapment’ are associated with the repeat SA group (Rasmussen et al., 2010). The 

concepts of trait perfectionism and the three AFM variables, therefore, have good empirical 

support.  

The threat to self, and the motivational and transitional moderators have some 

empirical support. Problem-solving deficits and autobiographic memory bias distinguish 

between suicidal and non-suicidal individuals (Pollock & Williams, 1998; Williams et al., 

2007). This does not, however, confirm that they moderate the transition from ‘defeat’ to 

‘entrapment’. In one longitudinal study (Morrison & O'Connor, 2008a), rumination predicts 

SI, but rumination may impact on over-general autobiographic memory and social problem-

solving, and may need to be controlled for in future studies (O'Connor, 2011). In another 

study (O'Connor et al., 2008), a motivational moderator, impaired positive future thinking, 

not hopelessness, is a risk factor for SI following hospital discharge . In yet another study, 
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impaired positive future thinking moderates the relationship between ‘entrapment’ and SI 

(Rasmussen et al., 2010) in support of the proposed pathway. Another motivational 

moderator is goal-re-engagement. There is evidence that suicide attempters being discharged 

from hospital, who have high levels of SI, have low levels of goal re-engagement, which 

offers empirical support for the proposed pathway (O'Connor, Fraser, Whyte, MacHale, & 

Masterton, 2009).  In support of the proposed pathway, the development of a suicide plan (a 

transitional moderator) is a well-established risk factor for completed suicide (Jobes, 2006; 

O'Connor, 2011). In summary, there is preliminary evidence that specific factors are 

associated with the motivational and volitional phases.  

One limitation of the IMV is that the proposed moderating pathways are not yet fully 

investigated. Another limitation is that the majority of individuals who have SI do not go on 

to develop SA, so the model lacks validity (O'Connor, 2011). In addition, there may be a 

pathway from SI to DSH. Further, while there is empirical support for the three AFM 

variables, there is some dispute over whether ‘defeat’ and ‘entrapment’ are one phenomenon 

or two different phenomena. In one study, a single factor (i.e., the perception of failure 

without a way forward) is reported as underlying both defeat and entrapment (Taylor, Wood, 

Gooding, Johnson, & Tarrier, 2009). It is not known, therefore, if defeat and entrapment are 

highly-correlated but different constructs (O'Connor, 2011).  

In summary, the IMV builds on the AFM by proposing moderator variables that 

account for the transition between motivational and volitional phases in suicide. Also, 

according to the DSM, a pre-motivational phase is proposed. While there is good empirical 

support for the three AFM variables, the proposed mediating and moderating pathways are 

not yet fully examined and there is no proposed pathway to DSH. For these reasons the 

theory is not adopted.  

 

 3.2 Theories of deliberate self-harm  

Theories of DSH span ideologies and orientations in psychology but have evolved 

only relatively recently in comparison with theories of suicide. The range of theoretical 

approaches that have been advanced to explain DSH include psychodynamic and self-

psychology formulations. One formulation is that DSH serves to define the boundary 

between the self and others (Suyemoto, 1998). Another is that DSH serves to protect others 

from one’s own anger or rage (Suyemoto, 1998). A psychodynamic formulation is that DSH 

is to control the death wish while simultaneously expressing it (Suyemoto, 1998). 

Alternatively, it is proposed that DSH serves to control the sexual urge by both protecting 
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against it (i.e., distracting from it) and punishing it (i.e., repressing it) (Suyemoto, 1998). The 

difficulty with evaluating DSH theory, as with suicide theory, however, is that suicide and 

DSH theories are largely evaluated by self-report. At the same time, self-report data is only a 

starting point for understanding why an individual may engage in DSH (Nock, 2010). 

Physiological and observational data are also important (e.g., Nock & Banaji, 2007; Nock & 

Mendes, 2008) Notwithstanding, psychodynamic approaches lack empirical support 

(Suyemoto, 1998).  

A dominant approach to the conceptualisation of DSH is the function-based approach. 

The EAM is selected because it is an affect-regulation theory that is rooted in classical 

conditioning theory (Chapman et al., 2006). The EAM, however, includes indirect and direct 

non-suicidal DSH. The ITMSI is, therefore, reviewed because it is specific to DSH, and 

incorporates the earlier Four Function Model (FFM), which in turn is based on reinforcement 

theory, an alternative to classical conditioning theory (Nock, 2010).  

 

3.2.1 The Experiential Avoidance Model 

The EAM is an affect-regulation model whose core premise is that DSH reduces, 

avoids or eliminates negative emotion (Chapman et al., 2006). The EAM is rooted in classical 

conditioning theory, which is a dominant theoretical approach (Chapman et al., 2006). In 

response to an emotionally evocative trigger, there is negative emotional arousal, an 

unconditioned stimulus, which over time becomes a conditioned stimulus for DSH (Chapman 

et al., 2006). The function of DSH is thus to avoid or escape unwanted internal experiences 

(i.e., thoughts or feelings), or the external conditions that elicit them (Chapman et al., 2006). 

The EAM does not include SA but is not specific to DSH (Chapman et al., 2006). DSH is 

positioned in a diverse class of experiential avoidance behaviour such as substance abuse, 

avoidant coping styles, thought suppression and avoidance of feared objects, places or 

situations (Hayes, Wilson, Gifford, Follette, & Strosahl, 1996). These behaviours can lead to, 

or exacerbate, clinical disorder (e.g., BPD, Dissociative Disorder, Depressive Disorder, Post 

Traumatic Stress Disorder), if the experiential avoidance fails, or occurs pervasively 

(Chapman et al., 2006). In summary, the EAM is an affect-regulation theory that positions 

DSH in a class of experiential avoidance behaviours.   

The core premise that DSH functions to avoid, eliminate or escape negative emotion 

is supported empirically (Chapman et al., 2006). Across the literature the most common 

function of DSH is emotional relief (Gratz, 2003; Klonsky, 2007, 2009). Emotional relief is 

the most common function of DSH in women with BPD (Brown et al., 2002), in adolescent 
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psychiatric patients (e.g., Nock & Prinstein, 2005), in school students (Rodham et al., 2004), 

in juveniles in detention (Penn, Esposito, Schaeffer, Fritz, & Spirito, 2003) and in adult male 

inmates (Sakelliadis et al., 2010). Moreover, when there is more than one function, emotional 

relief is endorsed as the primary function (e.g.,  Klonsky, 2007). There is physiological and 

observational evidence that supports the affect-regulation function; there is a decrease in 

physiological arousal, for example, in response to DSH imagery in self-harming inmates 

(e.g.,  Haines et al., 1995). The empirical support for the affect-regulation function derives, 

therefore, from both self-report and physiological studies.  

The EAM proposes four factors to explain the heightened tendency for experiential 

avoidance (Chapman et al., 2006). The first is that behavioural inhibition, or harm avoidance, 

in the presence of anxiety, fear or novel stimuli, may shape the susceptibility to engage in 

experiential avoidance (Chapman et al., 2006). Alternatively, at the other end of the 

inhibition/activation system, there may be higher levels of impulsivity or novelty seeking that 

shape the susceptibility (Chapman et al., 2006). The second proposition is that individuals 

with a heightened susceptibility have higher levels of emotional intensity and, therefore, a 

greater need to regulate it (Chapman et al., 2006). Thirdly, it is proposed that an individual 

may have a low tolerance for emotional distress which in turn increases the urge to eliminate 

the arousal, regardless of the actual level of the distress (Chapman et al., 2006). Fourthly, 

those who engage in experiential avoidance may have a lack of access to, or ability to 

implement, skillful social problem-solving (Chapman et al., 2006). There are, therefore, four 

factors proposed to explain the heightened tendency for experiential avoidance.  

There is empirical support for the proposed four factors. The concept of the inhibition,  

or avoidance, of emotion and a relationship with self-harm is supported empirically (Gratz & 

Gunderson, 2006). In addition, the concept of activation is supported empirically as there is a 

relationship between novelty-seeking and both direct and indirect forms of risk-taking 

behaviour (Dawe & Loxton, 2004). The evidence is equivocal, however, regarding the 

relationship of emotional intensity to DSH. Although there is evidence of emotional 

intensity/reactivity in females who self-harm (Gratz & Roemer, 2008), this may not be true 

for males (Gratz, Paulson, Jakupcak, & Tull, 2009). Also, there is a lack of congruence 

between the self-report of emotional responses and physiological measures of emotional 

reactivity (Herpertz, Kunert, Schwenger, & Sass, 1999; Herpertz et al., 2000), although not in 

all studies (e.g., Nock & Mendes, 2008). It is the perception of the emotional intensity, 

however, that is important, not the veracity of the self-report (Chapman et al., 2006).  
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There is less empirical support for the third factor, the concept of distress intolerance. 

It is not clear, for example, if the concept is distress sensitivity or inability to persist at a task 

(McHugh et al., 2011). For the fourth factor, there is evidence that the lack of access to 

emotion regulation strategies is a characteristic of DSH (Gratz, 2006). It may be, however, 

that the individual has the skills but does not use them due to a breakdown in cognitive and 

emotional functioning. In summary, there is empirical support for the inhibition/activation 

concept, and emotional intensity, but it is difficult to confirm the other tendencies in the 

absence of physiological or observational data.  

The EAM proposes three explanations for the relief that follows DSH (Chapman et 

al., 2006). One is that opioids are released in the body, which creates analgesia and relieves 

distress (Chapman et al., 2006). Another is that the physical stimulation of DSH draws 

attention away, and distracts the individual, from the painful emotional arousal (Chapman et 

al., 2006). The third is that DSH provides relief by verifying negative self-concepts, or 

lessening external punishment (Chapman et al., 2006). The opioid hypothesis does not have 

empirical support but some self-report studies support the distraction function in DSH (Briere 

& Gil, 1998; Gratz, 2003). In one study, however, distraction is a minor function (e.g.  Brown 

et al., 2002). It may overlap with the feeling generation function that occurs when there is 

numbness or dissociation. Across studies, however, the self-punishment hypothesis is an 

important function, and the second most common function in DSH (Brown et al., 2002; 

Klonsky & Weinberg, 2009; Penn et al., 2003). While there is empirical support for the self-

punishment and distraction hypothesis, the opioid hypothesis is yet to be fully examined.  

The process of negative conditioning that occurs in DSH is hypothesised as being 

explained by four factors (Chapman et al., 2006). The first factor is the paradoxical effect; it 

may be that efforts to suppress feelings or thoughts increase those feelings or thoughts 

(Chapman et al., 2006). Research shows that efforts to suppress unwanted thoughts increase 

the risk of experiencing those thoughts (e.g., Gross & Levenson, 1997). Secondly, it may be 

that there is a failure of extinction, as there is no opportunity to learn that the emotion is non-

threatening, while it continues to be avoided (Chapman et al., 2006). Thirdly, the individual 

may experience relief, because this is what was expected, due to rule-governed behaviour 

(Chapman et al, 2006). Fourthly, there may be a habituation effect, as indicated by evidence 

of an increase in the severity of DSH-behaviour over time (e.g., Joiner Jr, 2007). 

Notwithstanding, four factors are proposed to explain the process of escape conditioning.  

The EAM has several limitations. Firstly, it is not specific to DSH, and there is a 

focus on the affect-regulation function at the expense of the feeling generation and social 
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functions. Secondly, the empirical support for the affect-regulation function is largely from 

the self-report literature and studies differ in the number of functions studied and the actual 

wording of inventories. Thirdly, studies based on observational and physiological data are 

limited in number. The empirical support for the three hypotheses to explain the relief that 

follows DSH is mixed and there is no research supporting the opioid hypothesis. Further, 

although negative conditioning is explained, there are other potential explanations based on 

reinforcement theory.  

In summary, the EAM conceptualises DSH as being experiential avoidance but does 

not clarify specifically why DSH is chosen as a preferred behaviour over other behaviours. 

While the classical conditioning theory provides a potentially useful framework for 

examining the proximal triggers and events, the paradigm does not satisfactorily explain the 

strengthening of behaviour following DSH. The negative conditioning theory does not 

account for both the positive and negative consequences that may follow DSH. Nor is a 

pathway to SA is proposed. For these reasons, the theory is not adopted.  

 

3.2.2 The Integrated Theoretical Model of Self-Injury  

The ITMSI is a theory that integrates the  FFM with the DSM and is specific to DSH 

(Nock, 2010). The first proposition, consistent with the FFM, is that there are four functions 

in DSH (Nock, 2010). According to reinforcement theory, DSH is the outcome of the events 

that immediately precede it and maintained by the events which immediately follow it  

(Nock, 2010). The antecedent and consequent events are either intrapersonal (i.e., to reduce 

negative feeling or to generate feeling) or interpersonal (i.e., to influence others or the 

environment) (Nock, 2010). The second proposition, consistent with the DSM, is that the 

ITMSI is comprehensive of biological, social and psychological aspects (Nock, 2010). The 

second proposition is, therefore, that that there are predisposing trait vulnerabilities for DSH, 

and other clinical disorders, and that these interact with stressors, (Nock, 2010). The third 

proposition is that there are DSH-specific factors that explain why an individual chooses 

DSH over another behaviour (Nock, 2010). The triggers (i.e., stressors) for the under- or 

over-arousal, or the unmanageable social demands, interact with DSH-specific vulnerability 

factors to produce DSH (Nock, 2010). The ITMSI is, therefore, a comprehensive theory that 

integrates the FFM with the DSM.  

The four functions include two intrapersonal (i.e., autonomic) and two interpersonal 

(i.e., social) functions (Nock, 2010). The autonomic functions regulate internal 

affective/cognitive experiences, and the social functions regulate social experiences (Nock, 
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2010). They are followed by positive or negative reinforcement (Nock, 2010). The function 

of the autonomic negative reinforcement (ANR) is to decrease aversive affective and 

cognitive states, and the function of the autonomic positive reinforcement (APR) is to either 

increase desired affective and cognitive states or generate feeling (Nock & Prinstein, 2004, 

2005). The function of the social negative reinforcement (SNR) is to remove some social 

demand, and the function of the social positive reinforcement (SPR) is to get attention or gain 

access to resources in the environment (Nock & Prinstein, 2004, 2005). The ANR is more 

common than the APR, or the social functions (Nock, 2010). Notwithstanding, four functions 

are proposed.  

In an alternative model there are seven functions, four autonomic and three social 

(Klonsky & Weinberg, 2009). The autonomic functions are affect regulation (to alleviate 

acute negative emotions), self-punishment (to direct anger or punishment at oneself), anti-

dissociation (to interrupt periods of depersonalisation or dissociation) and anti-suicide (to 

avoid or cope with suicidal thoughts) (Klonsky & Weinberg, 2009). The social functions are 

personal influence (to shape others’ behaviour), peer bonding (to develop or strengthen 

attachments with friends) and autonomy (to assert one’s independence from others) (Klonsky 

& Weinberg, 2009). A limitation of this theory is that the antisocial, anti-dissociation and 

boundary definition functions may be due to a colloquial use of the word function (Nock & 

Cha, 2009). Further, the theory does not account for both positive and negative reinforcement 

contingencies.  

The FFM has empirical support. The four functions correlate with a heterogeneous list 

of clinical characteristics in the expected direction (Nock & Prinstein, 2005). The ANR 

function is correlated with heightened emotion reactivity and hopelessness, as well as greater 

attempts at thought suppression (Najmi, Wegner, & Nock, 2007). In addition, there is 

physiological data in support of the ANR function that confirms decreases in arousal, in 

response to imaginal exposure, among individuals who engage in DSH  (e.g.,  Haines et al., 

1995).  Affective characteristics, such as anhedonia and numbing, correlate strongly with the 

APR function (e.g., Nock & Prinstein, 2005; Weierich & Nock, 2008). Based on 

observational data, individuals who engage in DSH have specific, but not global, problem-

solving deficits, and the ability to implement general adaptive problem-solving strategies, 

although they may not necessarily implement them, in support of the SNR function (Nock & 

Mendes, 2008). Based on self-report data, there are improvements in family relationships, 

following adolescent DSH, in support of the SPR function (Hilt, Cha, & Nolen-Hoeksema, 
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2008). In summary, while the most empirical support is for the ANR function, there is also 

empirical support for the APR and social functions.  

The overarching framework in the ITMSI is based on the DSM. There are three distal 

domains (historical, intra and interpersonal trait vulnerabilities), which interact with the 

proximal domain (i.e., stressors), to create a context for the DSH specific factors (Nock, 

2010). The intra and interpersonal vulnerabilities map onto the four functions (Nock, 2010). 

The intrapersonal vulnerabilities (e.g., high emotional reactivity, distress intolerance) map 

onto the ANR function, and the interpersonal vulnerabilities (e.g., social skills deficits) map 

onto the social functions (Nock, 2010). These vulnerabilities, however, relate across disorders 

and may explain why some disorders are over-represented among those who engage in DSH 

(Nock, 2010). The empirical support for the intrapersonal vulnerabilities, however, is not 

extensive. In support of intrapersonal vulnerabilities, individuals with DSH have increased 

physiological arousal, negative cognitions and distress intolerance in response to a frustrating 

task (Nock & Mendes, 2008). In support of interpersonal vulnerabilities, individuals with 

DSH have poorer verbal communication and social problem-solving skills than a control 

group (e.g.,  Nock & Mendes, 2008). There is, therefore, some empirical support that intra- 

and interpersonal trait vulnerabilities map onto the four functions. 

Six DSH-specific factors are proposed (Nock, 2010). The first is a social learning 

hypothesis, which proposes that DSH is learnt by watching/talking to others, or from the 

media (Nock, 2010). The second is a self-punishment factor, which proposes that DSH is a 

response to some perceived wrong-doing, or general self-deprecating thoughts (Nock, 2010). 

The third is the implicit identification factor, which proposes that an individual engages in 

DSH because of the implicit associations about that behaviour (Nock, 2010). The fourth 

factor is a signaling factor, which proposes that DSH is an effective means of communication 

because it is harmful and comes at a physical (and often social) cost (Nock, 2010). 

Behaviours that are costly to perform are more likely to be heard, and taken seriously, by 

others, because of these costs (Nock, 2008). Also, when weaker signals (e.g., talking) fail, 

individuals may escalate the strength of the social signal (Nock, 2010). The fifth is a pain 

analgesia factor, which proposes that DSH is not a deterrent because individuals who engage 

in DSH have a lower sensitivity to pain (Nock, 2010). The sixth is the pragmatic factor, 

which proposes that an individual selects DSH because it is rapid, effective and easily 

implemented (Nock, 2010). The six factors are specific to DSH.  

The six factors have mixed empirical support. The social learning hypothesis is 

supported by evidence that the majority of adolescents and young adults who engage in DSH 
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initially learn about it from their friends, siblings and the media (Deliberto & Nock, 2008). 

The self-punishment hypothesis is supported by research showing that self-punishment is the 

second most common function in DSH (e.g.,  Klonsky, 2007; Nock & Prinstein, 2004). Also, 

research has shown that there are  higher levels of self-criticism in those who engage in DSH 

than those who don’t, and that  self-criticism mediates childhood abuse and DSH, above the 

effects of depression (Glassman, Weierich, Hooley, Deliberto, & Nock, 2007). The implicit 

identification factor is supported by preliminary evidence that those with a history of DSH 

have more favorable implicit attitudes about DSH than a control group (Nock & Banaji, 

2007). The signaling hypothesis is supported by findings that those who engage in DSH have 

deficits in word generation and emotional expression (e.g. Gratz, 2006). The pain analgesia 

hypothesis has mixed empirical support. While there is evidence that those who engage in 

DSH report little or no pain during episodes of self-injury (Franklin, Hessel, & Prinstein, 

2011; Nock & Prinstein, 2005), it is not known whether the lower sensitivity predates the 

DSH, or is acquired during exposure to DSH. Finally, the pragmatic hypothesis is largely 

unexamined. In summary, there is only preliminary support for some of the proposed factors 

(e.g., implicit identification, signaling, pragmatic hypothesis).  

Although the ITMSI has strengths, there are several limitations. The strengths of the 

ITMSI include the theoretical cohesiveness of the FFM, the integration of the FFM with the 

DSM (which is well supported empirically) and the inclusion of DSH-specific factors, which 

have preliminary empirical support. A limitation of the theory is the reliance on self-report 

data to support the function-based approach, as in the EAM. There is limited physiological 

and observation data in support of the APR or the social functions. In addition, the proposal 

that the trait vulnerabilities map onto the four functions does not account for the fact that an 

individual engages in DSH for different functions. Another limitation is that although there is 

empirical support for the proposed self-punishment factor, self-punishment may also be 

associated with SA and the empirical support for several factors is preliminary (e.g., 

signaling) or mixed (e.g., pain analgesia). An explanation of how SA and DSH relate might 

strengthen the theory. Despite these limitations, the DSM provides an overarching framework 

in the ITMSI that explains the interactions of distal (e.g., trait) and proximal (e.g., 

environmental) characteristics that lead to DSH.  This framework may have applicability in 

the current study.  

In summary, the ITMSI integrates the FFM with the DSM. There is empirical support 

for the four functions but the trait predispositions may not be specific to the four functions. In 

addition, the DSH specific factors require further research. Notwithstanding, the overarching 
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theoretical framework, drawing on the DSM, provides a useful model for the examination of 

characteristics across domains in the current study.  

 

3.3 Theories of both suicide and deliberate self-harm  

Three theories that relate to both SA and DSH are selected for review. The BTSB 

(Linehan, 1993) is an affect-regulation theory that has informed later theoretical 

development. The BTSB applies to suicidal behaviour, across SA and DSH. The IPTSB is 

selected because it is a dominant theory, and an example of a continuum theory (Joiner Jr, 

2007). The DSM is selected because it is well-established and is applied across a range of 

clinical disorders. Further, the DSM is applied to SA (e.g.,  O'Connor, 2011) and DSH (e.g., 

Nock, 2010) in a number of models and therefore may be suited to exploration of DSH as a 

separate syndrome.  

 

3.3.1 The Biosocial Theory of Suicidal Behaviour  

The BTSB is an affect-regulation theory that draws on social learning theory and 

biological explanations for human behaviour (Linehan, 1993). The theory was developed to 

explain chronic suicidal behaviour in BPD (Linehan, 1993). A history of SA and DSH are 

both diagnostic features of BPD, and these features are present in 48-79% of those with BPD 

(Chapman et al., 2006). The concept of acquiring or strengthening dysfunctional and 

antisocial behaviour in the BTSB is borrowed from social learning theory (Linehan, 1993). 

The concept that the suicidal individual is predisposed to emotional reactions that are easily 

elicited, highly intense and long-lasting is borrowed from biological explanations for 

behaviour (Linehan, 1993). In addition, there is a transactional component to the theory, 

namely that the individual and the environment influence each other (Linehan, 1993). 

Notwithstanding, the regulation of negative affect is the core premise of the BTSB.  

The BTSB proposes a pathway from environmental events to suicidal behaviour 

(Linehan, 1993). Childhood events are proposed as being paired with cognitions, emotions 

and behaviours that become reactivated when the trigger, or conditioned stimulus, is again 

encountered (Linehan, 1993). The suicidal actions are either an attempt to regulate negative 

emotion, or are well-learned mood-dependent automatic responses to emotion in the absence 

of effective problem-solving skills (Linehan, 1993). Chronically suicidal individuals are often 

in a state of perpetual unrelenting crisis and thus they both create, and are controlled by, 

aversive environments (Linehan, 1993). Protective factors, such as social support, may be 
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absent, hostile or invalidating (Linehan, 1993). Background events, frequent crises and 

situational factors are thus very important in the theory.  

There are three key propositions. The first is that suicidal behaviour is a learned 

method for coping with acute emotional suffering (Linehan, 1993). Individuals who are 

unable to regulate emotion are proposed as being highly sensitive to emotional stimuli, and 

experience emotion that is more intense, frequent and prolonged across multiple emotions 

and situations (Linehan, 1993). The second proposition is that the chronically suicidal 

individual cannot tolerate distress and may invalidate or avoid even primary emotional 

responses, such as fear and sadness (Linehan, 1993). Furthermore, the inability to tolerate 

emotion can lead to depression, which in turn leads to hopeless thinking (Linehan, 1993). The 

third proposition is that self-invalidating responses lead to suicidal behaviour (Linehan, 

1993). The individual may have grown up in an environment where emotion is punished, 

trivialised or treated as abnormal (Linehan, 1993). Invalidating families often expect 

behaviour beyond the child’s capabilities, without helping the child learn new behaviours, 

and may excessively punish unwanted behaviours (Linehan, 1993). The outcome of self-

invalidation experiences may be the experience of shame, self-criticism, self-directed anger 

and low self-esteem (Linehan, 1993). These three concepts (i.e., emotional suffering, distress 

intolerance and self-invalidation) are core to the BTSB.  

Some components of the BTSB have empirical support. The pathway from 

environmental events is supported by research which shows that suicidal individuals have 

higher levels of sexual, physical and emotional abuse during childhood and adulthood 

(Brown, 2006). The concept that individuals who engage in suicidal behaviour experience 

acute emotional suffering is supported by research which shows that emotional suffering 

predicts suicide intent, planning and action more strongly than hopelessness (Holden & 

Kroner, 2003). The self-reporting of acute emotional suffering, however, does not always 

correlate with physiological measures of emotion (Chapman et al., 2006). The concept of 

distress intolerance and that the suicidal individual cannot tolerate primary emotions, 

however, is difficult to confirm, as the primary and secondary emotions are not well 

operationalised. The third concept is self-invalidation, which can occur if someone is 

punished for showing emotions in their family of origin, leading to denial of emotional 

vulnerability (Linehan, 1993). The concept of self-invalidation is supported by research 

which shows that shame is a risk factor for SI and suicidal behaviour more than other 

emotions (Brown et al., 2002). In addition, there is evidence that self-directed anger in 

individuals with ‘suicidal’ behaviour is more common than anger directed at others (Brown, 
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2006). In summary, there is empirical support for the concepts of acute emotional suffering 

and self-invalidation but the concept of distress intolerance not well operationalised. 

The limitations of the BTSB include the fact that the recent literature on the functions 

of DSH is not fully integrated in the theory. The focus on affect regulation at the expense of 

the social function, for example, is not supported empirically in the DSH literature (Klonsky 

& Weinberg, 2009). Another limitation is that while the BTSB proposes a causal pathway 

from environmental events, and negative learning from hostile or invalidating environments, 

the link with distal (childhood) events has been found to be quite weak and indirect (e.g.,  

Klonsky & Moyer, 2008). Finally, the theory groups SA and DSH together but does not 

specify the nature of the continuum.  

In summary, the Biosocial Theory of Suicidal Behaviour is an affect-regulation model 

that proposes a core role for the regulation of negative affect in suicidal behaviour. Acute 

emotional suffering, distress intolerance and self-invalidation are the three core propositions. 

Current literature on DSH, however, is not fully integrated in the theory and distress 

intolerance not well operationalised. The theory is not adopted.  

    

3.3.2 The Interpersonal-Psychological Theory of Suicidal Behaviour  

The ITPSB proposes that individuals who die by suicide must have both the desire to 

die by suicide and the capability to act on that desire (Joiner Jr, 2007). Two interpersonal 

factors (thwarted belongingness and perceived burdensomeness) increase the risk of suicide 

desire, particularly in combination (Joiner Jr, 2007). The individual only acts on the suicide 

desire, however, if there is there is acquired capability to do so (Joiner Jr, 2007). Acquired 

capability is the capability to engage in potentially lethal self-injury, which is strengthened 

over time through repeatedly engaging in DSH, and/or exposure to painful and provocative 

experiences (Joiner Jr, 2007). The individual becomes habituated to the physical pain, and 

desensitised to the fearful aspects of DSH, through repeated practice and exposure (Joiner Jr, 

2007). DSH is thus conceptualised as a lower on a continuum of suicidal behaviour than SA. 

Acquired capability is, therefore, gained from repeated DSH, or from exposure to pain and 

provocation. 

Perceived burdensomeness is one of two interpersonal factors in the ITPSB. Perceived 

burdensomeness comprises a belief that the self is so flawed as to be a liability on others, and 

is associated with affective characteristics such as low self-esteem and self-blame, which are 

related to self-hatred (Van Orden et al., 2010). Even in cases where an individual may be so 

socially isolated that perceptions of burdensomeness seem improbable, the individual may 
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experience self-hatred as an aspect of perceived burdensomeness (Van Orden et al., 2010). 

Perceived burdensomeness correlates with suicide desire in a number of studies (Conner, 

Britton, Sworts, & Joiner Jr, 2007; Van Orden, Lynam, Hollar, & Joiner Jr, 2006; Van Orden, 

Witte, Gordon, Bender, & Joiner Jr, 2008). Among psychiatric patients, perceived 

burdensomeness is a stronger risk factor for SA than hopelessness (Van Orden et al., 2006). It 

is, therefore, a belief that the self is a burden on others, or it is self-hatred, and correlates with 

suicide desire.  

Thwarted belongingness combines with perceived burdensomeness to increase suicide 

desire. Thwarted belongingness comprises loneliness and the absence of reciprocally caring 

relationships (Van Orden et al., 2010). Loneliness (defined as having few or no social 

relationships) is one of the strongest risk factors for suicide ideation, as is the experience of 

rejection, or feeling others are unavailable (Van Orden et al., 2010). There is evidence from 

an undergraduate study that thwarted belongingness does not lead to elevations in suicide 

ideation unless perceived burdensomeness is also present (Van Orden et al., 2008). Further, 

there is evidence that low family support (a proxy for thwarted belongingness) and low 

feelings of ‘mattering’ (a proxy for perceived burdensomeness) are correlated with the 

highest levels of SI (Joiner Jr et al., 2009). There is, therefore, empirical support that thwarted 

belongingness, defined as loneliness or rejection, combined with perceived burdensomeness, 

increase the risk of high levels of suicide desire.  

The acquired capability for DSH incorporates the concept of habituation to the 

negative effects. In support of this concept, there is evidence of increasing severity/lethality 

of DSH (Hamza et al., 2012; Van Orden et al., 2008). The most severe suicidal plan in an 

individual’s history is a stronger risk factor for completed suicide (and number of past SAs) 

than current plans (Joiner Jr et al., 2003). In addition, adolescents with a history of SA and 

DSH report less fear about SA than adolescents without such a history (Muehlenkamp & 

Gutierrez, 2007). The evidence is equivocal, however, regarding whether there is a 

habituation to pain. Individuals who engage in DSH have higher pain tolerance than a 

comparison group (Hooley, Ho, Slater, & Lockshin, 2010). Frequency of DSH, however, 

does not relate to pain sensation (Nock et al., 2006). In addition, tolerance to pain may 

predate any engagement in DSH, and pain sensation may be method-specific. There is greater 

pain sensation in those who engage in multiple-method DSH (e.g., cutting, head-banging) 

compared with those who do not (Nock et al., 2006).  In summary, although there is empirical 

support for the concept of habituation, it is not clear whether there is also habituation to pain.  
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The habituation to DSH is also acquired from exposure to pain and provocation 

experiences (Joiner Jr, 2007). Childhood maltreatment, exposure to the self-harm of others 

and/or combat experiences are identified as pain and provocation experiences (Van Orden et 

al., 2010). It is proposed that impulsivity is the common characteristic across these 

behaviours (Van Orden et al., 2010). The individual who is impulsive and aggressive is 

thought to be more likely to engage in behaviours that are painful and provocative (e.g., 

physical fights, self-starvation), based on a concept of impulsivity that is lifestyle-related, not 

related to lack of planning (Van Orden et al., 2010). The research, however, is retrospective 

and longitudinal studies are required to support the concept of an escalation from exposure to 

diverse pain and provocation experiences to suicide.  

The ITPSB has several limitations, including the lack of studies on the proposed 

three-way interaction. Two interpersonal factors (thwarted belongingness, perceived 

burdensomeness) are proposed as interacting with acquired capability to produce the greatest 

risk of suicide (Joiner Jr, 2007). There are, however, few studies on the three-way interaction 

of thwarted belongingness, perceived burdensomeness and acquired capability that also have 

controls for other factors such as hopelessness and depression. In addition, while there is 

evidence that the two interpersonal factors increase suicide desire, they may load differently 

on SI and suicide planning (the two ‘suicide desire’ characteristics). Another limitation is that 

the empirical support for tolerance to pain is mixed, and the route to acquired capability from 

pain and provocation experiences is difficult to confirm. Further, the theory does not trait 

vulnerabilities.  

In summary, the concept in the ITPSB is that there is a continuum of escalating 

severity of behaviour from DSH to SA if both the two interpersonal factors and acquired 

capability are present. Aspects of the model are well-supported empirically, however, there is 

mixed support for some aspects (e.g., pain tolerance), and some aspects require clarification 

(e.g., exposure to pain and provocation). In addition, the two interpersonal factors may load 

differently on SI and planning, and there is no inclusion of trait vulnerabilities. Although the 

theory is not adopted, it is one of the few theories that addresses the nature of the relationship 

between SA and DSH.  

 

3.3.3 The Diathesis Stress Model  

The DSM is a well-established theory that is widely used to explain state-trait 

interactions in the development of psychopathology and ‘suicidal’ behaviour (Van 

Heeringen, 2012). The core feature is the interaction between predispositions (nature) and 
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stress (nurture). The range of predispositions, however, extends beyond genetic 

predispositions to social and cognitive predispositions (Van Heeringen, 2012). The proposal 

is that a diathesis is a predispositional factor, or set of factors, that is a necessary antecedent 

condition to creating the context for a disordered state (Van Heeringen, 2012). Relatively 

minor stressors may lead to a disorder in persons who are highly vulnerable (Van Heeringen, 

2012). This presupposes an additive interaction, since most disorders in the psychiatric 

domain allow for varying degrees of the diathesis agent (Van Heeringen, 2012). 

Notwithstanding, the theory is comprehensive of biological (e.g., genetic), social and 

psychological aspects.  

The predispositions interact with stressors. The DSM proposes that enduring 

conditions, or traits, are predispositions that result in a person being more likely to engage in 

suicidal behaviour when encountering a stressor, compared with someone without the 

diathesis (Mann, 2002). The proximal factors (i.e., stress) that occur nearer to illness onset 

have more direct effects than the predisposing factors (Fliege et al., 2009). The stress factors 

that trigger the onset of illness or disorder may be either external (e.g., loss of relationship, 

daily hassles, acute stress, trauma) or internal (e.g., exacerbation of symptoms of depression) 

(Fliege et al., 2009). In summary, the diathesis interacts with stressors, which may be external 

or internal.  

The DSM has high levels of empirical support (Nock, 2010). There is support for the 

contention that both intrapersonal and external distal characteristics have an impact on 

current functioning. The long-term influence of childhood stress, for example, is shown as 

being due to an interaction between genetic vulnerabilities and permanent changes at the 

endocrine level (Miller, Chen, & Parker, 2011). Personality traits are shown to be linked to 

many clinical disorders ((Kotov et al., 2010) and to have an effect on psychological states 

(Dunkley, Zuroff, & Blankstein, 2003). In addition, acute life stress is an independent 

predictor of depression and anxiety (O'Connor et al., 2010). In summary, there are a number 

of studies on aspects of the DSM that provide empirical support for the theory.  

The DSM has wide applicability across clinical disorders and has been applied to SA 

(e.g., CMSB), DSH (e.g., ITMSI) and suicidal behaviour. It may, therefore, be suited to 

exploration of DSH as a separate syndrome and the characteristics that are associated with 

and/or that distinguish SA and DSH in the current study. The application of the DSM to 

suicidal behaviour in the Model of Suicidal Behaviour (Mann et al., 1999), the impulsive-

aggressive diathesis theory (McGirr & Turecki, 2007) and the anxiety sensitivity theory 

(Gratz, Tull, & Gunderson, 2008) are, therefore, briefly examined.  
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3.3.3.1 The Model of Suicidal Behaviour  

The Model of Suicidal Behaviour proposes that suicide is the outcome of a range of 

factors from biological, social and psychological domains (Mann et al., 1999). These 

predisposing factors include genetic, demographic and historical factors such as gender, 

religion, childhood experiences, familial factors, genetic components, psychosocial support 

systems and availability of highly lethal methods (Mann et al., 1999). Included in the stress 

component are psychosocial crises (e.g. loss of relationship) and the exacerbation of a 

psychiatric disorder (Mann et al., 1999). In the Model of Suicidal Behaviour, the stressor is 

almost always the worsening of a psychiatric crisis (Mann, 2002).  

The concept that suicide is a complication of a psychiatric disorder has empirical 

support. There is extensive literature which shows that psychiatric illness/disorder is a risk 

factor in suicide and SA (Mann et al., 2005; Mann et al., 1999). More than 90% of suicide 

victims have a diagnosable psychiatric illness at the time of the suicide (Mann, 2002).  Mood 

disorders (i.e., Depressive Disorder and/or Bipolar Disorder) account for 60% of all 

completed suicides (Mann, 2002). Other disorders that are common in completed suicide are 

schizophrenia, alcoholism, substance abuse and personality disorder, in particular BPD and 

APD (Mann, 2002). In addition, there is an increased suicide risk associated with psychiatric 

co-morbidity (Mann & Currier, 2007). In summary, suicide is associated with psychiatric 

disorder in 90% of cases and the most common disorder is mood disorder.  

The model emphasises state disturbance. Having a mental disorder is not a sufficient 

condition for suicide, as most people with a mental disorder do not engage in SA (Mann, 

2002). State disturbance (e.g., state anger, anxiety and depression) is proposed to explain 

escalations in suicide risk (Mann, 2002). This is supported by evidence that individuals who 

engage in SA undergo elevations in subjective distress, hopelessness and have fewer reasons 

for living (Mann, 2002). The combination of a worsening of psychiatric symptoms and/or 

state distress are key features of the Model of Suicidal Behaviour.  

The key limitation of the theory is the emphasis on psychiatric disorder. There is a 

need to move away from explanations of suicidal behaviour based on mental illness/disorder, 

as a number of factors are involved in suicide (O'Connor, 2011). In 10% of cases suicide 

occurs in the absence of a mental illness/disorder (Oquendo et al., 2008). In recognition of 

this, a category of ‘Suicidal Behaviour Disorder’, which refers to an SA in the previous 24 

months, with intent to die even if ambivalent, and in the absence of a psychiatric disorder, is 

recommended for further research in the DSM-5 (A.P.A., 2013). Although the inclusion of a 
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psychiatric disorder is well supported empirically, there are other factors that also require 

focus.  

In summary, the Model of Suicidal Behaviour proposes an interaction between 

predispositions and current stressors. The current stressor, however, is almost always a 

worsening of a psychiatric disturbance. There is also a need in the current study to explore a 

more comprehensive range of characteristics.  

 

3.3.3.2 The impulsive-aggressive diathesis  

Specific vulnerabilities for suicide are proposed, such as the impulsive-aggressive 

diathesis (McGirr & Turecki, 2007). Impulsivity and aggression occur without reflection or 

consideration of consequences, are often risky or inappropriate to the situation, and are 

accompanied by undesirable outcomes (Van Heeringen, 2012). There is, however, a debate 

about what behaviours should be included in the ‘impulsive-aggressive’ spectrum (McGirr & 

Turecki, 2007). An aspect of the debate is the theoretical controversy about the multifaceted 

nature of aggression and impulsivity (Van Heeringen, 2012). Although high impulsivity 

correlates significantly with high aggression (McGirr & Turecki, 2007), it may be that anger, 

hostility and aggression account for suicidal behaviour, but not impulsivity (Giegling et al., 

2009). Notwithstanding, anger, aggression, hostility and impulsivity are all factors that are 

positively associated with suicidal behaviour (Giegling et al., 2009; McGirr & Turecki, 2007; 

Turecki, 2005). In summary, although there is evidence of a correlation between impulsivity 

and aggression, there is debate about what behaviours to include in the impulsive-aggressive 

diathesis.  

Another factor is that the relationship of impulsivity to suicide risk is complex. In one 

study, which distinguished SA and DSH, only two of four impulsivity characteristics (i.e., 

lack of premeditation and negative urgency) were found to be risk factors for SA and DSH, 

after controlling for BPD (Lynam et al., 2011). Adding to the complexity, when impulsive 

individuals abuse psychoactive substances they are more likely to engage in SA (Sher, 2006) 

and alcohol abuse exaggerates impulsivity and aggression (Haw, Hawton, Houston, & 

Townsend, 2003). It may be that an impulsive lifestyle, rather than trait impulsivity, increases 

the capability for lethal SA (Joiner Jr, 2007). Few studies, however, use objective measures 

of impulsivity (e.g.,  Glenn & Klonsky, 2010). Notwithstanding, the inclusion of impulsivity 

in the proposed diathesis is controversial.    

The proposed impulsive-aggressive diathesis does not account for personality traits, 

such as neuroticism, that are involved in suicide risk. The personality traits that are common 
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in suicidal individuals are impulsive-aggressive traits, alcohol and substance abuse, 

depression and cigarette smoking (Mann, 2002). The literature, however, also supports an 

association of suicide risk, high neuroticism and low extraversion (McGirr & Turecki, 2007). 

Neuroticism is one of the big five personality factors that are proposed as the higher-order 

structure of adult personality (McCrae & Costa Jr, 1999). It is a trait that is related to feelings 

of anxiety, depression and irritability (Krueger & Tackett, 2003). Extraversion is a trait 

related to experiencing qualities such as sociability, gregariousness and positive energy and is 

the opposite of introversion (Krueger & Tackett, 2003). Neuroticism and low extraversion, 

therefore, are characteristics that may not be accounted for on the aggressive-impulsive 

spectrum.  

Personality disorder is another trait characteristic that is related to suicide risk. APD 

and BPD are both risk factors for suicidal behaviour (Mann, 2002). Distinguishing between 

the two, suicide risk is increased by the contribution of violent-aggressive traits and APD, but 

not BPD (McGirr & Turecki, 2007). It may be that the association between APD and suicidal 

behaviour is explained by the combination of aggression and negative emotionality (Joiner Jr, 

Brown, & Wingate, 2005). The vulnerability from personality disorder is likely to develop 

from disturbances in interpersonal-relationships that occur in childhood (Johnson et al., 

2005). Across the literature, individuals with APD are reported to be more likely than patients 

with other personality disorders to have a history of childhood physical abuse, sexual abuse 

and emotional neglect (Johnson et al., 2005). The evidence of an association of all types of 

childhood maltreatment and BPD is also compelling (Johnson et al., 2005). In summary, the 

evidence suggests that APD may be more prominent in suicidal behaviour than BPD.  

Among the limitations of the impulsive-aggressive diathesis is the fact that 

personality dimensions such as neuroticism are not included. Suicide risk is associated with 

characteristics at both extremes of the personality spectrum and not just one end (McGirr & 

Turecki, 2007). This is indicated by research which shows that under-controlled (e.g., 

impulsive, restless) and inhibited (i.e., shy, fearful) children are more likely than those not at 

the extreme end to engage in SA in later life (McGirr & Turecki, 2007). It is the personality 

factors at the two extremes of the personality spectrum that may be involved in suicide risk. 

Another limitation is that the theory does not explain the relationship of SA and DSH. It is 

possible that the proposed impulsive-aggressive diathesis relates more to DSH or co-existing 

SA/DSH than SA.  

In summary, there is ongoing controversy about the multifaceted nature of impulsivity 

and aggression and what to include in the impulsive-aggressive spectrum. There is also 
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evidence that some personality traits (e.g., neuroticism, low extraversion), and personality 

disorders (e.g., APD), also require explanation in the theory. The impulsive-aggression 

diathesis is, therefore, not explored in the current study.  

 

3.3.3.3 The anxiety sensitivity diathesis  

Another specific vulnerability for BPD that is proposed is the anxiety-sensitivity 

diathesis (Gratz et al., 2008). Anxiety sensitivity is the fear of anxiety related to bodily 

sensations because of the belief that these sensations have harmful somatic, social or 

psychological consequences (Reiss, Peterson, Gursky, & McNally, 1986). Anxiety sensitivity 

is associated with trait anxiety and shares some of the cognitive and physiological features of 

panic (Gratz et al., 2008; Williams, Reardon, Murray, & Cole, 2005). Anxiety sensitivity is 

thought to be a vulnerability to experiential avoidance. Experiential avoidance refers to 

discomfort caused by remaining in contact with negative emotions, thoughts or bodily 

sensations (Williams, Reardon, et al., 2005). In summary, anxiety sensitivity, mediated by 

experiential avoidance, may be a diathesis for both DSH and SA, as these are both BPD 

diagnostic criteria.  

The concept that the relationship between anxiety sensitivity and BPD is mediated by 

experiential avoidance is supported empirically (Gratz et al., 2008). Anxiety sensitivity 

distinguishes a group with BPD from a group without BPD, in psychiatric outpatients (Gratz 

et al., 2008), bearing in mind that anxiety sensitivity is a more significant risk factor for BPD 

status than negative affect or impulsivity (Gratz et al., 2008). Further, the relationship 

between anxiety sensitivity and BPD is indirect and mediated by experiential avoidance 

(Gratz et al., 2008). These findings, however, may be explained by a lack of access to 

effective affect-regulation strategies, consistent with the EAM (Gratz et al., 2008). 

Notwithstanding, experiential avoidance is a factor that may moderate trait factors (e.g., 

anxiety sensitivity) in the pathway to self-harm.  

In summary, while anxiety sensitivity, mediated by experiential avoidance, predicts 

BPD, it has not been specifically applied to SA and/or DSH and the concept is yet to be 

comprehensively examined. The preliminary evidence, however, suggests that anxiety 

sensitivity and experiential avoidance require further exploration as characteristics that may 

be associated with SA and/or DSH.  
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3.4 The proposed model  

A theory of self-harm behaviour has to take into account proximal and distal risk 

factors and their potential interaction (Van Heeringen, 2012). A theory is, therefore, required 

for the current study that includes the distal and proximal domains and is well-supported 

empirically. The DSM proposes that trait vulnerabilities interact with stress to lead to 

psychopathology, including suicidal behaviour. The DSM is a well-established theory with a 

strong empirical and conceptual base (Nock, 2010). It is, therefore, a good candidate for the 

examination of characteristics across distal and proximal domains.  

The application of the DSM in the Model of Suicidal Behaviour, the proposed 

impulsive-aggressive diathesis and the anxiety-sensitivity diathesis have limitations. A 

limitation of the Model of Suicidal Behaviour was that the number of domains was too 

narrow. A limitation of the impulsive-aggressive diathesis was that the spectrum was not well 

operationalised, and a limitation of the anxiety-sensitivity diathesis was that it has not been 

extensively researched. Regardless, anxiety sensitivity and experiential avoidance require 

exploration as characteristics potentially associated with self-harm, SA and DSH. The DSM, 

however, has been applied to DSH as a separate syndrome in the ITMSI. The ITMSI 

proposes an overarching framework, drawing on the DSM, for the inclusion of distal and 

proximal domains. The ITMSI, however, proposes DSH specific factors and does not propose 

characteristics relevant to SA, or a pathway to SA. Notwithstanding, the DSM framework in 

the ITMSI is useful for amendment and implementation in the current study.  

A range of characteristics require exploration in relation to self-harm and the 

distinction of SA and DSH and require grouping into key domain areas. The theory proposed 

by Nock (2010) includes biological, historical, social and psychological domains consistent 

with the DSM. The theory  proposed by Nock (2010) has five domains (i.e., background, 

interpersonal, intrapersonal, stressors and DSH-specific vulnerabilities). In the current 

proposal, the intra- and interpersonal domains are merged in the ‘trait’ domain, the stressors 

are subdivided into environmental and current/state psychological stressors and the DSH 

specific vulnerabilities not examined. The four domains are as follows: static (e.g., 

background and historical factors); trait (e.g., trait psychological and personality); 

environmental (e.g., on protection, social support); current/state psychological (e.g., current 

mental disorder, state anxiety) (Fig 3.1).  

Figure 3.1 gives an overview of the proposed theoretical framework.  
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Figure 3.1  

The proposed theoretical framework across the four domains* 
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Abbreviations: SA = suicide attempt, DSH = deliberate self-harm, SH = self-harm 

*Adapted from the Integrated Theoretical Model of Self-Injury (Nock, 2010) 
 

  

Summary 

 

In Chapter Three, eight theories of SA and/or DSH were reviewed in order to 

determine a theory that includes the key domains and is well supported empirically for 

application in the current study. Three theories of suicide were reviewed, of which two (the 

FVT and CMSB) were cognitive theories. The FVT, however, may be more applicable to 

multiple suicide attempters than across the spectrum of self-harm risk. In addition, one 

cognitive theme (distress intolerance) in the FVT may relate more to DSH, or co-existing 

SA/DSH, than to SA. The other cognitive model, the CMSB, may be more suited to 

examining suicide risk across clinical and nonclinical populations, as two pathways to suicide 

are proposed. Additionally, the proposed trait hopelessness may overlap with other factors, 

and attentional bias is not well operationalised. The IMV, which was also reviewed, offered 

an alternative perspective on suicide. The IMV draws on the concept of suicide as escape, 

and may be suited to identifying those with SI who will act on those intentions. Some of the 
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proposed mediating and moderating pathways in the IMV, however, are not yet fully 

examined and a pathway to DSH is not proposed. 

The two theories of DSH that were reviewed were function-based, as this is a 

dominant approach. The EAM is an affect-regulation model, applied to a range of 

experiential avoidance behaviours, but it lacks specificity for DSH. The EAM also focuses on 

the affect-regulation function to the neglect of the social function, and is not comprehensive 

across key domains. On the other hand, there is good empirical and conceptual support for 

the ITMSI. The ITMSI draws on the FFM, which is well supported empirically, while at the 

same time integrating the background and trait factors consistent with the DSM. The 

proposed trait vulnerabilities, however, may not map onto the four functions, and some of the 

DSH-specific factors have not been fully investigated. The overarching framework for the 

interaction of distal and proximal risk factors in the ITMSI, however, is amended and adopted 

in the current study.  

Three models of SA and DSH were reviewed. One model, the BTSB, combines SA 

and DSH without explaining the relationship, and does not integrate current DSH concepts. 

The ITPSB, on the other hand, applies to suicidal behaviour (i.e., SA and/or DSH) but 

explains the relationship between DSH and SA. The ITPSB conceptualises DSH as 

‘escalating’ to suicide. A limitation with the ITPSB, however, was that the route to acquired 

capability from pain and provocation experiences is not well operationalised, and the model 

does not include the trait domain. Nor does it provide a pathway to severe DSH. The DSM, 

on the other hand, is a well-established theory of psychopathology that is suited to the 

exploration of the characteristics associated with SA and DSH, and/or that distinguishes SA 

and DSH. Some adaptations of the DSM include an emphasis on psychiatric disorder, an 

aggressive-impulsive diathesis or anxiety sensitivity diathesis. The evidence, however, does 

not support that suicide is almost always a complication of a psychiatric disorder, nor that 

there are specific traits vulnerabilities associated with suicide from only one extreme end of 

the personality spectrum. An application of the DSM is, therefore, proposed for the current 

study, to include four domains (i.e., static, trait, environmental and current/state 

psychological) with no particular emphasis on any one domain.  

In Chapter Four, the studies on SA and/or DSH in male offenders (2003-2013) will be 

summarised and presented in tabular format. In Chapter Five, the major findings from these 

studies will be critically evaluated and any identified risk factors for self-harm, SA or DSH or 

any distinguishing characteristics will be identified.  
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Chapter Four 

Literature Review (Part 1): The characteristics of male adult offenders who attempt 

suicide or engage in deliberate self-harm (2003-2013) 

 

Chapter Four provides a summary of the peer reviewed literature on SA and/or DSH 

in male adult offenders (2003-2013). Included in the literature review are offenders (i.e., 

inmates, forensic patients, community offenders). The focus of this review is, on studies that 

examine the characteristics associated with self-harm (i.e., SA and/or DSH), SA or DSH and 

the distinction between those behaviours where available.  

In this chapter, there is a broad descriptive summary of the studies included in the 

review. Firstly, the electronic search methods are described. Secondly, the 

exclusion/inclusion criteria are presented indicating that a high quality of evidence is required 

for inclusion in the review. Thirdly, there is a summary presented in tabular format in seven 

columns (i.e., author, country/setting, aim/s, gender/sample size, variables, methods/tools and 

definitions) (Table 4.3). This information is then summarised according to the seven 

columns.  

In summary, the aims of this Chapter are to:  

(1) describe the literature review search methods and exclusion/inclusion criteria 

(2) classify and present the literature in tabular format 

(3) summarise the literature according to the seven columns in Table 4.3.  

 

4.1 Literature review search methods  

A search of three electronic databases (i.e., CINHAL, MEDLINE and PsychINFO) 

was conducted to obtain a list of studies on the characteristics of male adult offender SA 

and/or DSH (2003-2013). Three databases were searched to ensure that the search was 

comprehensive. The psychological literature was available from PsychINFO, the mental 

health literature was available from MEDLINE and the criminal psychology literature from 

CINHAL.  

 Inmates, or prisoners, were the focus of the literature review. Given the paucity of 

literature on the distinguishing characteristics of SA and DSH in inmates, the search was 

widened to include forensic patients and community offenders. Inmates, community 

offenders and forensic patients are all similar in that these individuals have all been 

charged/convicted of a criminal offence, are under community or custodial correctional 

supervision or are detained in a forensic mental health facility. Other key search terms were 
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SA and/or DSH. Suicide in custody and SI were not used as search terms.  Descriptive studies 

were included, but qualitative studies were excluded because the current study was 

quantitative and comparison was required with studies with a similar methodology.  

Intervention studies were excluded because intervention was not the focus of the study.     

The inclusion/exclusion criteria of publications was as follows:  

 

Inclusion criteria:  peer reviewed; primarily male gender; adult offenders who were 18 

years and older; young offenders who were aged 18 to 24 years; 

offenders in custody; community-based offenders under supervision; 

detained forensic patients; quantitative studies with a comparison or 

control groups; self-harm or DSH critical incident studies; self-harm 

investigated as a primary or secondary characteristic. 

Exclusion criteria: only females; only juveniles; non self-harm focus or self-harm not 

investigated as the primary/secondary characteristic; an intervention 

study; an instrument design, development or evaluation study; a 

vignette study; prevalence studies of either completed suicide or SI; a 

review, policy, staff attitude, book section or thesis study; a qualitative 

study; a non-offender study.  

The search methods were as follows: 

   

(1) Interface – EBSCO host 

(2) Search screen – Advanced 

(3) Search terms: a range of terms for offenders (e.g. offenders, inmates and forensic 

patients); a range of terms for self-harm (e.g. suicide attempts, self-mutilation)  

(4) Index terms: peer reviewed; publication years (2003-2013); age (e.g. aged 18 years 

and over); English language  

(5) Search modes – Boolean/Phrase 

 

The search and index terms that were used in the search of the three databases (i.e. 

CINHAL, MEDLINE and PsychINFO) are shown in Table 4.1. 

 

Table 4.1 

The search and index terms used in the database searches (i.e. CINHAL, MEDLINE and 

PsychINFO) 
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Database Search Terms Index Terms 

PsychINFO 

(Thesaurus) 

DE “Prisoners”,  

DE “Criminals”,  

DE “Self-injurious behaviour”,  

DE “attempted suicide” 

Publication Year (2003-2013); 

Peer Reviewed; English 

language;  

Age group (18 years +) 

MEDLINE 

(MeSH) 

MH “Prisoners”,  

MH “Criminals”,  

MH “Self-injurious behaviour”,  

MH “Suicide, attempted” 

Publication Year (2003-2013); 

Peer Reviewed; English 

language; Age group (adult: 19-

44, middle aged: 45-64) 

CINAHL* 

(Medical  

Headings) 

MH “Prisoners”,  

MH “Public Offenders”,  

MH “Self-injurious behaviour”,  

MH “Suicide, attempted” 

Publication Year from 2003-

2013; Peer Reviewed; English 

Language; Age group (adult: 19-

44, middle aged: 45-64) 

*Cumulative Index to Nursing and Allied Health Literature (CINAHL) 

 

The search of the three databases yielded 215 abstracts. The search of the PsychINFO 

database yielded 71 studies, of the MEDLINE database yielded 97 studies and the search of 

the CINAHL database yielded 47 studies. Of the total number of studies, there were 55 

studies that were duplicates. After the duplicates were excluded there were 160 studies for 

consideration. Based on the inclusion/exclusion criteria a further 116 studies were excluded, 

which left 44 studies in the literature review. Further details of the included/excluded studies 

are presented in Appendix A.      

The most common reasons for the exclusion of studies, in order from the most to the 

least common, are summarised in Table 4.2.    

 

Table 4.2 

The reasons for exclusion of studies, in order from the most common to the least common  

Reason for exclusion  PsychINFO 

(n=51) 

MEDLINE  

(n=63)  

CINAHL 

(n-46) 

Total  

Review, policy, staff survey, 

book section, thesis 
16 4  2 22 

Non self-harm focus
1 

4  7  10 21 

Female  6 
 

11  4 21 
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Vignette  2  6  4 12 

Juvenile   1  5  3 9 

Qualitative  6  0  2 8 

Instrument development 1 0  5 6 

Prevalence studies of either  

completed suicide or SI  
1 3  2 6 

Non-offender
2 

1 2  3 6 

Intervention  2  0   3 5 

Total excluded studies 40 38 38 116 

Total included studies 11  25  8 44 

Abbreviations: SI = suicide ideation 

Notes: 
1 

studies on martyrdom (e.g., terrorism) excluded on this basis, 
2
 asylum seeker studies 

excluded on this basis 

 

As shown in Table 4.2 the most common reason for exclusion, after the duplicates   

were excluded, was that the study was a review study, policy paper, book section or thesis. 

Other common reasons for exclusion were that the study was a female study, or did not have 

self-harm as a primary or secondary focus. Although in some studies lifetime history of self-

harm was reported in relation to other clinical characteristics, such as dual diagnosis (e.g.,  

Lukasiewicz et al., 2009), or a particular type of criminal offending (e.g.,  Benítez-Borrego, 

Guàrdia-Olmos, & Aliaga-Moore, 2013), these studies were not included. The least common 

reasons for exclusion were that the study was an intervention study, a non-offender study 

(i.e., relates to asylum seekers only), a prevalence study (i.e., does not include a focus on the 

associated characteristics) or an instrument development study. Mostly these studies, 

however, were excluded by the search methods used.   

 

4.2 Table of results  

 Table 4.3 shows the included studies, numbered 1-44 in alphabetical order, by year of 

publication, with the information grouped into seven columns (i.e. author/year/s of 

publication, country/setting, aim/s, sample, variables, method/tools, definitions).   

 

Table 4.3  

Studies (n = 44) on male adult offender suicide attempts and/or deliberate self-harm (2003-

2013) 
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1. Author/s  
(Year of 

publication) 

2. Country/ 
Setting 

3. Aim/s  4. Gender, 

sample size   
M (mean) age 

5.Characteristics    6. Method/Tools  7. Definitions, SA, 

DSH , self-harm 

criteria  
1. 

(Gunter, 

Chibnall, 

Antoniak, 

Philibert, & 

Black, 2013) 

USA 

(Community 

Corrections) 

To investigate 

which factors 

differentiate an 

ideator group 

from actor group 

and actor group 

from control 

group   

N=419 (30.3% 

Female) 

n1 = 113 (SH) 

n2 =  70 (ideator) 

n3 = 235 

(control) 

 

M (age) = 33.5 

Race, childhood 

trauma, brain 

injury, anxiety 

disorder, 

psychopathy,  

avoidant 

personality  

depression 

Clinical assessment, 

administration of 

structured poly-

diagnostic instrument, 

psychopathy checklist, 

dimensional diagnostic 

instrument,  

review of offender file 

Suicide-related 

behaviour (SH) 

included SA and 

episodes of volitional 

self-harm without intent 

to die (questions in 

structured tool) 

2. 

(Jeglic, Spada, 

& Mercado, 

2013) 

USA  
(Sex offender 

treatment 

facility and 

Correctional 

Centre)  

To examine rates 

of nonfatal SA 

among convicted 

sex offenders, 

associated 

characteristics  

and predictors  

N = 3,167 

(Male) 

n1 = 406 (SA) 

n2 =  2761(no 

SA) 

  

M (age) = 39.2 

Socio-

demographic, 

criminal, 

sex offender risk 

rating, 

neuropsychologic

al impairment 

Admission self-report  

information on lifetime 

history SA, socio-

demographics & criminal 

factors are reviewed and 

actuarial risk assessment 

scales rated 

Suicidal behaviour (SA) 

defined as nonfatal SA 

(intentional self-harm 

with intent to die) 

SA in custody also 

coded 

3.   

(Rivlin, Fazel, 

Marzano, & 

Hawton, 2013) 

England and  

Wales  

(Correctional 

Centres) 

To investigate a 

model of suicide 

which includes  

imported 

vulnerability 

factors, clinical 

factors and prison 

experiences  

   

N=120 (Male)  

n1 = 60 (SA) 
n2  = 60 (control) 

 

 

 

 

Age range 18-50 

 

Psychological 

characteristics 

(e.g. hostility, 

hopelessness, 

depression), 

childhood trauma,  

life events, 

prison experience 

social support  

Clinical assessment and 

semi-structured 

interview to assess socio-

demographic & criminal, 

factors, questionnaires to 

assess several 

psychological 

characteristics, social 

support and life events  

Near lethal self-harm 

defined as acts of self-

harm that could have 

been lethal had it not 

been for intervention or 

change and/or that 

involved methods that 

have a high chance of 

death 

4.  

(Simlot, 

McFarland, & 

Lester, 2013) 

USA  

(Correctional 

Centres) 

To explore 

whether Joiner’s 

three variables are 

positively 

associated with 

suicidal behaviour 

in prisoners  

N=38 (Male) 

 

 

 

 

 

M (age) = 31.8 

Thwarted 

belongingness, 

perceived 

burdensomeness, 

acquired 

capability  

Administration of 

questionnaire orally and 

by self to assess  

interpersonal needs (e.g. 

thwarted belongingness) 

and suicide behaviours  

Past SA, past ideation 

and likelihood of future 

SA was based on 

questions on a 6 point 

scale that was used to 

provide a score for 

‘suicidal history’ and 

‘future likelihood’  
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1. Author/s  
(Year of 

publication) 

2. Country/ 
Setting 

3. Aim/s  4. Gender, 

sample size   
M (mean) age 

5.Characteristics        6. Method/Tools  7. Definitions, SA, 

DSH , self-harm 

criteria  
5.  

(McCullumsmit

h, Clark, 

Perkins, Fife, & 

Cropsey, 2013) 

 

 

USA 

(Community 

Corrections) 

To identify 

factors associated 

with historical SA 

and ideation in 

African American 

and White male 

and female 

offenders 

N = 18,753 

(23.3% Female) 

n1 =  1,458 (SA)  

n2 =856 

(ideators) 

n3 = 16439 (no 

SA) 

M (age) = 31.7 

Socio-

demographic, 

criminal history 

substance abuse 

psychological 

medical  

Semi-structured 

assessment at induction 

to drug and alcohol 

offender program to 

assess socio-

demographic, criminal 

and health behaviours 

(based on DSM-IV-R)  

Suicide attempt (SA) 

question asked whether 

suicide had ever been 

attempted and the 

ideation question asked 

whether suicide has 

ever been seriously 

thought about  

6. 

(Rivlin et al., 

2012) 

England and 

Wales  
(Correctional 

Centres) 

To assess extent 

to which prisoners 

who make near-

lethal SA are 

similar to those 

who died by 

suicide  

N = 326 (44.4% 

Female) 
n1 = 120 (SA) 
n2  = 206 

(suicide)  

 

Age range 18-50
 

Socio-

demographic 

(age, ethnicity),  

criminological 

(violent offence, 

status, sentence),  
suicide intent  

Clinical assessment and 

use of structured 

questionnaire to assess 

socio-demographic and  

criminological factors 

and administration of 

Suicide Intent Scale  

Near lethal SA defined 

as an act that could 

have been lethal if not 

for intervention or 

chance and/or involved 

methods associated 

with high chance death 
7. 

(Andover et al., 

2011) 

 USA  
(Forensic 

psychiatric 

facility and 

Correctional 

Centre) 

 To investigate 

neuro-

psychological 

functioning in 

prisoners with and 

without self-harm 

N=173 (Male) 
n1=52 (SA) 
n2=45 (DSH) 
n3= 76 (no SH) 
 
 

 

M (age) = 39.37 

Socio-

demographic, 

intelligence, 

memory, 

attention,  
motor and 

executive 

functioning 

 

Archival analyses of 

database of 

neuropsychological 

evaluations 

SA and DSH separated 

based on two questions 

‘have you ever tried to 

kill yourself?’ and 

‘have you ever hurt 

yourself on purpose 

without wanting to kill 

yourself? 

8.  

(Carli et al., 

2011) 

Italy 
(Correctional 

Centres) 

To examine the 

relationship 

between insomnia 

and suicidal 

behaviour 

N=1420 (Male) 
n1 = 183 (SA) 
n2 = 1237 (no 

SA) 

 

Age range 18-77 

Socio-

demographic, 

criminal,  
childhood trauma 
psychiatric 

disorder, anger  
insomnia  

 

Clinical assessment and 

administration of semi-

structured psychiatric 

interview (MINI) and 

questionnaires to assess 

depression, trauma, 

anger, personality and  

resilience  

Lifetime SA based on 

MINI questions 
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1. Author/s  
(Year of 

publication) 

2. Country/ 
Setting 

3. Aim/s  4. Gender, 

sample size   
M (mean) age 

5.Characteristics    6. Method/Tools  7. Definitions, SA, 

DSH , self-harm 

criteria  
9.  

(Godet-

Mardirossian et 

al., 2011) 

 

 

 

France 
(Correctional 

Centres) 

To investigate 

factors associated 

with SA and the 

influence of 

childhood 

adversity on 

suicidal behaviour  

N=899 (Male) 
n1= 43 (SA)  
n2= 856 (no SA) 
 
M (age) = 37 

Personal, family, 

criminological, 

psychiatric 

diagnosis,  
personality 

dimensions 

Clinical assessment and 

administration of 

diagnostic tool (MINI), 

personality assessment 

(TCI) and questions 

about family, criminal 

and personal history   

Lifetime SA based on 

MINI questions, 

included past month 

SA. Also, questions on 

suicide ideation from 

MINI  

10.  

(Gunter et al., 

2011)    

 

 

 

USA  
(Community 

Offender 

Services) 

To examine effect 

of various factors 

on SI,  SA and 

DSH in a sample 

of probationers 

and parolees 

N= 338 (34.9% 

Female) 
n1 = 65 (SA) 
n2 = 47 (DSH) 
n3 = 226 (no SH) 
M (age) = 34 

Psychiatric 

diagnoses, 

substance use 

disorders, APD, 

psychopathy,  

medical history  

Clinical assessment 

consisting of diagnostic 

assessment (SSAGA-11) 

and psychopathy 

assessed (PCL:SV), and 

review of all files   

 

Lifetime SI, SA and 

DSH. DSH (referred to 

as self-harm) defined as 

having no lethal intent    
 

11.  

(Hakansson, 

Bradvik, 

Schlyter, & 

Berglund, 2011) 

Sweden  

(Custodial and 

Community 

Corrections) 

To identify 

factors associated 

with repeated SA 

among criminal 

justice clients 

with substance 

abuse 

N= 6,836 (19% 

female) 

n1 = 770 

(repeaters) 

n2 = 634 (non-

repeaters) 

M (age) = 34.05 

Socio-

demographic, 

substance abuse, 

family history, 

criminal 

behaviour, 

psychiatric status 

 

Admission interview to 

assess socio-

demographic, drug and 

alcohol abuse, family 

history of clinical 

problems , psychiatric, 

criminal  & legal status  

SA based on questions 

about previous SA ever 

and in the past 30 days 

and how many.  

2 or more SA (minor 

repeaters), 5 or more 

SA (major repeaters)  

12.  

(Lanes, 2011) 
USA 
(Correctional 
Centres) 

To examine the 

association of 

extent of prisoner 

DSH and 

placement in 

long-term 

segregation 

 

 

N= 264 (Male) 
n1 = 132 (DSH) 
n2 = 132 (no 

DSH, matched 

group) 
 

Developmental,  
legal, mental 

health, 

institutional 

functioning,  

segregated 

housing 

File review to obtain  

data on developmental 

(age, education), legal  

(age of first arrest, prior 

violent offences), mental 

health (diagnoses) and 

institutional functioning 

(e.g. misconducts) 

DSH based on 1 or  

more acts of DSH in 

past 12 months using 1 

of 6 different methods 

with no suicidal intent  

(e.g. cutting, head 

banging, ingesting) 
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1. Author/s  
(Year of 

publication) 

2. Country/ 
Setting 

3. Aim/s  4. Gender, 

sample size   
M (mean) age 

5.Characteristics    6. Method/Tools  7. Definitions, SA, 

DSH , self-harm 

criteria  
13.  

(Mandelli et al., 

2011) 

Italy 
(Correctional 

Centres) 

To examine 

relationship of   

childhood trauma 

to age of onset 

and/or repetition 

of SA   

N=1353 (male) 
n1=200 (SA) 
n2=1153(no SA) 
 

 

M (age) = 39.40 

Socio-

demographic, 
criminal, 

childhood trauma,  
psychiatric 

disorder, hostile-

aggressive traits 

Clinical assessment 

consisting of psychiatric 

assessment (MINI), 

administration of 

psychological 

inventories and file 

review of criminal 

history  

Lifetime SA based on 

MINI questions. SA 

defined as self-directed 

harm with some intent 

to die that was not self-

mutilatory 

14.  

(Roy, Carli, & 

Sarchiapone, 

2011) 

Italy 
(Correctional 

Centres) 

To examine if 

resilience is a 

protective factor 

in relation to 

suicidal behaviour 

N= 332 (Male) 
n1 = 166 (SA) 
n2 = 166 (no SA, 

matched group) 

M (age) = 40.96 

Socio-

demographic,  
childhood trauma, 
resilience 
 

Clinical assessment and 

administration of semi-

structured psychiatric 

tool (MINI), trauma and 

resilience scales  

Lifetime SA defined as 

an act with some intent 

to end one’s life that 

was not self-mutilatory 

in nature 

15. 

(Sadeh, Javdani, 

Finy, & Verona, 

2011) 

 

 

USA  

(Custodial and 

Community 

Corrections) 

To investigate 

gender 

differences in 

relationship of 

anger, hostility 

and depression to 

self and other 

directed violence 

N = 372 (32% 

female) 

n5 = 121 (SH) 

n5 = 251 (no SH) 

 

 

 

M (age) = 30.3 

Age,  

education level, 

anger,    

hostility , 

depression,  

lifetime other 

directed violence,  

lifetime self-

directed violence 

Semi-structured 

interview, Life History 

of Aggression 

questionnaire of self and 

other directed violence 

that was interviewer 

rated (0=-5) based on 

frequency of incidents, 

psychometric tools to 

assess mood 

SA was self-injurious 

acts with intent to die 

and DSH was self-

injury (i.e. cutting, 

burning) in absence of 

intent to die. Self-harm 

consisted of a self-

directed violence score 

16. 

(Swogger, You, 

Cashman-

Brown, & 

Conner, 2011)  

 

USA  
(Correctional 

Centres) 

 

To examine 

relationship of 

childhood  

physical abuse 

and SA and 

whether lifetime 

aggression 

mediates  

 

199 males 
67 females 
n1=41 (SA) 
n2=225 (no SA) 
 

 
 M (age) = 33.7 

Socio-

demographic, 

type of crime 

childhood 

physical abuse,  
lifetime 

aggression 

 

 

Self-administered self-

report measures which 

included a rating of 

childhood physical 

abuse, an SA question 

and administration of a 

lifetime aggression scale 

Lifetime SA based on a 

single question ‘have 

you ever tried to kill 

yourself or attempted 

suicide?’  
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1. Author/s  
(Year of 

publication) 

2. Country/ 
Setting 

3. Aim/s  4. Gender, 

sample size   
M (mean) age 

5.Characteristics    6. Method/Tools  7. Definitions, SA, 

DSH , self-harm 

criteria  
17.  

(Gallagher & 

Sheldon, 2010) 

England and 

Wales  
 (Forensic 

Psychiatric 

Facility) 

To investigate the 

functions and  

context, nature 

and staff 

responses to SH   

N = 29 (Male) 

n1= 29 (SH) 
 

 
M (age) = 32.9 

 

Personality 

disorder, 10 DSH 

functions (e.g. 

affect regulation, 

expression of  

aggression) 

File review of hospital 

incident report forms and 

admission personality 

disorder information in  

facility for dangerous 

and severe personality 

disorder   

386 SH incidents (over 

4 year period) based on 

evidence of any 

physical injury 

regardless of suicide 

ideation or intent  

18.  

(Hakansson, 

Bradvik, 

Schlyter, & 

Berglund, 2010) 

 

Sweden 

(Custodial and 

Community 

Corrections) 

To identify 

factors associated 

with a history of 

SA in criminal 

justice clients 

with substance 

abuse  

N= 7085 (14% 

Female) 

n1 = 1,453 (SA) 

n2 = 5632 (no 

SA) 

 

M (age) = 33.4 

Socio-

demographic, 

substance abuse 

(by type of drug), 

family history, 

psychiatric status 

Admission interview to 

assess socio-

demographic, drug and 

alcohol abuse, family 

history, psychiatric, 

criminal  and legal status 

information  

SA based on questions 

about previous SA ever 

and in the past 30 days 

and how many.  

 

19.  

(Rivlin, 

Hawton, 

Marzano, & 

Fazel, 2010)  

 

England and 

Wales   
(Correctional 

Centre) 

To investigate the 

association of 

psychiatric 

disorders with 

near-lethal SA 
in male prisoners 

N=120 (Male) 

n1=60 (SA) 

n2= 60 (no SA) 

 

 

 

Age range 19-50 

Socio-

demographic, 
criminal history,  
current/lifetime 

psychiatric 

diagnosis, current 

psychiatric 

treatment 

Clinical assessment and  

structured diagnostic 

assessment (MINI), 

Suicide Intent Scale and 

file review using adapted 

questionnaire to assess 

criminal and socio-

demographic factors   

Near lethal SA (last 4 

weeks) could have been 

lethal if not for 

intervention or chance 

and/or which involved 

methods associated 

with high chance of 

death.  
20.  

(Sakelliadis et 

al., 2010) 

 

 

 

 

 

 

Greece 
(Remand and 

Sentenced 

Correctional 

Centres) 

To estimate the 

prevalence of 

DSH, the motives 

for it and  

independent risk  

factors 

N=164 (Male) 
n1=57 (DSH) 
n2= 10 (SA) 
n3=14 (indirect 

harm) 
n4=83 (no SH) 

 

M (age) = 41.9 

Socio-

demographic, 

childhood abuse,  
physical and 

mental health, 

substance abuse, 

aggression, 

impulsivity,  

suicide ideation 

Self-administered 

questionnaire to assess 

self-harm, developmental 

and lifestyle factors and 

psychometric inventories 

to assess impulsivity, 

aggression and suicide 

ideation.  
 

Suicidal behaviour 

(lifetime DSH, SA and 

indirect harms) assessed 

using 5-item clinician 

rated scale including 

questions on thoughts 

to serious attempts. To 

assess DSH 6 types of 

DSH are asked about.  
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1. Author/s  
(Year of 

publication) 

2. Country/ 
Setting 

3. Aim/s  4. Gender, 

sample size   
M (mean) age 

5.Characteristics    6. Method/Tools  7. Definitions, SA, 

DSH , self-harm 

criteria  
21.  

(Smith & 

Kaminski, 

2010) 

USA   
(Correctional 

Centres) 

To examine 

demographic, 

health functioning 

and criminogenic 

correlates of self-

harm 

N= 22983  

n1=189 (DSH 

incidents) 

n2 = 22794 (no 

DSH)  

 
M (age) = 32.87 

Socio-

demographic,  
mental/physical  

health, cognitive, 

institutional 

restrictions, 

misconducts,  
criminal  

Electronic database 

review of critical self-

harm incidents that were 

documented by  

correctional officers in 

conjunction with health 

staff based on standard 

data entry procedures 

DSH incidents (over 30 

month period) defined 

as any physically 

harmful action against 

oneself, the severity of 

which required an 

institutional response  

22. 

(Carli, 

Jovanovic, et 

al., 2010) 

Italy 
(Correctional 

Centres) 

To explore the 

role of 

impulsivity in 

inmate’s suicidal 

behaviour and 

whether high and 

low impulsivity 

inmates differ in 

relation to SA,  

DSH and ideation 

N=1265 (Male) 
n1=164 (SA) 

n2=215 (DSH) 
n3= 886 (no SH) 
 

 

 
M (age) = 39.61 

Socio-

demographic, 

mental disorder 

(Axis 1), hostility,  
childhood trauma, 

impulsivity, 

aggression, 

resilience, 

personality traits  

suicide ideation 

Clinical assessment and 

structured diagnostic 

assessment (MINI) for 

current diagnosis, 

questionnaires on a range 

of psychological 

variables and socio-

demographic factors, file 

review to obtain criminal 

history     

DSH & SA based on 

MINI questions. SA 

defined as an act of 

self-harm with intent to 

die that was not self-

mutilatory. Those with 

a history of SA or 

suicide ideation were 

excluded from the 

group  with DSH 
23.  

(Lanes, 2009) 
USA   
(Sentenced 

Correctional 

Centres) 

To identify risk 

factors for self-

injurious 

behaviour that 

might be used in 

risk assessment 

N=164 (Male)  
n1=132 (DSH)  
n2=132 (no 

DSH)  
 

Developmental, 
mental disorder 

(Axis 1), two  

personality 

disorders, legal,  

institutional (e.g. 

housing moves) 

Archival data was 

retrieved from electronic 

and paper files to obtain 

information on  

developmental, mental 

health, legal and 

institutional functioning   

DSH was defined as 

‘deliberate destruction 

of body tissue without 

suicidal intent’ that 

occurred in past 12 

months and involved   

one of 6 DSH methods.  
24.  

(Mannion, 

2009) 

England and 

Wales  
(Forensic 

psychiatric 

facility) 

To examine 

prevalence, 

nature, 

antecedents and 

correlates of self-

harm 

 

N= 57 (Male) 

n1 =35 (SH) 

n2 = 22 (no SH) 
 

M (age) = 34.86 

Frequency, 

method used, 

antecedents, 

personality 

disorder, location 

of incident 

Incident Report Forms 

and daily notes (detailed) 

were reviewed and  

personality disorder 

admission assessment 

information sourced 

309 Self-harm incidents 

(acts not threats) over a 

3 year period were 

investigated  
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1. Author/s  
(Year of 

publication) 

2. Country/ 
Setting 

3. Aim/s  4. Gender, 

sample size   
M (mean) age 

5.Characteristics    6. Method/Tools  7. Definitions, SA, 

DSH , self-harm 

criteria  
25.  

(Sarchiapone, 

Carli, Di 

Giannantonio, 

& Roy, 2009)  

 

 

 

 

 

 

Italy 
(Correctional 

Centres) 

 

To examine 

determinants of 

suicidal behaviour 

and compare 

suicide attempters 

from inmates who 

had never 

attempted suicide   

 

N=903 (Male) 
n1= 131 (SA) 
n2= 772 (no SA) 
 

 

 

 
M (age) = 40.73 

 

 

 

Socio-

demographic,  

criminal history,  

mental disorder, 

family suicide,  
childhood trauma, 
aggression, 

impulsivity,  

depression, 

personality (e.g. 

psychoticism) 

Clinical assessment and  

structured psychiatric 

assessment (MINI), 

administration of 

questionnaires to assess a 

range of psychological 

variables, file review to 

assess criminal history, 

legal factors, institutional 

misconducts  

SA defined as any self-

destructive act with 

some intent to end 

one’s life that was not 

self-mutilatory in nature 
 

 

26.  

(Sarchiapone, 

Jovanović, et 

al., 2009)  

  

 

 

 

 

Italy 
(Correctional 

Centres) 

 

To investigate 

psychological 

characteristics 

that may predict 

suicide ideation 

and behaviour in 

male prisoners 

 

N=1117 (Male)  
n1= 155 (SA) 
n2=  962 (no 

SA) 
 
  

M (age) = 39.5 

Mental disorder,  
childhood trauma, 

depression, 
aggression, 

hostility, 

impulsivity, 

personality (e.g. 

neuroticism) 

Clinical assessment 

consisting of structured 

psychiatric assessment 

(MINI), questionnaires 

administered on a range 

of psychological factors 

and demographic data 

via interview format 

SA and SI based on 

MINI questions. SA 

defined as any self-

destructive act with 

some intent to end 

one’s life that was not 

self-mutilatory in nature 

 

27. 

(Douglas et al., 

2008) 

 

 

 

 

USA   
(Drug treatment 

facility and 

Correctional 

Centre) 

 

To examine 

whether 

personality traits  

and substance 

abuse mediate the 

relationship 

between APD and 

psychopathy,  

suicidal behaviour 

N=682 (Male) 
n1=138 (SH) 
n2= 544 (no SH) 
 

 

 
 

M (age) = 31.2 

Psychopathy, 

APD, composite 

personality 

domains of low 

constraint and  

negative 

emotionality, 

substance abuse, 

suicide ideation  

To establish eligibility 

for participation  

IQ/reading screening 

instruments were 

administered, followed 

by structured assessment 

of psychopathy (PCL-R), 

APD, other personality 

factors and suicide 

ideation  

 

SA and DSH grouped 

together as self-harm 

(suicide-related 

behaviour) due to the 

difficulties in 

determining intent.  
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1. Author/s  
(Year of 

publication) 

2. Country/ 
Setting 

3. Aim/s  4. Gender, 

sample size   
M (mean) age 

5.Characteristics    6. Method/Tools  7. Definitions, SA, 

DSH , self-harm 

criteria  
28.  

(Kirchner, 

Forns, & 

Mohíno, 2008) 

Spain 
(Young  

Offender 

Remand and 

Sentenced Unit)  

To investigate by 

means of coping 

typologies 

inmates at higher 

risk of self-

harming 

behaviour 

N= 105 (Male) 
n1=24 (SH) 
n2=78 (no SH) 
 
 

M (age) = 19.89 

Four coping types 

classified based 

on use of high or 

low approach and 

avoidant coping 

strategies  
 

Psychological test 

applied to inmates in 

groups of two and 

clinical archives 

reviewed to detect 

inmates who had at least 

one SH incident   

Self-harm (this episode 

in custody) defined as 

intentional behaviour  

the result of which was 

an injury 

29.  

(Magaletta, 

Patry, Wheat, & 

Bates, 2008)  

USA   
(Sentenced 

Correctional 

Centre) 

To explore the 

use of an 

ecologically 

relevant SA 

lethality measure   

N = 205 (Male)  
n1= 205 (SH) 
 

 

 
 

 

M (age) = 34.2 

Incident 

characteristics, 

lethality, mental 

disorder and 

substance abuse 

(Axis 1 and II), 

adjustment, peer 

violence, violent 

crime    

Archived incident reports 

reviewed for incident 

characteristics and 

electronic mental health 

records sourced to obtain 

mental health data. The 

information was used to 

score a lethality scale by 

2 independent raters  

Self-harm incidents 

(over 29 month period) 

that were actual 

attempts and that 

resulted in an incident 

report form being filled 

in and a suicide risk 

assessment documented 

by the psychologist    
30. 

(Black, James, 

Evan, & 

Rogers, 2007) 

England and 

Wales  
(Sentenced 

Correctional 

Centre) 

To examine the  

association 

between a history 

of mental health 

problems and a 

history of self-

harm in inmates 

N=51 (Male) 
n1=15 (SH) 
n2= 36 (no SH) 

 

 

Age range 21-60 

Demographic, 

homelessness, 

past/present 

mental health, 
drug use, alcohol 

use, general 

health  

Administration of 

questionnaire that 

included questions on 

demographic, general 

health, past and present 

mental health and drug 

and alcohol problems    

Self-harm (referred to 

as ‘parasuicide’) was 

defined as an act with 

nonfatal outcomes, 

deliberately initiated, 

causing self-harm and 

included SA and DSH 

31.  

(Bonner, 2006) 
USA   
(Correctional 

Centre) 

To examine the 

relationships of 

psychological 

symptoms, SA 

lethality and 

stressful 

segregation 

housing with 

suicide ideation  

N=134 (Male) 

n1=22 (SA) 

n2=112 (no SA) 

 

 

 

 

Depression, 

hopelessness, 

reasons for living, 

mental health 

problem history, 

SA lethality, 

stressful 

segregated 

housing  

Semi-structured 

assessment of severity of 

past mental health, SA 

lethality and appraised 

segregation stress & 

questionnaires 

administered to assess 

suicide ideation, 

depression, hopelessness 

SA is assessed using a 

single SA question 

‘have you ever 

attempted suicide and if 

so how?’  
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1. Author/s  
(Year of 

publication) 

2. Country/ 
Setting 

3. Aim/s  4. Gender, 

sample size   
M (mean) age 

5.Characteristics    6. Method/Tools  7. Definitions, SA, 

DSH , self-harm 

criteria  
32.  

(Daigle & Côté, 

2006a) 

 

 

Canada 
(Remand and 

Sentenced 

Correctional 

Centres) 

 

 

 

 

 

 

To test whether 

the prevalence of 

genuine SA 

among male and 

female inmates 

proved 

comparable (as in 

the community)   

N= 346 (29.8% 

Female)  
n1= 68 (SH, M) 

n2 = 42 (SH F) 

 

 

Socio-

demographics,  

criminal,  

suicide urgency, 

suicide 

probability,  

suicide lethality, 

psychiatric 

disorder, trait 

impulsivity 

hostility  

 

Clinical assessment 

consisting of structured 

diagnostic assessment, 

questions about history 

of self-harm incidents 

and administration of 

three suicide tools 

including a lethality 

scale used to classify SA 

and DSH  

Single question ‘have 

you ever attempted 

suicide?’ to classify 

self-harm (suicide 

related behaviour), 

which was then further 

sub-classified as being 

SA or DSH based on 

lethality scale ratings   

33.  

(Fotiadou, 

Livaditis, 

Manou, 

Kaniotou, & 

Xenitidis, 2006) 

Greece 
(Remand and 

Sentenced 

Correctional 

Centre) 

To determine the 

prevalence of 

current and 

lifetime mental 

disorder and SH 

among male 

inmates 

N=80 (Male) 
n1=12 (SH) 
n2 = 68 (no SH) 
 
 

 

M (age) = 36.5 

Socio-

demographic,  
cognitive ability, 
lifetime/current 

mental disorder,  
substance abuse, 

current 

medication 

 

Structured diagnostic 

assessment (MINI), brief 

assessment of intellectual 

functioning and file 

review to obtain 

demographic and 

historical data.  

 

Self-harm (referred to 

as DSH) was not 

defined but questions 

were asked about 

lifetime and current 

history of self-harm 

34.  

(Lekka, 

Argyriou, & 

Beratis, 2006) 

Greece 
(Sentenced 

Correctional 

Centre) 

To investigate 

risk factors for 

suicide ideation as 

well as the 

prediction of 

suicidal behaviour 

by suicide 

ideation  

N=134 (Male) 
n1=12 (SH)  
n2=122 (no SH) 
 
 

 

 

 

M (age) = 33.8 

Demographic,  
family support, 

penal status,  

psychiatric,  

illicit drug use,  

suicide ideation, 

precipitating 

factors,  

anxiety, 

depression 

Administration of 

standard study protocol 

that included questions 

on demographic, penal, 

family support, mental 

health and precipitating 

factors, questionnaire 

assessment of anxiety, 

depression and current 

suicide ideation 

 

SA and DSH (self-

mutilation). DSH was   

defined as ‘any 

purposeful self-harm, 

without intent to die 

that resulted in tissue 

damage, most 

frequently cutting’ and 

occurred in next 12 

months. 
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1. Author/s  
(Year of 

publication) 

2. Country/ 
Setting 

3. Aim/s  4. Gender, 

sample size   
M (mean) age 

5.Characteristics    6. Method/Tools  7. Definitions, SA, 

DSH , self-harm 

criteria  
35. 

(Lohner & 

Konrad, 2006) 

Germany 
(Young offender 

and adult 

Remand and 

Sentenced 

Correctional 

Centre) 

To compare 

clinical 

characteristics, 

character 

pathology and 

prison related 

factors of inmates 

with high and low 

seriousness SH 

N=49 (Male) 
n1=16 (SA: high 

intent),  
n2= 33 (DSH: 

low intent) 
 
 

 

M (age) = 27.1 

Socio-

demographic, 
prison-related,   
APD, ideation, 

substance abuse, 

hopelessness, 

depression,  
psychopathy, 

suicide intent, 

suicide lethality 

Clinical assessment 

using structured tool to 

assess psychopathy 

(PCL-R), substance 

abuse & APD (SCID-1 

and II) & various 

psychological factors,  

file review of socio-

demographic &incident 

characteristics  

Inmates classified as  

SA and DSH based on 

ratings made on 

psychometric tools to 

measure intent and 

lethality within 3 days 

of the critical incident t 

36. 

(Young, Justice, 

& Erdberg, 

2006) 

USA   
(Correctional 

Centre Forensic 

Unit) 

To test if 

demographic, 

psychiatric, 

developmental, 

drug abuse & 

violence are risk 

factors     

N=242 (Male) 
n1=43 (SH) 
n2=199 (no SH) 
  

 

Demographic,   
neuropsychologic

al, criminal, 

psychiatric 

disorder (Axis 1 

and II), 
psychopathy  

Clinical assessment of  

clinical, social, family & 

criminal characteristics, 

neuro-psychological 

tests, psychopathy 

checklist and Rorschach 

administered   

Self-harm (during 

current episode) defined 

as any act against 

oneself, the severity of 

that required medical 

attention 

37. 

(Matsumoto et 

al., 2005) 

Japan 
(Young offender 

Sentenced 

Correctional 

Centre) 

To examine 

prevalence of  

bulimia and 

dissociation in 

sample of male 

self-cutters  

N=796 (Male) 
n1=117 (DSH) 
n2=679 (no 

DSH) 
 
 

M (age) = 23.6 

Socio-

demographics, 

drug abuse, SI, 

lifetime SA, 

childhood abuse, 

violence to others,  
bulimia, 

dissociation 

Self-report questionnaire 

used to assess self-

cutting, substance abuse, 

problem behaviours & 

traumatic life events,  

psychometric tools 

administered to assess 

bulimia and dissociation  

DSH (self-mutilation) 

defined as self-cutting 

of one’s own wrists and 

forearms at least once 

that was not an SA  

38. 

(Palmer & 

Connelly, 2005) 

England and 

Wales  

(Remand and 

Sentenced 

Correctional 

Centres) 

To compare 

depressive 

characteristics of 

those who self-

harm and those 

who do not self-

harm    

N=48 Male) 
n1=24 (SH)  
n2=24 (no SH, 

matched group) 
 
 

M (age) = 29.3 

Socio-

demographics,  
offending 

characteristics,   
depression, 

hopelessness  
suicide ideation 

Administration of 

psychological measures 

to assess hopelessness, 

depression and suicide 

ideation.  

Self-harm included SA 

and DSH although  

some inmates were 

explicit about SA   
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1. Author/s  
(Year of 

publication) 

2. Country/ 
Setting 

3. Aim/s  4. Gender, 

sample size   
M (mean) age 

5.Characteristics    6. Method/Tools  7. Definitions, SA, 

DSH , self-harm 

criteria  
39.  

(Jenkins et al., 

2005) 

England and 

Wales (Remand 

and Sentenced 

Correctional 

Centres) 

To explore the 

demographic, 

social and 

psychiatric 

correlates of 

suicidal behaviour 

in prison  

N= 2368 (Male) 

n1 = 337 (SA 

remand; 27%) 

n2 = 224 (SA 

sentenced; 20%) 

 

 

Age range 18-64 

Socio-

demographic,  
misconduct, 
psychiatric 

diagnosis (Axis 1 

and II), 

service use,  

substance abuse,  

social support  

Clinical assessment 

consisting of initial 

screening to assess 

socio-demographic, life 

event and suicidality 

followed by in depth 

psychiatric (SCAN), 

personality (SCID-II) 

and alcohol use 

(AUDIT)  

SA with suicidal intent 

based on 5 questions 

including questions 

relating to past week, 

past year and lifetime 

prevalence of SA and 

one question about 

DSH in custody without 

intent to die   

40.  

(Daigle, 2004) 
Canada 
(Correctional 

Centres) 

To compare 

personality 

profiles of a 

group of suicide 

completers, SA 

and no SA 

controls   

N= 213 (Males) 
n1= 43 (SA) 
n2= 47 (suicide) 
n3= 123 (no SA) 
 

M (age)= 33.57 

10 personality 

traits e.g.   

depression, 

hysteria,  

paranoia, 

psychopathy, 

hypomania 

Psychology file review 

and extraction of results 

of  structured personality 

assessment using the 

Minnesota Multiphasic 

Personality Inventory 

(MMPI)   

The requirement was 

for one SA for inclusion 

in SA group.  SA and 

DSH defined as 

nonfatal self-destructive 

behaviours. 

41.  

(Mohino Justes 

et al., 2004)  

 

 

 

Spain 
(Young 

Offender 

Correctional 

Centre) 

To identify the 

social and clinical 

characteristics 

and personality 

types of inmates 

who engage in 

DSH  

N=95 (Male) 
n1=19 (DSH) 
n2=76 (no DSH)  
 
 

 

Age range 18-25 

Psychosocial (e.g.    
childhood 

maltreatment), 

criminal record, 

misconducts, 

cognitive (e.g. 

IQ), incident  

characteristics 

Clinical assessment of   

psychosocial, criminal & 

cognitive characteristics, 

psychometric  

assessment of personality 

traits and file review of 

DSH incidents  

DSH (current episode 

in custody) defined as   

injurious acts upon 

one’s own body without 

the apparent intention 

to kill self. Overdose 

without suicidal intent 

was included 
42. 

(Gray et al., 

2003)  

 

 

England and 

Wales (Forensic 

Hospital) 

 

To investigate the 

efficacy of four 

risk assessment 

measures in the 

prediction of 

violence and self-

harm  

N= 34 (Male) 
n1= 18 (SH) 
n2= 16 (no SH) 
 

 
M (age) = 33.0 

Risk of violence,  

psychopathy,  

hopelessness, 

psychiatric 

symptom severity, 

incident 

characteristics  

Clinical assessment of 

risk of violence using 

empirically validated 

tools (e.g. PCL-R, HCR-

20) and file review 

including accessing of all 

mental health reports   

Self-harm and violent 

incidents (i.e. verbal 

and physical) were 

measured prospectively 

over 3 month period 

post assessment 
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1. Author/s  
(Year of 

publication) 

2. Country/ 
Setting 

3. Aim/s  4. Gender, 

sample size   
M (mean) age 

5.Characteristics    6. Method/Tools  7. Definitions, SA, 

DSH , self-harm 

criteria  
43.  

(Holden & 

Kroner, 2003) 

 

 

 

 

 

Canada 
(Sentenced 

Correctional 

Centres) 

 

To investigate 

multidimensional 

associations 

among suicide 

criteria and 

empirically 

relevant 

psychological 

measures    

N=235 (Male) 
n1=40 ( SA) 
n2=195 (no SA) 
 

 

 
 

M (age) = 31.9 

Depression, 

hopelessness, 

internal reasons 

for SA, external 

motivations, 

suicide criteria 

(e.g. SA, suicide 

intent, desire and 

preparation)  

Group administered 

assessment protocol 

which included four 

suicide risk scales, 

psychometric assessment 

of depression, 

hopelessness,  

reasons for SA 

A question about SA 

history was followed up 

by an item to rate intent 

and then by questions 

about suicide desire and 

preparation  

44. 

(Meltzer, 

Jenkins, 

Singleton, 

Charlton, & 

Yar, 2003) 

England and 

Wales (Remand 

and Sentenced 

Correctional 

Centres) 

To present  data 

on relationship 

between self-

harm and socio-

demographic, 

penal, psychiatric  

and social support   

Male only 
n1=over 1/4 

(remand) 

n2= 1/12  

(sentenced)  

Demographic, 

penal, psychiatric 

general health,  

situational, 

social,  

life events   

Secondary analysis of 

data from national 

psychiatric morbidity 

study based on 

administration of clinical 

assessment and 

structured tools   

SA was classified based 

on one of four questions 

that asked if the person 

had ever attempted to 

take their own life by 

overdose or other 

methods.   
 

Abbreviations (terms): DSH= deliberate self-harm, SA= suicide attempt, SH=self-harm, APD=Antisocial Personality Disorder, DD=Dual Diagnosis 

Abbreviations (structured assessment tools): MINI = Mini International Neuropsychiatric Interview (MINI) (Sheehan et al, 1998), SCID = Structured Clinical Interview for 

DSM-IV (SCID; First, Spitzer, Gibbon and Williams, 1997), SSAGA-11 = Assessment of the Genetics of Alcoholism (Revised);  PCL-R= Psychopathy Checklist – Revised 

(PCL-R; Hare 2003); Psychopathy Checklist – Screening Version (PCL:SV, Allen and Wilson, 2003); SCAN= Schedules for Clinical Assessment in Neuropsychiatry (SCAN, 

version 1.0; WHO, 1992); Temperament and Character Inventory (TCI, Cloninger, 1999).  
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    4.3 Summary of results  

 As shown in Table 4.3 the studies are numbered 1-44 in alphabetical order, by year of 

publication. The same numbering system is used throughout Chapter Four (Literature Review 

Part 1) and Chapter Five (Literature Review Part II) of this thesis. Studies are grouped 

together as being on self-harm (i.e., on SA and/or DSH), SA, DSH, or on the distinguishing 

characteristics of SA and DSH.       

 

4.3.1 Author/Year of Publication 

The Author and Year of Publication is shown in Column 1 (Table 4.3). There were six 

authors who were the first authors of two or three papers using the same dataset, but asking 

different research questions, as follows (Table 4.3): studies 8 & 22; 12 & 23; 1 &10; 11 & 18; 

3, 6 & 19; 25 & 26. There were six studies, based on the same dataset from Italian 

correctional facilities, with different first authors and addressing different research questions 

(Table 4.3, studies 8, 13, 14, 22, 25, 26) and two studies that were based on a national survey 

sample in England and Wales (Table 4.3, studies 39, 44).   

 

4.3.2 Country/Setting  

The county/setting is shown in Column 2 (Table 4.3).  The United States of America 

(USA) was the most common location (15 studies), followed by England and Wales (10 

studies), Italy (6 studies), Canada (3 studies) and Greece (3 studies). The least common 

location was Germany, Japan and France (1 study each), followed by Sweden or Spain (2 

studies each). The county/setting is as follows (Table 4.3):  

The adult Correctional Centre was the most common setting (studies 3, 4, 6, 8, 9, 12, 

13, 14, 16, 19, 21, 22, 25, 26, 31, 40), followed by the adult Remand and Sentenced 

Correctional Centre (studies 20, 32, 33, 38, 39, 44), adult Sentenced Correctional Centre 

(studies 23, 29, 30, 34, 43) and forensic mental health facility setting (studies 17, 24, 36, 42). 

Less common was the young offender Correctional Centre facilities for offenders aged 18-25 

(studies 28, 37, 41), the Community Corrections setting (studies 1, 5, 10) and the Custodial 

and Community Corrections setting (studies 11, 15, 18).  

The least common setting was the combination of young offender and adult 

Correctional Centre settings (study 35), the combination of a drug treatment and Correctional 

Centre setting (study 27), the combination of a sex offender treatment and Correctional 

Centre setting (study 2) and the combination of a forensic mental health and Correctional 

Centre setting (study 7).   
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4.3.3 Studies’ Aim/s 

The aim/s of the studies is shown in Column 3 (Table 4.3). The studies differed based 

on whether the aim was to examine/investigate the characteristics that were associated with 

self-harm, SA, DSH or that distinguished SA and DSH. A larger number of studies examined 

the factors associated with SA (19 studies), than examined the factors associated with self-

harm (14 studies), DSH (6 studies) or the distinguishing characteristics of SA and DSH (5 

studies). The aim/s is as follows (Table 4.3): 

In 19 studies the aim/s was to examine or investigate the characteristics that were 

associated with SA (studies 2, 3, 5, 6, 8, 9, 11, 13, 14, 16, 18, 19, 25, 26, 31, 39, 40, 43, 44). 

The studies ranged from those that focused on one or two characteristics (e.g., study 14) to 

those that examined multiple factors from across domains (studies 3, 25, 9, 13, 18, 19, 39). In 

addition, several studies examined pathways from childhood abuse to SA (studies 9, 13, 16) 

and/or explanatory theoretical models (study 3).  Two studies (studies 6, 40) compared the 

factors associated with SA and completed suicide.  

In 14 studies the aim/s was to examine or investigate the characteristics that were 

associated with self-harm (studies 1, 4, 15, 17, 24, 27, 28, 29, 30, 33, 34, 36, 38, 42). The 

studies ranged from those that focused on one or two characteristics (study 30, 33), to studies 

that examined the predictors of self-harm from across several domains (studies 1, 29, 36). 

The studies also ranged from those that aimed to describe only behavioural characteristics of 

self-harm in custody (studies 17, 24) to those that examined the risk factors longitudinally 

(studies 34, 42).   

The aim/s of six studies was to examine or investigate the characteristics that were 

associated with DSH (studies 12, 20, 21, 23, 37, 41). Some focused on a single factor (studies 

12, 37), while others examined characteristics that were associated with DSH from across 

several domains (studies 20, 23).   

The aim/s of five studies was to examine or investigate the distinguishing 

characteristics of SA and DSH (studies 7, 10, 22, 32, 35). Some focused on a single domain 

(studies 7, 32), while others examined a number of distinguishing characteristics from across 

several domains (studies 10, 35). In one study there was a primary focus on impulsivity but 

the predictors of SA and DSH were examined as a secondary focus (study 22).  

  

4.3.4 Gender/sample size/age  

The gender, sample size, and mean age (where available) are shown in Column 4 

(Table 4.3). The gender was predominantly male, however, eight studies (Table 4.3, studies 
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1, 4, 6, 10, 11, 15, 18, 32) included female participants (20.9%). The sample size is as follows 

(Table 4.3): 

The sample size across studies ranged from 29 (study 17) to 18,753 (study 5). The 

sample size was 6,360 participants with a history of SA and 253 who had completed suicide 

out of a total of 43, 618 participants in studies on SA.  The sample size was 789 participants 

with a self-harm history out of a total of 24,466 participants in studies on self-harm. The 

sample size was 646 participants with a history of DSH out of a total of 2,466 participants in 

studies on DSH. The sample was 336 participants with a history of SA, and 369 with a 

history of DSH, out of a total of 2,171 participants in studies on the distinguishing 

characteristics of SA and DSH.   

Across studies the total number of participants with a history of SA was 6,696, the 

total number with a history of self-harm was 789 and the total number with a history of DSH 

was 1,015. Across studies the total sample size was 74,712. In the 39 studies that had a 

comparison group, the total was 64907, of a total sample of 74066.  

The average mean age across the 31 studies was 31.48 years and ranged from 19.89 

(study 28) to 41.9 (study 20). 

   

4.3.5 Characteristics     

The characteristics that were examined in the studies on self-harm (SH), SA, DSH 

and on the distinguishing characteristics, from across the four domains (static, environmental, 

trait, current/state), are shown in Column 5 (Table 4.3).   

 

4.3.5.1 Studies on self-harm  

A range of behavioural characteristics and characteristics from across the four 

domains were included in studies on self-harm as per the following (Table 4.3): 

Behavioural characteristics: the frequency of self-harm in custody (studies 29, 34); 

the method (studies 17, 24, 36); the severity (study 29); the location on the body (study 24); 

the function (studies 17, 24).   

Historical characteristics: the age (studies 1, 36); ethnicity (studies 1, 36); marital 

status ( studies 1, 36); violent crime (studies 29, 36); institutional misconducts (studies 29, 

36); childhood trauma, brain injury and history of fracture ( study 1); lifetime history of 

psychiatric problems (studies 1, 30, 34, 36); neuropsychological impairment (study 36).   
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Environmental characteristics: legal status (studies 1, 34, 38); length of time detained 

(studies 17, 24, 36); segregated housing status (study 29); the location in the correctional 

centre (study 24, 29).   

Trait characteristics: any personality disorder (studies 29, 36); APD (studies 1, 17, 

24, 27); BPD (studies 17, 24, 36); psychopathy (studies 1, 27, 36, 42); avoidant personality ( 

study 1); coping styles (study 28); negative emotionality (i.e. anxiety, depression and 

borderline) and low constraint (study 27); interpersonal factors (study 4).   

Current/state psychological characteristics: any psychiatric disorder (studies 1, 36); 

current psychiatric medication (study 33); a range of anxiety disorders (e.g. Generalised 

Anxiety Disorder, Post-traumatic Stress Disorder, Agoraphobia, Panic Disorder) and major 

Depressive Disorder (study 1); psychiatric symptoms rated by staff (study 42); substance 

abuse (studies 1, 29, 30, 34, 36); suicide ideation (studies 1, 31, 34, 38); depression (studies 

34, 38, 42); hopelessness (studies 38, 42); anxiety (study 34).   

 

4.3.5.2 Studies on suicide attempts   

 A range of behavioural characteristics and characteristics from across the four 

domains were included in studies on SA as per the following (Table 4.3): 

Behavioural characteristics: the method (studies 3, 19); the lethality (study 31); the 

repetition (study 11); the timing (i.e. before/during) custody (study 2).   

Socio-demographic and criminal characteristics: the age (studies 2, 3, 11, 16, 18, 39, 

44); ethnicity (studies 2, 3, 16, 19, 39, 44); marital status (studies 2, 3, 13, 16, 26, 39, 44); 

education level (studies 2, 3, 9, 16, 39, 44); unemployment prior to custody (studies 2, 3, 9, 

13, 26); has children (study 39); prior custody/convictions (studies 3, 6, 9, 13, 19); juvenile 

conviction/detention (studies 25, 39); violent offence (studies 2, 3, 13, 25); sex offender 

victim and risk of re-offending characteristics (study 2); institutional misconduct (studies 9, 

13, 25).  

Life event characteristics: childhood abuse/trauma (studies 2, 3, 9, 13, 18, 25, 26); 

childhood sexual abuse (studies 3, 13, 18); childhood physical abuse (studies 3, 13, 16, 18); 

being in care as a child (studies 2, 3); a history of psychiatric problems (studies 2, 39); 

neuropsychological and/or cognitive impairment (studies 2, 5, 11, 18); chronic medical 

problems (study 18); family history of suicide (studies 3, 25); parental psychiatric/criminal 

problems ( studies 2, 11, 18); peer suicide ( study 3); prior SA and/or DSH (studies 9, 13, 19).  
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Environmental characteristics: legal status (studies 3, 39); sentence length (studies 3, 

9, 19, 39); alone in cell (study 19); being bullied (study 3); social support/social networks 

(studies 3, 39, 44).   

Trait characteristics: any personality disorder (studies 39, 44); APD (studies 19, 39, 

44); impulsivity (studies 13, 25); aggression/hostility (studies 3, 13, 18, 25); neuroticism and 

other traits (studies 9, 25, 26, 40); state-trait anger (study 8); resilience (study 2); self-

esteem/coping (studies 2, 3). 

Current/state psychological characteristics: any psychiatric diagnosis (studies 8, 13, 

19, 25, 39, 44); Psychotic Disorder (studies 13, 18, 19, 39, 44); Depressive Disorder (studies 

3, 19, 25); any Substance Abuse Disorder  (studies 18, 25, 26); Alcohol  Abuse Disorder 

(studies 18, 19, 39, 44); Drug Abuse Disorder (studies 18, 39, 44); comorbidity of disorder 

(studies 19, 40, 44); severity of substance abuse (studies 11, 18).  The state psychological 

characteristics were as follows: suicide ideation (studies 19, 31, 39); state depression (studies 

3, 18, 19, 43); hopelessness (studies 3, 43).   

 

4.3.5.3 Studies on deliberate self-harm   

A range of behavioural characteristics and characteristics from across the four 

domains were included in studies on DSH as per the following (Table 4.3): 

Behavioural characteristics: the frequency of DSH in custody (study 21); the method 

(studies 12, 20, 21, 23, 41); the use of multiple methods (studies 12, 23); the function (study 

20).   

Socio-demographic and criminal characteristics: the age (studies 20, 21, 37, 41); 

ethnicity (studies 21, 41); marital status (studies 20, 21, 23); education level (studies 20, 21, 

23, 37, 41); has children (studies 21, 23); prior custody/conviction (studies 20, 21, 41); age of 

first arrest (study 23); violent offence (studies 12, 21, 23, 37); institutional misconducts 

(studies 12, 21, 23, 41); prior SA and/or DSH (studies 23, 37); first time offender/repeat 

offender (study 41).   

Life event characteristics: childhood abuse/neglect (studies 23, 37, 41); history of 

psychiatric problems (studies 20, 23); parental psychiatric/alcohol abuse problems (study 20); 

parental divorce (study 20); history of head injury (study 23); physical health problem 

(studies 20, 21).   

Environmental characteristics: legal status (study 41); length of sentence (study 21); 

work restrictions due to medical problems (study 21); segregated housing (studies 12, 23); 

history of protected custody (study 23); number of housing moves (study 12).   
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Trait characteristics: APD (study 23, 41); BPD (study 23, 41); passive aggressive 

personality (study 41); aggression (study 20); impulsivity (study 20).    

Current/state psychological characteristics: any psychiatric disorder (study 20, 21); 

Depressive Disorder, Psychotic Disorder and Anxiety Disorder (study 23); Eating Disorder 

(study 37); any Substance Abuse Disorder (studies 20, 23, 41); Alcohol Abuse Disorder 

(study 41); Drug Abuse Disorder (studies 20, 37); suicide ideation (study 37); hopelessness 

(study 41); bulimia and dissociation (study 37).  

 

4.3.5.4 Studies on the distinguishing characteristics SA and DSH 

A range of behavioural characteristics and characteristics from across the four 

domains were included in studies on the distinguishing characteristics of SA and DSH as per 

the following (Table 4.3): 

Behavioural characteristics: a history of SA and/or DSH (studies 10, 22, 35); 

comorbid SA/DSH (study 7); the ratio of SA to DSH in custody (study 35); the age of first 

SA and DSH (study 10); the method (study 10, 35); the lethality (studies 32, 35).    

Static characteristics: the age (studies 10, 22, 35); gender (study 32); ethnicity (study 

10); marital status (study 10, 22, 35); education level (studies 22, 35); unemployment (studies 

10, 22); homelessness (study 35); childhood abuse (studies 10, 22, 35); a history of fracture 

(study 10); neuropsychological functioning (study 7). Institutional misconduct, legal status, 

prior custody, length of time served and being bullied were also examined in one study (study 

35).   

Trait characteristics: APD (studies 10); Depressive Personality Disorder (study 35); 

psychopathy (studies 10, 35); impulsivity (studies 22, 35); aggression, hostility, resilience, 

neuroticism and other traits (study 22).    

Current/state psychological characteristics: Anxiety Disorder and Depressive 

Disorder (studies 10); Substance Abuse Disorder (studies 10, 35); suicide ideation (study 10, 

22, 35); depression (studies 22, 35); hopelessness (study 35).   

  

4.3.6 Method/Tools   

The method/tools that were used are shown in Column 6 (Table 4.3). Although most 

of the studies were cross-sectional (e.g., studies 19, 25), there were three critical incident 

studies that had a comparison group (studies 12, 21, 23) and three that did not (studies 17, 24, 

29). Two studies were prognostic studies with self-harm measured, over a year, following a 

clinical interview (studies 34, 42). Five studies were on current self-harm in custody with a 
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clinical interview conducted within three days, or a month, of a critical incident (studies 3, 6, 

19, 35, 41). The methods/tools used were as per the following (Table 4.3): 

The most common method was the combination of clinical assessment and file 

review. This method included the administration of a semi-structured interview, structured 

diagnostic assessment, psychometric assessment and file review (studies 1, 3, 6, 8, 9, 10, 13, 

14, 19, 22, 25, 26, 27, 32, 33, 35, 36, 39, 42, 44). There was variability across the 20 studies, 

however, on the number and types of tools used. There was a structured diagnostic 

assessment of both Axis 1 and Axis II disorder in only two studies (studies 39, 44). In 

addition, a screening diagnostic tool, rather than a comprehensive structured diagnostic tool, 

was most commonly used. The most commonly used tool was the Mini International 

Neuropsychiatric Interview (MINI) (Sheehan et al, 1998), which has good reliability 

coefficients although it may over diagnose psychiatric disorder (study 19). This tool was used 

in eleven studies to assess Axis 1 disorder (studies 1, 3, 6, 8, 9, 10, 13, 19, 22, 25, 33).  

There was no study that examined the range of personality disorders. APD was 

assessed in two studies, using a structured diagnostic tool, and psychopathy measured using a 

structured checklist (studies 27, 35). In one study, there were multiple tools used to assess 

APD and psychopathy adding to the reliability of the findings (study 27). BPD was assessed 

using a structured diagnostic tool in one study (study 42), and Depressive Personality 

Disorder in another (study 35). Offence specific risk rating scales were used in one study 

(study 42). 

The second most common method was the file review. This included the file review 

of critical incidents (studies 12, 17, 21, 23, 24, 29), the review of standard admission 

information (studies 2, 5, 11, 18) and the extraction of psychological test information from 

psychology files (studies 7, 40). In two critical incident studies, there was information 

gathered at admission using structured diagnostic assessment   (studies 17, 24).  In general, 

the information extracted from psychology files was gathered using standard test 

administration procedures and was, therefore, more reliable than the information gathered at 

admission, or from critical incident forms on case files.  

The third most common method was the self-administered questionnaire combined      

with psychometric testing (studies 4, 16, 20, 28, 37, 43), followed by the semi-structured 

interview combined with psychometric testing and file review (studies 15, 31, 34, 38, 41). 

The self-administered questionnaire with psychometric testing is less reliable than the semi-

structured interview with psychometric testing as there may be no opportunity to explain 

questions and/or clarify responses. Both are more reliable than the file review method, which 



92 

 

is retrospective. The least most common method was the semi-structured interview without 

psychometric assessment (study 30).  

The psychometric tools across studies were used to measure personality traits (studies 

8, 13, 14, 20, 22, 25, 26, 41) and psychological states (studies 19, 31, 34, 35, 38, 42, 43). The 

types of tools used varied, limiting comparison across studies.  

 

4.3.6.1 The most common method used by the different groups     

The most common method used in studies on self-harm, SA, DSH and the 

distinguishing characteristics of SA and DSH were as follows (Table 4.3): 

The clinical assessment and file review method was the most common method in 

studies on SA (studies 3, 6, 8, 9, 13, 14, 19, 25, 26, 39, 44). This was followed by the review 

of admission information (studies 2, 5, 11, 18), the self-administered questionnaire with 

psychometric testing (studies 16, 43), the review of the psychology file (study 40) and the 

semi-structured interview with psychometric testing (study 31).  

The   clinical assessment and file review method was also the most common method 

in studies on self-harm (studies 1, 27, 33, 36, 42). This was followed by the file review 

method (studies 17, 24, 29), the self- administered questionnaire with psychometric testing 

(studies 4, 28), the semi-structured interview with psychometric testing (study 15, 34, 38) and 

the semi-structured interview without psychometric testing (study 30).  

The most common method in studies on DSH was the file review method (studies 12, 

21, 23), followed by the self-administered questionnaire (study 20, 37) and the semi-

structured interview with psychometric testing (study 41). In studies on the distinguishing 

characteristics of SA and DSH the most common method was the clinical assessment and file 

review (studies 10, 22, 32, 35) followed by the review of psychology files (study 7).     

 

4.3.7 Definitions of key terms 

The definitions used for SA and/or DSH, and/or the administrative criteria, are shown 

in Column 7 (Table 4.3) and are as follows:  

The most common term in studies on self-harm was self-harm (studies 17, 24, 28, 36, 

38, 42). Less common was suicide-related behaviour (studies 1, 27), parasuicide (study 30), 

suicidal behaviour (study 4), DSH (study 33) and self-directed violence (study 15). In one 

study, the term SA was used but the administrative criteria indicated that any injury 

irrespective of intent was included in the study (study 29). A common definition across self-

harm studies was bodily harm irrespective of suicide intent. 
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The term used was consistent in studies on SA and the definition most commonly was 

based on intent.  Less commonly SA was defined based on lethality (studies 3, 6, 19).  The 

assessment of intent was most commonly based on a single interview question (e.g. study 

16), or a small number of questions (e.g. study 39). Less commonly a continuous measure of 

intent was applied (e.g. studies 6, 35, 43).   

A range of terms and definitions of DSH were used in studies on DSH.  The terms 

used for DSH included self-injurious behaviour (studies 12, 20, 23), deliberate self-harm 

(studies 21, 41) and self-mutilation (studies 37). The definition of DSH was most commonly 

based on method. The administrative criteria for DSH was based on five method types and 

two or more incidents of DSH over a 12 month period in two studies (studies 12, 23). It was 

based on six methods in one study Table 4.3 study 20) and it referred to self-cutting in 

another (study 37). In one study the definition of DSH was the ‘direct, deliberate destruction 

or alteration of one’s own body tissue without suicidal intent’ but the administrative criteria       

was an injury (study 21). In another study, the definition of DSH was ‘injurious acts upon 

one’s own body without the apparent intent to kill’ based on self-report (study 41). There was 

no example of a valid and reliable scale used to assess DSH.   

The terms and definitions of SA were consistent in studies on the distinguishing 

characteristics but the terms and definitions of DSH varied.  The terms used for DSH were as 

follows: non-suicidal self-injury (study 7); self-mutilation (study 22); instrumental behaviour 

(study 32);   self-harm (study 10); less serious self-injurious behaviour (study 35). In three 

studies, SA and DSH were distinguished on the basis of intent (studies 7, 10, 22). The 

assessment of the intent was based on a single interview question in these three studies 

(studies 7, 10, 22). In one study, the separation of SA and DSH was based on a continuous 

measure of both intent and lethality (study 35) and, in one study, on a continuous measure of 

lethality (study 32).  

               

Summary 

In Chapter Four there was a broad overview of the studies on SA and DSH in male 

offenders (2003-2013). The methods in conducting the electronic search and the criteria for 

inclusion in the study were described. A high level of evidence was required for inclusion in 

the literature review, and there were 44 studies selected for inclusion. A summary of the 

literature was presented in tabular format in seven columns (author/year, country/setting, 

aim/s, sample, variables, methods/tools, definitions). The information in Columns 1-4 (i.e. 

author/year, country/setting, aim/s, sample) was then summarised. The studies were classified 
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as being on self-harm, SA, DSH or the distinguishing characteristics of SA and DSH based 

on the study aim/s and definitions. The information in Column 5 (i.e., the variables) was 

summarised according to this classification of studies. Finally, there was a summary of the 

information in Columns 6-7 (i.e., methods/tools, definitions).    

This broad overview of the included literature showed some key strengths across the 

44 studies. The positives were as follows: the examination of socio-demographic, 

criminal/life event (i.e., static) characteristics was common; the most common method used 

was the clinical assessment (including structured diagnostic assessment, psychometric 

assessment and file review), which is a very reliable method; there were two prognostic 

studies; the same screening diagnostic instrument (Axis 1 disorder) was used in a number of 

studies; there was consistency in the terms and definitions of SA; a single question was used 

to classify SA, which is a reliable approach.  

This overview of the included literature showed some key weaknesses across the 44 

studies. The negatives were as follows: a large number of characteristics were studied using a 

range of methods/tools but in only a few studies was there an examination of the pathways to 

SA and/or DSH, or theory testing; the file review method, without clinical interview, which is 

not the most reliable method, was the second most common method; the environmental 

domain was neglected; the protective factors were rarely examined; personality disorder was 

rarely examined; the tools used to examine personality traits differed across studies limiting 

comparison; few studies examined a range of Axis 1 disorders and/or both Axis 1 and II 

disorders; there was a lack of consistency in approach taken to the measurement of childhood 

abuse (based on either a series of questions or use of empirically validated tool); DSH was 

defined differently across studies; there was no example of the use of a valid and reliable tool 

to measure DSH.  

In Chapter Five findings from the 44 studies will be critically evaluated.  The focus 

will be on evaluating the evidence that supports the identification of characteristics that are 

positively associated with self-harm, SA or DSH or that distinguish SA and DSH. Some 

characteristics were also identified in relevant studies as risk factors.   

 

 

  



95 

 

Chapter Five  

Literature review (Part II):  Findings from studies on suicide attempts and deliberate 

self-harm in male adult offenders (2003-2013)         

     

  Chapter Five provides an evaluation of the findings on the characteristics associated 

with SA and/or DSH based on the reviewed literature. In Chapter Four of this literature 

review (Part I) there was a broad overview of those studies on inmates, community offenders 

and forensic patients. This chapter focuses on the nature and the content of the studies in 

relation to the examination of the key characteristics of self-harm, SA and DSH and the 

distinguishing characteristics of SA and DSH. Previous literature reviews have not 

distinguished SA and DSH (e.g., Lohner & Konrad, 2007), or have only reviewed DSH (e.g., 

Dixon-Gordon et al., 2012). In this literature review, the studies are grouped together as on 

self-harm (i.e., SA and/or DSH), SA or DSH (if they clearly distinguish the two behaviours), 

or on the distinguishing characteristics of SA and DSH. The key characteristics across 

domains (e.g., behavioural, static, trait, environmental, current/state psychological) are 

identified. 

  In this chapter there are three sections. In the first section the behavioural 

characteristics of self-harm are presented, followed by the characteristics of self-harm in the 

static, environmental, trait and current/state psychological domains. In the second section, 

based on studies on SA and DSH that clearly defined them, the behavioural characteristics of 

SA and DSH are firstly identified. This is followed by the findings on SA and DSH in the 

static and environmental domains, and on SA and DSH in the trait and current/state 

psychological domains. In the third section, the behavioural characteristics of SA and DSH 

and the distinguishing characteristics of SA and DSH in the static, environmental, trait and 

current/state psychological domains, are presented. Finally, there is an integration of the 

findings. This forms the basis for the characteristics selected for examination in the current 

study.  

In summary, the aims of this Chapter are to identify: 

(1) the characteristics associated with self-harm 

(2) the characteristics associated with SA and DSH  

(3) the characteristics that distinguish SA and DSH   

(4) the main findings and characteristics proposed for examination in the current study.   
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5.1 Studies on self-harm  

As shown in Table 4.3 the 14 studies on self-harm included six studies on lifetime 

self-harm (studies 1, 4, 15, 27, 30, 38), three studies on current self-harm in custody (studies 

28, 33, 36) and three critical incident studies (studies 17, 24, 29). In two studies, self-harm 

acts were measured prospectively following an initial interview (studies 34, 42).   

The prevalence of lifetime self-harm was high in the studies presented in Table 4.3. 

The lifetime prevalence of inmate self-harm was 21% (study 27), although it was higher 

(23.53%) in a group of inmates receiving psychiatric treatment (study 28) and a mentally 

disordered population (52.9%) (study 42). In one study on forensic (i.e., mentally disordered) 

inmates, the rates of self-harm in custody were high with a mean of 2.57 incidents of self-

harm per annum, although one individual contributed to 31% of incidents (study 24). There 

were, therefore, a few forensic patients who contributed disproportionately to the overall 

number of self-harm incidents in custody. Notwithstanding, the rates of lifetime self-harm 

were high in inmates, although higher in psychiatric populations in custody.  

 

5.1.1 Self-harm: Behavioural characteristics  

The method of self-harm was examined in three critical incident studies from Table 

4.3 (studies 17, 24, 29).  The most common method in inmates was self-hanging, followed by 

self-cutting (study 29). Among a mentally disordered population, the most common method 

was scratching/cutting, followed by punching/hitting (studies 17, 24). Further, the most 

common location of the injury on the body was the arm, and the incidents most commonly 

occurred in the individual’s room using the wall/door and pen/staple as the implement (study 

24). The lack of agreement on the most common method of self-harm may be due to the lack 

of a distinction between SA and DSH, or definitional differences which inform the 

behaviours to be included in the study. Notwithstanding, there was no agreement on the most 

common method of self-harm in custody.  

There was information on the severity and the function of self-harm in a small number 

of studies in Table 4.3. The majority of self-harm incidents (64%) in custody were of low-

lethality (study 29). In a mentally-disordered population, the majority of the incidents were of 

mild (41.4%), followed by moderate severity (29.4%), where cleaning or bandages were 

required (study 24). In this same sample, the most common function was to resolve 

interpersonal conflict, followed by ‘change mood states’ (study 24). In a similar sample, the 

most common function was emotion regulation, followed by expression of aggression and 

interpersonal influence (study 17). A limitation of this study was that there was an overlap 
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between the functions (e.g., anger and intensive emotion) and the sample size was small.  

Notwithstanding, the interpersonal function was a common function of self-harm in a 

forensic population.    

In summary, there was a lack of agreement on the most common method of self-harm 

but the severity of self-harm was commonly mild and the interpersonal function a common 

function. A few offenders contributed disproportionately to the overall number of incidents 

and the majority of self-harm incidents were mild severity. 

 

5.1.2 Self-harm: Static and environmental characteristics  

The static domain refers to items that are historical, but not strictly static, as they are 

changeable (e.g., single status, unemployment). The environmental domain refers to 

characteristics that are current and external to the individual (e.g., being bullied).  

Table 5.1 shows the characteristics that were associated with, and risk factors for self-

harm, in the static and environmental domains.     

 

Table 5.1 

The key characteristics, and risk factors for self-harm, in the static and environmental 

domains    

Domain Characteristic   Studies on SH
1
  Characteristic  Studies on SH

 

Static  Young age 1, 36
*
  Violent crime 29, 36 

 Caucasian race 1, 4, 36 Brain injury   1 

 Single status 1, 36 Fractures  1 

 Low education level 1 Childhood trauma  1 

 Unemployment 1 History mental   1, 30, 34, 36 

 Violence in custody 29, 36
*
 Family suicide 32, 36 

Environment  Special placement
2 

29 Time detained 17, 24, 36  

Notes: self-harm = SH, studies are numbered 1-44 as per Table 4.3, pages 74-85, 

 
2
 special placement (discipline or protective), 

*
 significant finding  

 

 

As shown in Table 5.1, young age was positively associated with self-harm in two 

studies on self-harm in Table 4.3 (studies 1, 36) and, in one study, based on predictive 

analysis, was a risk factor for self-harm (study 36). Another static factor, Caucasian race, was 

positively associated with self-harm in two studies (study 1, 4), but Caucasian race was not 

positively associated with self-harm in another study (study 36). One of the studies with 
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positive findings, however, was a community offender study and the other had a small sample 

size (study 4). Similarly, being single was positively associated with self-harm in one study 

on community offenders (study 1), but not in another (study 36). Low educational level and 

unemployment were also positively associated with self-harm in the study on community 

offenders (n=338) but those factors were not confirmed as risk factors (study 1). Young age, 

therefore, was the only socio-demographic characteristic that was reported as a risk factor for 

self-harm in one study although in two of three studies there was also a positive relationship 

with Caucasian race. Among community offenders, however, being single, low educational 

level and unemployment were also positively associated with self-harm. 

Criminal characteristics were examined in two studies in Table 4.3. Based on this 

small number of studies, violent crime was not a key characteristic associated with self-harm 

(studies 29, 36).  Institutional misconduct, in particular violence to treatment staff, however, 

was identified as a risk factor (study 36). Further, this study (study 36) used reliable clinical 

assessment methodology and the sample size was good (i.e., more than 100 participants). In 

the other study, there was no association between institutional maladjustment and self-harm 

(study 29). The latter study, however, was a file review study, which is less reliable. 

Institutional misconduct, in particular violence towards treatment staff, was, therefore, a key 

characteristic of self-harm.       

The effects of life events such as childhood trauma, and family history of self-harm, 

have seldom been examined in studies on self-harm in Table 4.3. Among community 

offenders, lifetime trauma under the age of 18, and a history of brain injury were reported as 

risk factors for self-harm (study 1). A limitation of this study, however, was that childhood 

trauma was broadly defined and the findings for community offenders may not have applied 

to inmates. In addition, although a family history of self-harm was an independent risk factor 

for SI in one study (study 34), it was not confirmed as a risk factor in another study (study 

36). There was, therefore, insufficient evidence to confirm childhood trauma, or a family 

history of self-harm, as risk factors for self-harm among inmates although they may be 

among community offenders.     

A history of psychiatric problems has been examined in relation to self-harm in 

studies in Table 4.3 although it was operationalised differently across studies. A history of 

mental health problems was positively associated with self-harm in several studies (studies 

29, 30, 34), but did not remain significant following logistic regression analysis in one of 

those studies (study 29). In another, a history of psychiatric hospitalisation was reported as an 

independent risk factor for self-harm (study 34). Inmates with a history of mental health 
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problems were 15 times more likely to engage in self-harm than their peers (study 30). After 

controlling for age, living alone, homelessness and drug and alcohol abuse the finding 

remained significant (study 30). Based on general agreement across studies, a history of 

psychiatric intervention was a key characteristic associated positively with self-harm.         

The environmental characteristics which were examined in relation to self-harm in 

studies in Table 4.3 included the type of accommodation and length of time in the unit. In a 

mentally disordered sample, shorter time in the unit was positively associated with self-harm 

(study 17).  In inmates, the length of time in custody was not identified as a risk factor (study 

36), nor type of housing (i.e., protection, discipline) or having asked for a transfer (study 29). 

Only favourable staff interactions was positively associated with self-harm (study 29). It is 

thought that inmates with good staff interactions may be more likely to find an opportunity to 

self-harm (study 29).  A limitation of this study, however, was that it was a file review study.  

In another study thwarted belongingness was associated with past self-harm in inmates, and 

the inmates own prediction of the likelihood of future self-harm. This study, however, was 

only exploratory (study 4). The type of housing and length of time in custody, therefore, were 

not sufficiently examined in studies on self-harm to identify them as key characteristics.        

In summary, young age, institutional violence and a history of mental health 

problems/admissions were key characteristics positively associated with self-harm, although 

a number of socio-demographic characteristics, and childhood trauma, were also key 

characteristics among a community offender population.  No environmental factor across 

those studies was identified a risk factor.  

 

5.1.3 Self-harm: Trait and current/state psychological characteristics   

  Trait characteristics are intrapersonal characteristics (both psychological and 

personality) and current/state psychological characteristics are dynamic characteristics that 

are current and intrapersonal (e.g. current mental disorder, mental state).      

The key characteristics, and risk factors for self-harm, in the trait and current/state 

psychological domains are shown in Table 5.2  

 

Table 5.2 

 

The key characteristics, and risk factors for self-harm, in the trait and current/state 

psychological domains 
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Domain Characteristic   Studies on SH
1
  Characteristic  Studies on SH

 

Trait  Any PD  29
*
 Aggression 15  

 Borderline PD  17, 24, 36
*
 Hostility 15 

 Antisocial PD 1, 17, 27  Trait anger  15 

 Psychopathy 1
*
, 27

*
, 36

*
,  42 Avoidant traits 1

*
 

 Coping skills  28 Belongingness  4 

Current Any psychiatric  29, 36  State depression  15
*
, 33, 34, 38  

/state Depressive Disorder 1
*
,  Hopelessness 34, 38, 42

*
 

 Anxiety Disorder 1
*
 Anxiety 33, 34 

 Any substance abuse  1, 29, 30, 36
*
 Suicide ideation 1, 34

*
 

Notes: self-harm = SH, personality disorder = PD. 
 
Studies are numbered 1-44 as per Table 

4.3, pages 74-85, 
*
 significant finding  

 

 

As shown in Table 5.2, any personality disorder was identified as a risk factor in one 

study in Table 4.3 (study 29). In another study, a diagnosis of BPD was reported as a risk 

factor, and the absence of an Axis 1 disorder (study 36). In a third study, APD was positively 

associated with self-harm, but the relationship was indirect and mediated by negative 

emotionality (study 27). Among a mentally disordered population, the association of APD 

and self-harm was stronger than the association of BPD and self-harm, however, in 54% of 

cases there was comorbid APD/BPD (study 17). In addition, the relationship between APD 

and self-harm was linked to being in seclusion or being denied a request, whereas this was 

not the case for BPD (study 24). Comorbid APD/BPD, however, was not examined in any of 

the studies. Notwithstanding, any personality disorder, BPD and APD were characteristics 

associated with self-harm.      

Several studies in Table 4.3 examined the relationship of psychopathy and self-harm. 

There was agreement that psychopathy was positively associated with self-harm in three 

studies (studies 1, 27, 36) but not in a fourth (study 42). The lack of a significant finding in 

this latter study, however, may be due to the small sample size (study 42). In two studies, it 

was psychopathy Factor 2 (i.e., antisocial deviance) that was positively associated with self-

harm (studies 1, 36), but in the third study it was psychopathy Factor 3 (i.e., impulsive and 

irresponsible traits) that was reported as a risk factor (study 27). Further, in this third study, 

there was an inverse relationship between the interpersonal aspects of psychopathy (e.g., 

grandiose sense of self), which may act as a buffer, and self-harm (study 27). A particular 
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strength of this study, was the multiple measures of APD and psychopathy, including a 

structured diagnostic assessment of APD. In summary, psychopathy is a key characteristic 

associated with self-harm, due to agreement across studies, although the link may be specific 

to one aspect of psychopathy such as impulsive and irresponsible traits.    

Several personality traits have been examined in studies on self-harm in Table 4.3. In 

one study, trait anger and hostility, but not aggression, were positively associated with self-

harm (study 15). These factors, however, were pitted against anhedonic depression in a 

predictive analysis, and only anhedonic depression found to be a risk factor (study 15). 

Among community offenders, avoidant personality traits were identified as risk factors (study 

1). The findings, however, were for community offenders and may not generalize to inmates. 

Notwithstanding, in inmates, avoidant rather than ‘approach’ coping was positively 

associated with self-harm (study 28). In summary, while trait anger and hostility were key 

characteristics associated with self-harm, there was also evidence that avoidant personality 

traits may be key characteristics.       

A current psychiatric diagnosis was examined in several studies on self-harm in Table 

4.3. In an inmate study, any psychiatric disorder was positively associated with self-harm but 

was not reported as a risk factor (study 36).  In one study, levels of mental disorder were as 

high as 79% in both remanded in custody and sentenced inmates with the most common 

disorders being Anxiety Disorder, Depressive Disorder and Substance Abuse (study 33). 

Only 20% of the sample, however, was currently being prescribed psychiatric medication 

(study 33). Depressive and Anxiety Disorder were reported as risk factors in community 

offenders, but not Substance Abuse (study 1). In contrast, illicit substance abuse was 

identified as a risk factor in an inmate study (study 36). Further, it was specifically 

hallucinogen abuse which was the risk factor, but not cannabis, cocaine or alcohol abuse 

(study 29). In summary, Anxiety Disorder, Depressive Disorder and illicit substance abuse 

were key characteristics positively associated with self-harm, but results may vary for illicit 

substance abuse based on the type of substance being used.     

Current/state psychological characteristics were examined as potential risk factors in 

studies on self-harm in Table 4.3. In an inmate study, SI and depression were positively 

associated with self-harm (study 38). The inmates were interviewed soon after court, 

however, so the results may not generalise to all inmates and the sample size was small. 

Among a mentally disordered population, hopelessness was identified as the sole risk factor 

for self-harm (study 42). This finding, however, was based on a small sample size.  In an 

inmate study with a larger sample size, state anxiety and depression were reported as risk 
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factors for SI, and SI, measured prognostically, was a risk factor for self-harm (study 34). A 

high percentage of participants (86.6%) reported anger as the main precedent of SI (study 

34), although state anger was not examined as a potential risk factor.  Notwithstanding, state 

anxiety and depression were key characteristics of SI, and SI and hopelessness were key 

characteristics associated with self-harm.  State anger was a potential risk factor.      

In summary, any personality disorder, BPD, APD, some aspects of psychopathy,   

Depressive Disorder, Anxiety Disorder, some types of illicit substance use, SI and 

hopelessness were key characteristics associated with self-harm.  

  

5.2 Studies on suicide attempts and deliberate self-harm   

The literature review included 19 studies on SA as shown in Table 4.3. There were 15 

studies on lifetime SA (studies 2, 8, 9, 11, 13, 14, 16, 18, 5, 25, 26, 31, 39, 43, 44), two 

studies on near lethal SA in custody (studies 3, 19) and two studies on SA and completed 

suicide (studies 6, 40).  The lifetime prevalence of SA ranged from 13% to 25% (studies 2, 9, 

11, 13, 25), and was most commonly around 20% (study 39). It was reported as higher in a 

pre-trial population (i.e., 27%) than in a sentenced population (20%) based on a national 

survey (study 39).  In community offenders, it was lower (7.7%), but this study oversampled 

drug and alcohol offenders (study 5). The prevalence of SA was higher before custody (11%), 

than during custody (1.0%), or before and during custody (3.5%) in sex offenders (study 2). 

A history of SA was reported as a risk factor for SA (study 9) and DSH (study 37). In 

summary, the prevalence of a history of SA was around 20%, and reported as risk factor for 

SA and DSH.    

There were six studies on DSH included in the studies in Table 4.3. There were three 

studies on lifetime prevalence of DSH (studies 20, 37, 41) and three on critical incidents of 

DSH (studies 12, 21, 23).  The prevalence of DSH ranged from 14.7% to 34.8% in inmates 

(studies 20, 37, 41). This wide range may be due to the fact that in four of the six studies the 

classification of DSH was based on the method of DSH and there was no standardization of 

this measure across those studies (studies 12, 23, 20, 27). In only two studies was the 

classification of DSH based on the intent (studies 21, 41). The mean number of DSH 

incidents per inmate was 2.34, with a few inmates contributing disproportionately to this 

figure (study 21). Nine inmates engaged in DSH between 9 and 22 times per year (study 21).  

In one study, a prior history of DSH was positively associated with SA (study 13). In 

summary, there was a wide range of lifetime prevalence of DSH. Notwithstanding, a history 
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of DSH was a characteristic positively associated with SA and a small number of inmates 

contributed disproportionately to the overall number of incidents in custody.  

 

5.2.1 Suicide attempts and deliberate self-harm: Behavioural characteristics  

The review of the studies on SA in Table 4.3 showed that the most common method 

of SA in custody was self-hanging. Of near lethal SA, the most common method was self-

hanging (67%), followed by severe cutting (20%) (studies 3, 19), including among those who 

completed suicide (study 6). The near lethal acts, however, would have been lethal if not for 

intervention or chance (studies 3, 19) and may not be representative of all acts of SA. 

Notwithstanding, the most common method of SA was self-hanging.  

The review of the studies on DSH in Table 4.3 showed that there was a lack of 

agreement on the most common method of DSH.  The most common method of DSH in one 

young adult inmate study was interfere wounds, followed by intake of foreign liquid and of 

foreign body (study 41). This finding, however, was based on a small sample size (i.e., 24).  

In another study, the most common method was hitting head, followed by wrist-cutting   

(study 20). A limitation of the study, however, was that DSH was classified by the method of 

DSH and a self-administered questionnaire was used instead of the more reliable clinical 

assessment method. In a critical incident study, the most common method of DSH was self-

cutting, followed by banger/striker and inserter/ingester behaviour (study 23). The 

classification of DSH in this study, however, was also based on the method and there were 

disparate methods grouped together (study 23). In the self-cutting category, for example, 

there was self-cutting, disembowelment, burning self and self-biting, and in the banger/striker 

category there was bone-breaking (studies 23). Further, the study was based on file review 

which is the least reliable method. In another inmate study, the most common method of 

DSH was self-scratching, followed by opening old wounds and inserting objects (study 21). 

The findings, however, were for sentenced inmates only and the study was a file review study 

limiting reliability. Due to methodological limitations and lack of agreement across studies, 

the most common method of DSH cannot be confirmed although head banging and self-

cutting behaviour were both common.        

The studies on DSH in Table 4.3 showed that the use of multiple methods of DSH, 

and the function, were seldom explored. The use of multiple methods was explored in only 

one study (study 12). In this study, the use of multiple methods of DSH was more highly 

associated with socio-demographic and criminal characteristics than single method DSH 

(study 12). Most commonly there were three or more methods (44%), followed by two 
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methods (32%) and single method DSH (24%) (study 12). The function was also seldom 

studied in the studies on DSH. The most common function of DSH, in one study, was 

emotion regulation, followed by expression of aggression and interpersonal influence (study 

20). A limitation of this study, however, was that the percentage who endorsed ‘other’ 

(45.6%) was unacceptably high. Across studies, the lack of the use of a standardised 

approach to the measurement of DSH, and the function of DSH, reduced the reliability and 

validity of the findings.  Notwithstanding, the use of multiple methods was common, and the 

most common function of DSH was emotion regulation.  

In summary, the most common method of SA was self-hanging, and head banging 

and self-cutting were common methods of DSH.  The majority of those who engage in DSH 

engaged in multiple methods of DSH, and the most common function was emotion 

regulation.        

 

5.2.2 Suicide attempts: Static and environmental characteristics  

Table 5.3 shows the characteristics that were associated with SA and DSH, and the 

risk factors, in the static and environmental domains.  

 

Table 5.3 

The characteristics associated with SA and DSH, and the risk factors, in the static and   

environmental domains.     

Domain Characteristic   Studies on SA   Studies on DSH
 

Static  Young age 2, 3, 11, 16
#
, 18

#
, 39, 44

*
 20, 21, 37

x
, 41

x 

 Ethnicity 2
*
, 3

*
, 16

x
, 19, 39, 44

*
 21, 41

x 

 Single status 2
 x
, 3

 x
, 13, 16

x
, 26, 39, 44 20, 21, 23

x
 
 

 Low education level 2, 3, 9, 16
x
, 39, 44

*
  20, 21, 23

*
, 37

x
, 41

x 

 Unemployment  2, 3
x
,  9, 13, 26 

 
- 

 Has children 39 21
#
, 23

x 
 

 Prior custody/conviction 3
*
, 6, 9, 13, 19 20, 21

x
, 41

 x
 

 Violent offence 2
x
, 3

x
, 13, 25

*
 12, 21

x
, 23

*
, 37 

 Institutional  misconduct  8
*
, 13, 25

*
  12, 21, 23

*
, 41 

 History psychiatric  2,  39
*
 23 

 Chronic medical  2, 18
*
 21 

 Family suicide   3
*
, 25

*
 - 

 Childhood abuse 2
*
, 3,  9

*
, 13, 18, 25, 26  20, 23

 x
, 41 
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 Child sexual abuse  3
x
, 13, 18 20, 37

x 

 Child physical abuse  3, 13, 16, 18 20, 37 

 Prior DSH/SA 8, 13, 19 37
*
, 23

*
 

Environ- Special placement
 

3
x
, 13, 31  12, 23 

mental On remand 3
x
, 39 41

x 

 Length of sentence 3
x
, 9, 18

x
, 39

x
  21  

 Bullied  3
*
 - 

 Social support/networks  3
*
, 39, 44 - 

Note: Special placement (e.g., suicide observation cell, in protected custody, escape list, 

segregated custody). Studies numbered 1-44 as per Table 4.3, pages 74-85  
*
very significant finding 

#
 inverse finding 

x
 no positive association  

 

 

5.2.2.1 Suicide attempts: Static characteristics  

Of the 19 studies on SA in Table 4.3, as shown in Table 5.3, there was a positive 

association of young age and SA in five of seven studies (studies 2, 3, 11, 39, 44). The 

association of young age and SA, however, was inverted in two studies (studies 16, 18). 

Further, older age was reported as a risk factor in one of those studies (study 16).  This 

finding, however, for pre-trial inmates may not be generalisable to all inmates. In the other 

study, the association between older age and SA did not manifest when repeated SA was 

compared with single-episode SA (study 11). The repetition of SA (i.e., 55% of sample) was 

associated with a younger age (study 11). In a national survey, young age was confirmed as a 

risk factor for SA (study 39). When near lethal SA was compared with completed suicide, 

young age was more associated with SA than completed suicide (study 6). In summary, 

young age was a key characteristic positively associated with SA based on general agreement 

across studies. In addition, the repetition of SA was more highly associated with younger age 

than was single-episode SA.  

Ethnicity was explored in several studies in Table 4.3. There was agreement in six of 

seven studies that Caucasian race and SA were positively associated   (studies 2, 3, 5, 19, 39, 

44).  Further, Caucasian race was reported as a risk factor in three of those six studies (studies 

2, 3, 39), although not in a pre-trial population (study 16). Due to widespread agreement 

across studies, Caucasian race was a key characteristic positively associated with SA.   

Being unmarried, or single, was explored in several studies on SA in Table 4.3.  

Being single was positively associated with SA in four studies (studies 5, 13, 39, 44) but not 

in another three studies (studies 2, 3, 16). The operationalisation of being single, however, 
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varied across studies. Studies also differed depending on whether the marital status 

information was based on self-report or external corroboration. A related characteristic, 

having children, was not protective of SA in one study (study 44). In summary, the findings 

on the relationship of being single and SA were mixed due to a general lack of agreement 

across studies.       

Low educational achievement was examined as a potential risk factor in studies on 

SA in Table 4.3. There was agreement in seven of eight studies that there was a positive 

association between low educational level and SA (studies 2, 3, 5, 13, 19, 39, 44) with one 

exception (study 16). Further, low educational level was reported as a risk factor in a national 

survey (study 39), but was not confirmed as a risk factor based on a study with a smaller 

sample size (study 3). Given the high level of agreement across studies, however, low 

educational level was a key characteristic associated with SA.  

Unemployment and homelessness were examined as possible key characteristics 

associated with SA in several studies on SA in Table 4.3. There was agreement that there was 

a positive association between unemployment prior to custody and SA in five of six studies 

(studies 2, 5, 9, 13, 25).  In one study, only employment for greater than two years was 

protective (study 9). In another, homelessness, and not unemployment, was positively 

associated with SA, but was not confirmed as a risk factor in one study following predictive 

analysis (study 3). Due to the high level of agreement across studies, however, 

unemployment prior to custody was a key characteristic associated with SA but there was 

insufficient evidence to conclude homelessness was also a key characteristic.   

A range of criminal characteristics have been examined in studies on SA in Table 4.3. 

There was agreement that there was a positive association between prior custody/convictions 

and SA in five of five studies (studies 3, 6, 9, 13, 19).  Further, in one study, a prior 

conviction was reported as a risk factor (study 3). Although rarely examined, a younger age 

of first offence was positively associated with SA in one study (study 3). However, there was 

no positive association of a history of juvenile conviction and SA in another study (study 25). 

In sex offenders, the male gender of the victim was reported as a risk factor (study 2). In 

summary, while prior convictions was a key characteristic associated with SA, there was 

insufficient information to conclude that either young age of first offending or juvenile 

conviction were also key characteristics. Male victim, however, was a risk factor in sex 

offenders.  

Violent crime and institutional violence were explored in studies on SA in Table 4.3. 

There was a positive association of violent crime and SA in two studies (studies 13, 25) and 
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they also showed a relationship between violence in custody and SA (studies 13, 25); 

violence in custody was additionally reported as a risk factor following predictive analysis 

(study 25). Violent crime and SA were not positively associated in two studies (studies 3, 19).  

The sample sizes in both those studies, however, were small limiting the generalisability of 

the findings. Institutional misconduct and SA were positively associated with SA in another 

study (study 9).  In summary, violent crime, violence in custody and institutional misconduct 

were key characteristics associated with SA based on studies with larger sample sizes.          

Childhood abuse has been extensively examined in studies on SA in Table 4.3.  There 

was agreement in seven of seven studies that a history of childhood abuse was positively 

associated with SA (studies 2, 5, 9, 11, 13, 25, 26).  In one study childhood trauma was 

reported as a risk factor, although the relationship was indirect (study 9). The findings were 

mixed, however, regarding specific types of abuse. There was a positive relationship between 

childhood sexual abuse and SA in two studies (studies 13, 18) but not in a third (study 3). 

Childhood sexual abuse, however, increased the risk of multiple SA’s in one study with a 

good sample size (study 13). There was agreement in four of four studies that childhood 

physical abuse was positively associated with SA (studies 3, 11, 13, 16).  Further, childhood 

trauma (across all types) was related to younger age of onset of SA (study 13). In summary, 

childhood abuse (across types) was a key characteristic associated with SA, and the younger 

age of onset of SA, and childhood sexual abuse was a specific risk factor for the repetition of 

SA.    

A range of family problems were explored in studies on SA in Table 4.3. Being in        

care as a child was positively associated with SA in three studies (studies 2, 3, 39).  A family 

history of suicide was reported as a risk factor in two studies (studies 6, 25), but not peer 

suicide (study 3). It was the cumulative effect of a number of life events that was reported as 

a risk factor, regardless of the type of life event, in this study (study 3). A history of parental 

criminality, but not a history of psychiatric or substance-abuse, was identified as a risk factor 

for SA in one study (study 18). In summary, being in care as a child, a family history of 

suicide and the cumulative number of life events were key characteristics associated with SA.       

A history of psychiatric, and/or medical problems, were explored in several studies on 

SA in Table 4.3. The risk of SA was 2-3 times greater in men with a history of previous 

psychiatric admission, and three times greater risk in men who were currently on current 

psychiatric medication (study 44). In sex offenders, a history of psychiatric problems was a 

risk factor for SA based on predictive analysis (study 2).  In a large study, a chronic medical 

condition (e.g. HIV, Hepatitis C) was also identified as a risk factor (study 18). Further, 
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cognitive difficulties were associated with the repetition of SA (study 18). Among sex 

offenders, cognitive difficulties were associated with SA that occurred during, rather than 

before, custody (study 2).  In summary, a history of psychiatric treatment was a risk factor for 

SA in several studies but due to a small number of studies neither a chronic medical 

condition, nor cognitive impairment, were confirmed as key characteristics.        

In summary, young age, Caucasian race, low educational level, unemployment before 

custody, prior convictions, institutional misconducts including violence in custody, childhood 

abuse, being in care as a child, family history of SA, the cumulative effect of life events and   

a psychiatric history were key characteristics associated with SA.     

 

5.2.2.3 Suicide attempts: Environmental characteristics    

Environmental factors such as being on remand and length of time in custody were 

examined in studies on SA in Table 4.3.  Being on remand was positively associated with SA 

in one study (study 44) but not in another with a smaller sample size (study 3). There was no 

positive association between length of sentence and SA in four studies (studies 3, 9, 19, 39), 

unless the sentence length was less than five years (study 9).  In one study, the early phases of 

custody was positively associated with SA but not reported as a risk factor after multivariate 

analysis (study 3). This may have, however, been due to the small sample size. In summary, 

being on remand and the early phases of custody were positively associated with SA.       

Being in special placement (e.g., psychiatric placement, suicide proof cell, 

administrative segregation), and being bullied, were examined in studies on SA in Table 4.3. 

Special placement was positively associated with SA in two studies (studies 13, 31). The 

scale used in one study to measure appraisal of housing stress (study 31), however, was not 

empirically validated. In one study being in a ‘safe cell’ or suicide proof cell was positively 

associated with SA, although being in isolated custody for disciplinary reasons was not (study 

3). There was agreement in two studies that being bullied was positively associated with SA 

(studies 3, 39), and in one study this characteristic was reported as a risk factor (study 3). In 

summary, being bullied and being in a suicide proof cell, were key characteristics associated 

with SA.  

Perceived social support was examined in a small number of studies in Table 4.3 as a 

potentially protective characteristic. There was agreement that lower levels of perceived 

social support were positively associated with SA in three studies (studies 3, 39, 44). Further, 

a low level of social support was identified as a risk factor in one study (study 3). Specific 

vulnerabilities included having fewer close friends and family outside of custody (study 3) 
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and receiving fewer phone calls and visits (study 39). Notwithstanding, a low level of social 

support was a key characteristic associated with SA.  

In summary, being on remand, the early phases of custody, being bullied, being in a 

suicide proof cell and a low level of social support were environmental characteristics 

associated with SA. Results for administrative segregation, however, were equivocal.   

 

5.2.3 Deliberate self-harm: Static and environmental characteristics    

Young age was examined in studies on DSH in Table 4.3. There was a positive 

association of young age and DSH in two studies (studies 20, 21) but not in two other studies 

(studies 37, 41). The average age of the entire sample in the latter two studies (range 19-23), 

however, was younger than the average age across studies, which was 31 years (Chapter 

Four, page 88). There were also mixed findings regarding Caucasian race with a positive 

association in one study (study 21), but not in another (study 41). In summary, young age was 

a key characteristic associated with DSH, but due to the small number of studies Caucasian 

race was not confirmed as a key characteristic.          

Being single, having children and low educational achievement were explored in 

studies on DSH in Table 4.3. The findings were equivocal for being single with a positive 

relationship in two studies (studies 20, 21), but not in a third (study 23). The latter study, 

however, was based on file review method (study 23). Having children was positively 

associated with DSH in one study (study 21), but not in another (study 23). Similarly, there 

was a lack of agreement about educational level. Low educational level was positively 

associated with DSH in three studies (studies 20, 21, 23) but not in two other studies (studies 

37, 41). One of these studies, however, sampled young offenders in Japan and results may not 

generalize to Australia (study 37). The other study with a negative finding had a small sample 

size (study 41). Further, low educational level was identified as a risk factor in one study 

(study 23).  In summary, low educational status and being single were positively associated 

with DSH but the findings for having children were mixed.     

Criminal characteristics such as prior convictions, violent offence and institutional 

misconduct were examined in studies on DSH in Table 4.3. There was a positive association 

between prior custody/convictions and DSH in two studies (studies 20, 23), but not in two 

studies (studies 21, 41).  One of the latter studies, however, had a small sample size (study 

41). A prior conviction was reported as a risk factor for DSH in one study (study 23). 

Although rarely examined, younger age of first offending was also identified as a risk factor 

in this study (study 23). Violent offence/tendency was positively associated with DSH in 
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three studies (studies 12, 23, 37), but not in a fourth (study 21). Institutional misconduct was 

positively associated with DSH in four of four studies (studies 12, 21, 23, 41). In summary, 

taking into account the level of agreement across studies, prior convictions, violent crime and 

institutional misconduct were key characteristics associated with DSH.     

Life event factors such as a history of childhood abuse, and parental problems, were 

examined in studies on DSH in Table 4.3 Childhood abuse was positively associated with 

DSH in two studies (studies 20, 41) but not reported as a risk factor after predictive analysis 

in one (study 20). In a third study childhood abuse was not positively associated with DSH 

but this finding was based on file review, which is a less reliable methodology. Childhood 

physical abuse, but not childhood sexual abuse, was positively associated with DSH in one 

study (study 37). In summary, childhood abuse is a key characteristic associated with DSH 

although the relationship may be stronger for childhood physical abuse and DSH.  

A broad range of family circumstances were explored in some DSH studies in Table 

4.3.  A history of parental divorce, family alcoholism and family psychiatric problems were 

positively associated with DSH in one study, but were not reported as risk factors (study 20). 

A history of head injury, however, was a risk factor, based on predictive analysis, among 

community offenders, but not an individual history of psychiatric and/or medical problems 

(study 23). Although rarely examined, medical-related work restrictions were positively 

related to DSH (study 21). In summary, due to the small number of studies, parental problems 

and individual psychiatric/medical history were not confirmed as key characteristics 

associated with DSH, although a history of head injury may be for community offenders.     

Several environmental factors were examined in several studies on DSH in Table 4.3. 

The environmental factors that were positively associated with DSH were as follows: being 

on remand (study 41); the early phases of custody (study 21); greater time served (study 20); 

being on protection and number of housing moves (study 23). These factors, however, were 

not reported as risk factors in any study. Nor was there any positive association between 

being on administrative segregation and DSH (study 23). Only the use of three or more 

methods of DSH was positively associated with being on administrative segregation (study 

23). Notwithstanding, due to the small number of studies, no environmental characteristic 

was a key characteristic of DSH.       

In summary, being young, being single, low educational achievement and childhood 

abuse were key characteristics of DSH.  Prior convictions, violent crime and institutional 

misconduct were also key characteristics.     
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5.2.4 Suicide attempts: Trait and current/state psychological characteristics  

Table 5.4 shows the characteristics that were associated with SA and DSH, and the 

risk factors, in the trait and current/state psychological domains.  

   

Table 5.4 

The characteristics associated with SA and DSH, and/or risk factors, in the trait and 

current/state psychological domains  

Domain  Characteristic  Studies on SA
1 

Studies on DSH
1 

Trait  Any PD  39, 44 - 

 Antisocial PD 19
 x
, 39, 44 41

* 

 Borderline PD - 23
*
, 41

* 

 Impulsivity 13, 25 20 

 Aggression/hostility  3, 13, 16, 18, 25  20 

 Resilience  2, 14
 

- 

 Self-esteem/coping  2, 3 - 

Current/ Any psychiatric disorder 8, 13, 19, 25, 39, 44  20, 21 

 Psychotic disorder 13, 18, 19, 39,44 23 

 Depressive/mood disorder 13, 19, 25 23
* 

 Any substance abuse  18, 25, 26
* 

20, 23, 41  

 Alcohol abuse  18, 19
 x

, 39, 44 41 

 Drug abuse  18
#
 , 39, 44

*
  20

*
, 23

*
, 37 

 Comorbid disorder 18, 39
*
, 44 - 

State Suicide ideation  18, 31, 39 37 

 State depression 3
*
, 18,19, 43 - 

 Hopelessness 3
*
, 43  41 

Notes: personality disorder = PD. Studies are numbered 1-44 as per Table 4.3 pages 74-85,   
#
inverse association   

x 
no association 

*
risk factor 

 

 

5.2.4.1 Suicide attempts: Trait characteristics       

The SA studies in Table 4.3 are reviewed in terms of trait characteristics. As shown in 

Table 5.4, various trait characteristics were examined in studies on SA.  There was a positive 

association between any personality disorder and SA in two studies (studies 39, 44). APD 

was positively associated with SA in two studies (studies 39, 44) but not in a third (study 19).  
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This latter finding, however, was based on a small sample size. Any personality disorder and 

APD were, therefore, key characteristics associated with SA.         

Personality traits (e.g., impulsivity, neuroticism and aggression) were examined in 

studies on SA in Table 4.3. Trait impulsivity was positively associated with SA in two studies 

(studies 13, 25) but it was not reported as being a risk factor in one of those studies (study 

25). In contrast there was agreement in four of four studies that hostility and aggression were 

positively associated with SA (studies 3, 11, 13, 25). Although rarely examined, neuroticism 

was also positively associated with SA (study 25). Further, in one study, neuroticism and 

aggression were both identified as risk factors for SA following multivariate analysis (study 

25). Although not extensively examined, other trait factors that were positively associated 

with SA were poor coping (study 2), low self-esteem (study 3) and low resilience (study 14). 

In summary, neuroticism, hostility and aggression were key characteristics associated with 

SA.      

Some trait characteristics were examined as possible mediating variables between 

childhood abuse and SA in several SA studies in Table 4.3. There were consistent findings 

that the relationship of childhood abuse and SA was mediated by personality factors in three 

studies (studies 9, 13, 16). In one study, the relationship of childhood trauma and SA was 

mediated by impulsive aggression using a reliable and valid measure of childhood trauma 

(study 13). In another study, the relationship between childhood adversity and SA was 

mediated by affective instability (study 9). A limitation of this study, however, was that   

operationalisation of childhood adversity lacked specificity, and included separation from 

parents. In the third study, the relationship of childhood physical abuse and SA was mediated 

by aggression, based on a single childhood physical abuse question (study 16). A small 

number of direct questions for specific childhood abuse may maximise specificity in cross-

sectional research in the absence of longitudinal studies (study 16). There was, therefore, 

evidence that impulsive aggressive traits mediated the relationship of childhood abuse and 

SA, and that aggression mediated the relationship of childhood physical abuse and SA.       

In summary, any personality disorder, APD, neuroticism, hostility and aggression 

were key characteristics associated with SA. Impulsive aggressive and/or aggressive traits 

also mediate the relationship between childhood abuse and SA.     

 

5.2.4.1 Suicide attempts: Current/state psychological characteristics       

As shown in Table 5.3 several state (i.e., dynamic) characteristics were examined in 

SA studies in Table 4.3. There was agreement that current psychiatric disorder was positively 
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associated with SA in seven of seven studies (studies 8, 13, 19, 25, 26, 39, 44).  Based on a 

national survey, the most common diagnosis was personality disorder (64%), followed by 

neurosis (40%) and psychosis (7%) (study 39). SA did not occur in the absence of psychiatric 

disorder (study 39). The pervasiveness of psychiatric disorder was confirmed, in another 

study, with more participants with a psychiatric disorder in the SA group (97%) than in the 

control group (35%) (study 19). Current psychiatric treatment and psychiatric medication 

were positively associated with SA in two studies (studies 5, 19), although there were more 

inmates who had a psychiatric diagnosis than who were receiving treatment for it (study 19). 

Notwithstanding, any psychiatric disorder was a key characteristic associated with SA.   

The relationship of specific psychiatric disorders and SA was examined in several 

studies in Table 4.3. The disorders that were positively associated with SA included: 

Depressive Disorder (studies 13, 19, 25); Psychotic Disorder (studies 13, 18, 19, 39, 44); 

Panic Disorder and Post-traumatic Stress Disorder (study 19); eating disorder (study 18). The 

comorbidity of disorder was also positively associated with SA in two studies (studies 19, 

39). Specifically, comorbid disorder increased the risk of SA by 4-5 times (study 39). 

Consistent with this, there was evidence of increased psychopathology in those who 

attempted suicide compared with those who completed suicide (study 40). Due to the level of 

agreement across a number of studies, Depressive Disorder, Psychotic Disorder and 

comorbidity of disorder were key characteristics associated with SA.      

Any substance abuse, and in particular alcohol and illicit drug abuse, were examined 

in studies on SA in Table 4.3. There was agreement that any substance abuse was positively 

associated with SA in three of three studies (studies 19, 25, 26). Specifically, alcohol abuse 

and SA were positively associated in three studies (studies 18, 39, 44), but not in a fourth 

(study 19). It is notable that in a national survey, illicit drug abuse was also a risk factor for 

SA (study 39), if cannabis use was excluded (study 44).  While illicit drug abuse was not 

positively associated with SA in one study (study 18), substance abusers were oversampled in 

this study. Due to the level of agreement across studies, any substance abuse disorder and 

alcohol abuse were key characteristics associated with SA.        

In some studies on SA in Table 4.3, rather than psychiatric disorder or substance 

abuse being key characteristics, the severity of mental health and substance abuse symptoms 

were assessed as more accurate markers of risk. In one study, a history of depression, anxiety, 

hallucinations and difficulty controlling violence were reported as risk factors (study 18), 

however, the sample was a substance abusing cohort. Further, the symptoms were binge 

drinking, injecting drug use, delirium tremens and drug overdose (study 18).  Other opioid 
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use (not heroin), drug overdose, delirium tremens, difficulty controlling violence, trouble 

remembering and the use of hallucinogens were reported as risk factors for the repetition of 

SA (study 11). In a study on community offenders, the identified risk factors were alcohol, 

amphetamine, cocaine and opioid dependence in Caucasian males, although only cocaine 

dependence was a universal risk factor across gender and race (study 5). These findings for 

community offenders, however, may not generalise to inmates.  Although some mental health 

symptoms (e.g., hallucinations) and substance abuse symptoms (e.g., overdose, injecting drug 

use) were markers of risk they were not key characteristics of SA due to the small number of 

studies and different populations sampled.        

A range of state psychological factors were examined as potential risk factors for SA 

in studies on SA in Table 4.3. The psychological factors that were positively associated with 

SA were as follows: SI (studies 31, 39, 44); state depression (studies 3, 31, 43); hopelessness 

(studies 3, 43); internal perturbation (i.e., unbearable psychological pain) that outperformed 

hopelessness as a stronger risk factor for SA (study 43); insomnia with state anger making a 

contribution (study 8). Depression and hopelessness were reported as risk factors, with 

depression accounting for SI, and desire and hopelessness for suicide preparation, in one 

study (study 3). Due to the level of agreement across studies, SI, depression and hopelessness 

were key characteristics associated with SA.       

In summary, any psychiatric disorder, Depressive Disorder, Psychotic Disorder, 

comorbid disorder, any substance abuse disorder and alcohol abuse were key characteristics 

associated with SA. Further, SI, depression and hopelessness were key characteristics of SA 

with hopelessness a stronger risk factor than SI and depression.    

 

5.2.5 Deliberate self-harm: Trait and current/state psychological characteristics   

Personality disorder and personality traits were examined in studies on DSH in Table 

4.3. As shown in Table 5.3 the diagnosis of BPD was positively associated with DSH in two 

studies (studies 23, 41) and reported as a risk factor in one study (study 23). In neither of 

these studies, however, were structured diagnostic assessments conducted. Notwithstanding, 

using a psychometric measure, APD, BPD and passive aggressive personality were 

significantly associated with DSH, and accounted for 98.68% of the variance, in one study 

(study 41). The study, however, only had a small sample size (study 41). In terms of 

personality traits, hostility and aggression, but not impulsivity, were risk factors based on 

multivariate analysis (study 20). As there were only a small number of studies, and taking 
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into account methodological limitations, BPD, hostility and aggressive traits were key 

characteristics associated with DSH.     

Specific psychiatric disorders were examined in studies on DSH in Table 4.3. Mood 

Disorder, Psychotic Disorder and illicit Substance Abuse Disorder were positively associated 

with DSH, and Mood Disorder was reported as a risk factor based on logistic regression 

analysis (study 23). The Psychotic Disorder, however, may have been due to substance abuse 

rather than an underlying condition. There was agreement that any substance abuse was 

positively associated with DSH in two studies (studies 21, 23). Similarly, there was   

agreement that illicit substance abuse was a key characteristic in three studies (studies 20, 23, 

37).  In contrast, although alcohol abuse was positively associated with DSH in one study, it 

was not reported as a risk factor following multivariate analysis (study 41). Mood Disorder, 

any substance abuse disorder and illicit Drug Abuse Disorder were, therefore, key 

characteristics associated with DSH based on general agreement across studies.      

State psychological characteristics were examined in a small number of studies on 

DSH in Table 4.3. The state characteristics that were positively associated with DSH   were 

as follows: hopelessness (study 41); SI (study 37); bulimia and dissociation (study 37).  The 

findings for bulimia and dissociation, however, were not as prominent in this male sample, as 

in a female sample, and a self-administered questionnaire was used, which is less reliable 

than clinical assessment (study 37).  Due to the small number of studies, and methodological 

limitations, no state psychological characteristics were confirmed as key characteristics.     

In summary, BPD, hostility and aggressive traits were key characteristics associated 

with DSH, as were Mood Disorder, any substance abuse disorder and illicit Drug Abuse 

Disorder. The studies were too few to confirm any state psychological characteristics as key 

characteristics.      

 

 5.3 Distinguishing characteristics  

There were five studies on the distinguishing characteristics of SA and DSH in studies 

in Table 4.3. Four studies focused on lifetime SA and DSH (studies 7, 10, 22, 32) and one 

study on current self-harm (study 35). The classification and separation of SA and DSH was 

made based on the intent in three studies (studies 7, 10, 22), the lethality in one study (study 

32) and both the intent and the lethality in one study (study 35). In the latter, there was 

administration of two continuous measures of intent and lethality three days after a critical 

incident (study 35). In another study, file reports were reviewed and externally rated on a 

continuous measure of lethality (study 32).  
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The lifetime rates of SA and DSH were high in studies on the distinguishing 

characteristics of SA and DSH in Table 4.3. The lifetime prevalence of SA ranged from 13-

19% (studies 10, 22), the lifetime prevalence of DSH ranged from 12-17% (studies 10, 22) 

and the lifetime prevalence of SI ranged from 41-42% (studies 10, 22, 32).  In a study on 

inmates referred for neuropsychological assessment there were 56% with a history of self-

harm and, of these, there were 64.4% with co-existing SA/DSH (study 7). According to those 

studies up to a third of all inmates have a lifetime history of SA and/or DSH, although little is 

known about the prevalence of co-existing SA/DSH.      

The assignment of participants to self-harm subgroups differed across studies on the 

distinguishing characteristics of SA and DSH in Table 4.3. In one study, participants in the 

DSH group were excluded if they had a history of SA or SI (study 22). In another study, 

participants in the DSH group were included if they had a history of SA (study 10). Further, 

in this study, around 50% of those who endorsed DSH also endorsed SA (study 10). Finally, 

in one study, the classification of SA, DSH and co-existing SA/DSH was made (study 7). 

There was no study which included a co-existing SA/DSH group in subgroup comparisons.     

 

5.3.1 Distinguishing characteristics: Behavioural characteristics  

The studies on the distinguishing characteristics of SA and DSH in Table 4.3 showed   

that DSH was more prevalent in custody than SA. The ratio of DSH to SA in custody was 2:1 

if SA and DSH were separated based on the intent, and 4:1 if they were separated based on 

the lethality (study 35). More self-harm occurred outside of custody than inside custody 

(study 32). In summary, DSH was more prevalent than SA in custody but more self-harm 

occurred outside of custody than in custody.  

There were few studies which examined behavioural characteristics (e.g., the method 

and severity) in studies on the distinguishing characteristics of SA and DSH in Table 4.3. The 

most common method of self-harm (across SA and DSH) was self-cutting (with no stitches), 

followed by self-cutting (with stitches), self-hanging and head banging in an inmate study 

(study 35). The severity of the incidents was most commonly mild (study 35). In a 

community offender study, the most common method of SA was overdose (40%) followed by 

strangulation or cutting (17%), but the method of DSH not reported (study 10). In summary, 

the most common method of self-harm (across SA and DSH) was self-cutting, and the 

severity was most commonly mild.  

The frequency and age of onset of SA and DSH was rarely examined in studies on the 

distinguishing characteristics of SA and DSH in Table 4.3. The frequency and age of onset of 
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SA and DSH were examined in one study (study 10). In this sample of community offenders, 

the average frequency of SA was 2.28 and average frequency of DSH was 11.9 (study 10). 

The average age of onset of SA was 19 years and the average age of onset of DSH was 17 

years (study 10). The evidence, therefore, indicated that DSH was more frequent, and began 

at a younger age, than SA.  

In summary, the most common method of self-harm (across SA and DSH) was self-

cutting, and the severity was most commonly mild. DSH was at least twice as frequent as SA 

and began at a younger age.    

 

5.3.2 Distinguishing characteristics: Key findings  

The examination of the distinguishing characteristics of SA and DSH in studies in 

table 4.3 included the examination of gender differences. The lifetime prevalence of self-

harm was higher in female (40%) than male inmates (28%), but when SA and DSH were 

distinguished there was no difference in SA rates between the genders (study 32). The rates 

of DSH, however, were higher in females (70%), compared with male inmates (43.3%), 

although the males engaged in more severe forms of DSH (study 32). In summary, the rates 

of SA did not differ across the genders, but females engaged in more frequent DSH, and 

males in more lethal forms of DSH.    

Neuropsychological functioning was rarely examined in studies on the distinguishing 

characteristics of SA and DSH in Table 4.3. There were no differences on measures of 

intelligence, memory, attention, executive functioning and motor functioning between 

inmates with SA, and inmates with DSH, in one study (study 7), nor did the SA or DSH 

group differ from a control group on these measures (Table 4.3, study 7). Further, all referred 

participants performed poorly across all of the neuropsychological measures (study 7). A 

strength of this study was that the information, although retrospective, was gathered under 

standard psychological test administrative conditions and there was a clear distinction of SA 

and DSH. The evidence, therefore, suggested that there were no differences in 

neuropsychological functioning across SA and DSH.  

Three studies on the distinguishing characteristics of SA and DSH in Table 4.3 

examined a comprehensive range of static, trait and current/state psychological characteristics 

(studies 10, 22, 35). Those three studies (studies 10, 22, 35) used a combination of the 

clinical assessment and file review method, which is a reliable method.  
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The distinguishing characteristics of SA and DSH in three studies on SA and DSH 

(Table 4.3, studies 10, 22, 35) in the static, trait and current/state psychological domains are 

shown in Table 5.5.   

 

Table 5.5 

 

The distinguishing characteristics of SA and DSH in the static, trait and current/state 

psychological domains 

 Characteristic  1
1 

2
2 

3
3 

Young age   SA, ↑DSH  SA, DSH ↓SA, ↑DSH 

Single status SA, ↑DSH  SA, DSH SA/DSH 

Institution Misconducts  - - SA, ↑DSH 

Lifetime trauma/fracture - ↑SA↑DSH - 

Child sexual abuse SA, DSH - SA, DSH 

Child physical abuse SA, ↑DSH - SA, DSH 

Trait impulsivity SA, ↑DSH - SA, ↑DSH  

Aggression  SA, ↑DSH - - 

Psychopathy - SA, ↑DSH SA, ↑DSH 

Depressive Disorder  - ↑SA, DSH - 

Panic Disorder - SA, ↑DSH - 

Alcohol Abuse   SA, DSH SA, DSH 

Drug Abuse SA, ↑DSH SA, DSH SA, DSH 

Depression ↑SA↑DSH - ↑SA, DSH 

Hopelessness ↑SA↑DSH - ↑SA, DSH  

Suicide ideation SA, DSH SA, DSH ↑SA, DSH  

1
Carli et al (2010) 

2 
Gunter et al (2011) 

3
Lohner and Konrad (2006) 

 

  

As shown in Table 5.5 there were few socio-demographic characteristics which 

distinguished SA and DSH in studies in Table 4.3. Young age was more highly associated 

with DSH than SA in two studies (studies 22, 35), but not among community offenders 

(study 10). The findings for marital status (being single) were mixed. Being single was 

associated with DSH in one study (study 22), but not in the other two (studies 10, 35). One of 

these studies, however, was on community offenders (study 10) and one had a small sample 

size (study 35). There was no significant finding for any of the following socio-demographic 
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characteristics: Caucasian race (study 10); country of birth, homelessness (study 35). Of 

socio-demographic characteristics, young age was more highly associated with DSH, based 

on agreement across studies, and being single was more highly associated with DSH in one 

study.       

Of the studies on the distinguishing characteristics of SA and DSH there was one 

study in Table 4.3 (study 35) which included the environmental domain. In this study, 

institutional misconducts were more highly associated with DSH than SA (study 35). Prior 

custody, being on remand, length of time served and being bullied did not distinguish SA and 

DSH (study 35). The limitations of this study, however, was that the sample size was small   

(i.e., n=49) and included some juvenile offenders. Notwithstanding, institutional misconduct 

was a distinguishing characteristic.       

Childhood abuse characteristics were examined in several studies on the 

distinguishing characteristics of SA and DSH in Table 4.3. There were two studies which 

examined whether childhood physical and sexual abuse (separately) distinguished SA and 

DSH (studies 22, 35). Childhood physical abuse was a key characteristic positively associated 

with DSH in one study (study 22), but neither childhood sexual nor childhood physical abuse 

distinguished SA and DSH in the other study (study 35). The lack of significant findings, 

however, may have been due to the small sample size in the second study. In community 

offenders, lifetime trauma under the age of 18, was positively associated with both SA and 

DSH (study 10). In summary, childhood physical abuse was more highly associated with 

DSH than SA in one study, although  in other studies childhood abuse characteristics were 

associated with both SA and DSH and did not distinguish them.     

Several personality trait characteristics were examined in studies on the distinguishing 

characteristics of SA and DSH in Table 4.3. In two studies, there was a positive association 

of total psychopathy score and DSH (studies 10, 35), but APD was not a distinguishing 

characteristic (study 10). This study, however, was on community offenders (study 10). 

Depressive Personality Disorder was more highly associated with SA than DSH in inmates 

(study 35) but other personality disorders were not examined in this study (e.g., BPD). There 

was agreement that trait impulsivity was more highly associated with DSH than SA in two 

studies (studies 22, 35). In one of those studies, however, trait impulsivity was not significant 

following further analysis and, of personality traits, only aggression was a key characteristic 

of DSH (study 22). This finding was likely to be robust given that the study had a large 

sample size and a range of empirically validated tools were administered. In summary, total 
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psychopathy score and impulsivity were more highly associated with DSH than SA, and of 

trait characteristics, aggression.      

Some specific psychiatric disorders were examined as potential distinguishing 

characteristics in studies in Table 4.3. In an inmate study psychotic disorder did not 

distinguish SA and DSH (study 35). In a community offender sample, Depressive Disorder 

was reported as a risk factor for SA, and Panic Disorder (one of four anxiety disorders 

examined), a risk factor for DSH (study 10).  These latter findings may generalize to inmates 

as more than 50% of the sample had a history of incarceration. Substance abuse, however,   

did not distinguish SA and DSH in two studies (studies 10, 35).  In summary, based on a 

small number of studies, Depressive Disorder was more highly associated with SA and Panic 

Disorder with DSH.        

The state psychological characteristics which were examined in studies in Table 4.3 

included state depression and SI. SI was more highly associated with SA than DSH in 

inmates (study 35), but not in a community offender sample (study 10). The results were also 

mixed for depression. Depression was more highly associated with SA than DSH in one 

study (study 35), but not in another (study 22). Hopelessness, however, was reported as a 

stronger risk factor for SA than depression (study 35), although the sample size was small 

(i.e. n=49). In summary, the evidence was equivocal that SI, depression and hopelessness 

were distinguishing characteristics of SA and DSH and more highly associated with SA.             

In summary, youth, institutional misconduct, childhood physical abuse, total 

psychopathy score, impulsivity and aggression were more highly associated with DSH than 

SA. While specific psychiatric disorders may distinguish between SA and DSH, the findings 

were equivocal that SI, depression and hopelessness distinguish SA from DSH.             

        

      5.4 The integration of findings  

In Chapter Five, the key characteristics of self-harm, SA, DSH, and the distinguishing 

characteristics of SA and DSH, were identified based on the findings in the 44 reviewed 

studies. The strength of the evidence was determined based on the level of agreement across 

studies and the methodological strengths and limitations. Where relevant, any reported risk 

factors were identified. In this section the key findings from across study groups were 

integrated to determine the characteristics to be examined in the current study.  

Of the 44 studies, 19 studies focused on SA and 14 studies on self-harm. The quality 

of the methods, and sample sizes, however, differed across study groups. There were 11/19 

SA studies that used a combination of the clinical assessment and file review method and no 
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SA study that used the file review method, which is the least reliable method. Of the self-

harm studies, there were 5/14 which used the clinical assessment and file review method and 

three that were file review studies. The strength of the evidence, and what was known about 

SA, was therefore, greater than what was known about self-harm.   

Of the 44 studies, six studies were on DSH and five were on the distinguishing 

characteristics of SA and DSH. The quality of the methods, and sample sizes, differed across 

these study groups. Of the six studies on DSH, there were only three that used a combination 

of the clinical assessment and file review method while three were file review studies based 

on the case file. In contrast, 3/5 studies on the distinguishing characteristics of SA and DSH 

were a combination of clinical assessment and file review studies, and only two were file 

review studies. In the latter two studies, however, the information was extracted from the 

psychology file, and not the case file, with the information gathered under standard 

procedures and, therefore, more reliable (studies 7, 32).  Another difference was that four 

studies on DSH used a definition of DSH based on the method, which is not empirically 

validated (studies 12, 20, 23, 37). The definition of DSH in the five studies on the 

distinguishing characteristics of SA and DSH, however, was based on the intent and/or the 

lethality (studies 7, 10, 22, 32, 35). The strength of the evidence was, therefore, higher in 

studies on the distinguishing characteristics of SA and DSH than in studies on DSH.  

The lifetime prevalence of self-harm, SA and DSH was high across all studies in 

Table 4.3. Excluding the studies on DSH, which were less reliable, the combined prevalence 

of SA and DSH ranged from 28-33% (studies 10, 22, 32) and for self-harm it was around 

21% (study 27). The lifetime prevalence of SA was 13-20% (studies 10, 22, 32, 39) and the 

lifetime prevalence of DSH was 12-17% (studies 10, 22, 32). Although rarely examined, co-

existing SA/DSH was common (study 7). Self-harm was more common prior to custody than 

in custody (study 32). This was also true of SA (study 2). In summary, while a lifetime 

history of self-harm, SA and DSH were prevalent in an inmate population, little was known 

about the co-existence of SA and DSH.  

 

5.4.1 Integrated findings: Behavioural characteristics   

There were more DSH incidents than SA incidents in custody in studies in Table 4.3. 

There were at least two incidents of DSH to every single incident of SA (study 35). There 

were 2-3 incidents of self-harm (study 24) and 2-3 incidents of DSH (study 21) per individual 

per annum. A few inmates contributed disproportionately to the overall number of incidents 
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(studies 21, 24) and consumed the most resources (study 21). In summary, DSH was more 

frequent in custody than SA, although a few inmates consumed the most resources.      

There was a lack of agreement on the most common method of DSH, but not SA, 

based on studies in Table 4.3.  The most common method of SA in inmates was self-hanging 

(study 3). Being incarcerated may be associated with the use of more highly lethal means of 

SA (study 21). There was also disagreement across studies about the most common method 

of DSH, although self-cutting and head-banging were common. Although the use of multiple 

methods of DSH was common (study 23), it was rarely examined. In summary, the most 

common method of SA in custody was self-hanging, and self-cutting and head banging were 

common methods of DSH.    

There were few studies in table 4.3 which examined behavioural characteristics of SA 

and DSH other than the method. There was agreement that the majority of incidents of self-

harm were mild severity (studies 24, 29, 35). It was not known, however, whether this was 

accounted for by DSH or SA. The lifetime frequency of DSH was higher than the lifetime 

frequency of SA, in one study, and the age of onset of DSH was younger than the age of 

onset of SA (study 10). The function was also rarely examined. In one study the most 

common function of self-harm was mood regulation (study 17). It was not known, however, 

whether this finding was accounted for by DSH or SA. In a DSH study, the most common 

function of DSH was emotion regulation (study 20). No study examined the function of SA. 

The recency of SA or DSH was known in critical incident studies, but otherwise rarely 

commented on. In summary, there was little known about the function, severity, frequency, 

age of onset and recency of SA or DSH.  

It is proposed that the following behavioural characteristics are examined in the 

current study on SA and DSH: the method; the use of multiple methods; the frequency; the 

age of onset; the severity; and the recency.  

 

5.4.2 Integrated findings: Key characteristics  

  Table 5.6 shows a summary of the key characteristics of self-harm, SA, DSH, and 

the distinguishing characteristics of SA and DSH, across the four domains (static, 

environmental, trait, current/state psychological).       
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Table 5.6 

The key characteristics of self-harm, SA, DSH, and the distinguishing characteristics of SA 

and DSH, in the static, trait, environmental and current/state psychological domains  

Studies   Static Trait  Environment  Current/state  

SH  Young age, violence in 

custody, history of 

psychiatric intervention 

Any PD, APD, 

BPD, 

psychopathy 

factors  

- Depressive Disorder, 

Anxiety Disorder, some 

types of illicit drug 

abuse, hopelessness, SI 

SA  Young age, Caucasian 

race, low education level, 

unemployment, prior 

conviction, violent crime, 

violence in custody, 

childhood  abuse, in care 

as child, psychiatric 

history, family history 

SA, negative life events,  

Any PD, APD, 

neuroticism, 

hostility, 

aggression 

Early in 

custody, on 

remand, 

suicide proof 

cell, being 

bullied, low 

social support 

Any psychiatric 

disorder, Depressive 

Disorder, Psychotic 

Disorder, comorbid 

disorder, any substance 

abuse disorder, Alcohol 

Abuse, SI, depression, 

hopelessness 

DSH Young age, being single, 

low educational level, 

childhood abuse, prior 

custody, violent crime, 

institutional misconduct  

BPD, aggression, 

hostility 

- Mood disorder, 

any substance abuse 

disorder, Drug Abuse 

Disorder  

Distingu

ishing  

Young age,  

institutional misconduct, 

childhood  physical 

abuse ↑DSH 

Psychopathy, 

impulsivity, 

aggression ↑DSH 

- Specific disorders (e.g. 

Depressive Disorder 

↑SA, Panic Disorder 

↑DSH) 

Abbreviations: SH = self-harm, SA = suicide attempts, DSH = deliberate self-harm, SI = 

suicide ideation, PD = personality disorder, BPD = borderline personality disorder  

 

As shown in Table 5.6 the studies on self-harm yielded three static, four trait and five 

current/state psychological characteristics which were highly associated with self-harm. The 

studies on SA yielded 12 static, five environmental, five trait and nine current/state 

psychological key characteristics.  The studies on DSH yielded seven static, three trait and 

three current/state psychological characteristics that were highly associated with DSH. The 
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studies on the distinguishing characteristics of SA and DSH yielded three static, three trait 

and two current/state psychological distinguishing characteristics of SA and DSH.   

  

The static domain: Young age was a key characteristic of self-harm (which might be 

accounted for by DSH), and SA (although more for the repetition of SA). It was not a key 

characteristic of DSH, although in studies on the distinguishing characteristics of SA and 

DSH it was more highly associated with DSH than SA. Caucasian race, low educational level 

and unemployment prior to custody were key characteristics related to SA. Results were 

mixed for Caucasian race and being single in relation to self-harm. Low educational level and 

being single, however, were key characteristics associated with DSH. Having children was 

seldom studied across study groups. No Australian study has examined whether being 

Aboriginal distinguished SA and DSH. The following socio-demographic characteristics, 

therefore, require consideration for inclusion in the current study: young age, Aboriginality, 

being single, having children, low educational level and unemployment.    

In a criminal population, the type of index offence and/or internal offences 

(institutional misconduct) may relate to SA and/or DSH.  In studies on self-harm, institutional 

misconduct, in particular violence towards staff, was a key characteristic, but not violent 

crime. Prior convictions, violent crime and institutional misconduct, however, were key 

characteristics of both SA and DSH and in one study, institutional misconduct was more 

highly associated with DSH than SA (Table 4.3, study 35). Violent crime did not distinguish 

SA and DSH (Table 4.3, study 22), however, and neither did prior convictions (Table 4.3, 

study 35).  Little was known about age of first offence and juvenile detention although these 

characteristics are known indicators of severity of offending history (Gendreau, 1996). The 

following criminal characteristics, therefore, require consideration for inclusion in the current 

study:  prior convictions, violent crime, institutional misconduct, age of first offending and 

juvenile detention.    

A history of childhood trauma, or family history of self-harm, were not key 

characteristics of self-harm due to the limited number of studies that examined them. A 

history of psychiatric intervention, however, was identified as a risk factor for self-harm and 

a cumulative number of life events was identified as a risk factor for SA (e.g., childhood 

abuse, a family history of SA, being in care as a child. A high number of negative life events 

and childhood sexual abuse were positively associated with the repetition of SA (Table 4.3, 

study 13). Childhood abuse was, therefore, a characteristic of both SA and DSH and, based 

on findings in one study, childhood physical abuse was more highly associated with DSH 
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than SA (Table 4.3, study 22). Closer examination is required of whether childhood abuse is a 

key characteristic of self-harm and whether childhood abuse characteristics distinguish SA 

and DSH.   

In summary, based on this integration of findings from across study groups, the 

following static characteristics are proposed for examination in the current study: age and 

Aboriginality; being single and having children; educational level and unemployment; a 

range of criminal characteristics (i.e., prior custody/convictions, age of first offending, 

juvenile detention, violent crime, institutional misconducts); childhood physical and sexual 

abuse.    

 

The environmental domain: Suicide in custody is likely to be determined by an 

interaction of individual and environmental vulnerabilities (Knoll, 2010; Liebling, 1995). No 

environmental characteristic, however, was confirmed as a key characteristic of self-harm 

despite evidence that favourable staff interactions, and not special placement, was reported    

as a risk factor in one study (Table 4.3, study 29). Early phases of custody, being on remand, 

suicide proof cell, being bullied and low levels of perceived social support were key 

characteristics of SA. There was no environmental characteristic, however, that was a key 

characteristic of DSH. In one study on the distinguishing characteristics of SA and DSH 

(Table 4.3, study 35), being on remand was not a distinguishing characteristic (Table 4.3, 

study 35).  No DSH study, or study on the distinguishing characteristics of SA and DSH, 

examined characteristics that were potentially protective (e.g., perceived social support, 

receiving visits from family/friends). This was despite the fact that social connections may be 

severed when an individual is admitted to custody and existing relationships threatened. 

 Few studies examined characteristics associated with higher levels of restricted 

custody. Specialised placement (e.g., segregated custody, protected custody, psychiatric 

placement, suicide observation cells) were not key characteristics of DSH (Table 4.3, study 

23).  Being an escape risk was seldom examined despite this characteristic being associated 

with higher levels of restricted custody. The environmental domain was particularly 

neglected across study groups.    

In summary, based on this integration of findings across study groups, the following 

environmental factors are proposed for examination in the current study: being on remand, on 

protection, being an escape risk; receiving visits from family/children; perceived social 

support.  
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The trait domain: The two personality disorders most commonly studied were APD 

and BPD. Any personality disorder, APD, BPD and aspects of psychopathy were key 

characteristics of self-harm. Among mentally disordered offenders, the majority of those with 

APD had comorbid APD/BPD (Table 4.3, study 24) but comorbid APD/BPD was not 

examined in any inmate study. Notwithstanding, any personality disorder and APD were key 

characteristics of SA and BPD was a key characteristic of DSH. Aspects of psychopathy were 

more highly associated with DSH than SA, but APD was not a distinguishing characteristic 

(Table 4.3, study 35). There was no study that examined BPD as a potentially distinguishing 

characteristic. Personality disorder characteristics such as APD, BPD, and comorbid 

APD/BPD, require further examination as key characteristics of self-harm, and as 

distinguishing characteristics.   

There were no personality or psychological trait characteristics that were identified as 

key characteristics of self-harm due to insufficient evidence. Neuroticism, aggression and 

hostility, however, were key characteristics of SA, and hostility and aggression key 

characteristics of DSH. In studies on the distinguishing characteristics of SA and DSH, 

impulsivity and aggression were more highly associated with DSH than SA. An inmate with 

DSH was described in one study as being more conspicuous, having psychopathic traits, 

impulsivity and unplanned acts of DSH (Table 4.3, study 35). These conclusions, however, 

were preliminary, as it was aggression, and not impulsivity, which was associated more with 

DSH than SA in another study with a larger sample size (Carli et al, 2010). Neuroticism, or 

any of the other big five personality factors, have seldom been examined in relation to self-

harm, DSH, or as a distinguishing characteristic of SA and DSH. Similarly, trait anger and 

anxiety have seldom been examined in relation to DSH, or as distinguishing characteristics of 

SA and DSH, despite the association of anger and anxiety as precedents to DSH. Further, 

anxiety sensitivity and experiential avoidance have not been examined in relation to self-

harm, DSH or as distinguishing characteristics of SA and DSH.  

In summary, based on this integration of findings across study groups, the following 

trait characteristics are proposed for examination in the current study: APD, BPD, comorbid 

APD/BPD; trait impulsivity, trait anxiety and trait anger; anxiety sensitivity and experiential 

avoidance; the big five personality factors.     

 

The current/state psychological domain: Several mental disorders (i.e., Depressive 

Disorder, Anxiety Disorder), any illicit substance abuse, hopelessness and SI were key 

characteristics of self-harm. No study on self-harm, however, examined the range of mental 
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disorders using a structured diagnostic tool.  Any psychiatric disorder, Depressive Disorder, 

Psychotic Disorder, Comorbid Disorder, Substance Abuse Disorder and Alcohol Abuse 

Disorder were key characteristics of SA. Similarly, mood disorder, Substance Abuse Disorder 

and Drug Abuse Disorder were key characteristics of DSH based on the small number of 

studies. Less was known about Anxiety Disorder in relation to SA and DSH.  Closer 

examination is required of the range of mental disorders in relation to self-harm, SA and 

DSH.   

In studies on the distinguishing characteristics of SA and DSH, Depressive Disorder 

was more highly associated with SA, and Panic Disorder with DSH, in community offenders, 

while in an inmate study, depression was more highly associated with SA than DSH. An 

inmate with SA was described who was older and suffered from depressive and hopeless 

thoughts (Table 4.3, study 35). This conclusion was preliminary, however, as depression did 

not distinguish SA and DSH in a subsequent study with a larger sample size (Table 4.3, study 

22).  Further psychotic Disorder did not distinguish SA and DSH (Table 4.3, study 35). 

Further research is required on whether Depressive Disorder, depression, Psychotic Disorder 

and the range of Anxiety Disorders distinguish SA and DSH.    

There are high levels of substance abuse in inmate populations and substance abuse 

may not, therefore, be a distinguishing characteristic. Based on the reviewed studies,   

however, any Substance Abuse Disorder was a key characteristic of SA and DSH. 

Specifically, Alcohol Abuse Disorder was a key characteristic of SA, and Drug Abuse 

Disorder was a key characteristic of DSH.  There was insufficient information, however, to 

identify whether Alcohol and/or Drug Abuse disorder distinguished SA and DSH. Despite 

markers of the severity of substance abuse being identified as risk factors for SA, no study 

examined methadone use as distinguishing characteristic. There needs to be closer 

examination of whether Alcohol Abuse Disorder, Drug Abuse Disorder and methadone use 

distinguish SA and DSH.    

State psychological characteristics were seldom examined in relation to self-harm.  SI, 

depression and hopelessness, however, were key characteristics of SA. There was, however, 

insufficient evidence on which to base conclusions about these characteristics in relation to 

DSH, although state anger preceded DSH in one study (Table 4.3, study 20).   While state 

hopelessness was more highly associated with SA than DSH in one study (Table 4.3, study 

35), there was no study that examined SI or state anger as a distinguishing characteristic. 

Although there have been studies that have examined hopelessness, due to insufficient 
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information, state anxiety, depression, anger and SI require closer examination as key 

characteristics of self-harm and/or as distinguishing characteristics of SA and DSH.     

In summary, based on this integration of the key findings across study groups, the 

following current/state psychological characteristics are proposed for examination in the 

current study as follows: a range of mental disorders (i.e., Depressive Disorder, Post-

traumatic Stress Disorder, Bulimia, Psychotic Disorder, Obsessive Compulsive Disorder, 

Panic Disorder, Generalized Anxiety Disorder, Social Phobia, Agoraphobia, Drug Abuse 

Disorder, Alcohol Abuse Disorder, Somatic Disorder, Hypochondriasis); current psychiatric 

medication, current methadone use; any psychiatric disorder;  state anxiety, state depression, 

state anger; SI.  

       

Summary 

In Chapter Five, the key findings from the studies on self-harm, SA, DSH and on the 

distinguishing characteristics of SA and DSH were critically reviewed. There was an analysis 

of the key findings on behavioural characteristics of self-harm, SA and DSH and the key 

characteristics of self-harm, SA, DSH and the distinguishing characteristics were identified. 

The quality and strength of evidence was strongest for studies on SA, and weakest for studies 

on DSH. Although the quality of evidence was higher in studies on the distinguishing 

characteristics of SA and DSH than in studies on DSH alone, there was only a handful of 

these. The integrated findings on the behavioural characteristics, the key characteristics of 

self-harm, SA and DSH and the distinguishing characteristics from across four domains (i.e., 

static, trait, environmental, current/state psychological) were identified. The review included 

analysis of the strength of the evidence based on the level of agreement across studies, 

number of studies and the methodological limitations. Based on the integrated findings, the 

characteristics to be examined in the current study were proposed.    

There were few studies on self-harm, and on SA, which included exploration or 

examination of a comprehensive range of factors from across the domains, with some 

domains being particularly neglected. There was insufficient information on whether 

childhood abuse was a key characteristic of self-harm, and the environmental domain was 

particularly neglected among those studies.  Additionally, while the studies on self-harm 

examined some current mental disorders, this has not been done comprehensively across the 

range of mental disorders, and few self-harm studies examined state psychological 

characteristics. In contrast, the key characteristics of SA were from the four domains, 

including environmental characteristics (e.g., social support). While the examination of socio-
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demographic, life event and current/state psychological factors was extensive in studies on 

SA, criminal factors and trait characteristics, such as personality disorder, required further 

examination.  In summary, there was more known about the risk factors for SA, than for self-

harm, although few studies examined a comprehensive range of characteristics from across 

all domains.       

This review showed that there was little known about the differences, if any, between 

SA and DSH in an inmate population, and little known about the key characteristics of DSH 

in inmates. There was some evidence that young age and institutional misconducts were more 

highly associated with DSH than SA, but the evidence was insufficient, or mixed, regarding 

whether violent crime distinguished SA and DSH. Of trait characteristics, however, there was 

a consistent finding that aggressive traits, and some aspects of psychopathy, were more 

highly associated with DSH than SA. There was limited examination, however, of a broad 

range of trait characteristics in relation to DSH, or the distinction of SA and DSH.   There 

was also limited examination of environmental characteristics, such as social support, which 

is potentially a protective factor.  

Of current/state psychological characteristics, there was evidence that Drug Abuse 

Disorder was a key characteristic of DSH, but not a distinguishing characteristic. There were 

insufficient studies that examined the range of mental disorders in relation to DSH, or the 

distinction of SA and DSH.  A particular gap was the lack of examination of the range of 

Anxiety disorders. There was evidence that depression and hopelessness were more highly 

associated with SA than DSH, but state anxiety or anger were seldom examined. Finally, 

across all studies, there was insufficient information on behavioural characteristics, other than 

the method, which is a significant gap in the literature, given the importance of these 

characteristics in the distinction of SA and DSH. In summary, DSH may be associated with 

more significant substance abuse and criminality than SA, but these characteristics require 

further consideration, along with a range of characteristics from across the key domains.  

 In Chapter Six the methods used in the current study will be described. This will be 

followed in Chapter Seven with an empirical analysis of the data in order to answer the 

research question ‘Do inmates with a history of self-harm differ from inmates with no history 

of self-harm?’ and ‘Which characteristics differentiate the self-harm group from the 

comparison group?  In Chapter Eight there will be an empirical analysis of the data in order 

to answer the question ‘Do the self-harm groups (i.e., co-existing SA/DSH, SA and DSH 

groups) differ from each other and from the comparison group?’    
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Chapter Six  

           Methods 

 

The preceding chapters (Chapters Four and Five) provided a review of the literature 

which related to offender SA and/or DSH (2003-2013). The literature review highlighted that 

there were more studies on SA and self-harm than on DSH, and that there was only a handful 

of studies on the distinguishing characteristics of SA and DSH. Further, there were more 

studies on characteristics and potential risk factors in the static and current/state 

psychological domains than in the trait and/or environmental domains. The key 

characteristics of self-harm, therefore, have not been confirmed across four key domains (i.e., 

static, trait, environmental and current/state psychological). Additionally, less is known about 

the characteristics associated with DSH than with SA across the four domains, or the 

distinguishing characteristics of SA and DSH. Further, little is known of the behavioural 

characteristics of SA and DSH.    

To address the identified gaps in the literature the following research questions were 

formulated:  

1. Do inmates with a history of self-harm differ from inmates without a history of 

self-harm?   

2. Do the self-harm subgroups (i.e., co-existing SA/DSH, SA and DSH groups) 

differ from each other and from the comparison group?  

 

In this Chapter Six the Methods used in subsequent empirical studies are described. 

 

6.1 Recruitment  

The current research was conducted in two large metropolitan correctional centres   

for male adult inmates managed by Corrective Services New South Wales (CSNSW).  These 

are maximum security centres which accommodate both remanded in custody and sentenced 

inmates. One of the correctional centres (site 1) is the main reception and remand centre in 

NSW, which admits more than 50% of all new receptions in the state (Hollera, 2007). This 

site has four pods/units and one unit for new arrivals. The other correctional centre (site 2) is 

a large correctional centre, primarily for sentenced inmates. It had some specialised 

accommodation units and some large wings for a transient population, both on remand and 

sentenced. At the time of the data collection, both correctional centres accommodated 

approximately 900 inmates.   
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As the key research objective was to profile male inmates with a history of SA or 

DSH, eligible inmates were recruited primarily via the Risk Intervention Team (RIT), which 

is the team that responds to a mandatory notification of suicide or self-harm risk across all 

correctional centres in NSW, Australia. This was because the focus of the study was on 

describing a self-harm population based on a comprehensive clinical assessment that included 

a semi-structured interview, although a smaller comparison group was also recruited. The 

recruitment of the comparison group was via welfare screening staff. More participants (77 vs 

10) were recruited from site 1 than site 2 as it was the state’s main reception centre and had a 

larger number of daily RIT notifications (Hollera, 2007).   

 

6.1.1 Eligibility 

In order to be considered for participation in the study the inmates had to meet eligibility 

criteria.    

 

A. Inmates were eligible to participate in the study if they were:  

(i) male inmates aged 18 years or older  

(ii) from all security classifications or currently unclassified  

(iii) from one of two maximum security settings 

(iv)  on remand (i.e. charged with an offence), sentenced (i.e. convicted of an offence), 

in breach of existing orders (parole conditions, domestic violence orders) 

(v)  on protection and/or an escape risk 

 

As it would be unethical and intrusive in the duty of care to recruit participants while they 

were in an acute state of distress (i.e., suicidal or non-suicidal), participants were recruited 

once they were outside the immediate acute risk of danger/harm. 

 

B. Inmates were ineligible to participate in the study if they were:  

(i) a current active risk of SA or DSH 

(ii)  a risk of violence to staff 

(iii) identified as having an active psychosis  

(iv)  identified as having an intellectual disability 

(v)  having a severe reaction to detoxification 

(vi)  accommodated in specialist accommodation units such as segregation units, 

specialist mental health facilities or detoxification units   
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6.1.2 Recruitment of the self-harm group   

The inmates with a previous history of SA and/or DSH (n=63) had been identified at 

risk of suicide or self-harm, according to the local RIT Protocol (RIT Protocol; Section 13.13 

Operations Procedures Manual). The RIT Protocol is a conjoint health and correctional 

suicide prevention policy for the mandatory notification of suicide and self-harm risk in all 

Correctional Centres in NSW. The RIT team consists of a Coordinator (a senior custodial 

officer), a Registered Nurse and an offender services and programs staff member such as a 

Psychologist. At site 1 there is a permanent RIT, due to the high volume of mandatory 

notifications, and this team has a position of a Mental Health Nurse, instead of a Registered 

Nurse, for the triage of the mentally ill at reception to custody. At site 2, the RIT forms in 

response to a mandatory notification.  

There are three possible reasons for the mandatory notification, and there is an 

additional policy for inmates who have been charged with a capital offence (e.g., murder) at 

site 1: 

   

(i)  the inmate has engaged in an act of SA or DSH 

(ii)  the inmate has threatened SA or DSH  

(iii) the inmate is assessed as at risk of SA or DSH (e.g., due to situational distress, 

mental health history, being aboriginal, being in custody for the first time, having 

a history of SA or DSH).   

    

The RIT Protocol requires that the identified inmates be kept safe until the 

multidisciplinary RIT team meets to conduct an assessment within 24 hours of the mandatory 

notification. The outcome of the RIT assessment is a RIT Management Plan that has a review 

date set. At the scheduled review, if the inmate is assessed as no longer at risk of suicide or 

DSH, there is a Discharge Plan formulated that includes referral for follow-up services (e.g., 

drug and alcohol counseling, psychological services).  

Inmates, who had been discharged by a RIT in the past six months, were referred for 

participation in the self-harm group if the RIT referrer assessed them as having (i) a history of 

SA or DSH and (ii) otherwise meeting eligibility criteria for participation in the study. The 

eligible inmates were referred by the RIT Coordinator at site 1 and by the Senior 

Psychologist at site 2. 
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6.1.3 Recruitment of the comparison group   

The inmates with no history of SA and/or DSH (n=24) were nominated for 

participation by the Senior Welfare Officer at site 1. Welfare Officers at site 1 are responsible 

for screening inmates at admission to custody for immediate health and welfare needs. The 

immediate needs include: domestic needs (e.g., making arrangements for children, animals); 

psychology referral (e.g., query depression); alcohol and other drug referral (e.g., 

detoxification); safety (e.g., may need protected custody).  

The comparison group inmates were referred after having been routinely screened at 

entry to custody. Other comparison group participants came via screening due to a local 

policy for inmates charged with a capital offence (i.e., murder) to be routinely assessed by the 

RIT, and so, having no history of SA and/or DSH, were also deemed eligible for the 

comparison group. As this is a difficult to access population, the comparison group was small 

due to the focus on profiling the self-harm group. To reflect this, the group was referred to as 

a ‘comparison’ and not a ‘control’ group as it was not stratified to match the self-harm group.   

Inmates, who met the eligibility criteria for the study, were referred for participation 

in the comparison group if the welfare referrer assessed that they (i) had no history of SA or 

DSH and (ii) otherwise met eligibility criteria for participation in the study.  

A combined sample size of 87 was estimated to be sufficient to identify a large effect 

size between the self harm and comparison group using a one Way Analysis of Variance 

(using G power 3 software) (Faul, Erdfelder, Lang, & Buchner, 2007). The sample of 87 (63 

in the self harm and 24 in the comparison group) slightly exceeds that number as the sample 

comprised all available consenting inmates at the participating centres. The size of the sample 

was, however, necessarily restricted by the accessibility of the population. In the absence of 

relevant prior studies and the difficulty in accessing inmates for the study, any a priori effect 

size estimate is necessarily speculative.   

 

    6.2. Participants 

The participants in the self-harm group (n=63) were divided into three mutually 

exclusive groups. Participants were placed in the SA group (n=13) if they responded 

positively to the question ‘Have you ever tried to kill yourself or attempted suicide?’  

Participants were placed in the DSH group (n=22) if they responded positively to any of the 

17 items on the DSHI (Gratz, 2001). Participants with co-existing SA/DSH were placed in 

the SA/DSH group (n=28). There were 24 participants in the comparison group who had no 

history of SA or DSH as measured by the questions above.  
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6.3 Procedure 

Participation in the study was voluntary and anonymous. Ethics approval was 

obtained from the University of Western Sydney Ethics Committee and the CSNSW Ethics 

Committee provided provisional approval requesting some small changes, followed by final 

approval (Appendices B, C). The clinical interviews were conducted by this author, an 

experienced Clinical and Forensic Psychologist. The author was not employed at either of the 

two research sites and had no prior knowledge of any study participants.  

To discuss recruitment procedures, the author made an initial visit to the two research 

sites to meet with the Manager Offender Services and Programs. The Manager Offender 

Services and Programs agreed to organize for the RIT Coordinator at site 1, and the Senior 

Psychologist at site 2, to prepare a list of eligible inmates who had a history of SA and/or 

DSH, and had been discharged by a RIT in the past six months. This list was provided for the 

author on the morning of the scheduled visits. Also, the Manager Offender Services and 

Programs  agreed to organise for the Senior Welfare Officer to prepare a list at site 1, when 

requested, of the eligible comparison group participants who were assessed as having no 

history of SA or DSH.  To enlist the support of custodial staff, the Manager Offender 

Services and Programs disseminated the research among custodial and non-custodial staff 

and negotiated security arrangements.  

The security arrangements for the author were the same as for all Offender Services 

and Programs staff working at both sites, as were the interview rooms. The access to eligible 

inmates was determined by the hours of operation in the designated staff interviewing areas 

that had to coincide with inmate ‘out of cell’ hours. Additionally, access to inmates on 

protection was an additional restriction at site 1, as protection inmates were permitted access 

to the designated staff interview area only in the afternoon and then only during scheduled 

times. Access was not such a problem at site 2 where the designated staff interview area was 

within the unit.  

The visits to site 2 occurred between 23
rd

 October and 13
th

 December, 2009. Of 12 

eligible inmates there were 11 who agreed to participate, one who did not agree and ten who 

completed the assessment. One assessment was incomplete as the interview was interrupted 

by a critical incident in the unit/wing. The visits to site 2, however, were discontinued 

because the slow rate of referrals. The break in data collection provided an opportunity for a 

review and adaptation of the Assessment Package before recommencing the study at site 1. 

Ethics Committee approval was sought and obtained for the changes to the Assessment 

Package.   
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The visits to site 1 occurred between 10
th

 January and 28
th

 February, 2011 (on average 

two days per week) and between 28
th

 February and 27th October, 2011 (on average one day 

per week).  On average there were 1-2 inmates who completed an interview each scheduled 

visit to the Centre. Although no inmate refused to participate, there were 65 eligible inmates 

who were not interviewed by the author for various reasons at site 1. In total there were 45 

recruitment visits to Site 1, but there was a ‘unit lock down’ on five of these days. The 

reasons for inmate unavailability were, otherwise, as follows: at court (e.g., video link court); 

at the clinic (e.g., medical appointment); on a visit (e.g., from legal, family); involved in an 

incident (e.g., act of violence); transferred to another facility.  

On days when the inmate was available, the custodial staff escorted the inmates to the 

interview area where they were provided with an Information Sheet (Appendix D) and had 

the opportunity to ask questions about the research prior to signing the Consent Form 

(Appendix E). The Information Sheet was at an appropriate level of literacy for the study 

population. The Consent Form confirmed that the inmate understood that the information 

provided was confidential unless they disclosed a current risk of SA or DSH, or reported a 

crime that had not previously been reported to police (including crimes against children). No 

financial incentives were offered but a perceived benefit may have been the time out of cell 

for the duration of the interview and the individual attention. Another motivation may have 

been intrinsic rewards as inmates wish to see system wide improvements in correctional 

responses to suicide and DSH risk. Inmates were informed that the interview would last 

approximately an hour and 20 minutes.  

The Assessment Package (Appendix F) was administered verbally, as inmates may 

have relatively low levels of literacy (Anderson, 2004). It took between 60 and 90 minutes to 

administer in one session. From a possible sample of 75 in the self-harm group, four 

participants declined and four withdrew, while three did not meet inclusion criteria. No 

participant declined or withdrew from the comparison group.  

If any indication of current suicide risk was detected during the interview, the author 

was required to report the incident. Debriefing was also embedded into the interview 

structure to ensure any distress was appropriately managed. At the end of the clinical 

assessment, the inmate was informed how the information provided would help inmates at 

risk of SA or DSH in the future. No study participant presented with any previously 

undetected risk of self-harm.   
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6.4 Measures  

The Assessment Package (Appendix F) consisted of (i) a semi-structured interview 

that included questions on demographic, social, childhood abuse and suicide attempt history, 

(ii) information was gathered from the Offender Integrated Management System (OIMS), the 

inmate’s electronic files, to complement the self-report data, (iii) structured diagnostic tests 

and psychometric scales.  

All questionnaires were administered sequentially after the semi-structured interview, 

with state and trait measures administered prior to the diagnostic tests. Additional measures 

(i.e., state and trait anger and the Big Five Personality factors) were added to the Assessment 

Package after the first ten interviews as earlier interviews had identified the importance of 

those variables.        

 

6.4.1 The semi-structured interview and OIMS information 

The semi-structured interview questionnaire consisted of a series of open ended 

questions about a number of static (e.g., socio-demographic, criminal and childhood abuse) 

and psychological characteristics (Appendix F) based on the reviewed literature. Information 

was extracted from OIMS to complement the self-report information and increase the 

reliability of the information gathered. The semi-structured interview included the following 

sections:  

  

Demographic information 

This section included information on age, name, country of birth, Aboriginality. This 

information was extracted from OIMS and checked with the participant for accuracy.  

 

Social characteristics  

This section included information on marital status, having children, the highest level 

of schooling attended and unemployment prior to custody. This information was based on 

self-report information that was more current and, therefore, more reliable than OIMS social 

characteristic information.    

The subcategories for marital status and education level were described in the initial 

profile in Chapter Seven (Tables 7.1-7.5) although the subcategories were later combined to 

derive the dichotomous variables for the group comparisons. The three marital status 

characteristics were currently married, single and ‘other’. The four education level attended 

characteristics were Year 7 or 8, Year 9 or 10, Year 11 or 12 and ‘other’. The dichotomous 
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variables were as follows: ‘single’ (yes/no); low educational level’ (i.e., below year 9 or 10) 

for the group comparisons.   

 

Criminal characteristics 

This section included information on being on remand/sentenced, current offence, 

prior admissions to custody, previous sentences, having been detained as a juvenile, age of 

first offending, institutional misconducts. This information was extracted from OIMS as this 

information was externally validated information (i.e., from court records) and more reliable 

than self-report. Being detained as a juvenile, however, and age of first offending, were based 

on self-report as this information was not available on OIMS.     

The offence characteristics were extracted from OIMS and based on the Australian 

Standard Offence Classification, which classifies the index (most serious) offence as the one 

that received the longest sentence (Corben, 2011). There were eight offence characteristics 

after public order and traffic offences were collapsed into a ‘miscellaneous’ category. The 

eight offence characteristics were: assault; property; robbery; offences against justice 

procedures; homicide and attempt homicide; illicit drug offences; sexual assault and related 

offences; miscellaneous. For the purposes of the group comparisons, only the violent offence 

category was used. The violent offence category was a composite of a range of offences (i.e., 

aggravated robbery, extortion, homicide, assault), based on the Australian classification 

system.   

 

Environmental characteristics 

This section included information on being on protection, having an escape history, 

visits by children (last 12 months), visits from family member (last 12 months). This 

information was extracted from OIMS as this information was externally validated. 

Receiving visits from family/children was based on verification of these visits in the past 12 

months.   

 

Current psychological characteristics 

This section included information on current methadone (last month), current 

psychotropic medication (last month), self-report psychiatric diagnosis (last 12 months) and   

OIMS psychiatric diagnosis (last 12 months). The OIMS information on psychiatric diagnosis 

is inconsistent, and only available on the alert screen, and the information on psychiatric 

medication lacking. Due to these limitations, self-report psychiatric diagnosis information 
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and psychiatric medication information was gathered at the semi-structured interview. 

Information on psychiatric diagnosis (OIMS) and current methadone use, however, was 

extracted from alert screens on OIMS. Alert screens in OIMS also provided information on 

risk of violence to staff and/or escape risk.   

The current OIMS diagnosis, self-report diagnosis and current psychiatric medication 

information were for inclusion in an initial profile of participants in Chapter Seven. The 

diagnostic categories were based on eight diagnostic groupings (i.e., no diagnosis, affective 

disorder, drug abuse, substance induced psychosis, bipolar disorder, anxiety disorder, alcohol 

abuse and other). The type of psychiatric medication (last month) was classified into five 

medication types (i.e., no medication, antidepressant, antipsychotic, mood-stabiliser and 

anxiolytic medication). The dichotomous variables that were included in the group 

comparisons were current OIMS diagnosis (yes/no) and current psychiatric medication 

(yes/no).   

 

Suicide attempt characteristics  

The final section of the semi-structured interview asked about lifetime history of 

suicide attempts (as below) and included questions about frequency, recency and the method, 

trigger and severity of the ‘worst case’ SA. The severity rating (mild, moderate, severe, 

interrupted) was according to wound care-related criteria as discussed in Chapter Two (page 

36).  

 

6.4.2 The structured assessment 

 

Childhood physical and sexual abuse  

The questions “Did you have any unwanted sexual experience under the age of 17?” 

and “Did you directly experience physical violence under the age of 17 (excluding 

schoolyard bullying)?” were asked. These items were scored yes/no. Screening items for 

childhood abuse have good validity and a small number of questions for specific childhood 

abuse may maximise specificity, in cross-sectional research, in the absence of longitudinal 

studies (Swogger et al., 2011). 

 

A single suicide attempt question 

The question “Have you ever tried to kill yourself or attempted suicide?” was asked. 

This item was scored yes/no and has good test-retest reliability (Conner, Britton, Sworts, & 
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Joiner, 2007). The item is a modification of the suicide attempt question from a National 

Comorbidity Survey (Nock & Kessler, 2006).  

If the response to lifetime SA was positive, there were further questions asked about 

the age of the first SA, how many times (i.e., frequency) and the recency of the incident. 

There were also three questions about the ‘worst case’ SA, namely, ‘What was the method of 

the “worst case” SA?’, ‘What was the trigger?’ and ‘What was the severity, if you were not 

interrupted?’  

 

Deliberate self-harm  

The Deliberate Self-Harm Inventory (DSHI; Gratz, 2001) is a 17-item behaviourally 

based, self-report questionnaire with endorsement of any item indicating DSH history. The 16 

methods in the DSHI are comprehensive of DSH methods and there is a category for ‘other’ 

(e.g., self-insertion). The DSHI asks participants whether, and how often, they have engaged 

in a variety of behaviours ‘intentionally, but not intending to kill yourself’ (Gratz, 2001). Test 

administration requires that responses to item 17 (i.e., the ‘other’ category), if affirmative, has 

to be for a behaviour consistent with the conceptual definition of self-harm (Gratz, 2001). 

Two methods of DSH were not endorsed in the initial testing of the inventory (i.e., dripping 

acid, using bleach or oven cleaner), however, they were retained by Gratz (2001).   

There is a requirement in the DSHI for tissue damage across methods of DSH. In self-

cutting it is ‘to the extent there was blood’.  In head banging it is ‘to the extent there was a 

bruise’.  There are questions in the DSHI on the age of first, frequency, recency and severity 

by method of DSH. The question about severity is a dichotomous (yes/no) question based on 

medical attention provided (i.e. hospitalisation/no hospitalisation).   

The DSHI has good internal consistency ( = 0.82) and adequate validity (Chapman 

et al., 2006). The DSHI is one of the few reliable and valid measures of DSH (Fliege et al., 

2006).    

 

Anxiety and depression  

The Hospital Anxiety and Depression Scale (HADS; Snaith & Zigmond, 1994) is a 

present state instrument that consists of 14 self-report items. It is brief and without somatic 

items, which is important given the study population has a high physical and mental health 

problems comorbidity. In the HADS, anxiety refers to a state of generalised anxiety, and 

depression is focused, although not entirely, upon the state of loss of interest and diminished 
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pleasure (Snaith & Zigmond, 1994). Each item was rated on a 4-point scale and summed to 

provide an anxiety and depression score (possible range 0-21) with scores of 11 and over 

indicative of probable depression/anxiety. 

The HADS has been well validated across a range of populations with good internal 

consistency for both anxiety ( = 0.83) and depression ( = 0.82) (Bjelland, Dahl, Haug, & 

Neckelmann, 2002).  

 

Trait anxiety  

Trait anxiety was assessed using 20-items of the 40-item State-Trait Anxiety 

Inventory, Form Y (STAI; Speilberger, 1983), which provided a measure of how people 

generally feel. Trait anxiety refers to relatively stable individual differences in anxiety-

proneness, that is, to differences between people in the tendency to perceive stressful 

situations as dangerous or threatening, and to respond to such situations with elevations in the 

intensity of their state anxiety reactions (Speilberger, 1983). The items are rated on a 4-point 

scale ranging from 0 (‘almost never’) to 4 (‘almost always’) and summed, taking into account 

the nine reverse scored items, to provide a trait anxiety score (possible range 20-80), with 

higher scores indicative of greater anxiety. 

Normative data for Form Y were available for working adults and the mean score for 

males on Trait Anxiety was 34.89 (SD 9.19). The Australian norm (for males and females) 

was 33.16 (SD= 11.69) (Crawford, Cayley, Lovibond, Wilson, & Hartley, 2011). Normative 

data was not available for an inmate or forensic population.   

The STAI has high internal consistency (and good validity (Speilberger & 

Vagg, 1984).  

 

Anxiety Sensitivity  

The Anxiety Sensitivity Index (ASI; Reiss et al., 1986) is a 16-item self-report 

measure of anxiety sensitivity. Participants are asked to rate on a 5-point Likert scale (0=very 

little to 4= very much) the degree to which they fear negative consequences stemming from 

anxiety symptoms (Reiss et al., 1986). Responses to each item are summed (range 0-64) 

(Reiss et al., 1986). The ASI is hierarchical in structure with one higher order structure and 

three sub-factors (i.e. physical, cognitive and social concerns) (Zinbarg, Barlow, & Brown, 

1997).  
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The ASI has good internal consistency (0.81-0.91 and good validity, for example 

it is distinct from trait anxiety (Reiss et al., 1986).  

 

Experiential avoidance   

Experiential avoidance was assessed by the Acceptance and Action Questionnaire 

(AAQ; Hayes et al., 2004). The AAQ is a self-report measure that assesses experiential 

avoidance or the tendency to avoid unwanted internal experiences utilising a 7-point Likert-

type scale ranging from 1 (‘never true’) to 7 (‘always true’). Higher scores on the AAQ 

indicate more avoidance while lower scores indicate more acceptance. The AAQ is 

significantly associated with measures tapping specific, narrowly defined forms of coping 

(e.g. thought suppression, dissociation, post-traumatic avoidance) (Hayes et al., 2004). 

Different versions of the AAQ have been developed including an original 16 item 

self-report scale, a nine and a seven item AAQ (Bond et al., 2011). The correlations between 

the seven and nine item AAQ scales are high and all items in the seven item scale are in the 

nine item scale (Bond et al., 2011). Although the 9-item version of the scale was 

recommended for use at the time of the current study, the problem with the scale was the 

internal consistency was often only satisfactory (0.70), and test-re-test reliability was 

0.64 over 4 months (Bond et al., 2011). A 10-item AAQ-II has now been recommended for 

use with improved psychometric properties (Bond et al., 2011).   

In the current study, only the items which together had the highest internal 

consistency were used, due to the reported instability of the reliability coefficients. These five 

items were added together, including one item that was reverse scored (item 1), to provide a 

measure of experiential avoidance. The five items were : (1) I am able to take action on a 

problem even if I am uncertain what is the right thing to do; (2) I often catch myself 

daydreaming about things I’ve done and what I would do differently next time; (3) When I 

feel depressed or anxious, I am unable to take care of my responsibilities; (4) When I 

compare myself to other people, it seems that most of them are handling their lives better 

than I do; (5) Anxiety is bad.  

 

Impulsivity  

The Barratt Impulsivity Scale (BIS-II; Patton & Stanford, 1995) is a 30-item self-

report questionnaire designed to measure levels of impulsivity. All items on the BIS-II are 

rated on a 4-point scale (1 = rarely/never) to 4 (almost always/always) and summed to create 
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a total score, including the 11 reverse scored items (possible range 1-120). A score of 72 

signifies high impulsivity (Stanford et al., 2009). The BIS-11 score is subdivided into three 

sub-scales: attentional impulsivity (e.g., making quick decisions), motor impulsivity (e.g., 

acting without thing) and non-planning impulsivity (e.g., lack of forethought) (Patton & 

Stanford, 1995).  

The BIS-II has good internal consistency ( = 0.79-0.83) for various populations 

including inmate populations  (Patton & Stanford, 1995).  

 

Anger  

The State-Trait Anger Expression Inventory-2 (STAXI-2; Speilberger, 1999), is a 57-

item self-report scale measuring the experience, expression and control of anger. All 57 items 

are rated on a 4-point scale, ranging from 1 (almost never) to 4 (almost always) and summed 

to yield a state anger and trait anger score. Fifteen items are summed for state anger (possible 

range 15-60) and 10 items for trait anger (possible range 10-40). State anger is an emotional 

state or condition marked by feelings that vary from mild irritation to annoyance, fury and 

rage, while Trait Anger is the disposition to perceive a range of situations as annoying, and a 

tendency to respond to these with elevated state anger (Speilberger, 1999).  

The STAXI-2 has two anger expression sub-scales (anger expression-in, anger 

expression-out), and two anger control sub-scales (anger control-in, anger control-out) that 

form the Anger Expression Index score. Each of the anger expression and control sub-scales 

consist of eight items (possible range 8-28 respectively). The Anger Expression Index is 

calculated by adding the anger expression in and out scores, and subtracting anger control 

(i.e., the anger control in and out sub-scale scores), from the total expression score, and 

adding 48 (Speilberger, 1999).  

High Anger Expression Index scores are indicative of angry feelings that may be 

suppressed or expressed in aggressive behaviour or both (Speilberger, 1999). High anger 

expression out scores indicate aggressive behaviour directed towards other persons or objects, 

and high anger expression in scores indicate the frequent experience of angry feelings, but the 

tendency to suppress rather than express angry feelings (Speilberger, 1999).  High anger 

control out scores indicate a tendency to expend a lot of energy in monitoring and preventing 

the outward expression of anger, and high anger control in scores indicate the tendency to 

expend a lot of energy in calming down and reducing anger (Speilberger, 1999).   
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Good internal consistencies ( = 0.73- 0.95) and validity was reported (Speilberger, 

1999).  

 

Personality traits   

The Neuroticism, Extraversion, Openness-Five Factor Inventory (NEO-FFI-3; 

McCrae & Costa Jr, 2010) is a 60-item abbreviated version of the NEO-PL-3 and provided a 

brief, comprehensive measure of the five domains of personality (e.g. neuroticism, 

extraversion, openness, agreeableness and conscientiousness).  Each item is rated on a 5-

point scale from ‘strongly agree’ to ‘strongly disagree’, and summed to yield five factor 

scores, taking into account the 23 reverse scored items (possible range 0-48 for each factor 

with higher scores indicating higher levels of the trait). The NEO-FFI-3 provides a quick, 

reliable and accurate measure of the global information on five personality factors and has 

been widely used in research (McCrae & Costa Jr, 2007). 

Good internal consistency ( = 0.74-0.89) and good validity was reported (McCrae & 

Costa Jr, 2007).  

 

Psychiatric disorder (Axis 1) 

 The Psychiatric Diagnostic Screening Questionnaire (PDSQ; Zimmerman, 2002)  is a 

125-item (yes/no) self-report measure to screen for the Axis 1 disorders most commonly 

encountered in medical and outpatient mental health settings (Zimmerman, 2002). It has 13 

sub-scales, representing 13 current psychiatric disorders, each with its own cut off score, 

reported separately. The observation period for two disorders (Depressive Disorder and Post-

traumatic Stress Disorder) was the past two weeks and for the other 11 disorders it was the 

past six months (Zimmerman, 2002). Question 19, which reads ‘Did you have thoughts of 

suicide although you would not really do it?’ provided a measure of SI.   

The sub-scale scores are combined to produce a standardised global psychopathology 

score with total scores between 40-60 indicative of an average number of psychiatric 

symptoms in psychiatric outpatients (Zimmerman, 2002). The PDSQ global psychopathology 

score, and not individual PDSQ sub-scale scores, was used in the multivariate analysis in the 

current study. The information on the comorbidity of disorder was used in the initial profiling 

of participants in Chapter Seven based on four comorbidity categories (i.e., no comorbid 

disorder, 1-3 comorbid disorders, 4-plus comorbid disorders, 7-plus disorders).   
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Internal consistency was reported as greater than  = 0.80 for most sub-scales except 

for psychosis and somatisation (Zimmerman & Mattia, 2001).  

 

Borderline and antisocial personality disorder  

Two cluster B personality disorders (BPD and APD) were assessed using the   

Structured Clinical Interview for DSM-IV-R Axis II disorders (SCID-II; First, Gibbon, 

Spitzer, Williams, & Benjamin, 1997). The SCID-II Personality Questionnaire (SCID-11-PQ) 

was used to flag areas of inquiry during the interview, and items rated ‘true’ on the SCID-11-

PQ, which related to the two personality disorders being assessed, were queried to confirm 

the response. These items are scored on a 4-point scale (0-3) with scores of 2 or 3 supporting 

yes, including the items relating to self-harm, to determine whether the overall score is above 

the cut off for BPD and/or APD. There are 13 items in the BPD module and 22 items in the 

APD module (including the 15 conduct disorder items).  

Internal consistency was reported as ranging  = 0.57 to 0.90 (Weizmann-Henelius, 

2006).  

 

Social support  

The Oslo-3 Support Scale (Melzter, 2003) provided a measure of perceived social 

support and consists of three items.  The scores on the three items (rated on 4-5 point scales) 

are summed to obtain a total score (possible range 0 to 12). Higher scores reflect greater 

levels of social support and are protective for mental health (Korkeila et al., 2003).  

There were 12 items included in the original measure of social support and the 

remaining three items were those most significantly related to the mental health measure, one 

item being a neighborhood factor, and the other two being a family/friend factor (Melzter, 

2003). 

The instrument has high feasibility although internal consistency is only adequate 

(Melzter, 2003).  

 

6.5 Statistical analyses 

All semi-structured interview and OIMS generated information was coded by the 

author (Appendix G), and together with the psychometric and structured diagnostic 

assessment information, entered into a data file created with the Statistical Program for the 
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Social Sciences (SPSS) Version 19.  All analyses were conducted with SPSS software 

version 19 for windows (SPSS IBM Inc.). 

The aim of the first empirical analysis was to explore differences between the self-

harm and comparison group (Chapter Seven). Chi-square tests were used on all categorical 

variables, including PDSQ psychiatric disorders, and the three personality disorder variables. 

The Fisher’s exact test (i.e., FET) was used where there were low numbers per cell.  

Independent t-tests were conducted on continuous variables. Due to the large number of 

characteristics being explored, a Bonferroni correction was applied post hoc, with the 

significance level of p<0.05, divided by the number of variables, as is customary.  All 

statistical tests were two tailed. Effect sizes were reported in terms of Cohen’s d with a d of 

0.2 indicating a small relationship, a d of 0.4 indicating a moderate relationship and a d of 0.8 

indicating a strong relationship with the precaution, prior to interpretation of results, that 

these cut-points are arbitrary (Cohen, 1977).   

A hierarchical logistic regression was used to examine predictors of the dichotomous 

variable (self-harm vs non self-harm) as it has the capacity to analyze a mix of nominal, 

discrete and continuous variables (Tabachnick & Fidell, 2007, p. 441).  Because of the large 

number of variables, and the fact that there was some overlap between some of the measures 

(e.g., depression), the decision to include variables in the analysis was based on a stringent 

p<0.01 significance level due to the large number of variables significant at the p<0.05 level. 

Following this, the significant variables from the comparison of the two groups were tested 

using collinearity diagnostics in multiple regression. Variables were removed due to low 

tolerance (i.e. <2.0), or least significance (rounded up to or above p = 0.80). The variables 

that remained were entered into the hierarchical logistic regression in three blocks.  The 

statistical requirement for at least ten predictors per variable was relaxed to five, which is 

acceptable in exploratory studies such as this one, and with an understanding that 

generalisation is not applicable without further investigation (Vittinghoff & McCulloch, 

2007).   

A Receiver Operating Characteristic Curve (ROC curve) provided information about 

the accuracy of the measures in differentiating the self-harm group from the comparison 

group. The Area Under the Curve (AUC) provided a single measure of the average predictive 

efficiency of the measures with an AUC greater the 0.9 indicating high accuracy in 

classification (Akobeng, 2007). As the AUC only provides an average measure, the ability of 

the measures to correctly identify self-harm (i.e., sensitivity), and no self-harm (i.e., 

specificity), at the 0.8 decision threshold was, therefore, calculated. High sensitivity in the 
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trade-off between sensitivity and specificity is preferred in the case of serious health concerns 

(Kumar & Indrayan, 2011).  

The aim of the second empirical analysis was to explore differences among the self-

harm groups and with the comparison group (Chapter Eight). The four groups (i.e. SA, DSH, 

co-existing SA/DSH and comparison group) were compared on the same characteristics as 

the self-harm and comparison group except there were two childhood abuse categories (i.e.,  

childhood physical abuse, childhood sexual abuse). Chi square tests were applied to all 

categorical characteristics, including PDSQ psychiatric disorders, and the three personality 

disorder characteristics. As above, the Fisher’s exact test (i.e., FET) was used under 

circumstances where numbers per cell were too low to permit Chi-square analyses. A one-

way analysis of variance was used to explore group differences on continuous variables such 

as all trait and current/state psychological characteristics, including personality 

characteristics, and age/social support (Chapter Eight). Partial eta squared was calculated and 

the effect size was considered large if the observed power was 0.8 or higher. All statistical 

tests were two tailed. The results at both the p<0.01 level and the p<0.05 level were reported 

but identified as being the most significant if at the p<0.01 level.  

The aim of the third empirical analysis was to profile the behavioural characteristics 

of SA and DSH (Chapter Nine). Means and standard deviations were calculated for a range of 

behavioural characteristics (e.g., method, age of first, frequency, severity, recency) of SA and 

DSH. The recency characteristics were grouped according to two subcategories (e.g., last 

three months, last 12 months). Six vignettes were selected to profile the behavioural 

differences between the self-harm groups. The participant scores on various inventories were 

compared with general population and/or psychiatric norms as there were no inmate norms. 

Prescribed cut points were used to categorise the participants into groupings based on the 

scale’s interpretation as per the following:   

(i) The global psychopathology score was interpreted, using the scale’s standardised T 

score, based on an average score for psychiatric outpatients (score range 40T to 60T) 

(Zimmerman & Mattia, 2001).  

(ii) The state anxiety and depression scores were interpreted according to the scale’s 

ratings: mild (score range = 8-10); moderate (score range = 11-14); severe (score range =15 

to 21) (Snaith & Zigmond, 1994).  

(iii) The cut-points for social support were as follows: low (score range = 3-8); 

moderate (score range = 9-11); strong (score range 12-14) (Melzter, 2003).   



147 

 

(iv) Trait  anxiety scores were interpreted in terms of the average score for working 

adults (M=34.89) (Speilberger, 1983).  

(v) The cut-point for high impulsivity was 70.0 (Patton & Stanford, 1995).  

(vi) The average score for adult men on state anger was 19.25. The average score for 

adult men for trait anger was 18.40 and for psychiatric patients it was 22.71 (Speilberger, 

1999). The average score for adult men on the Anger Expression Index was 33.68 and for 

psychiatric patients it was 39.58 (Speilberger, 1999).  

(vii) The scores on both the Anxiety Sensitivity Index and the Acceptance and Action 

Questionnaire (i.e. experiential avoidance) were not interpreted, as there is no normative data. 

Similarly, the scores on the NEO-FFI-3 were not interpreted, as this scale is used primarily 

for research, not clinical profiling.   

    

 6.6 Overview of characteristics included in empirical studies  

 In Chapter Seven, participants were initially profiled on some static (i.e., marital 

status, educational level, type of offence, childhood sexual and physical abuse) and 

current/state psychological characteristics (i.e., current psychiatric medication, OIMS 

diagnosis, self-report diagnosis, comorbidities). These characteristics were then collapsed to 

yield six dichotomous variables for the comparison of the self-harm and comparison groups 

(i.e., single status, early school leaving, violent offence, any psychiatric medication, any 

OIMS diagnosis, childhood abuse).   

There were 62-64 characteristics identified for group analysis and these were grouped 

according to four domains (static, trait, environmental and current/state psychological) 

consistent with the framework adopted from the Diathesis Stress Model (DSM) and applied 

in the current study.  There were 16 static factors, 21 trait factors, 6 environmental factors 

and 21 current/state psychological factors as follows:    

 

Static domain:  Age, country of birth, Aboriginality, being single, has children, early 

school leaving, unemployment, prior admissions to custody, previous sentences, age of first 

offence, detained as a juvenile, violent offence, institutional misconducts, childhood sexual 

abuse, childhood physical abuse, childhood abuse (childhood sexual and physical abuse 

combined).    

 

Trait domain: APD, BPD, comorbid APD/BPD, the five personality factors 

(neuroticism, extraversion, openness, conscientiousness and agreeableness), trait anxiety, 
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anxiety sensitivity, experiential avoidance, trait impulsivity (a measure of attentional 

impulsivity, motor impulsivity, nonplanning impulsivity), trait anger, the Anger Expression 

Index (a global measure of anger expression out, anger expression in, anger control out and 

anger control in). 

  

Environmental domain: The 6 environmental characteristics were three risk 

characteristics (on remand, on protection, on an escape list) and three protective 

characteristics (receiving visits from children, from family and social support).  

 

Current/state psychological domain: 13 PDSQ psychiatric disorders (Depressive 

Disorder, Post-traumatic Stress Disorder, Bulimia, Panic Disorder, Psychotic Disorder, 

Generalised Anxiety Disorder, Obsessive Compulsive Disorder, Social Phobia, Agoraphobia, 

Alcohol Abuse/dependence, Drug Abuse/dependence, Somatic Disorder, Hypochondriasis), 

suicide ideation, current methadone, current psychotropic medication, OIMS diagnosis, state 

anxiety, state depression, state anger and global psychopathology.            

 

6.6.1 Chapter Seven (the comparison of the two groups) 

In the first empirical analysis the broad research question ‘Do inmates with a history 

of self-harm differ from inmates with no history of self-harm?’ is addressed by the comparing 

the self-harm (n=63) and comparison group (n=24) on 62/64 characteristics. Childhood abuse 

is a category that refers to a history of both childhood sexual and physical abuse to address a 

gap in the reviewed literature on self-harm (Chapter Five).      

To address the research question ‘which characteristics differentiate the self-harm 

group from the comparison group?’ a hierarchical logistic regression analysis was 

undertaken. To reduce double counting, only the full scale, and not sub-scales, were used for 

the Anger Expression Index, trait impulsivity and global psychopathology. Comorbid 

APD/BPD was also excluded to avoid double counting of APD and BPD. Of the 62 

characteristics, 40/62 characteristics were included in the final analysis of the key 

characteristics positively associated with self-harm (Figure 6.1).  
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Figure 6.1  

The 40 characteristics included in the analysis of the key predictors of self-harm  

 

6.6.2 Chapter Eight (the comparison of the four groups) 

In the second empirical analysis the broad research question ‘Do the self-harm 

subgroups (i.e., co-existing SA/DSH, SA and DSH groups) differ from each other and from 

the comparison group?’ is addressed. Participants in the co-existing SA/DSH (n=28), SA 

(n=13), DSH (n=22) and the comparison (n=24) groups are compared on 63/64 

characteristics. The two childhood abuse characteristics are examined separately in this 

analysis, to address a gap in the reviewed literature on the distinguishing characteristics of 

SA and DSH.    

The four groups (SA, DSH, SA/DSH and comparison) are compared on 63/64 

characteristics from across the four domains (static, trait, environmental and current/state 

psychological) (Figure 6.2).   

 

 

Figure 6.2  

The comparison of the four groups on 63 characteristics across the four domains  

Distal -static 

Age, born in Australia, Aboriginal, 

has children, single status, early 

school leaving, unemployment prior 

to custody, age of first offence, prior 

admissions to custody, previous 

sentences, detained as a juvenile, 

violent offence, institutional 

misconducts, childhood abuse 

Proximal – environmental 

On remand, on protection, escape 

risk, visits from family, visits from 

children, social support  

Distal – trait  

Trait anxiety, anxiety sensitivity, trait 

impulsivity, experiential avoidance, 

trait anger, Anger Expression Index, 

neuroticism, extraversion, openness, 

agreeableness, conscientiousness, 

APD, BPD  

Proximal- current psychological 

State anxiety, state depression, state 

anger, global psychopathology, 

suicide ideation, current methadone, 

current psychotropic medication 
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6.6.3 Chapter Nine (the behavioural profile) 

 In the third empirical analysis, descriptive statistics of the behavioural characteristics 

of SA and DSH are presented. The SA characteristics are based on responses to a single 

question in the semi-structured interview. The DSH characteristics are based on responses to 

the DSHI (DSHI; Gratz, 2001), an empirically validated measure of DSH. The characteristics 

included in the behavioural profile are to address gaps in the reviewed literature on 

behavioural characteristics of SA and DSH and are shown in Figure 6.3.   

 

Figure 6.3  

The suicide attempt and deliberate self-harm behavioural characteristics  

  

Static 

Age, born in Australia, Aboriginal, 

has children, single status, early 

school leaving, unemployment prior 

to custody, age of first offence, prior 

admissions to custody, previous 

sentences, detained as a juvenile, 

violent offence, institutional 

misconducts,  childhood sexual 

abuse, childhood physical abuse 

Environmental 

On remand, on protection, escape 

risk, visits from family, visits from 

children, social support  

Trait  

Trait anxiety, anxiety sensitivity, 

experiential avoidance, trait 

impulsivity, attention impulsivity, 

motor impulsivity, nonplanning 

impulsivity, trait anger, Anger 

Expression Index, anger expression 

out, anger expression in, anger 

control out, anger control in, 

neuroticism, extraversion, openness, 

agreeableness, conscientiousness  

Current/state  

State anxiety, state depression, state 

anger, global psychopathology,13 

psychiatric disorders, suicide 

ideation, current methadone, current 

psychiatric medication, OIMS 

diagnosis, APD, BPD, comorbid 

APD/BPD 

Suicide attempts 

Frequency, age of first, recency and 

method, severity and trigger of ‘worst 

case’  

Deliberate self-harm 

Method and frequency, age of first, 

severity and recency by method of 

DSH 
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Summary 

 

 In Chapter Six, the methods used to profile the participants and address the research 

questions were described. The recruitment, participants, procedures, tools and statistical tests 

used were detailed. As the focus of the empirical studies was to profile a male inmate 

population with a history of SA or DSH, the majority of participants were recruited via the 

Risk Intervention Team (RIT) across two research sites. The comparison group was primarily 

recruited via Welfare referral and only at Site 1. The ‘comparison’ group was thus referrer 

selected and not a ‘control’ group selected/matched by the researcher. There were 87 

participants, 77 from site 1 and 10 from site 2. The eligible participants, who had been 

assessed by the referrer as having a history of SA and/or DSH, and who had been discharged 

from a RIT, were placed in the self-harm group, and the eligible participants, who were 

assessed by the referrer as having no history of SA or DSH, were placed in the comparison 

group. The self-harm group participants were allocated to three self-harm groups, an SA 

group, DSH group or a co-existing SA/DSH group based on their responses to an SA 

question in the semi-structured interview and/or administration of the DSHI (Gratz, 2001). 

A clinical assessment was conducted that included semi-structured and structured 

components and an electronic file review which is more reliable than either component 

separately. The study was a cross-sectional design, which is more reliable than descriptive 

studies without a comparison group. The reliability of the findings was increased by 

externally corroborated information from the electronic files and from the use of empirically 

validated tools. Also, the use of various instruments to assess similar constructs allowed the 

findings to be cross-checked.  

An overview of the empirical chapters was provided to identify the characteristics 

included in Chapter Seven (comparison of the two groups and analysis of key predictors), 

Chapter Eight (the comparison of the four groups) and Chapter Nine (the behavioural 

profile). 
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Chapter Seven         

Profiling male inmate suicide attempts and deliberate self- harm: 

     a comparison of two groups across four domains 

             

The focus of Chapter Six was to provide an overview of the methods used in the 

current study to profile male inmates with a history of self-harm (i.e., SA and/or DSH). 

Chapter Seven provides the first empirical analysis of the data and is the first of three 

empirical chapters. Firstly, there is an overview of the methods used that are specific to this 

empirical analysis in regard the initial profile of participants on some static and current/state 

psychological characteristics, followed by an overview of the methods used to compare the 

two groups (i.e., self-harm and comparison). The first research question ‘Do inmates with a 

history of self-harm differ from inmates with no history of self-harm?  is addressed by 

comparing the self-harm and comparison group on 62/64 characteristics from across the four 

domains (i.e., static, trait, environmental and current/state psychological). The second 

research question ‘which characteristics differentiate the self-harm group from the 

comparison group?’ is addressed by conducting a hierarchical logistic regression analysis to 

determine the key predictors of self-harm.    

 

The aims of the current chapter are to: 

(1) provide an initial profile of participants on some static and current/state 

psychological characteristics  

(2) compare the self-harm and comparison group on 62/64 characteristics from across 

four domains (i.e., static, environmental, trait and current/state psychological) 

(3) examine which characteristics differentiate the self-harm group from the 

comparison group  

  

7.1 Methods in the comparison of the two groups 

In the previous Methods section the clinical assessment conducted in the current study 

was described (Chapter Six). The clinical assessment consisted of a semi-structured 

interview, extraction of OIMS data and administration of empirically validated tools to gather 

information on 64 characteristics from across four domains (Chapter Six). In this section, the 

methods used in the initial profile of the self-harm and comparison group and in the 

comparison of the two groups are briefly described.    

In the initial profile, participants are profiled on four static (i.e., marital status, 

educational level, type of offence, childhood sexual and physical abuse) and three dynamic   
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psychological characteristics (i.e., current psychiatric medication, number of diagnostic   

comorbidities, OIMS diagnosis, self-report diagnosis). All these characteristics have 

subcategories and the initial profile provides a description of those characteristics (Tables 

7.1-7.5) prior to the seven characteristics are collapsed into six dichotomous variables for the 

purpose of the comparison of the two groups (self-harm and comparison). The six 

dichotomous variables are as follows: single status, early school leaving, violent offence, any 

psychiatric medication, any OIMS diagnosis and childhood abuse. The single childhood 

abuse category required a positive response to the two childhood abuse questions in the semi-

structured interview.  The level of comorbidity is excluded from the group analysis as there is 

a global psychopathology score which provides a measure of comorbidity and 

psychopathology.  

The two groups (self-harm and comparison) are compared on 62/64 characteristics 

from across the four domains (see Chapter Six, page 148). The statistics used in the 

comparison of the two groups were detailed in Chapter Six (page 144). Due to the large 

number of characteristics a Bonferroni correction was applied. Results from the comparison 

of the two groups (self-harm and comparison) were reported that were significant at the 

p<0.01 and at the p<0.05 level. Due to the differences in sample size across the two sites it 

was not possible to do meaningful site comparisons.  

In order to examine the key predictors associated with self-harm, the 62 

characteristics are reduced to 40 variables by including only total scores (i.e., Anger 

Expression Index, Trait Impulsivity, PDSQ) and by excluding comorbid APD/BPD to avoid 

double counting. As detailed in Chapter Six (page 144), however, because of the large 

number of variables and a relatively small sample, only those variables that are significant in 

distinguishing the two groups at a stringent p<0.01 significance level are included in the 

hierarchical logistic regression. Those 40 variables were, therefore, then reduced to 15 

(Figure 6.1). There were 15 variables included in the hierarchical logistic regression analysis.  

 

    7.2 Overall results  

7.2.1 Data management 

The data was normally distributed except for the state anger measure that was 

negatively skewed. Comparison analysis involving this variable was conducted with both 

parametric and non-parametric tests. There was data missing on one scale (PDSQ) for one 

inmate as the interview was terminated early due to a critical incident in the wing.    
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7.2.1 Representativeness 

The mean age of the overall sample was 34.98 (SD=11.59, range 18 to 71 years), 

74.7% were born in Australia, 18.4% were Aboriginal, 29.9% were married/de-facto, 55.2% 

were on remand, 64.2% had a prior admission to custody and 54.0% had a prior sentencing 

date. The index offence was determined based on the Australian Standard Offence 

Classification system (Corben, 2011). The index offence was the offence that they had been 

charged with, or sentenced for, that carried the longest sentence. The most common index 

offence was assault (41.4%), followed by property offences (14.9%), robbery offences 

(10.3%), offences against justice procedures (9.2%), homicide (6.9%), miscellaneous (6.8%), 

drug offences (5.7%) and sex offences (4.6%).  

The comparison group was not stratified to match the self-harm group. The sample, 

however, was representative of the local annual census data on male inmates in terms of age, 

whether or not they were Australian-born, Aboriginality and any prior admissions to adult 

custody; inmates on remand, however, were over-represented as more participants came from 

the state’s main remand centre (Corben, 2011). Both homicide and sex offence rates, 

however, were lower than reported in the annual census data (6.9% vs 9.0% and 4.6% vs 

10.2% respectively).     

 

7.2.2 The comparison of the two sites   

Due to differences in sample size across Site 1 and Site 2 (i.e., 77 and 10) it was not 

possible to meaningfully examine potential site differences on the 62 characteristics from 

across the four domains (i.e., static, trait, environmental and state/current psychological).   

 

7.3 Results: The initial profile   

In this initial profile, participants are profiled on four static (marital status, education 

level, childhood abuse, offence type) and three current/state psychological characteristics 

(type of psychiatric medication, OIMS diagnosis, self-report diagnosis). These seven 

characteristics with subcategories are firstly profiled (Tables 7.1-7.5) before being collapsed 

into six variables for the comparison of the two groups (self-harm and comparison).     

  

7.3.1 Static characteristics  

The profiling of participants in the overall sample, self-harm group and comparison 

group on marital status, highest level of education attended and childhood abuse are shown in  

Table 7.1.    
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Table 7.1  

 

The marital status, highest education level attended and childhood abuse in the overall 

sample, the self-harm and comparison groups, and within group percentages 

Static characteristic Overall sample 

n=87 

Self-harm group 

n=63 

Comparison group 

n=24 

 n % n % n % 

Married /de facto 26 29.9 13 20.6 13 54.2 

Unmarried 
1 

24 50.6 17 54.0 7 41.7 

‘Other’ 
2 

17 19.5 16 25.4 1 4.2 

Year 7 or 8 19 21.8 15 23.8 4 16.7 

Year 9 or 10 43 49.4 31 49.2 12 50.0 

Year 11 or 12  5 5.7 14 22.2 6 25.0 

‘Other’(e.g. TAFE) 5 5.7 3 4.8 2 8.3 

Childhood sexual  21 41.1 20 31.7 1 4.2 

Childhood physical  40 46.0 36 57.1 3 12.5 

1 
Unmarried = divorced, separated, never married, 

2 
Other = casual girlfriend, regular girlfriend  

 

 

As shown in Table 7.1 the comparison group was more likely to be married (54.2%) 

than the self-harm group (20.6%). The highest education level attended was Year 9 or 10 in 

both the self-harm (49.2%) and comparison group (50.0%). While both groups reported the 

experience of physical abuse more often than that of sexual abuse, the self-harm group had 

rates of childhood sexual abuse that were 6 times higher than in the comparison group and 

rates of childhood physical abuse that were 4 times higher.      

The different types of offences in the overall sample, self-harm and comparison 

groups are shown in Table 7.2.  
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Table 7.2 

 

The prevalence of different types of offences in the overall sample, self-harm and comparison 

group, and within group percentages 

Type of offence Overall sample  

N=87 

Self-harm group 

n=63 

Comparison group 

n=24 

 n % n % n % 

Assault 
1 

36 41.4 29 46.0 7 29.2 

Property 
2 

13 14.9 9 14.3 4 16.6 

Robbery 
3 

9 10.3 8 12.7 1 4.2 

Offence justice    8 9.2 5 7.9 3 12.5 

Homicide & attempt  6 6.9 4 6.3 2 8.3 

Illicit drug offences 5 5.7 2 3.2 3 12.5 

Sexual assault  

& related 

4 4.6 3 4.8 1 4.2 

Miscellaneous 6 6.8 3 3.2 3 12.6 

1 
assault (acts intended to cause injury, dangerous/negligent acts, abduction), 

2
property 

(unlawful entry intend burglary, break enter, theft, fraud), 
3 

robbery (robbery, extortion and 

related offences) 

 

Table 7.2 shows that the most common type of offence in the overall sample was 

assault (41.4%), followed by property offences (14.9%) and robbery offences (10.3%). The 

pattern was similar across the self-harm and the comparison groups for type of offences 

except that the frequency of assault crime was considerably higher in the self-harm group 

than in the comparison group (46% vs 29% respectively).  

In summary, the initial profile shows that the comparison group was more likely to be 

married than the self-harm group and that the most common educational level attended was 

Year 9 or 10 in both groups. The levels of childhood sexual and physical abuse were 4-6 

times higher in the self-harm group than the comparison group and the level of assault crime 

in the self-harm group was high (46%) and higher than in the comparison group.  

 

7.1.2 Current/state psychological characteristics 

The types of current psychiatric medication in the overall sample, self-harm and 

comparison groups are shown in Table 7.3.   
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Table 7.3 

 

The prevalence of types of current psychiatric medication in the overall sample, self-harm 

and comparison group, and within group percentages 

Current medication   Overall sample 

N=87 

Self-harm group 

n=63 

Comparison group 

n=24 

 n % n % n % 

No psychotropic  38 43.7 21 33.3 17 70.8 

Antidepressant 21 24.1 19 30.2 2 8.3 

Antipsychotic 13 14.9 10 15.9 3 12.5 

Mood stabiliser 10 11.5 10 15.9 0 0.0 

Antianxiolytic 5 5.7 3 4.8 2 8.3 

 

Table 7.3 shows almost half of the sample (43.7%) were not on any psychiatric   

medication, however, this was twice as likely to be the case for the comparison group than 

the self-harm group. The self-harm group was almost 4 times as likely to be on anti-

depressant medication than the comparison group, and 15% of those in the self-harm groups 

were on mood stabilising medication compared to none in the comparison group.  

Table 7.4 shows the number of comorbidities based on the PDSQ in the overall 

sample, self-harm and comparison group, and within group percentages.  

 

Table 7.4 

 

The prevalence of the number of comorbidities based on PDSQ results in the overall sample, 

self-harm and comparison group, and within group percentages 

Number of  

comorbidities  

Overall sample 

N=87 

Self-harm group 

n=63 

Comparison group 

n=24 

 n % n % n % 

PDSQ - 0 5 5.7 1 1.6 4 16.7 

PDSQ 1-3 35 40.2 18 28.6 17 70.9 

PDSQ 4-6 26 29.9 24 38.1 2 8.4 

PDSQ 7 plus 21 24.1 20 31.7 1 4.2 

Abbreviations: PDSQ = Psychiatric Diagnostic Screening Questionnaire 
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As shown in Table 7.4 only 5% of the overall sample had no psychiatric diagnosis 

based on the PDSQ screening.  Of the two groups, however, the comparison group was eight 

times more likely to have no disorder than the self-harm group and twice as likely as the self-

harm group to have 1-3 psychiatric comorbidities. The self-harm group, on the other hand, 

was 4 times more likely to have 4-6 disorders, and 7 times more likely to have 7 or more 

disorders.    

The type of psychiatric diagnosis (OIMS and self-report) in the overall sample, self-

harm and comparison group is presented in Table 7.5.  

 

Table 7.5 

 

The type of psychiatric diagnosis (OIMS and self-report) in the overall sample, self-harm and 

comparison group, and within group percentages 

Type of psychiatric 

diagnosis 

Overall sample  

N=-87 

Self-harm group 

n=63 

Comparison group 

n=24 

 n % n  % n  % 

No OIMS diagnosis  20 23.0 9 14.3 11 45.8 

No self-report diagnosis 16 18.4 7 11.1 9 37.5 

OIMS Depression 17 19.5 16 25.4 1 4.2 

Self-report Depression 21 24.1 20 31.7 1 4.2 

OIMS Drug Abuse 14 16.1 8 12.7 6 25.0 

Self-report Drug Abuse 14 16.1 7 11.1 7 29.2 

OIMS Psychosis  13 14.9 9 14.3 4 16.7 

Self-report Psychosis  9 10.3 6 9.5 3 12.5 

OIMS Bipolar  9 10.3 9 14.3 0 0.0 

Self-report Bipolar  9 10.3 9 14.3 0 0.0 

OIMS Anxiety 6 6.9 6 6.9 0 0.0 

Self-report Anxiety 10 11.5 8 12.7 2 8.3 

OIMS Alcohol Abuse  4 4.6 2 3.2 2 8.3 

Self-report Alcohol  3 3.4 2 3.2 1 4.2 

OIMS ‘Other’ 4 4.5 4 6.4 0 0.0 

Self-report ‘Other’ 5 5.7 4 6.4 1 4.2 
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Table 7.5 shows that that there was general agreement between the OIMS and self-

report diagnoses across all the diagnostic categories. According to OIMS, 23% of the overall 

sample had no diagnosis, although this was 3 times higher for the comparison group than the 

self-harm group. Also based on self-reporting, 18.4% of the overall sample had no diagnosis, 

which was 3 times higher for the comparison group than the self-harm group.  

The most common diagnosis in the overall sample, based on OIMS, was no diagnosis 

followed by depression, whereas based on self-report, it was depression followed by no 

diagnosis. The OIMS and self-report diagnosis of depression was 5 times higher in the self-

harm group than the comparison group and the prevalence of bipolar disorder based on OIMS 

was 14 times higher in the self-harm group than in the comparison group.  

The OIMS and self-report diagnosis of Drug Abuse was twice as high in the 

comparison group as in the self-harm group. Similarly, based on OIMS, the Alcohol abuse 

diagnosis in the comparison group was twice as high as in the self-harm group, but not the 

self-report of Alcohol Abuse. On other disorders, such as anxiety disorders and psychotic 

disorders, the prevalence levels were similar across OIMS and self-report diagnoses.   

In summary, the self-harm group was twice as likely as the comparison group to be on 

psychiatric medication and 4-7 times as likely to have four or more psychiatric comorbidities. 

Finally, the self-harm group was 5 plus times more likely to have a mood disorder including 

bipolar disorder based on OIMS and self-report diagnoses although the comparison group 

was twice as likely to have a Drug Abuse disorder or Alcohol Abuse problem.   

    

7.4 Results: The comparison of the two groups      

Based on the initial profile, there were four static characteristics (being single, early 

school leaving, childhood abuse, violent crime) and two current/state psychological 

characteristics (any psychiatric medication, any OIMS diagnosis) collapsed into dichotomous 

variables for the comparison of the self-harm and comparison groups. The self-harm and 

comparison groups, therefore, were compared on 62/64 characteristics from across the four 

domains (static, environmental, trait, current/state).   

 

7.4.1 Static and environmental characteristics   

The self-harm and comparison groups were compared on 14 characteristics in the 

static domain and 6 characteristics in the environmental domain.   

The comparison of the self-harm and comparison groups on mean age, age of first 

offence and social support, an environmental characteristic, is presented in Table 7.6.  
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Table 7.6 

 

The comparison of the two groups (self-harm and comparison) on age, age first offence and 

social support 

Characteristic Overall sample 

N=87 

M (SD) 

Self-harm group 

n=63  

M (SD) 

Comparison 

group n=24 

M (SD) 

t p 

Static      

Current age  34.99 (11.60) 

18-71 

34.94 (11.78) 

18-71 

35.13 (11.35) 

19-69 

0.067 ns 

Age of first 

offence 

23.64 (12.81)  

 8-70 

22.32 (13.32) 

 8-70 

27.13 (10.89) 

10- 47 

1.578 <0.01 

Environmental      

Social 

support
1 

7.84  

(3.16) 

 7.30  

(3.27) 

9.25  

(2.33) 

-3.09
2
 <0.01 

d=.69
 

1 
Social support Cronbach alpha = .77,   

2
 equal variance not assumed 

 

Table 7.6 shows that the ages in the self-harm group (M = 34.94, SD =11.78) did not 

differ significantly from the comparison group (M = 35.13, SD =11.35; t (85) = 0.067, 

(p>0.05). The age of first offence, however, in the self-harm group (M=22.32, SD=13.32) 

was significantly lower than in the comparison group (M=27.13, SD=10.89; t (85) = 1.578 (p 

<0.01).  

As shown in Table 7.6, the internal consistency for social support ( = 0.77) was 

good. The self-harm group had higher levels of social support (M=7.30, SD=3.27) than the 

comparison group (M=9.25, SD=2.33; t (85) = -3.09, p = <0.01), with a moderate effect size 

(Table 10).  

The comparison of the two groups (self-harm and comparison) on characteristics from 

the static domain (excluding age) and on environmental characteristics (excluding social 

support) are shown in Table 7.7.  
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Table 7.7: 

 

The comparison of the two groups (self-harm and comparison) on static characteristics 

(excluding age) and environmental characteristics (excluding social support), and within 

group percentages 

Characteristic Total sample 

N = 87 

Self-harm 

group n = 63 

Comparison  

group n = 24 



 

p 

Static  no % no % no %   

   Born in Australia 65 74.7 50 79.4 15 62.5 - ns 

   Aboriginal*  16 18.4 15 23.8 1 4.2 - - 

   Single  61 70.1 50 79.4 11 45.8 9.33 <0.01 

   Has children 46 52.9 29 46.0 17 70.8 4.30 <0.05 

   Left school early 19 21.8 15 23.8 4 16.7 - ns 

   Unemployed 58 66.7 45 71.4 13 54.2 - ns 

   Prior admissions 55 63.2 42 66.7 13 54.2 - ns 

   Prior sentences 47 54.0 40 63.5 7 29.2 8.24 <0.01 

   Detained juvenile  31 35.6 24 38.1 7 29.2 - ns 

   Violent offence 51 58.6 41 65.1 10 41.7 3.93 <0.05 

   Internal 

   misconducts  
36 41.4 31 49.2 5 20.8 5.77 <0.05 

   Childhood abuse 48 55.2 44 69.8 4 16.7 19.87 <0.01 

Environmental       

   On remand 48 55.2 36 57.1 12 50.0 - ns 

   Protection 22 25.3 18 28.6 4 16.7 - ns 

   On escape list* 9 10.3 9 14.3 0 0.0 - - 

   Visits children* 18 20.7 13 20.6 5 20.8 - - 

   Visits family 50 57.5 34 54.0 16 66.7 - ns 

Note: Violent offence is a composite assault, homicide and aggravated robbery category 

(NSW Inmate Census) *Fisher’s exact test non-significant  

  

As evident in Table 7.7, in the overall sample, 74.7% were born in Australia, 18.4% 

were Aboriginal, 70.1% were single, 52.9% had children, 21.8% had left school early and 

66.7% were unemployed prior to custody. In the same overall sample, 63.2% had a prior 

admission to custody, 54.0% had previous sentences, 35.6% had been detained as a juvenile, 

58.6% had committed a violent offence, 41.3% had a record of institutional misconduct and 

55.2% had suffered childhood abuse. 
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In regard to static characteristics, the self-harm group was significantly more likely to 

be single (p <0.01), and less likely to have children (p <0.05), than the 

comparison group. The self-harm group was significantly more likely to have previous 

sentences (p<0.01), a violent offence (p<0.05), institutional 

misconducts (p<0.05) and have experienced childhood abuse 

(p=<0.01) (FET=.001) than the comparison group.  

In terms of environmental characteristics, there were 55.2% on remand, 25.3% on 

protection, 10.3% on an escape list, 57.5% receiving visits from family and 20.7% receiving 

visits from children in the overall sample (Table 7.7).   

In summary, the self-harm and comparison group differed on 7/14 static 

characteristics (being single, age of first offending, prior sentences, institutional misconducts, 

a violent offence, childhood abuse and having children). There was 1/6 differences (social 

support) between the self-harm and comparison groups on environmental characteristics.     

 

7.4.2 Trait characteristics    

The self-harm and comparison group were compared on 21 trait characteristics, which 

included 13 psychological characteristics, the five personality factors and three personality 

disorders.    

The comparison of the two groups (self-harm and comparison) on trait 

(psychological) characteristics is presented in Table 7.8.  

 

Table 7.8: 

 

The comparison of the two groups (self-harm and comparison) on trait psychological 

characteristics  

Trait 
a 

psychological 

 Overall 

sample
1 

N=87 

M (SD) 

Self-harm  

group 

n=63 

M (SD) 

Comparison  

group 

n=24 

M (SD) 

t p d 

Trait  

Anxiety 

.95 46.80  

(16.31) 

51.41  

(15.15) 

34.71  

(12.86) 

4.78 <0.01 1.88 

Anxiety 

sensitivity 

.886 18.84 

(13.90) 

20.72  

(14.15) 

14.39 

(12.47) 

1.86 ns - 

Experiential .629 19.36 21.33  14.74 4.05 <0.01 .93 



163 

 

Avoidance (7.17) (6.91) (5.57) 

Trait 

impulsivity 

.90 71.57  

(17.53) 

75.84  

(17.80) 

60.38  

(10.73) 

4.94
2 

<0.01 1.05 

Attention 

impulsivity 

.766 18.05 

(5.77) 

19.11  

(5.86) 

15.25  

(4.52) 

2.91 <0.01 .63 

Motor 

impulsivity 

.661 26.09 

(6.06) 

27.52 

(6.21) 

22.33  

(3.56) 

4.86
2 

<0.01 1.05 

Nonplannning  

impulsivity 

.843 27.44 

(7.99) 

29.21  

(8.05) 

22.79 

(5.76)  

3.57 <0.01 .77 

Trait  

Anger 

.87 22.25  

(8.18) 

24.31  

(8.10) 

17.39  

(6.16) 

3.67 <0.01 0.96 

Anger  

Exp-Index  

.695 38.57 

(19.13) 

42.70  

(19.20) 

28.87 

(15.35) 

3.06 <0.01 .71 

Anger  

Exp-Out 

.788 18.22 

(5.54) 

19.09  

(5.44) 

16.17  

(5.36) 

2.16 <0.05 .50 

Anger  

Exp- In  

.743 17.86 

(5.34) 

18.87  

(5.27) 

15.48  

(4.81) 

2.65 <0.01 .61 

Anger  

Con-Out 

.913 22.91 

(6.56) 

21.65  

(6.59) 

25.87 

(5.56) 

2.69 <0.01 .62 

Anger  

Con-In  

.895 22.60 

(6.48) 

21.61  

(6.82) 

24.91  

(4.99) 

2.09 <0.05 .48 

Notes: Bonferroni correction (p =0 .004) based on the psychometric scales in Table 7.8 – 

7.10   
1 

A sample of 77 (overall sample), 54 (self-harm group) and 23 (comparison group) were 

administered the anxiety sensitivity, experiential avoidance and anger scales 
2 

Equal 

variance not assumed  
 

 

As evident in Table 7.8, there were significant differences between the self-harm and 

comparison group on trait anxiety and experiential avoidance but not anxiety sensitivity. 

Internal consistency was high for trait anxiety (and anxiety sensitivity (0.88) 

and was acceptable (0.63) for experiential avoidance as the 5-item AAQ only five items.  

The self-harm group had significantly higher levels of trait anxiety (M=51.41, SD=15.15) 

than the comparison group (M=34.71, SD=12.86; t (85) = 4.78, p<0.01), with a strong effect 

size (d=1.88), and higher levels of experiential avoidance (M=21.33, SD=6.91) than the 
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comparison group (M=14.74, SD=5.57; t (75) = 4.05, p<0.01), with a strong effect size 

(d=.93).   

The self-harm and comparison groups differed on trait impulsivity. As shown in Table 

7.8 the internal consistency for trait impulsivity was good ( = 0.90).  The self-harm group 

had significantly higher levels of trait impulsivity (M=75.84, SD=17.80) than the comparison 

group (M=60.38, SD=10.73; t (85) 4.94, p<0.01), with a strong effect size (d=1.05).  

Similarly, there were differences on the three impulsivity sub-factors (that form trait 

impulsivity). The self-harm group had significantly higher levels of attentional impulsivity 

(M=19.11, SD=5.86) than the comparison group (M=15.25, SD= 4.52; t (85) =2.91, p<0.01) 

with a moderate effect size (d=.63), higher levels of motor impulsivity (M=27.52, SD = 6.21) 

than the comparison group (M=22.33, SD=3.56; t (85) = 4.86, p<0.01), with a strong effect 

size (d=1.05), and higher levels of non-planning impulsivity (M=29.21, SD=8.05) than the 

comparison group (M=22.79, SD=5.76; t (85) = 3.57, p<0.01) with a moderate effect size 

(d=.77).  

The self-harm and comparison groups differed on trait anger and the Anger 

Expression Index. As shown in Table 7.8 the internal consistency for trait anger was good ( 

= 0.87). The self-harm group had significantly higher levels of trait anger (M=24.31, 

SD=8.10) than the comparison group (M=17.39, SD=6.16; t (75) = 3.67, p<0.01), with a 

strong effect size (d=.96). On the Anger Expression Index, the self-harm group had 

significantly higher levels (M=42.70, SD=19.20) than in the comparison group (M=28.87, 

SD=15.35; t (75) = 3.06, p<0.01) with a moderate effect size (d=.71).  

The self-harm group differed on the four Anger Expression Index sub-scales (that 

form the Anger Expression Index) compared with the comparison group. The self-harm 

group had significantly higher levels of anger expression out (M=19.09, SD=5.44) than the 

comparison group (M=16.17, SD = 5.36; t (75) = 2.16, p<0.05), with a moderate effect size 

(.50). The self-harm group had significantly higher levels of anger expression in (M=18.87, 

SD=5.27) than the comparison group (M=15.48, SD=4.81; t (75) = 2.65, p<0.01), with a 

moderate effect size (d=.61). Similarly, the self-harm group had significantly higher levels of 

anger control out (M=21.65, SD=6.59) than the comparison group (M=25.87, SD=5.56; t (75) 

= 2.69, p<0.01) with a moderate effect size (d=.62) and higher levels (M=21.61, SD=6.82) of 

anger control in than the comparison group (M=24.91, SD=4.99; t (75) = 2.09, p<0.05) with a 

moderate effect size (d=.48).   
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The comparison of the self-harm and comparison group on the five personality factors 

is shown in Table 7.9.  

 

Table 7.9 
 

The comparison of the two groups (self-harm and comparison) on the big five personality 

factors as measured by the NEO-FFI-3 and personality disorder characteristics   

Trait 
1 

personality 

factors 



3 

 Overall  

sample
1
  

N = 87  

M (SD) 

Self-harm 

group 

n = 63 

M (SD) 

Comparison 

group  

n = 24 

M (SD) 

 

t 

 

p 

 

d 

Neuroticism
 

.91 25.99 

 (10.71) 

28.98  

(9.84) 

18.96  

(9.47) 

4.14 <0.01 1.04 

Extraversion .80 26.25  

(7.37) 

25.33  

(7.81) 

28.39  

(5.81) 

1.69 ns - 

Openness .54 27.34  

(5.84) 

27.33  

(6.37) 

27.35  

(4.45) 

-0.01
2 ns - 

Agreeable  

Ness 

.57 26.94  

(5.46) 

25.70  

(5.49) 

29.83  

(4.21) 

-3.22 <0.01 -.84 

Conscientious 

Ness 

.84 30.40  

(7.30) 

28.81  

(7.74) 

34.13  

(4.38) 

-3.81
2 

<0.01 -.85 

PD - no % no % no %  FET - 

APD .90 27 31.0 25 39.7 2 8.3 7.980 .004 - 

BPD .84 46 52.9 44 69.8 2 8.3 26.387 .001 - 

APD/BPD 
 .86 21 24.1 21 33.3 0 0% 10.545 .001 - 

Notes: Bonferroni correction (p = 0.004) based on the psychometric scales in Table 7.8 -7.10 

Abbreviations: PD=personality disorder, APD=antisocial personality disorder, 

BPD=borderline personality disorder, FET=Fisher’s exact test, 
1
A sample of 77 (overall 

sample), 54 (self-harm) and 23 (comparison group) were administered the NEO-FFI-3 
2 

Equal variance not assumed
 3 

Cronbach alpha full scale NEO-FFI-3 = .704  

   
 

As evident in Table 7.9 the self-harm group and comparison group did not differ on 

extraversion, which had good internal consistency ( = 0.80), or on openness, which had only 

acceptable internal consistency ( = 0.54).   

The self-harm and comparison group differed on neuroticism, conscientiousness and 

agreeableness. The internal consistency was good for neuroticism ( = 0.91) and 
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conscientiousness ( = 0.84) but was only acceptable for agreeableness ( = 0.57). The self-

harm group was significantly higher on neuroticism (M=28.98, SD=9.84), than the 

comparison group (M=18.96, SD=9.47; t (75) = 4.14, p<0.01) with a large effect size 

(d=1.04). Conversely, the self-harm group was significantly lower on agreeableness 

(M=25.70, SD=5.49) than the comparison group (M=29.83, SD=4.21; t (75) =-3.22, p<0.01), 

with a strong effect size (d=.84), and lower on conscientiousness (M=28.81, SD=7.74), than 

the comparison group (M=34.13, SD=4.38; t (75) = -3.81, p<0.01), with a large effect size 

(d=.85).    

As shown in Table 7.9 the internal consistency for BPD ( = 0.84) and APD ( = 

0.90) were good. On the three personality disorder characteristics, the self-harm group was 

significantly more likely to have an APD diagnosis ( p <0.01) (FET = .004) and a 

BPD diagnosis (p<0.01) (FET=.001) than the comparison group. Also, the self-

harm group was more likely to have comorbid APD/BPD (p <0.01) (FET=.001) 

than the comparison group.  

In summary, the self-harm group differed from the comparison group on 18/21 trait 

characteristics (trait anxiety, experiential avoidance, trait impulsivity, attentional impulsivity, 

motor impulsivity, non-planning impulsivity, trait anger, the Anger Expression Index, anger 

expression out, anger expression in, anger control out, anger control in, neuroticism, 

agreeableness, conscientiousness, APD, BPD, comorbid APD/ BPD).  

 

7.4.3 Current/state psychological characteristics    

The self-harm and comparison group were compared on 21 current/state 

psychological characteristics including 13 PDSQ disorders, suicide ideation, current 

psychiatric medication, on methadone, OIMS diagnosis, state anxiety, state depression, state 

anger and global psychopathology.  

The comparison of the two groups (self-harm and comparison) on state anxiety, 

depression, anger, global psychopathology is shown in Table 7.10.   
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Table 7.10 

 

The comparison of the two groups (self-harm and comparison) on state anxiety, state 

depression, state anger, global psychopathology  

Current/ 

state  

factors  



 

Overall  

sample  

N = 87
a
  

M (SD) 

Self-harm 

Group  

n = 63  

M (SD) 

Comparison 

group  

n=24  

M (SD) 

 

t 

 

p 

 

d 

State  

Anxiety 

.82 9.55  

(5.35) 

10.94 

 (4.96) 

5.92  

(4.68) 

4.28 <0.01 1.04 

State 

depression 

.82 5.80  

(5.13) 

6.79 

 (5.28) 

3.21  

(3.72) 

3.55
2 

<0.01 .78 

State  

anger 
 

.95 20.12  

(9.19) 

21.00 

(10.17) 

18.00  

(5.99) 

1.62
2 

ns* - 

Global 

pathology 

.95 46.46  

( 11.46) 

49.60 

(10.31) 

38.21  

(10.32) 

6.20
2 

<0.01 1.10 

Notes: Bonferroni correction (p = 0.004) based on the psychometric scales in Table 7.8-7.10.   
1 

A sample of 77 (total sample), 54 (self-harm group) and 23 (comparison group) were 

administered the state anger scale. 
2 

Equal variance not assumed *t-test and Mann Whitney u 

test  

 

As shown in Table 7.10 the significant differences on current/state psychological 

characteristics between the self-harm and comparison group did not include differences on 

state anger, which had high internal consistency ( = 0.95).  The internal consistency for state 

anxiety ( = 0.82) and state depression ( = 0.82), however, was also good.  The self-harm 

group was significantly higher on state anxiety (M=10.94, SD=4.96) than the comparison 

group (M=5.92, SD=4.68; t (85) = 4.28, p<0.01), with a strong effect size (d=1.04). 

Additionally, the levels of state depression were significantly higher in the self-harm group 

(M=6.69, SD=5.28) than the comparison group (M=3.21, SD=3.72; t (85) = 3.55, p<0.01) 

with a moderate effect size (d=.78).   

As shown in Table 7.10, the internal consistency for global psychopathology ( = 

0.95) was good. The levels of global psychopathology were significantly higher in the self-

harm group (M=49.60, SD=10.31) than the comparison group (M=38.21, SD=10.32; t (85) = 

6.20, p<0.01), with a strong effect size (d=1.10).  

The comparison of the two groups (self-harm and comparison) on the 13 PDSQ    

disorders, presented in order from the most common to the least common in the overall 
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sample, and on suicide ideation, current methadone, current psychiatric medication and 

OIMS diagnosis is presented in Table 7.11.   

 

Table 7.11 

 

The comparison of the two groups (self-harm and comparison) on 13 PDSQ diagnoses, 

suicide ideation, current methadone, psychiatric medication, OIMS diagnosis and within 

group percentages  

Psychological  

Characteristic 

Total sample 

N = 87 

Self-harm 

group n = 63 

Comparison  

group n = 24 



 

p 

 n % n % n %   

Drug abuse  57 65.5 45 71.4 12 50.0 - ns 

Generalized 

Anxiety 
38 43.7 33 52.4 5 20.8 7.031 .009

* 

Psychotic disorder 37 42.5 32 50.8 5 20.8 6.383 <0.01 

Alcohol abuse  37 42.5 29 46.0 8 33.3 - ns 

Depression 37 42.5 34 54.0 3 12.5 12.227 .001
* 

Panic disorder 33 37.9 29 46.0 4 16.7 6.365 .014
* 

Post-traumatic 

stress disorder 
32 36.8 29 46.0 4 12.5 8.404 <0.01 

Obsessive 

compulsive 
23 26.4 19 30.2 4 16.7 - ns 

Hypochondriasis 17 19.5 14 22.2 3 12.5 - ns 

Agoraphobia  15 17.2 14 22.2 1 4.2 - ns 

Social phobia 14 16.1 12 19.0 2 8.3 - ns 

Somatic disorder 9 10.3 9 14.3 0 0.0 - ns 

Bulimia  3 3.4 3 4.8 0 0.0 - ns 

Suicide ideation 37 42.5 34 54.0 3 12.5 12.227 .001
* 

Current methadone 21 24.1 17 27.0 4 16.7 - ns 

Current medication 49 67.3 42 66.7 7 29.2 9.935 <0.01 

OIMS diagnosis 67 77.0 54 85.7 13 54.2 9.770 <0.01 

Notes: PDSQ=Psychiatric Diagnostic Screening Questionnaire, OIMS=Offender Integrated 

Management System 
*
 Fisher’s exact test  

 

 

As evident in Table 7.11 the most common disorder in the overall sample was Drug 

Abuse/dependence (65.5%), followed by Generalized Anxiety Disorder (43.7%). The most 
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common disorder in the self-harm group was Drug Abuse/Dependence (71.4%) followed by 

Depression (54.0%). In the comparison group the most common disorder was Drug 

Abuse/Dependence (50.0%), followed by Alcohol Abuse/Dependence (33.3%).  

The prevalence rates of the 13 PDSQ disorders ranged from 4.8% to 71.4% in the 

self-harm group, and from 0.05% to 50.0% in the comparison group.  The self-harm group 

was significantly more likely to have Depressive Disorder (p<0.01) (FET=.001) 

and Psychotic Disorder (pthan the comparison group. The   self-harm 

group was significantly more likely to have three of six anxiety disorders measured by the 

PDSQ, compared with the comparison group. The self-harm group was significantly more 

likely to have Generalized Anxiety Disorder (p<0.01) and Panic Disorder 

(p=<0.01) (FET=.014) than the comparison group. The levels of Post-traumatic 

Stress Disorder (p<0.01) (FET=.005) were also significantly higher in the self-

harm group.    

Other significant differences were that the self-harm group had higher levels of SI 

than the comparison group (pFwas significantly more likely 

to be on current psychotropic medication (pand to have a current OIMS 

diagnosis ( 9.770, p<0.01) than the comparison group (Table 7.11).  

 In summary, the self-harm group differed from the comparison group on 11/21 

current/state psychological characteristics (anxiety, depression, global psychopathology, 

Depressive Disorder, Psychotic Disorder, Generalized Anxiety Disorder, Panic Disorder, 

Post-traumatic Stress Disorder, SI, current psychiatric medication, OIMS diagnosis). 

  

   7.6 Results: The key predictors of self-harm  

The variables were not included in the hierarchical logistic regression analysis if they 

were sub-scales. The Anger Expression Index sub-scales, PDSQ disorders (which together 

are global psychopathology), impulsivity sub-scales and comorbid APD/BPD were excluded 

to reduce double counting. There were, therefore, 40/62 characteristics considered for 

inclusion in the hierarchical logistic regression. Based on the comparison analysis reported in 

the previous section, further variables were removed if they were not significant at the 

stringent p<0.01 level. This left 15 variables for inclusion into the hierarchical logistic 

regression analysis.   

Of those 15 variables, eight were removed from inclusion due to multi-colinearity.  

Multi-colinearity is when two independent variables are highly correlated. These variables 
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were neuroticism (tolerance = .174) and trait anxiety (tolerance .132), removed due to low 

tolerance (i.e., <.2); while BPD, agreeableness, trait anger, conscientiousness, state 

depression and social support were removed due to multi-colinearity (i.e., rounded up to or 

above p=0.80). Seven variables (being single, previous sentences, childhood abuse, APD, 

impulsivity, state anxiety and global psychopathology) were retained.     

A hierarchical logistic regression was then performed with seven potential predictors 

to address the study’s research question, which was, ‘Which characteristics differentiate the 

self-harm group from the comparison group?’ The seven variables that met the lower 

acceptable range for the assumptions of the test (Vittinghoff & McCulloch, 2007) were 

entered in three blocks.  Static characteristics (being single, past sentences, childhood abuse) 

were entered first, followed by trait (APD, impulsivity) and current/state psychological 

characteristics (state anxiety, global psychopathology). The characteristics that appeared to 

make the weakest contribution to the full model were removed one at a time. The past 

sentences variable was removed from Block One and state anxiety from Block Two as they 

were not significant and only accounted for 1% or less of the variance (Nagelkerke R squared 

test).  In Block Two, impulsivity was the least significant but was retained as it accounted for 

4% of the variance. Five variables (being single, childhood abuse, impulsivity, APD, global 

psychopathology) remained in the model. 

The original output of the hierarchical regression model and ROC curve is shown in 

Appendix Nine. Table 7.12 shows the results of the final model. Overall the model was 

statistically significant,  (5, N=87) = 43.117, p<0.01), indicating that the included variables 

were able to distinguish between participants who had a history of self-harm and those who 

did not. The model as a whole explained 56.5% (Nagelkerke R squared) of the variance in 

self-harm history status, and correctly classified 87.4% of all cases. Childhood abuse (OR 

6.185) and global psychopathology (OR 4.978) made unique statistically significant 

contributions to the model, indicating that participants with childhood abuse were six times 

more likely, and participants with global psychopathology five times more likely, to have a 

history of self-harm than those who did not, controlling for all other factors in the model. 

Each block added incrementally, and significantly, to the explained variance in self-

harm: Block One (being single, childhood abuse) ( (2, N=87) = 30.456, p<0.01);  Block 

Two (APD and impulsivity) ( (2, N=87) = 6.629, p<0.05);  and, Block Three (global 

psychopathology) ( (1, N=87) = 6.032, p<0.01).  
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The classification accuracy of the self-harm group was high across all three blocks: 

Block One (96.8%), Block Two (90.5%) and Block Three (93.7%). The classification 

accuracy of the comparison group was lower in Block One (45.8%) and Block two (62.5%) 

than in Block Three (70.8%).  

 

Table 7.12 

 

Hierarchical logistic regression: The key predictors of self-harm  

Predictor SE Wald* p OR 95% CI 

LL  

95% C.I. 

UL 

Single  .760 2.032 0.154 2.955 .666 13.108 

Childhood abuse   .764 6.185 0.013 6.685 1.496 29.876 

APD .236 1.962 0.161 1.392 .876 2.210 

Impulsivity .027 .566 0.450 1.020 .968 1.075 

PDSQ total .025 4.978 0.026 1.057 1.007 1.110 

Note:  OR = Odds ratio, *Degrees of freedom associated with the Wald statistic were equal 

to 1 for all predictors  

 

As a third step in the predictive analysis, a Receiver Operating Characteristic (ROC) 

was undertaken to provide information about the accuracy of the measures in identifying the 

groups at some specified decision thresholds.   

 The Receiver Operating Characteristic Curve is shown in Figure 7.1.  

 

Figure 7.1 

The Receiver Operating Characteristic Curve 
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The Area Under the Curve (AUC= .909) was significant (p<0.01), at the 95% 

confidence interval (lower CI =.844, upper CI =.975) with a standard error of .033 in average 

classification accuracy. At the 0.8 decision threshold the sensitivity of the measures was 75% 

and specificity was 13% (high sensitivity/low specificity). At the 0.50 coordinate point the 

true positive rate was 0.932 and the true negative rate was 0.292. 

 

Summary  

This chapter profiled and compared the self-harm and comparison group on 62 

characteristics representing four domains (static, trait, environmental, current/state 

psychological).  An initial profile was provided of marital status, educational level, type of 

offence, childhood abuse, type of psychiatric medication, number of comorbidities and type 

of OIMS and self-report diagnoses. After collapsing these seven variables, six characteristics 

(being single, early school leaving, violent offence, childhood abuse, any psychiatric 

medication, any OIMS diagnosis) were included as dichotomous variables in the comparison 

of the two groups.  
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The comparison of the two groups (self-harm and comparison) showed that there were 

37/62 significant differences between the groups. Of these differences there were 7/14 in the 

static domain, 1/6 in the environmental domain, 18/21 in the trait domain and 11/21 in the 

current/state psychological domain. The largest number of significant differences were, 

therefore, in the trait domain, and the least number were in the environmental domain. In the 

environmental domain the only significant difference was for social support (higher in the 

comparison group).  

The significant differences in the static domain included a higher number of criminal 

characteristics than socio-demographic characteristics. The self-harm group was more likely 

to offend at a younger age, have previous sentences, violent offences and institutional 

misconduct than the comparison group. They also were more likely to be single, have a 

history of childhood abuse and be less likely to have children than the comparison group.   

The self-harm group had higher levels of trait disturbance than the comparison group. 

On all psychological traits there were higher levels in the self-harm group than the 

comparison group, except for anxiety sensitivity.  All the impulsivity and anger sub-scale 

measures were also elevated in the self-harm group. Furthermore, the self-harm group 

differed from the comparison group on 3 out of 5 of the big five personality factors and on all 

three personality disorder characteristics.   

The current/state psychological differences between the two groups (self-harm and 

comparison) showed higher levels of state disturbance, except for state anger, and higher 

levels of psychiatric disturbance in the self-harm group. The self-harm group had 

significantly higher levels of state anxiety, state depression and global psychopathology than 

the comparison group. The self-harm group was also more likely to have 5/13 psychiatric 

disorders than the comparison group, three of which were anxiety disorders.  Furthermore, 

the levels of SI, current psychiatric medication and OIMS diagnosis were higher in the self-

harm group.  

Of the characteristics that differentiated the self-harm and comparison group the most, 

there were five key predictors of self-harm. The term predictor used in this context, does not 

infer causality, but rather the value of the response variable. The five key predictors of self-

harm were being single, childhood abuse, APD, impulsivity and global psychopathology, 

which explained 56.5% of the variance in self-harm history and contributed to 87.4% of all 

cases being correctly classified. These results suggested that a combination of static, trait and 

dynamic characteristics can differentiate the two groups, although, due to the small sample 

size, further research is recommended prior to any implementation of these results.     
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 It has, therefore, been established that inmates with a history of self-harm differ from 

inmates with no history of SA or DSH. In the next Chapter Eight there will be an examination 

of the differences within the subgroups to establish whether there are differences among the 

three self-harm subgroups (co-existing SA/DSH, SA and DSH) and with a comparison group.  
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Chapter Eight   

Profiling male inmate suicide attempts and deliberate self-harm: 

    a comparison of four groups across four domains 

 

 In the previous chapter it was determined that the self-harm group (i.e., those 

participants with a history of SA and/or DSH) and the comparison group differed on a 

number of characteristics across four domains (static, environmental, trait and current/state 

psychological). The five key predictors of SA/DSH were childhood abuse, being single, 

impulsivity, APD and global psychopathology. Given that the self-harm group is not 

homogeneous, it is possible that there may be differences within self-harm groups (i.e., the 

SA and DSH groups) across the four domains. As a number of individuals engage in both SA 

and DSH, however, there may also be differences within a co-existing SA/DSH group.  The 

number of characteristics is higher (i.e., 63 vs 62/64) in this empirical analysis than the 

previous analysis as the childhood abuse variable was split into two variables (sexual and 

physical) to examine if the nature of abuse is a factor.      

Firstly, in this Chapter, there is an overview of the methods used that are specific to 

this empirical analysis. Secondly, the research question ‘Do the self-harm groups (i.e., co-

existing SA/DSH, SA and DSH groups) differ from each other and from the comparison 

group?’  is addressed.  In this empirical analysis the four groups (co-existing SA/DSH, SA, 

DSH and comparison group) are compared on 63/64 characteristics from across the four 

domains.  

 

The aims of the current Chapter are to examine:  

(1) Which factors, within the four domains, distinguish the self-harm subgroups (e.g., 

co-existing SA/DSH, SA and DSH); 

(2) Which factors, within the four domains, distinguish the self-harm subgroups (e.g., 

co-existing SA/DSH, SA and DSH) from the comparison group.      

 

 8.1 Methods in the comparison of the four groups 

In this empirical analysis of the differences between the three self-harm groups (co-

existing SA/DSH, SA and DSH) participants were assigned to one of the three groups based 

on behavioural history of SA and/or DSH. The classification of SA was made based on the 

response to the single question on SA history in the semi-structured interview, and the 

classification of DSH was based on the endorsement of any item on the DSHI (Gratz, 2001). 
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Participants who had a history of both SA and DSH were placed in the co-existing SA/DSH 

group.   

In this empirical analysis the four groups (co-existing SA/DSH, SA, DSH and 

comparison) are compared on 63/64 characteristics (Chapter Six, page 150). Both childhood 

sexual and physical abuse are separately examined in this analysis to address the gap in the 

literature about whether the nature of the abuse is a distinguishing characteristic of SA and 

DSH.    

The statistical procedures performed were reported in Chapter Six (page 145). A one 

way ANOVA was used to compare the four groups on continuous variables. The significant 

findings were revealed using Tukey post hoc which clarified the specific differences between   

groups, however, type II errors cannot be ruled out. A chi square test was conducted and 

applied to categorical variables.  

The significance level was set at the p <0.05 level.  Due to the small size of some 

subgroups, the Fisher’s exact test (FET) result was performed if cell sizes were less than 5 

per cell as this is a more stringent measure.  

 

8.2 Results: The comparison of the four groups  

In this comparison of the four groups (co-existing SA/DSH, SA, DSH and 

comparison) the participants were compared on 63/64 characteristics from the static, 

environmental, trait and current/state psychological domains.   

 

8.2.1 Static characteristics  

The four groups (co-existing SA/DSH, SA, DSH and comparison) were compared on 

15 static characteristics. A one way ANOVA was used to compare the four groups on age, age 

of first offence and social support as shown in Table 13. The significant differences were 

revealed using a Tukey HSD post hoc. 

 The comparison of the four groups (co-existing SA/DSH, SA, DSH and comparison) 

on age and age of first offence is shown in Table 8.1, together with the findings for social 

support (an environmental characteristic).    
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Table 8.1:  

 

The comparison of the four groups (co-existing SA/DSH, SA, DSH and comparison) on age, 

age of first offence and social support  

Age  DSH group 

M (SD) 

n=22 

SA/DSH 

group M (SD) 

n=28 

SA group 

M (SD) 

n=13 

Comparison 

group M (SD) 

n=24 

ANOVA 

Anova 

p 

Age 30.36 (8.6) 

18-43 

34.25 (9.08) 

19-52 

44.15(16.45) 

18-71 

35.13 (11.35) 

16-69 

4.37 

<0.01 

Age first 

offence 

18.86 (7.98) 

12-43 

19.43 (9.75) 

8-51 

34.38 (19.78) 

15-70 

27.13 (10.89) 

10-47 

6.40 

<0.01 

Social 

support 

7.00 (3.59) 

1-12 

7.25 (3.17) 

1-12 

7.92 (3.23) 

2-12 

9.25 (2.33) 

4-12 

2.57 

ns 

 

 

As evident in Table 8.1, the age in the co-existing SA/DSH group (M=34.25) and the 

DSH (M=30.36) group was significantly lower than in the SA group (M=44.15), F (3, 86) = 

4.373, p<0.01, but did not differ from the comparison group (M=35.13).  The effect size was 

large, as indicated by the partial eta squared = .136 (observed power = .857). Additionally, 

the age of first offence in both the co-existing SA/DSH group (M=19.43) and the DSH group 

(M=18.86) was significantly lower than in the SA group (M=34.38), F (3, 86) = 6.395 

p<0.01, but did not differ from the age of first offence in the comparison group (M=27.13). 

The effect size was large, as indicated by partial eta squared = .188 (observed power = .962). 

The four groups did not differ on social support.  

The comparison of the three self-harm groups (co-existing SA/DSH, SA and DSH) on 

static characteristics, other than age, is shown in Table 8.2. 
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Table 8.2 

 

The comparison of the co-existing SA/DSH, SA and DSH groups on static characteristics, 

other than age, and within group percentages 

 

Static 

characteristics  

DSH  

group (n=22) 

SA/DSH  

group (n=28) 

SA  

group (n=13) 

 (p)  

SA/DSH vs SA   

 DSH vs SA 

 n % n % n %  

Born in Australia 18 81.8 22 78.6 10 76.9 ns, ns 

Aboriginal 5 22.7 9 32.1 1 7.7 ns, ns 

Being single  20 90.9 21 75.0 9 69.2 ns, ns 

Has children 6 27.3 15 53.6 8 61.5 <0.05, ns 

Early leaving 3 13.6 11 39.1 1 7.7 ns, ns 

Unemployed 19 86.4 18 64.3 8 61.5 ns, ns 

Prior admissions 14 63.6 22 78.6 6 46.2 ns, <0.05 

Previous sentences  13 59.1 22 78.6 5 38.5 ns, <0.01 

Misconducts 
 

11 50.0 17 60.7 3 23.1 ns, FET .043 

Juvenile detention 9 40.9 13 36.4 2 15.4 ns, ns 

Violent offence 
1 

15 68.2 17 60.7 9 69.2 ns, ns 

Sexual abuse 6 27.3 12 42.9 2 15.4 ns, ns 

Physical abuse  12 54.5 16 57.1 8 61.5 ns, ns 

Notes: Fisher’s exact test = FET, 
1 

Violent offences (i.e. assault, homicide and aggravated 

robbery)  

 

 

As shown in Table 8.2, the co-existing SA/DSH group was more likely to have had 

prior admissions to custody (2
=4.309, p<0.05), previous sentences (

2
 = 6.352, p<0.01) and 

institutional misconducts than the SA group (2
 = 5.034, p<0.05) (FET = .043). The DSH 

group was significantly less likely to have children than the SA group (2
=3.998, p<0.05).   

The three self-harm groups (co-existing SA/DSH, SA and DSH) were compared with 

the comparison group on static characteristics. The results of the comparison of the SA group 

with the comparison group were that the SA group had higher levels of childhood physical 

abuse (2 = 9.707, p<0.01) (FET = .006).     
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The results of the comparison of the co-existing SA/DSH and DSH groups with the 

comparison group are shown in Table 8.3.   

 

Table 8.3  

 

The comparison of the co-existing SA/DSH and DSH groups with the comparison group on 

static characteristics   

Characteristic SA/DSH vs 

comparison 

DSH vs 

comparison 

   (p)    

SA/DSH vs comp   

   (p)  

DSH vs comp   

Born in Australia ns ns ns ns 

Aboriginal ↑SA/DSH ns 6.512, FET .014 ns 

Single   ↑SA/DSH ↑DSH 4.645, <0.05 10.613, FET .001 

Has children ns ↓DSH ns 8.712, <0.01 

Early school   ns ns ns ns 

Unemployed  ns ↑DSH ns 5.620, FET .026 

Prior admissions  ns ns ns ns 

Previous sentences  ↑SA/DSH ↑DSH 12.787, <0.01 4.182, <0.05 

Institutional 

misconducts  
↑SA/DSH ↑DSH 8.421, <0.01 4.305, <0.05 

Detained juvenile  ns ns ns ns 

Violent offence
1
  ns ns ns ns 

Child sexual abuse ↑SA/DSH ↑DSH 10.317, FET .001 4.751, FET .043 

Childhood physical 

abuse 
↑SA/DSH ↑DSH 11.107, FET .001 9.234, FET .004 

Note: Fischer’s exact test = FET, ↑= direction of relationship (upward) ↓ = direction of 

relationship (downward) 
1
Violent offences (i.e. assault, homicide and aggravated robbery)  

 

As evident in Table 8.3, the co-existing SA/DSH group was more likely to be single 

(2 
= 4.645, p<0.05), Aboriginal (

2 
= 6.512, p<0.01) (FET=.014), have previous sentences 

(2
 = 12.787, p<0.01) and institutional misconducts (2

 = 8.421, p<0.01) than the comparison 

group. The co-existing SA/DSH group was also more likely to have childhood sexual abuse 

(2
 =10.317, p<0.01) (FET=.001) and childhood physical abuse (2

=11.107, p<0.01 

(FET=.001) than the comparison group (Table 8.3).  

The DSH group was more likely to be single (
2 

=10.613, p<0.01) (FET=.001),   

unemployed (2 
= 5.620, p=<0.05) (FET=.026), have previous sentences (2 

=4.182, 
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p=<0.05), institutional misconducts (2 
= 4.305, p<0.05) and be less likely to have children 

(2 
= 8.712, p<0.01) than the comparison group.  The DSH group was also more likely to 

have childhood sexual abuse (2 
= 4.750, p<0.05) (FET=.043) and childhood physical abuse 

(2 
= 9.234, p<0.01) (FET=.004) than the comparison group.  

In total, the co-existing SA/DSH group differed from the SA group on 5/15 

characteristics (age, age of first offence, prior admissions, previous sentences, institutional 

misconducts) and the DSH group differed from the SA group on 3/15 static characteristics 

(age, age of first offence, has children). The co-existing SA/DSH and DSH groups did not 

differ on any static characteristic. In terms of the differences with the comparison group, the 

co-existing SA/DSH group differed from the comparison group on 6/15 static characteristics 

(being single, Aboriginal, previous sentences, institutional misconducts, childhood sexual 

abuse and physical abuse). The DSH group differed on 7/15 characteristics (being single, 

unemployed, previous sentences, institutional misconducts, childhood sexual abuse, 

childhood physical abuse, has children) and the SA group differed on 1/15 static 

characteristics (childhood physical abuse).  

 

8.2.2 Environmental characteristics  

The comparison of the co-existing SA/DSH, SA and DSH on environmental 

characteristics (except for social support, which is presented in Table 8.1) is presented in 

Table 8.4. 

 

Table 8.4 

 

The comparison of the three self-harm groups (co-existing SA/DSH, SA and DSH) on 

environmental characteristics, and within group percentages 

Environmental 

characteristic 

DSH  

group (n=22) 

SA/DSH 

group (n=28) 

SA  

group (n=13) 

2
 (p)  

DSH vs SA  

SA/DSH vs SA  

 n % n % n %  

On remand 13 59.1 14 50.0 9 69.2 ns, ns 

On protection 4 18.2 11 39.3 3 23.1 ns, ns 

On escape list 4 18.2 3 10.7 2 15.4 ns, ns 

Visits family
 

12 54.5 16 57.1 6 46.2 ns, ns 

Visits children 4 18.2 5 17.9 4 30.8 ns, ns 
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As evident in Table 8.4 there were no significant differences between the self-harm 

groups (co-existing SA/DSH, SA and DSH) on environmental characteristics.  

The three self-harm groups (co-existing SA/DSH, SA and DSH) were compared with 

the comparison group on being on remand, on protection, an escape risk and receiving visits 

from family/children. The one significant difference was that the DSH group was 

significantly more likely to be on an escape list than the comparison group ( =4.779, 

p<0.05) (FET = 0.045).    

In total, there were no significant differences between the self-harm groups on 

environmental characteristics. The DSH group, however, differed from the comparison group 

on escape history.      

 

8.2.3 Trait characteristics   

 The four groups (co-existing SA/DSH, SA, DSH and comparison) were compared on 

21 trait characteristics. They were compared on 13 psychological trait characteristics, five 

personality characteristics and three personality disorder characteristics.  

The comparison of the four groups (co-existing SA/DSH, SA, DSH and comparison) 

on trait psychological characteristics is shown in Table 8.5.    

 

Table 8.5 

 

The comparison of the four groups (co-existing SA/DSH, SA, DSH and comparison) on trait 

characteristics  

Trait  

Factors 
1 

DSH group 

M (SD) 

n=22 

SA/DSH group  

M (SD) 

n=28 

SA group 

M (SD) 

n=13 

Comparison 

group M (SD) 

n=24 

ANOVA  

F  

p 

Trait  

anxiety 

48.68 (13.70) 

23-73 

57.64 (13.51) 

31-78 

42.62 (16.10) 

24-69 

37.71 12.86) 

22-62 

12.46 

<0.01 

Anxiety 

Sensitivity 

22.25 (14.50) 

2-45 

23.18 (13.74) 

4-58 

42.62 (16.10) 

24-69 

14.39 (12.47) 

1-50 

2.61 

ns 

Experience 

avoidance 

20.85 (6.39) 

8-29 

24.64 (5.08) 

14-32 

16.09 (7.63) 

5-27 

14.74 (5.57) 

7-24 

11.79 

<0.01 

Trait 

impulsivity 

78.59 (17.64) 

39-117 

78.61 (16.84) 

43-107 

65.23 (17.28) 

34-92 

60.38 (10.73) 

45-83 

8.13 

<0.01 

Attention 

impulsivity 

19.73 (5.28) 

8-29 

20.32 (5.26) 

8-32 

15.46 (6.94) 

8-32 

15.25 (4.52) 

9-25 

5.60 

<0.01 
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Motor 

impulsivity 

29.27 (6.92) 

17-44 

27.54 (5.89) 

17-37 

24.54 (4.74) 

15-34 

22.33 (3.56) 

18-31 

7.20 

<0.01 

Noplanning 

impulsivity 

29.59 (7.76) 

13-44 

30.75 (8.12) 

17-44 

25.23 (7.59) 

11-37 

22.79 (5.76) 

14-33 

6.09 

<0.01 

Trait  

anger 

25.55 (7.57) 

12-40 

25.23 (8.81) 

10-40 

20.50 (7.04) 

10-34 

17.39 (6.16) 

10-35 

5.87 

<0.01 

Anger exp. 

Index  

43.40 (19.15) 

11-85 

47.50 (19.64) 

16-82 

32.75 (15.85) 

10-66 

28.87 (15.35) 

8-69 

5.07 

<0.01 

Anger exp. 

out 

20.20 (5.25) 

11-32 

19.45 (5.77) 

10-31 

16.58 (4.68) 

9-23 

16.17 (5.36) 2.79 

ns 

Anger exp. 

In  

19.15 (6.16) 

9-29 

19.91 (4.48) 

12-31 

16.50 (4.62) 

10-23 

15.48 (4.81) 3.59 

<0.05 

Anger 

control out 

21.65 (6.92) 

8-32 

19.45 (5.77) 

10-31 

24.08 (5.14) 

14-31 

25.87 (5.56) 3.369 

<0.05 

Anger 

control in 

22.30 (6.10) 

8-32 

19.55 (7.28) 

8-32 

24.25 (6.47) 

8-32 

24.91 (4.99) 3.122 

<0.05 

1 
The anger scales, the anxiety sensitivity index and the measure of experiential avoidance 

were based on a sample of 54 as earlier participants (n = 10) did not complete them. 

 

 

As evident in Table 8.5, the co-existing SA/DSH group had significantly higher levels 

of trait anxiety (M=57.64) than the SA group (M=42.62), or comparison group (M=37.71), F 

(3, 86) = 12.460, p<0.01. The effect size was large as indicated by partial eta squared = 0.311 

(observed power = 1.00). The co-existing SA/DSH group had significantly higher levels of 

experiential avoidance (M=20.85), than the SA group (M=16.09), or comparison group 

(M=14.74), F (3, 76) = 11.791, p<0.01. The effect size was large as indicated by partial eta 

squared = 0.326 (observed power = .999). The co-existing SA/DSH group had higher levels 

of attentional impulsivity (M=20.32) than the SA group (M=15.46), or comparison group 

(15.25), F (3, 86) = 5.598, p<0.01. The effect size was large as indicated by partial eta 

squared =0.168 (observed power .934). The co-existing SA/DSH group did not differ from 

the DSH group on any psychological trait characteristic.    

As well as differing from the comparison group on trait anxiety, experiential 

avoidance and attentional impulsivity, the co-existing SA/DSH group differed from the 

comparison group on the following trait psychological characteristics: trait impulsivity 

(M=78.61 vs  M=60.38), F (3, 86) = 8.130, p<0.01; motor impulsivity (M=27.54 vs 
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M=22.33), F (3, 86) = 7.203, p<0.01; nonplanning impulsivity (M=30.75 vs M=22.79), F (3, 

86) = 6.092, p<0.01; trait anger (M=25.23 vs M=17.39), F (3, 76) = 5.871, p<0.01; the anger 

expression index (M=47.50 vs M=28.87), F (3, 76) = 5.067, p<0.01; anger expression in 

(M=19.91 vs M=15.48), F (3, 76) = 1.717, p<0.05; anger control out (M=19.45 vs M=25.87), 

F (3, 76) = 1.282, p<0.05; anger control in (M=19.55 vs M=24.91), F (3, 76) = 2.091, 

p<0.05).  

The DSH group differed from the comparison group on the following trait 

psychological characteristics: trait anxiety (M=48.68 vs M=37.71) F (3, 86) = 12.460, 

p<0.01; experiential avoidance (M=20.85 vs M= 14.74), F (3, 76) = 11.791, p<0.01; trait 

impulsivity (M=78.59 vs M=60.38), F (3, 86) = 8.130, p<0.01; attentional impulsivity 

(M=19.73 vs M=15.25), F (3, 86) = 5.598, p<0.01; motor impulsivity (M=29.27 vs M=22.33), 

F (3, 86) = 7.203, p<0.01; nonplanning impulsivity (M=29.59 vs M=22.79), F (3, 86) = 

6.092, p<0.01; trait anger (M=25.55 vs M=17.39), F (3, 76) = 5.871, p<0.01); the anger 

expression index (M=43.40 vs M=28.87), F (3, 76) = 5.067, p<0.01). The SA group did not 

differ significantly from the comparison group on any psychological trait characteristic.    

The comparison of the four groups (co-existing SA/DSH, SA, DSH and comparison) 

on the five personality characteristics is shown in Table 8.6.  

 

Table 8.6 

 

The comparison of the four groups (co-existing SA/DSH, SA, DSH and comparison) on the 

five personality characteristics as measured by the NEO-FFI-3 

Five  

Personality 

Factors
1 

DSH group 

M (SD) 

n=22 

SA/DSH group 

M (SD) 

n=28 

SA group 

M (SD) 

n=13 

Comparison 

group M (SD) 

n=24 

ANOVA 

F 

p 

Neuroticism 28.30 (11.53) 

6-43 

32.91 (6.59) 

18-45 

22.92 (9.09) 

9-37 

18.96 (9.47) 

16-38 

9.30   

<0.01  

Extraversion 27.60 (7.80) 

10-43 

22.32 (8.240 

9-41 

27.08 (5.32) 

19-34 

28.39 (5.81) 

18-35 

3.28 

<0.05 

Openness 29.10 (6.32) 

15-39 

25.32 (6.72) 

10-36 

28.08 (5.09) 

21-35 

27.35 (4.45) 

18-35 

1.59 

ns 

Agreeable 

ness 

24.25 (4.14) 

14-34 

25.41 (5.84) 

13-39 

28.67 (6.10) 

20-38 

29.83 (4.21) 

21-38 

5.61 

<0.01 

Conscientio

usness 

29.45 (6.99) 

15-40 

26.09 (8.69) 

10-42 

32.75 (5.28) 

28-45 

34.13 (4.38) 

4-12 

6.10 

<0.01 
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1 
The NEO-FFI-3 scales were based on a sample of 54 as earlier participants (n = 10) did 

not complete the scales. 

 

 

As shown in Table 8.6, the co-existing SA/DSH group (M=32.91) had significantly 

higher levels of neuroticism than the SA group (M=22.92), and comparison group (M=18.96), 

F (3, 76) = 9.295, p<0.01. The effect size was large as indicated by partial eta squared = 

0.276 (observed power = .995). The co-existing SA/DSH group had significantly lower levels 

of conscientiousness (M=26.09) than the SA group (M=32.75), and comparison group 

(M=34.13), F (3, 76) = 6.102, p<0.01. The effect size was large as indicated by partial eta 

squared = 0.200 (observed power = .952). The co-existing SA/DSH group did not differ from 

the DSH group on any of the five personality characteristics.  

In addition to neuroticism and conscientiousness, the co-existing SA/DSH group 

differed from the comparison group on the following trait personality characteristics: 

extraversion (M=22.32 vs M=28.39), F (3, 76) = 3.280, p<0.05); agreeableness (M=25.41 vs 

M=29.83), F (3, 76) = 5.605, p<.01).   

The DSH group differed from the comparison group on two personality 

characteristics as per the following: neuroticism (M=28.30 vs M=18.96) F (3, 76) = 9.295, 

p<0.01; agreeableness (M=24.25 vs M=29.83), F (3, 76) = 5.605, p<0.01. The SA group did 

not differ from the comparison group on any of the five personality factors.    

The comparison of the three self-harm groups (co-existing SA/DSH, SA and DSH)   

on the three personality disorder characteristics is shown in Table 8.7.  

 

Table 8.7  

 

The comparison of the three self-harm groups (co-existing SA/DSH, SA and DSH) on APD, 

BPD and comorbid APD/BPD diagnosis  

Personality  

disorder 

DSH  

group (n=22) 

SA/DSH group 

(n=28) 

SA  

group (n=13) 

2
 (p)  

SA/DSH vs SA 

DSH vs SA 

 n % n % n  %  

APD  12 54.5 11 39.3 2 15.4 ns, FET .034, 

BPD 16 72.7 24 85.7 4 30.8 FET .001,  

FET .032 

APD/BPD 10 45.5 10 35.7 1 7.7     ns FET .022 

Note: APD =Antisocial personality disorder, BPD = Borderline personality disorder 
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As shown in Table 8.7, the co-existing SA/DSH group was more likely to have BPD 

than the SA group (2
 = 12.378, p<0.01) (FET = .001). The DSH group, on the other hand, 

was more likely to have APD (2
 = 5.221, p<0.05) (FET = .034), BPD (2

=5.874, p<0.05) 

(FET = .032) and comorbid APD/BPD than the SA group (2
 =8.063, p<0.05) (FET = .022). 

The co-existing SA/DSH group and DSH group did not differ on any of the three personality 

disorder characteristics.   

The three self-harm groups (co-existing SA/DSH, SA and DSH) were compared with 

the comparison group on the three personality disorder characteristics. The co-existing 

SA/DSH group had higher levels of APD (2
=6.603, p<0.01) (FET=0.012), BPD (2

=30.952, 

p<0.01) (FET=.001) and comorbid APD/BPD (2 
=10.612, p<0.01) (FET = 0.001) than the 

comparison group.  Similarly, the DSH group had higher levels of APD (2
=11.578, p<0.01) 

(FET=.001), BPD (2
=19.983, p<0.01) (FET=.001), and comorbid APD/BPD (2

=13.939, 

p<0.01) (FET=.001) than the comparison group. The SA group did not differ from the 

comparison group on any personality disorder characteristic.   

In total, the co-existing SA/DSH group differed from the SA group on 6/21 trait 

characteristics (trait anxiety, experiential avoidance and attentional impulsivity, neuroticism, 

conscientiousness, BPD) and the DSH group differed from the SA group on 3/21 trait 

characteristics (APD, BPD and comorbid APD/BPD). The co-existing SA/DSH and DSH 

groups did not differ on any trait characteristics. In total the co-existing SA/DSH group 

differed from the comparison group on 19/21 trait characteristics and the DSH group differed 

on 13/21 trait characteristics. Both the co-existing SA/DSH groups and DSH groups differed 

on 13/21 trait characteristics (trait anxiety, experiential avoidance, trait impulsivity, 

attentional impulsivity, motor impulsivity, non-planning impulsivity, trait anger, the Anger 

Expression Index, neuroticism, agreeableness, APD, BPD, APB/BPD).  The co-existing 

SA/DSH group differed from the comparison group on another five trait characteristics 

(anger expression in, anger control in, anger control out, extraversion, conscientiousness).  

The SA group did not differ from the comparison group on trait characteristics.  

 

8.2.4 Current/state psychological characteristics    

The four groups (co-existing SA/DSH, SA, DSH and comparison) were compared on 

21 current/state psychological characteristics. The current/state characteristics were state 

anxiety, state depression, state anger and global psychopathology, 13 PDSQ psychiatric 

disorders, SI, current psychiatric medication, current methadone and OIMS diagnosis.  
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The comparison of the four groups (co-existing SA/DSH, SA, DSH and comparison) 

on state characteristics is shown in Table 8.8. 

 

Table 8.8 

 

The comparison of the four groups (co-existing SA/DSH, SA, DSH and comparison) on state 

characteristics 

Current/ 

state 

DSH group 

M (SD) 

n=22 

SA/DSH group 

M (SD) 

n=28 

SA group 

M (SD) 

n=13 

Comparison 

group M (SD) 

n=24 

ANOVA 

F 

p 

State 

anxiety 

10.91 (4.22) 

2-20 

12.68 (4.90) 

1-20 

7.23 (4.48) 

0-15 

5.92 (4.68) 

0-16 

10.98 

<0.01 

State  

depression 

5.64 (4.95) 

0-18 

9.11 (5.20) 

1-20 

3.77 (3.90) 

0-12 

3.21 (3.72) 

0-12 

8.27 

<0.01 

State  

anger  

23.00 (11.61) 

15-48 

21.14 (10.71) 

15-60 

17.50 (5.04) 

15-28 

18.0 (5.99) 

15-40 

1.51 

ns
* 

Global  

psychopath 

39.09 (15.55) 

11-62 

43.82 (17.65) 

15-74 

22.85 (16.06) 

0-55 

15.25  

(13.87) 

10.98 

<0.01 

 
*
 Kruskal Wallis and ANOVA 

 

As evident in Table 8.8 both the co-existing SA/DSH group (M=43.82), and the DSH 

group (M=39.09) had significantly higher levels of global psychopathology than either the 

SA group (M=22.85), or comparison group (M=15.25), F (3, 86) = 16.895, p<0.01. The effect 

size was large as indicated by partial eta squared = 0.379 (observed power = 1.00).  

The co-existing SA/DSH group, but not the DSH group, differed from the SA group 

on state anxiety. The co-existing SA/DSH group had significantly higher levels of state 

anxiety (M=12.68) than the SA group (M=7.23), or comparison group (M=5.92), F (3, 86) = 

10.976, p<0.01. The effect size was large as indicated by partial eta squared = 0.284 

(observed power = .999). The DSH group, however, differed from the comparison group on 

state anxiety as follows: (M=10.91 vs M=5.92), F (3, 86) = 10.976, p<0.01).  

The co-existing SA/DSH group had higher levels of state depression (M=9.11) than 

either the DSH group (M=5.64) or the SA group (M=3.77), and higher levels than the 

comparison group (M=3.21), F (3, 86) = 8.266, p<.01. The effect size was large as indicated 

by partial eta squared = 0.230 (observed power = .990). There were no between group 

differences for state anger.   
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The co-existing SA/DSH and DSH groups did not differ on PDSQ disorders, SI, any 

psychiatric medication, current methadone or OIMS diagnosis. .  

The results of the comparison of the co-existing SA/DSH and DSH groups with the 

SA group on PDSQ disorder, SI, any psychiatric medication, current methadone and OIMS 

diagnosis is shown in Table 8.9. 

 

Table 8.9  

 

The comparison of the co-existing SA/DSH, SA and DSH groups on the current PDSQ 

disorder, SI, current psychiatric medication, current methadone and OIMS diagnosis   

PDSQ 
 

Disorder 

DSH  

group (n=22) 

SA/DSH 

group (n=28) 

SA  

group (n=13) 

2
 (p)  

SA/DSH vs SA 

DSH vs SA  

 n % n % n  %  

Drug Abuse 20 90.9 19 67.9 6 46.2  ns, FET .006 

Depression 12 54.5 17 60.7 5 38.5 ns, ns 

GAD 12 54.5 16 57.1 5 38.5 ns, ns 

Panic Disorder 11 50.0 16 57.1 2 15.4 FET .018, ns 

PTSD  11 50.0 16 57.1 2 15.4  FET .018, ns 

Psychosis 13 59.1 14 50.0 5 38.5 ns, ns 

Alcohol Abuse 12 54.5 12 42.9 5 38.5 ns, ns 

Social Phobia 3 13.6 8 28.6 1 7.7 ns, ns 

OCD 11 50.0 7 25.0 1 7.7 ns, FET .013 

Hypochondriasis 4 18.2 7 25.0 3 23.1 ns, ns 

Agoraphobia 7 25.0 5 22.7 2 15.4 ns, ns 

Somatic Disorder 2 9.1 5 17.9 2 15.4 ns, ns 

Bulimia 1 4.5 2 7.1 0 0.0 ns, ns 

Suicide ideation 9 40.9 7 53.8 18 64.3 ns, ns 

On methadone 8 36.4 9 32.1 0 0.0 FET .038 

FET.015 

On medication 13 59.1 21 75.0 8 61.5 ns, ns 

OIMS diagnosis 19 86.4 26 92.9 9 69.2 <0.05, ns 

Note: PDSQ =Psychiatric Diagnostic Screening Questionnaire, GAD = Generalized Anxiety 

Disorder, PTSD=Post-traumatic Stress Disorder, OCD=Obsessive Compulsive Disorder, 

OIMS=Offender Integrated Management System, SI = suicide ideation, Fisher’s exact test = 

FET 
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As evident in Table 8.9 the most common PDSQ disorder in the three self-harm 

groups was Drug Abuse/dependence. In the co-existing SA/DSH group the most common 

disorder was the Drug Abuse/dependence (67.9%) followed by Depressive Disorder (60.7%) 

and in the DSH group it was Drug Abuse/dependence (90.9%), followed by Psychotic 

Disorder (59.1%). In the SA group the most common disorder was Drug Abuse/dependence 

(46.2%), followed equally by Psychotic Disorder, Alcohol Abuse/dependence, Depressive 

Disorder, and Generalized Anxiety Disorder (38.5%).  

The co-existing SA/DSH group was more likely to have Panic Disorder (2
 = 6.286, 

p<0.01) (FET = .018), Post-traumatic Stress Disorder (2
 = 6.286, p<0.01) (FET = .018), 

current methadone (2 
= 5.354, p<0.05) (FET = .038) and an OIMS diagnosis (2

=3.967, 

p<0.05) than the SA group.  

The DSH group was more likely to have Drug Abuse/dependence (2 
= 8.569, 

p<0.01) (FET = .006), Obsessive Compulsive Disorder (2 
= 6.492, p<0.01) (FET = .013) and 

current methadone (2
 = 6.128, p<0.01) (FET = .015) than the SA group.  

The SA group differed from the comparison group on 1/21 current/state characteristic. 

The SA group had higher levels of suicide ideation than the comparison group ( = 7.309, 

p<0.01) (FET=.017). 

The results of the comparison between the co-existing SA/DSH and DSH groups with 

the comparison group on current PDSQ disorder, SI, any psychiatric medication, current 

methadone and OIMS diagnosis are shown in Table 8.10.  
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Table 8.10 

  

The results of the comparison of the co-existing SA/DSH and DSH groups with the 

comparison group on PDSQ disorder, SI, any psychiatric medication, current methadone and 

OIMS diagnosis 

 

PDSQ  

disorder  

SA/DSH vs 

comparison   

DSH vs 

comparison 

2
 (p)

 

SA/DSH vs comp 

2
 (p)  

DSH vs comp 

Drug Abuse ns ns - 9.073 (<0.01) 

Depressive Disorder  ↑SA/DSH ↑DSH 12.692 (FET.001) 9.234 (FET.004) 

Generalized Anxiety  ↑SA/DSH ↑DSH 7.077 (<0.01) 5.599 (<0.01) 

Panic Disorder ↑SA/DSH ↑DSH 8.945 (FET.004) 5.804 (FET.027) 

Post-traumatic Stress  ↑SA/DSH ↑DSH 11.107 (FET.001) 7.624 (FET.010) 

Psychotic Disorder  ↑SA/DSH ↑DSH 4.741 (<0.01) 7.053 (<0.01) 

Alcohol Abuse ns ↑DSH - - 

Social Phobia ns ns - - 

Obsessive Compulsive  ns ns - 5.804 (FET.027)  

Hypochondriasis Ns ↑DSH - - 

Agoraphobia ns ns - - 

Somatic Disorder   ↑SA/DSH ns 4.742 (FET .054) -  

Bulimia ns ns - - 

Suicide ideation  ↑SA/DSH ns 14.395 (FET.001) 4.804 (FET.044) 

On methadone  ns ↑DSH  - -  

Psychiatric meds ↑SA/DSH ns 10.924 (<0.01) 4.182 (<0.01) 

OIMS diagnosis  ↑SA/DSH ↑DSH 10.317(FET .001) 5.620 (FET.026) 

  Abbreviations: SI = suicide ideation, meds = medication, FET = Fisher’s exact test   

 

As shown in Table 8.10, the co-existing SA/DSH group was significantly more likely 

to have Depressive Disorder (2
=12.692, p<0.01) (FET=.001), Generalized Anxiety Disorder 

(2
=7.077, p<0.01), Panic Disorder (2

=8.945, p<0.01) (FET=.004), Post-traumatic Stress 

Disorder (2
=11.107, p<0.01) (FET=.001), Psychotic Disorder (2

=4.741, p<0.05), Somatic 

Disorder (2
=4.742, p<0.05) (FET=.054), SI (2

=14.395, p<0.01) (FET=.001), current 

psychiatric medication (2
=10.924, p<0.01) and OIMS diagnosis (2

=10.317, p<0.01) 

(FET=.003) than the comparison group.   

The DSH group was more likely to have Drug Abuse (2
=9.073,p<0.01), Depressive 

Disorder (2
=9.234, p<0.01) (FET=.004), Generalized Anxiety Disorder (2

=5.599, p<0.01), 
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Panic Disorder (2
=5.804, p<0.05) (FET=.027), Post-traumatic Stress Disorder (2

=7.624, 

p<0.01) (FET=.010), Psychotic Disorder (2
=7.053, p<0.01), Obsessive Compulsive Disorder 

(2
=5.804, p<0.05) (FET=.027), SI (2

=4.804, p<0.05) (FET=.044), current psychiatric 

medication (2
=4.182, p<0.05) and OIMS diagnosis (2

=5.621, p<0.05) (FET=.026) than the 

comparison group.   

In total, the co-existing SA/DSH group differed from the SA group on 7/21 

current/state psychological characteristics (state anxiety, state depression, global 

psychopathology, Panic Disorder, Post-traumatic Stress Disorder, on methadone, OIMS 

diagnosis). The DSH group differed from the SA group on 4/21 current/state psychological 

characteristics (global psychopathology, Drug Abuse Disorder, Obsessive Compulsive 

Disorder, on methadone). The co-existing SA/DSH and DSH groups differed on 1/21 

current/state characteristics (state depression). In total, the co-existing SA/DSH group and the 

DSH group differed from the comparison group on 12/21 characteristics. The co-existing 

SA/DSH and DSH groups differed from the comparison group on the same 10/21 

current/state psychological characteristics (state anxiety, global psychopathology, Depressive 

Disorder, Generalized Anxiety Disorder, Panic Disorder, Post-traumatic Stress Disorder, 

Psychotic Disorder, suicide ideation, current psychiatric medication and OIMS diagnosis). In 

addition the co-existing SA/DSH group differed from the comparison group on state 

depression and Somatic Disorder, and the DSH group differed on Drug Abuse Disorder and 

Obsessive Compulsive Disorder. The SA group differed from the comparison group on 1/21 

current/state characteristics (SI).  

  

8.3 Summary of differences between the self-harm groups      

The co-existing SA/DSH group differed from the SA group on 18/63 characteristics, 

the DSH group differed from the SA group on 10/63 characteristics and the co-existing 

SA/DSH and DSH groups differed on 1/63 characteristics. The only significant difference 

between the co-existing SA/DSH and DSH groups was for state depression (higher in the co-

existing SA/DSH group).  

 The significant findings between the co-existing SA/DSH and DSH groups compared 

with the SA group are summarized in Table 8.11.  
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Table 8.11 

The summary of the significant differences between the co-existing SA/DSH and DSH groups 

with the SA group   

 

Characteristic
1 

SA/DSH  

vs SA  

DSH  

vs SA  

Anova/ 

2
 

p 

Age ↓SA/DSH ↓DSH 4.373 <0.01 

Age of first  offence ↓SA/DSH ↓DSH 6.395 <0.01 

Has children - ↓DSH 3.998 <0.05 

Prior admissions ↑SA/DSH - 4.309 <0.05 

Previous sentences ↑SA/DSH - 6.352 <0.01 

Institutional misconducts ↑SA/DSH - 5.034   FET.043
 

Trait anxiety ↑SA/DSH - 12.460 <0.01 

Experiential avoidance  ↑SA/DSH - 11.791 <0.01 

Attentional Imp.  ↑SA/DSH - 5.598 <0.01 

Neuroticism ↑SA/DSH - 9.295 <0.01 

Conscientiousness ↓SA/DSH - 6.102 <0.01 

APD - ↑DSH 5.221 FET .034
 

BPD – SA/DSH ↑SA/DSH - 12.378 FET.001 

BPD – DSH ↑DSH - 5.874 FET .032
 

Comorbid APD/BPD - ↑DSH 8.633 FET .022
 

State anxiety ↑SA/DSH - 10.976 <0.01 

State depression ↑SA/DSH - 8.266 <0.01 

Global psychopathology ↑SA/DSH ↑DSH 10.976 <0.01 

Drug Abuse/dependence - ↑DSH 8.569 FET .006
 

Obsessive Compulsive - ↑DSH 6.492 FET .013
 

Panic Disorder ↑SA/DSH - 6.286 FET .018
 

Post-traumatic Stress  ↑SA/DSH - 6.286 FET .018
 

Methadone- SA/DSH  ↑SA/DSH - 5.354 FET .021
 

Methadone – DSH ↑DSH - 6.128 FET .015
 

OIMS diagnosis ↑SA/DSH - 3.967 <0.05 

Abbreviations: APD = antisocial personality disorder, BPD = borderline personality 

disorder, OIMS = Offender Integrated Management System, Fishers exact test= FET, 
1
common differences are italicised 
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As evident in Table 8.11, the co-existing SA/DSH and DSH groups were similar in 

that they differed from the SA group on the age, age of first offence, global psychopathology, 

BPD and current methadone. The differences were that the co-existing SA/DSH group 

differed on three criminal characteristics (prior admissions, previous sentences, institutional 

misconducts), three trait psychological characteristics (trait anxiety, experiential avoidance, 

attentional impulsivity), two state psychological characteristics (state anxiety, state 

depression), two specific anxiety disorder (Post-traumatic Stress Disorder, Panic Disorder) 

and two trait personality characteristics (neuroticism, conscientiousness).  The differences for 

the DSH group were that the DSH group differed on having children, APD, comorbid 

APD/BPD, Drug Abuse Disorder and Obsessive Compulsive Disorder.  

The most significant differences between the co-existing SA/DSH and SA groups 

were for age, age of first offence, previous sentences, trait anxiety, experiential avoidance, 

attentional impulsivity, neuroticism, conscientiousness, BPD, state anxiety, state depression, 

global psychopathology (p<0.01). Less significant were the differences between the co-

existing SA/DSH and SA group on prior admissions, institutional misconducts, Panic 

Disorder, Post-traumatic Stress Disorder, current methadone and OIMS diagnosis (p = 

<0.05).  

  The most significant differences between the DSH and SA groups were for age, age 

of first offence, global psychopathology, Obsessive Compulsive Disorder, Drug Abuse 

Disorder, current methadone (p<0.01). Less significant were the differences between the 

DSH group and SA groups on having children, APD, BPD and comorbid APD/BPD (p = 

<0.05).  

Summary  

In summary, in Chapter Eight, the four groups (co-existing SA/DSH, SA, DSH and 

comparison group) were compared on 63 characteristics from across the four domains (static, 

environmental, trait and current/state psychological).  The co-existing SA/DSH group 

differed from the SA group on 18/63 characteristics, the DSH group differed from the SA 

group on 10/63 characteristics while the co-existing SA/DSH differed from the DSH group 

on only 1/63 characteristics.  The co-existing SA/DSH and DSH groups, therefore, both 

differed from the SA group in significant ways. The co-existing SA/DSH and DSH groups 

differed from the comparison group on a similar number of characteristics (35 and 31 

respectively) whereas the SA group only differed from the comparison group on 2/63 

characteristics. There were, therefore, marked differences between the co-existing SA/DSH 
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and DSH groups and comparison group, but the differences were not marked between the SA 

group and comparison groups.      

The co-existing SA/DSH and DSH groups differed from the SA group on the same 

five characteristics (age, age of first offence, global psychopathology, being on methadone, 

BPD). The differences were that, in the static domain, the co-existing SA/DSH group differed 

from the SA group on three criminal characteristics (prior admissions, previous sentences and 

institutional misconducts), whereas the DSH group differed on only one (age of first offence).  

The DSH group, however, was more likely to have children than the co-existing SA/DSH 

group.  The differences in the trait domain, were that the co-existing SA/DSH group differed 

from the SA group on six trait characteristics (trait anxiety, experiential avoidance, 

attentional impulsivity, neuroticism, conscientiousness, BPD) whereas the DSH group 

differed on only three trait characteristics (APD, BPD, comorbid APD/BPD).  

In the current/state psychological domain, a similarity was that the co-existing 

SA/DSH and DSH groups differed from the SA group on two psychiatric disorders but they 

differed on different types of psychiatric disorder. The co-existing SA/DSH group differed 

from the SA group on Post-traumatic Stress Disorder and Panic Disorder, while the DSH 

group differed on Obsessive Compulsive Disorder and Drug Abuse Disorder.  Additionally, 

in the current/state psychological domain, the co-existing SA/DSH group differed from the 

SA group on state anxiety, state depression and OIMS disorder.  In summary, the levels of 

trait and state disturbance, and criminality, were highest in the co-existing SA/DSH group in 

comparison with the SA group. There were also significant differences between the DSH and 

SA groups.  

The co-existing SA/DSH and DSH groups both differed from the comparison group 

on a similar number of static characteristics (6 and 7 respectively). They both differed on the 

same five characteristics (being single, previous sentences, institutional misconducts, 

childhood sexual abuse and physical abuse) although the co-existing SA/DSH group was also 

more likely to Aboriginal, and the DSH group was more likely to have children and be 

unemployed. Although the co-existing SA/DSH group did not differ from the comparison 

group on any environmental characteristic, the DSH group was also more likely to have an 

escape history. Childhood physical abuse history was the only static characteristic that 

distinguished the three self-harm groups from the comparison group.   

The co-existing SA/DSH group was distinguished from the comparison group on a 

higher number of trait characteristics than the DSH group (19 and 13 respectively) but on a 

similar number of current/state characteristics (i.e., 12/21). The co-existing SA/DSH and 
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DSH groups both differed from the comparison group on the same 10 trait characteristics 

(trait anxiety, experiential avoidance, all impulsivity characteristics, neuroticism, 

agreeableness and the three personality disorder characteristics). Additionally, the co-existing 

SA/DSH group differed on anger expression sub-scale characteristics, extraversion and 

conscientiousness.  

In the current/state psychological domain, the co-existing SA/DSH and DSH groups 

differed from the comparison group on the same 10 current/state psychological characteristics 

(state anxiety, global psychopathology, five PDSQ disorders, suicide ideation, current 

psychiatric medication and OIMS diagnosis). Additionally, the co-existing SA/DSH group 

differed on state depression and Somatic Disorder, and the DSH group on Drug Abuse 

Disorder and Obsessive Compulsive Disorder. The co-existing SA/DSH group, therefore, had 

the highest levels of trait disturbance, but both the co-existing SA/DSH and DSH groups had 

similarly high levels of state disturbance in comparison with the comparison group.  Only SI, 

however, distinguished the three self-harm groups from the comparison group.   

In summary, those inmates with a history of both DSH and SA showed higher levels 

of trait and state disturbance and criminality, with an earlier onset, than the SA group. The 

differences between the co-existing SA/DSH and DSH groups and the comparison group, 

however, were more marked than between the SA and comparison groups.  

In the next chapter the behavioural characteristics of SA and DSH will be described.  
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Chapter Nine  

         The behavioural profile and case vignettes  

 

Several behavioural characteristics (i.e., high-frequency DSH, use of multiple 

methods of DSH) were shown in Chapter Two to be key characteristics of DSH. Despite 

these empirical findings, behavioural characteristics are recommended for inclusion as 

secondary, and not primary, classification characteristics in two of the three reviewed 

nomenclatures (Nock and Favazza, 2009; Silverman et al, 2007). Furthermore, as shown in 

Chapter Five, there is little known about the behavioural characteristics of SA and DSH, and 

which of those may distinguish SA and DSH in an inmate population. In this chapter, 

therefore, a profile of the behavioural characteristics of SA and DSH, and six case vignettes, 

are presented to highlight the behavioural and other differences within and between the three 

self-harm groups.  

Firstly, the behavioural characteristics of SA (age of first, frequency, recency, 

method, trigger and severity) are presented, followed by two SA case vignettes. The   

behavioural characteristics of DSH (the age of first, method, use of multiple methods, 

frequency, recency and severity) are then presented followed by two DSH and two co-

existing SA/DSH case vignettes. The six case vignettes profile the participants on 

behavioural and other characteristics from across the four domains.      

 

The aims of this chapter are to profile:   

(1) the behavioural characteristics of SA (age of first, frequency, recency and method, 

trigger, severity of ‘worst case’)  

(2) the behavioural characteristics of DSH (age of first, method, frequency, recency, 

severity) 

(3) the case vignettes on behavioural and other characteristics across the four domains 

 

9.1 Methods in the behavioural profile  

 The methods used to classify and categorise the SA and DSH behaviours and the 

methods used to select the case vignettes and interpret psychometric test information are 

presented below.  
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9.1.1 Classification of behavioural characteristics  

The classification of SA was based on the response to a single question in the semi-

structured interview ‘Have you ever tried to kill yourself or attempted suicide?’ (Appendix 

F).  If the response to lifetime SA was positive there were further questions asked about the 

age of the first SA, how many times (i.e., frequency) and the recency of the event. The 

recency question was ‘When was the most recent SA?’. The three recency categories were 

the last three months, 3-12 months and more than 12 months.   

In the semi-structured interview there were three additional questions about the ‘worst 

case’ SA which were ‘What was the method of the ‘worst case’ SA?’, ‘What was the 

trigger?’ and ‘What was the severity, if you were not interrupted?’ (Appendix F).  The 

severity was categorised according to injury related criteria (i.e., mild, moderate, severe and 

interrupted) as discussed in Chapter Two. If there was insufficient information on severity, an 

additional question was permitted, ‘Did you need medical attention, and if so what sort?’   

The classification of DSH was based on endorsement of any of the 17 items on the   

Deliberate Self Harm Inventory (DSHI; Gratz, 2001). As detailed in Chapter Six (page 138), 

there were questions about the age of first, frequency, recency and severity for 17 methods of 

DSH in the DSHI. As there was a requirement for tissue damage for any method of DSH to 

be endorsed in the DSHI, the severity classification was high (i.e., needed hospital 

attention/did not need hospital attention).   

 

9.1.2 Vignette selection and test interpretation 

Six vignettes were selected to illustrate some inmate profiles. Two cases were 

selected from each self-harm group (co-existing SA/DSH, SA and DSH) to represent 

extremes in the frequency of SA and/or DSH within the groups (i.e., low- and high-

frequency). This illustrates within group behavioural variability.  A participant on remand 

and a participant who was sentenced were also selected in each group to ensure balanced 

representation of these categories.  

The participants were profiled on behavioural characteristics and on characteristics 

from across the four domains (static, trait, environmental, current/state psychological). Where 

normative data and cut-points were available (i.e., global psychopathology, state anxiety and 

depression, social support, trait anxiety, impulsivity) these were included in the profile but 

were not used to determine the selection of the vignettes. The assessment of the trait and 

current/state psychological characteristics was not during an acute SA and/or DSH episode 



197 

 

but at some time after the incident. To more fully reflect this the current/state psychological 

characteristics are referred to as dynamic characteristics in the case vignettes. 

    

9.2 Behavioural characteristics of SA   

The 63 participants in the self-harm group included 41 (65.08%) with a history of SA. 

Of these there were 13 participants in the SA group (20.63%) and 28 participants (44.44%) in 

the co-existing SA/DSH group. The age of first, frequency and recency of SA and the 

method, trigger and severity of the ‘worst case SA’ are presented below.    

 

9.2.1 The age of first, frequency and recency of SA 

 The mean age of the first SA was 26.98 (M=26.98, SD= 13.08, range 7-71). The mean 

frequency of SA was 2.26 (M= 2.26, SD=1.55, range 1-5).     

The recency of SA, across the three recency categories, is shown in Table 9.1.  

 

Table 9.1 

The recency of SA, across three recency categories, and within group percentages 

Category  SA incidents  % (n=41) 

Last three months  18 43.90 

Three to 12 months  7 17.10 

More than 12 months  16 39.00 

 

As shown in Table 9.1 the recency of SA was most commonly in the last three months 

(43.9%), followed by more than 12 months (39.0%).   

 

9.2.2 The method, trigger and severity of the ‘worst case’ SA 

The method of the ‘worst case’ SA, in order from the most to the least common, is 

shown in Table 9.2.   
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Table 9.2 

 

The method of the ‘worst case’ SA, in order from the most to the least common, and within 

group percentages 

Method Within  

group % (n) 

Response
1
  

Self-hanging 34.15 (n=14)  Self-hanging (12), self-hanging & resuscitated (1),  

self-hanging & rope snapped (1)   

Overdose  17.1 (n=7) Overdose (5), overdose alcohol and pills (1), overdose 

vomited (1)  

Self-cutting 12.2 (n=5) Cut main artery (1), cut lengthwise (1), cut neck with 

knife (1), cut wrist required transfusion (1),  

slit throat with butcher’s knife (1) 

Jumping  9.76 (n=5) Jumped off bridge (1), jumped in front of car (1), ran in 

front of train but auntie stopped train (2), jumped in 

front of train (1) 

Overdose & 

‘other’ method 

9.75 (n=4) Pill overdose & car exhaust (2), drunk 3/4 bottle poison 

and bottle scotch (1), overdose & electric cord in 

bathtub (1) 

Self-stabbing  7.32 (n=3)  Stabbed self in hand (1), stabbed chest with glass (1), 

stabbed self in chest in heart area (1)  

Self-poisoning 2.43 (n=1) Self-injected with Ajax (1)   

‘Other’  7.32 (n=3) Tried to drive car off building (1), self-immolation in 

cell (1), car gassing (1) 

 

As is evident in Table 9.2 the most common method of SA was self-hanging 

(34.15%), followed by overdose (17.10%). The least common method was self-poisoning 

(2.43%), followed by ‘other’/self-stabbing (7.32%). The average (mean) number of methods 

of SA was 0.87 (SD 1.06), range 1-4.  

The methods of SA were high lethality methods (e.g., stabbing self in chest/heart area, 

self-gassing in car, self-immolation, jumping off buildings, jumping in front of trains) with 

the exception of overdose, which is of variable lethality. There were 9.76% of participants 

who reported the use of overdose in combination with other methods, which increases the 

lethality.    
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The trigger of the ‘worst case’ SA, in order from the most to the least most common, 

is shown in Table 9.3.    

 

Table 9.3 

 

The trigger of the ‘worst case’ SA, in order from the most to the least common, and the within 

group percentages 

Trigger  Within  

group % (n)   

Response
1
  

Relationship 

problem 

34.15  

(n=14) 

 

 

Wife having affair (1), found out wife prostituting (1), 

girlfriend slept with friend (1), pregnant girlfriend cheated 

(1), girlfriend cheated (1), found wife pregnant to someone 

else (1), fighting with girlfriend (1), fight with parents (1),  

relationship breakdown fear of abandonment (1), girlfriend 

left/broke up (2), did it to prove loved girlfriend (1), 

mother evicted me (1), girlfriend terminated pregnancy (1)  

Environmental 19.51 

(n=8) 

56 days in segregated custody (1), in police cells (1), in 

custody (1), wanted to get out of cell (3), living in car (1),  

to escape (1)  

Psychological   17.07 

(n=7) 

Feeling worthless (1), depressed and binging (1), depressed 

(1), molested by mother (1), drinking (1), to reduce 

claustrophobia (1), wanted to be with God (1)
* 

Child problem 

 

 12.19 

(n=5) 

Argument over stepchildren (1), missing children (2), 

partner threatened to take son away (1), breached AVO 

child (1) 

Death of  

loved one 

 7.32 

(n=3)  

Death of handicapped twin (1), girlfriend died (1), 

anniversary of brother’s death (1) 

Offence- 

related  

 7.32 

(n=3) 

Accused of murder (1), on the run (1), fear of being  

caught (1) 

Fear for life  2.44  

(n=1) 

Life threatened by someone (1) 

*
 Classified as psychological due to low desire to live 

 

As shown in Table 9.3 the most common trigger of the ‘worst case’ SA was a   

relationship problem (34.15%), followed by an environmental problem (21.95%). The least 
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common trigger was fear for life (2.44%), followed by an offence-related problem and death 

of a loved one (7.32%).   

 The severity of the ‘worst case’ SA, based on four severity categories (mild, moderate 

severe and interrupted), is presented in Table 9.4.  

 

Table 9.4 

The severity of the ‘worst case’ SA, based on four severity categories, and within group 

percentages  

Category
1
  Participants (n)  %  

Severity – mild
 

2 4.88 

Severity – moderate
 

6 14.63 

Severity – severe  23 56.10 

Interrupted
 

10 24.39 

1 
Severity categories: mild = no medical attention, moderate = medical attention (e.g. 

stitches), severe = medical attention to sustain life, interrupted = stopped by someone (e.g. 

cut down – attempted hanging 

 

As shown in Table 9.4 the severity of the ‘worst case’ SA was most commonly 

‘severe’ (56.10%), followed by ‘interrupted’ SA (24.39%). 

In summary, the average age of the first SA was 26.98 and the average frequency of 

SA was 2.26. The SA was most commonly in the last three months. The most common 

method of the ‘worst case’ SA was self-hanging, followed by overdose and the lethality 

included high lethality methods such as jumping from heights and self-gassing. The trigger 

was most commonly relationship problems, followed by problems in the environment. The 

SA was most commonly severe, followed by interrupted, which together accounted for 

80.49% of cases.  

 

9.2.3 SA case vignettes  

Two case vignettes are presented below. The case of Marcus illustrates low-frequency 

and the case of Frank high-frequency SA. Marcus was on remand and Frank was sentenced. 

The name assigned in each case is fictional and the presented information is de-identified.    
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9.2.3.1 Marcus   

Historical characteristics: Marcus was a 53 year old Caucasian Australian who 

attended school to Year 12. He was a married man with two children who had a ‘white collar’ 

job in the financial markets. There was no history of childhood abuse.    

Criminal characteristics: Marcus was remanded in custody charged with murder. He 

was apprehended because he was the last person to see a female friend alive. He had no prior 

admissions to custody, or previous convictions.  

Behavioural characteristics:  Marcus had engaged in a recent and severe SA, two 

weeks ago. He had taken a handful of painkillers and attempted to gas himself in his car   

immediately after a lengthy (24 hour) interrogation by police. He was found by a passer-by 

and taken to hospital in an ambulance while unconscious. He threw up when he reached the 

hospital and therefore did not need a stomach pump.  

Trait characteristics: Marcus had low levels of trait anxiety (trait anxiety score =26) 

and was below the cut off for high impulsivity (impulsivity score = 66). He scored in the 

average range for normal adults on state anger (state anger score = 19). Marcus, however, 

scored above the average for normal adults and psychiatric patients on trait anger (trait anger 

score = 25) and on the Anger Expression Index (Anger Expression Index score = 27).  

Dynamic characteristics:  Marcus had mild levels of state anxiety and depression. He 

did not have an OIMS diagnosis or psychiatric disorder and he also reported no current SI, 

since it was already two weeks since the incident. He had met with his lawyer and said he had 

a ‘lot to live for’. He was not receiving visits from family or children although he reported 

high levels of social support.      

Summary: Marcus was a first time offender who had engaged in a severe SA in 

response to being charged with a serious offence. There was no clinical symptomology of 

note. The key characteristics were type of offence and difficulties with trait anger and anger 

expression. Marcus reported high levels of social support but was not receiving visits from 

family or children.  

 

9.2.3.2 Frank 

 Historical characteristics: Frank was a 53 year-old Caucasian Australian who had left 

school early (i.e., Year 9). He had been married for 25 years but his wife had recently left 

him. Together they had four children and 13 grandchildren. He was employed as a forklift 

driver. He reported childhood sexual abuse at age eight which was perpetrated by an 
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intellectually disabled uncle who also abused his siblings. There was also childhood physical 

abuse, as his father believed in ‘old school discipline’.  

Criminal characteristics: Frank was in custody for ‘drive whilst disqualified’ and 

being ‘under the influence of alcohol’. Previously he had had a short admission to custody on 

remand, and one prior community supervision sentence for driving offences. He was, 

therefore, a recidivist offender.  

Behavioural characteristics: Frank reported a lifetime history of three SA’s. The first 

SA, approximately two years ago, was at the beginning of a two year period of marital 

disharmony. He jumped in front of a car because he had an argument with his wife. An 

ambulance was called but there were no major injuries. The second time he tried to gas 

himself in the oven but was interrupted. The trigger was his wife telling him she had met 

someone on the internet. The third SA, in the past fortnight, was an attempt poisoning when 

he drank three quarters of a bottle of rat poison and a bottle of scotch ‘to die’. The trigger was 

his now ex-wife telling him she was pregnant to someone else. An ambulance was called and 

he suffered internal bleeding and was hospitalised.        

Trait characteristics: Frank scored below average for trait anxiety compared with 

working adults (trait anxiety score = 62). Similarly, on trait impulsivity he was below the cut 

off for high impulsivity (trait impulsivity score = 64). On state anger, however, Frank scored 

above the average for normal adults (state anger score = 28). He also scored above the 

average for normal adults and psychiatric patients on trait anger (trait anger score =23) and 

on the Anger Expression Index (Anger Expression Index = 43).  

Dynamic characteristics: Frank had moderate state anxiety (score anxiety = 11) and 

state depression (score depression = 12).  He had an OIMS diagnosis of Depressive Disorder 

and was currently on anti-depressant medication. He met criteria for four psychiatric 

disorders (Depressive Disorder, Post-traumatic Stress Disorder, Alcohol Abuse and 

Generalized Anxiety Disorder). His global psychopathology score was in the average range 

for psychiatric patients (global psychopathology = 52T). He reported low levels of social 

support (social support = 8) but was currently receiving visits from family and children.   

Summary: Frank has a history of multiple severe SAs over a two year period, the most 

recent in the two weeks before entering custody. The key characteristics were marital 

breakdown, Depressive Disorder and Alcohol Abuse Disorder, although there were also 

problems with anger and anger expression. Although Frank reported low levels of social 

support he was receiving visits from family and children.  
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In summary, Marcus illustrated low-frequency and single-episode SA within the 

context of being charged with a serious crime. There was no state disturbance of note. Frank 

illustrated high-frequency SA within the context of marital breakdown, Depressive Disorder 

and Alcohol Abuse Disorder. Frank’s problems were related to emotional collapse whereas 

the difficulties Marcus was experiencing were offence-specific.  

 

9.3 Behavioural characteristics of DSH   

The 63 participants in the self-harm group included 50 with a history of DSH 

(79.36%). Of these there are 22 participants with a history of DSH (34.92%) and 28 with a 

history of both SA and DSH (44.44%).  The method of DSH and age of first, frequency, 

recency and severity of DSH, by method of DSH, were assessed on the DSHI (Gratz, 2001), 

and presented below. The internal consistency of the DSHI was good ( = 0.76).  

 

9.3.1 The method of DSH 

The method of DSH is shown in Table 9.5, in order from the most common to the 

least common, in the overall sample. Three methods (i.e., self-carving pictures, self-dripping 

acid and using bleach, comet or oven cleaner to scrub skin) are not shown as these were not 

endorsed by any participant.  

 

Table 9.5 

 The method of DSH, in order from the most to the least common, in the overall sample 

(n=50), and within group percentages  

Method of DSH n % Method  of DSH n  % 

Head bang 39 78.0 Other 
a
 9 18.0 

Self-cut 35 70.0 Wound heal 7 14.0 

Self-scratch 18 36.0 Self-carve works 6 12.0 

Self-burn cig 15 30.0 Self-bite 5 10.0 

Self-burn lighter 15 30.0 Break bones  3 6.0 

Self-stick (needles) 15 30.0 Self-rub (glass) 2 4.0 

Self-punch 15 30.0 Self-rub (sandpaper 1 2.0 

a 
other  (i.e. swallow razor, swallow poison, overdose (x2), smash hand on bottle,  self-hang 

in police van, walk in front of moving cars, self-burn with iron) 
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Table 9.5 shows that the most common method of DSH was head banging (78.00%), 

followed by self-cutting (70.00%). The least common method of DSH was self-rubbing with 

sandpaper (2.00%), followed by self-rubbing with glass (4.00%). The average number of 

methods used in the overall sample was 3.62 (M=3.62, SD = 2.11, range 1-9).  

The use of multiple methods of DSH in the overall sample, co-existing SA/DSH and 

DSH groups is shown in Table 9.6.  

 

Table 9.6 

The use of multiple methods of DSH in the overall sample, co-existing SA/DSH and DSH 

groups, and within group percentages  

Use of multiple 

methods of DSH  

Overall sample  

n=50 

% 

 

DSH group 

n=22 

SA/DSH group  

n=28 

 n % n % n % 

Single  11 22.00 5 22.73 6 21.43 

Two  6 12.00 2 9.09 4 14.29 

Three  8 16.00 5 22.73 3 10.71 

Four  9 18.00 7 31.82 2 7.14 

Five  9 18.00 2 9.09 7 25.00 

Six  2 4.00 - - 2 7.14 

Seven  2 4.00 1 4.55 1 3.57 

Eight   1 2.00 - - 1 3.57 

Nine  2 4.00 - - 2 7.14 

 

As evident in Table 9.6 the most common use of multiple methods was single method 

DSH (22.00%), followed by four and five methods (18.00%).The least common number of 

methods was eight methods (2.00%), followed by nine/seven/six methods (4.00%).  

  A similar percentage of participants in the DSH group (22.73%) to the co-existing 

SA/DSH group (21.43%) engaged in single method DSH. The percentage of those who 

engaged in five or more methods of DSH, however, was higher in the co-existing SA/DSH 

group (46.42%) than in the DSH group (13.64%). The percentage of those who engaged in 
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less than five methods of DSH was also higher in the DSH group (86.37%) than the co-

existing SA/DSH group (53.57%).  

In summary the most common method of DSH head banging, followed by self-

cutting. Over three quarters of the sample used multiple methods of DSH and the average 

number of methods used was 3.62. The use of five of more methods of DSH was higher in 

the co-existing SA/DSH group (46.42%) than the DSH group (13.64%).  

 

9.3.2 The age of first DSH, frequency, recency and severity of DSH  

The age of first DSH, frequency, recency and severity of DSH, by method of DSH is 

presented below.  

 

9.3.2.1 The age of first DSH 

The average age of first DSH, by method of DSH, is presented in Table 9.7, in order 

from the youngest to the oldest, in the overall sample.  

 

Table 9.7  

The average age of first DSH, by method of DSH, in order from the youngest to the oldest, in 

the overall sample (n=50)  

 

Method M SD Method  M SD 

Self-burn cig 13.31 7.72 Self-cut 20.81 10.64 

Self-burn lighter 15.20 4.41 Head bang 21.72 8.90 

Self-rub (sandpaper) 16.00 0.00 Self-punch 22.07 8.33 

Self-carve (words) 16.00 9.80 Other
1 

23.60 13.33 

Self-stick (needles) 16.67 5.79 Self-bite 26.00 11.45 

Self-scratch 17.89 8.56 Wound heal 26.38 8.80 

Self-rub glass  20.00 5.66 Break bones  26.50 10.30 

1 
other (i.e. swallow razor, swallow poison, overdose (x2), smash hand on bottle, self-hang in 

police van, walk in front of moving cars and self-burn with iron) 

 

Table 9.7 shows that the youngest age of first DSH, by method of DSH, was self-

burning with a cigarette (M=13.31, SD=7.72), followed by self-burning with a lighter 

(M=15.20, SD=4.41). The oldest age of first DSH, by method of DSH, was bone-breaking 

(M=26.50, SD=10.30), followed by wound interference (M=26.38, SD=8.80).  The average 

age of first DSH was 19.24 (M=19.24, SD=10.43, range 8-48).  
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9.3.2.2 The frequency, recency and severity of DSH 

The frequency of DSH, by method of DSH, is presented in Table 9.8, in order from 

the most to the least frequent, in the overall sample.  

 

Table 9.8 

Frequency of DSH, by method of DSH, in order from the most to the least frequent, in the 

overall sample (n=50) 

Method of DSH      M  SD Method of DSH M SD 

Head bang 20.67 25.08 Self-bite 9.80 7.12 

Self-punch 19.47 29.78 Self-rub (glass) 8.50 9.19 

Self-scratch 14.11 22.20 Self-burn lighter 6.67 4.43 

Self-stick (needles) 12.53 24.91 Self-rub (sand) 5.00 0.00 

Wound heal 12.25 8.45 Other
1 

4.56 6.06 

Self-cut 11.78 18.02 Self-carve words 2.17 1.47 

Self-burn cig 9.31 6.81 Break bones  1.00 0.00 

1Other (i.e. swallow razor, swallow poison, overdose (x2), smash hand on bottle self-hang in 

police van, walk in front of moving cars, self-burn with iron) 

 

  

As evident in Table 9.8, the method of DSH that was the most frequent was head 

banging (M=20.67, SD=25.08), followed by self-punching (M=19.47, SD=29.78). The 

method of DSH that was the least frequent was bone-breaking (M=1.0, SD=0.0), followed by 

self-carving words (M=2.17, SD=1.47). The average frequency of DSH, across all methods of 

DSH, was 48.36 (M=48.36; SD=67.55, range 1- 363).  

The recency of DSH, by method of DSH, is shown in Table 9.9 in the overall sample, 

based on two recency categories (last 3 months, last 12 months). There are four methods of 

DSH that are not shown (i.e., bone-breaking, self-rubbing glass, self-rubbing sandpaper and 

self-carving words) as they did not occur in the last 3-12 months.    
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Table 9.9  

The most recent method of DSH (last 3 months, last 12 months), by method of DSH, in order 

from the most to the least recent, in the overall sample (n=50) and within group percentages 

Method DSH  Last 3 months  Last 12 months  

 n % n  % 

Self-bite  4/5 80.00 4/5 80.00 

Head bang  25/39 64.10 29/39 74.36 

Self-punch  9/15 60.00 13/15 86.87 

Other
1
   4/9 44.45 6/9 66.67 

Wound heal  3/7 42.86 5/7 71.43 

Self-cut  12/36 33.34 18/36 50.00 

Self-scratch  5/18 27.78 7/18 38.89 

Self-stick needles 2/15 13.34 4/15 26.67 

Self-burn cigarette  1/15 6.67 4/15 26.67 

Self-burn lighter  2/15 13.34 6/15 40.00 

1  
Other (i.e. swallow razor, swallow poison, overdose (x2), smash hand on bottle, self-hang 

in police van, walk in front of moving cars, self-burn with iron. 

 

Table 9.9 shows that the method of DSH that was the most recent in the last three 

months was self-biting (80.00%), followed by head banging (64.10%). The method of DSH 

that was the most recent in the last 12 months was self-punching (86.70%), followed by self-

biting (80.00%). 

The least common method of DSH in the last 3 months was self-burning with a 

cigarette (6.67%), followed by self-burning with a lighter (13.34%). The least common 

method in the last 12 months was self-sticking with needles/self-burning with a cigarette 

(26.67%), followed by self-scratching (38.89%).   

The severity of DSH was a dichotomous measure ‘needed hospital attention’ (yes/no).   

The severity of DSH, by method of DSH, in order from the most to the least severe, in 

the overall sample, is presented in Table 9.10.  
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Table 9.10 

The severity of DSH, by method of DSH, in order from the most to the least severe, in the 

overall sample (n=50), and within group percentages 

Method of DSH Severe
2 

 Method of DSH Severe
2 

 yes  %  yes  % 

1 = Break bones  4/4 100.00 8 = Self-burn lighter  4/15 26.57 

2 = Other
1
 
 

6/9 66.67 9 = Self-burn cig 3/15 20.00 

3 = Self-cut 21/35 60.00 10 = Self-punch 3/15 20.00 

4 = Wound heal 4/7 57.14 11 = Self-bite 1/5 20.00 

5 = Self-stick needles 8/15 53.34 12 = Self-scratch 2/18 11.12 

6 = Self-rub glass  ½ 50.00 13 = Carve words 0/6 0.00 

7 = Head bang 17/39 43.59 14 = Rub sandpaper  0/1 0.00 

1 
 other (i.e. swallow razor, swallow poison, overdose (x2), smash hand on bottle, self-hang in 

police van, walk in front of moving cars, self-burn with iron, 
2
required hospitalization 

(yes/no). 

 

As evident in Table 9.10, the method of DSH that was the most severe was bone-

breaking (100.00%), followed by ‘other’ (66.67%). The least severe methods, were self-

scratching (11.12%) and self-biting (20.00%).   

In summary, the average age of the first DSH was 19.24 and the method that began at 

the youngest age was self-burning with a cigarette, followed by self-burning with a lighter. 

The average frequency of DSH was 48.36 and the most frequent method was head banging, 

followed by self-punching. In the last three months, the most recent method was self-biting, 

followed by head banging. The least recent behaviours were also self-burning behaviours. 

The most severe method of DSH was bone-breaking and the least most severe was self-

scratching.   

 

9.3.3 DSH case vignettes  

Two DSH case vignettes follow. The case of John illustrates low-frequency DSH and 

the case of Jaydon illustrates high-frequency and multiple method DSH. John was sentenced 

and Jaydon was on remand. The name assigned in each case is fictional and de-identified.  

      

9.3.3.1 John 

Historical characteristics: John was a 38 year old male of Italian background who 

was born in Australia. John left school early (i.e., Year 8) and was unemployed prior to 
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custody. He was single, had no children and no history of childhood abuse. John had a 

chronic medical condition and was being treated with medication that can lead to depression. 

Criminal characteristics: John was sentenced to custody for armed robbery. The 

current offence indicated an escalation in severity of offending. Prior to the current offence, 

over a ten year period, his multiple offences had been nonviolent. John was on protection 

because he had association problems (i.e., was prevented from associating with named 

associates).  

Behavioural characteristics: John reported low-frequency DSH. On three occasions in 

the past six months he had prevented wounds from healing to ‘get medical attention’ with the 

most recent being last week. The first time he had swallowed a razor blade to ‘get to 

hospital’. 

Trait characteristics: John scored in the average range for working adults on trait 

anxiety (trait anxiety score = 59) although he was above the cut off for high impulsivity (trait 

impulsivity score = 95). He scored in the average range for psychiatric outpatients on global 

psychopathology (global psychopathology = 54T). John met criteria for APD and BPD.    

Dynamic characteristics:  John had moderate state anxiety (state anxiety score = 10) 

and state depression (state depression score =11). He had current SI, an OIMS diagnosis of 

Depressive Disorder and was on anti-depressant medication and methadone. He met the 

criteria for eight psychiatric disorders including Anxiety, Depressive, Alcohol Abuse and 

Drug Abuse disorder. He reported low levels of social support (social support = 7). He was, 

however, receiving visits from his family. 

Summary:  John had engaged in low-frequency DSH in the past six months in order to 

get medical attention. The key characteristics were chronic medical condition, Drug Abuse 

Disorder, depression, state disturbance and personality pathology.   

 

9.3.3.2 Jaydon 

Historical characteristics: Jaydon was an 18 year old Aboriginal Australian who had 

been adopted due to his birth mother being heroin dependent. He was a state ward as a child 

and had been in the care of various foster families. Jaydon reported a history of sexual abuse 

at the hands of a foster father as well as physical abuse at the hands of his stepfather. He was 

expelled from school in Year 8 for using drugs and has never had regular employment. He 

currently had a girlfriend.  

Criminal characteristics: Jaydon has a history of detention as a juvenile and was on 

remand for aggravated robbery with intent to steal car.    
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Behavioural characteristics: Jaydon had a history of multiple methods of DSH. He 

first engaged in DSH aged 13/14 when he began self-burning with a lighter but this was of 

mild severity. Once he stitched his fingers together to ‘feel pain’.  He has also engaged in 

self-cutting, head-banging, self-punching, preventing wounds from healing and swallowing 

poison. He claimed he mostly engaged in DSH to ‘feel pain’ but in the last few weeks he has 

engaged in self-poisoning to ‘see what would happen’. He reported an incident in the last 

month of having swallowed a mixture of battery acid, rat poison, spray paint, the inside of a 

texta, medicine granules, coffee and sugar. He said he ‘charged off his head’ as a result of 

drinking the mixture, but did not become unconscious.  

Trait characteristics: On trait anxiety Jaydon scored in the average range for working 

adults (trait anxiety score = 59). On trait impulsivity he scored above the cut off for high 

impulsivity (trait impulsivity score =77). Jaydon scored above the average for normal adults 

on state anger (state anger score = 40) and above the average for adult men and psychiatric 

patients on trait anger (trait anger score =33) and the Anger Expression Index (Anger 

Expression Index =51).  He also scored in the average range for psychiatric patients on global 

psychopathology (global psychopathology score = 56T). Jaydon met criteria for APD and 

BPD.      

Dynamic characteristics: Jaydon scored in the mild range for state anxiety (state 

anxiety score = 7) and state depression (state depression score = 5). Jaydon was not identified 

as having an OIMS disorder and he was not on methadone. He met screening criteria for five 

psychiatric disorders (Post-traumatic Stress Disorder, Obsessive Compulsive Disorder, 

Psychotic Disorder, Alcohol Abuse Disorder and Drug Abuse Disorder). He had moderate 

levels of social support (social support score = 9) but had not been visited in custody. 

Summary: Jaydon had engaged in multiple methods of DSH since early adolescence, 

including in the last month, mostly to ‘feel pain’.  The key characteristics were being a young 

offender, violent offending, current psychological problems, trait impulsivity, trait and state 

anger and personality disorder. Although he reported having social support this was not 

corroborated by confirmation of visits. 

In summary, John illustrated low-frequency DSH, and this was for interpersonal 

reasons. Key characteristics were drug and alcohol addiction and depression. Jaydon, on the 

other hand, illustrated the use of multiple methods of DSH to generate feeling and take risks. 

The behaviours were severe, but not frequent. Serious social disadvantage, young age and 

impulsivity were key characteristics. Both these men, however, had serious current 

psychological problems and trait disturbance.   
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9.3.4 Co-existing SA/DSH case vignettes 

The 63 participants in the self-harm group included 50 with a history of DSH 

(79.36%), and 28 participants with a history of both SA and DSH (44.44%). Although, both 

the DSH and SA/DSH groups had similar levels of engagement in single method DSH, the 

percentage of participants who engaged in five or more methods of DSH was higher in the 

co-existing SA/DSH group (46.42%) than in the DSH group (13.64%).  

Two co-existing SA/DSH vignettes are presented below. The case of Kurt illustrates 

low-frequency (single-episode) co-existing SA/DSH and the case of Ricky illustrates high-

frequency co-existing SA/DSH.  Kurt was sentenced and Ricky was on remand. The name 

assigned in each case is fictional and de-identified. 

 

9.3.3.4 Kurt   

Historical characteristics: Kurt was a 42 year old Caucasian Australian who left 

school early (Year 7) because his father and siblings had left home and he had to look after 

his blind mother. Kurt was abused physically as a child by an older brother.  Kurt was 

unemployed, although he periodically had a job. He had a de facto partner and a primary 

school aged daughter. They were living in motel accommodation and were on welfare.  

Criminal characteristics: Kurt was on remand for ‘make false representation’. He had 

a history of juvenile detention, prior admissions to custody and prior convictions for 

nonviolent offences.   

Behavioural characteristics: Kurt reported single-episode (severe) SA and DSH. The 

SA occurred when he was a young adult. He said that he took a lot of pills, stole a car and 

attempted to gas himself by connecting a hose to the exhaust pipe of the car. He was found by 

police and taken to hospital in a coma. The trigger was that his mother had evicted him. 

Similarly, in response to a notice that he was being evicted from rental accommodation six 

months ago, he had engaged in severe DSH. The DSH was bone-breaking as he had jumped 

downstairs suffering serious injuries. He had required three steel pins in his legs.    

Trait characteristics: On trait anxiety Kurt scored above the average for working 

adults (trait anxiety score = 61). On trait impulsivity he was above the cut off for high 

impulsivity (trait impulsivity score = 71). Kurt scored above the average for adult men on 

state anger (state anger = 32), above the average for adult men and below the average for 

psychiatric patients on trait anger (trait anger score = 20) and above the average for adult men 

and psychiatric patients on the Anger Expression Index (Anger Expression Index = 23).  
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Dynamic characteristics: Kurt scored in the severe range for state anxiety (state 

anxiety score = 20) and mild range for state depression (state depression score = 8). He had 

an OIMS diagnosis of Anxiety Disorder and was on anti-anxiolytic medication and 

methadone. Kurt met screening criteria for five psychiatric disorders (Post-traumatic Stress 

Disorder, Psychotic Disorder, Agoraphobia, Generalized Anxiety Disorder and Drug Abuse 

Disorder). Kurt scored in the low range for social support (social support score = 8). Despite 

this he was visited by his family.      

Summary: Kurt had engaged in single-episode SA and DSH, both of which were 

severe. The key characteristics were homelessness, unemployment, severe anxiety, Drug 

Abuse, Psychotic Disorder and trait disturbance. Although he scored low on social support he 

identified his family as a protective factor.  

 

9.3.3.3 Ricky 

Historical characteristics: Ricky was a 34 year old Caucasian man who was born in 

England. He left school after Year 10, trained as a mechanic and has had stable employment. 

He was recently separated from a partner and had no children.  

Criminal characteristics: Ricky was sentenced for breach of an Apprehended 

Violence Order. He had a history of prior admissions and convictions for violent offences 

(e.g., common assault) and a history of institutional misconducts. He was in protected 

custody because he had affiliations with Outlaw Motor Cycle Gangs and required protection 

from rival gangs.  

Behavioural characteristics: Risky reported a history of three SA’s and the use of 

multiple methods of DSH. The first SA was self-hanging (interrupted), and the second was an 

intentional overdose. The method of his most recent SA, three months ago, was self-cutting, 

and this resulted in the incision of a main artery requiring a medical intervention to save his 

life. Ricky reported a history of DSH since early adolescence with self-cutting being his 

preferred method. He first self-cut when he was 13 years old, although he ‘hid it’ from others. 

He told the adults he had cut himself on chicken wire. More recently, he talked about 

‘opening the zipper’, bandaging himself up and going straight to his room so no one knew he 

had cut himself. His other methods of DSH were self-burning, self-scratching, self-stabbing 

and head banging. Of these, he said the head banging was the most recent and the most 

severe as he had banged his head so hard he has knocked himself out in the last two weeks. 

He reported the function of the DSH was to get moved to another correctional centre because 
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of association problems. Primarily, however, he engaged in DSH for the purposes of affect 

regulation.  

Trait characteristics: On trait anxiety Ricky scored below the average for working 

adults (trait anxiety score = 31). On trait impulsivity he scored below the cut off for high 

impulsivity (trait impulsivity score = 49). Anger scores were not available but he met criteria 

for BPD.  

Dynamic characteristics: Ricky scored in the mild range for state anxiety (state 

anxiety score = 7) and state depression (state depression = 5). He had an OIMS diagnosis of 

Bipolar Disorder and was on psychiatric medication. He met screening criteria for four 

disorders (Depressive Disorder, Panic Disorder, Alcohol Abuse and Drug Abuse Disorder). 

He scored in the low average range for psychiatric patients on global psychopathology 

(global psychopathology score = 43T). On social support he scored in the low range (social 

support score= 8). He was, however, receiving visits from family members, although not his 

ex-partner.  

Summary: Ricky has a history of multiple SAs and multiple method DSH with self-

cutting as his preferred method for affect regulation. Most recently, however, he reported 

severe head banging for interpersonal reasons. The key characteristics were violent offence, 

institutional misconduct, Bipolar Disorder, Substance Abuse and borderline traits/disorder. 

Ricky had social support, which he perceived as positive, and was receiving visits. 

In summary, Kurt illustrated single-episode DSH and SA that were severe and within 

the context of social problems such as homelessness and unemployment. He also, however, 

had a range of psychological problems including anxiety. Ricky, on the other hand, illustrated 

a history of frequent and multiple method co-existing SA/DSH. The key characteristics were 

a significant criminal history, violent offending and a serious mental illness. Both these men, 

however, had high levels both state and trait disturbance.    

  

 

    Summary 

In Chapter Nine behavioural characteristics of SA and DSH were profiled. There were 

41 participants with a history of SA (13 in the SA group and 28 in the co-existing SA/DSH 

group). There were 50 participants with a history of DSH (22 in the DSH group and 28 in the 

co-existing SA/DSH group).  The behavioural profile highlighted that the age of the first SA 

or DSH, and the frequency, differed across SA and DSH. The average age of first SA was 
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26.98 and the average age of the first DSH was 19.24. Similarly, the lifetime frequency of 

DSH was high (48 incidents) and the lifetime frequency of SA was low (2-3 incidents SA).    

The methods of SA and DSH differed. The most common method of DSH was head 

banging, a low lethality method, and the most common method of SA was self-hanging, a 

high lethality method. The method that began at the youngest age was self-burning with a 

cigarette, followed by self-burning with a lighter. The self-burning behaviours were also the 

least recent. The most common trigger of the ‘worst case’ SA was relationship problems, 

followed by environmental problems. The use of multiple methods was common in DSH with 

over three quarters engaging in multiple methods of DSH. The co-existing SA/DSH group, 

however, was more likely to use five or more methods of DSH than the DSH group. 

Notwithstanding, the use of multiple methods was common in DSH.  

The severity of SA was high and varied by method of DSH.  More than 80% of the 

‘worst case’ SA was severe or interrupted based on a measure where ‘severe’ indicated   

medical attention required to save life. The severity of DSH differed across methods of DSH. 

The most severe method of DSH was bone-breaking, which was the method least likely to be 

engaged in at a younger age. Further, bone-breaking was always severe but infrequent. The 

severity of head banging, the most common method of DSH, however, was often severe 

(43.59% of cases). The severity of self-cutting, the second most common method of DSH, 

was also often severe (60.00% of cases). Although the severity of DSH differed by method of 

DSH it was often high in low lethality methods (e.g., head banging).  

The use of methods of DSH which do not require an implement (e.g., head banging, 

self-biting) was high. Head banging was the most common method, and the most frequent, 

followed by self-punching. The most recent method, in the last three months, was self-biting, 

followed by head banging. The frequency and recency of these behaviours (i.e., head 

banging, self-punching, self-biting) may, therefore, be related to the restricted access to the 

means to engage in DSH. Another finding was that the severity of these methods not typically 

considered life threatening was often severe (e.g., head banging).   

Six case vignettes were presented to illustrate specific low and high frequency profiles 

but they did not have application to risk assessment or clinical decision-making. One  

SA case illustrated single-episode SA in response to offence specific matters (Marcus) and 

the other illustrated multiple episode SA, over a two year period, in response to marital 

breakdown (Frank). The DSH vignettes illustrated low- and high-frequency DSH, one in 

response to medical problems (John) and the other for ‘thrill seeking’ and to generate feeling 

(Jaydon). The co-existing SA/DSH vignettes illustrated single-episode SA and DSH which 
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were severe (Kurt) and multiple method and high-frequency SA and DSH within the context 

of serious mental illness (Ricky).  

In Chapter Ten there will be an overall discussion of the findings of the current study. 

There will be a synthesis of the findings from the two previous empirical chapters, as well as 

this chapter, and future research recommended.   
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Chapter Ten    

  Discussion  

The purpose of this research was to profile male inmates with a history of SA and/or 

DSH on a number of characteristics from across four domains (e.g., static, trait, 

environmental, current/state psychological). As identified in the Introduction, inmates are a 

group with a high risk of SA and/or DSH who need to be effectively identified and receive 

appropriate intervention. As SA and DSH may be distinct clinical syndromes, there is also a 

need to examine whether they can be distinguished on the basis of characteristics from across 

the four domains. A barrier to the separation of SA and DSH, however, is the difficulty in the 

definition and classification of SA and DSH. In Chapter Two, therefore, three key 

nomenclatures were reviewed in terms of how they address classification difficulties to 

inform the approach to classification in the current study.  In Chapter Three a theoretical 

model was selected, from relevant theories, to inform the proposed study, and this was 

followed by a review of the literature on offender SA and DSH (2003-2013) to identify the 

characteristics and domains related to self-harm.  This formed the basis for the selection of 

characteristics to include in the current study.   

In this profiling study two key research questions were answered. Firstly, in Chapter 

Seven there was an examination of similarities/differences between the self-harm and 

comparison groups. Of the characteristics that were most significant in distinguishing the two 

groups (i.e., self-harm and comparison), five key predictors of self-harm were determined. 

Secondly, in Chapter Eight, there was an examination of the similarities/differences among 

the four groups (co-existing SA/DSH, SA, DSH and comparison) in order to determine the 

distinguishing characteristics of SA and DSH. Thirdly, in Chapter Nine, the behavioural 

characteristics of SA and DSH were described, and six vignettes presented to represent 

behavioural and other differences within the three self-harm subgroups and provide some 

individual profiles.  In Chapter Ten there will be a synthesis of the findings in the current 

study and previous research, the limitations of the current study will be acknowledged and 

future research directions proposed. The implications for clinical practice will also be 

discussed.  

 

 The aims of this chapter are to: 

(1) synthesise the findings of this study and previous research  

(2) identify the limitations of the study and propose future research directions 

(3) discuss the application of the findings of this study to practice  
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    10.1 The characteristics of inmates who have engaged in self-harm  

The overall sample was initially profiled on several static and current/state 

psychological characteristics. From this initial profile, there were six characteristics that were 

included in the comparison of the two groups as dichotomous variables (being single, low 

educational attainment, childhood abuse, violent crime, on psychiatric medication and OIMS 

diagnosis). Including these six variables, the self-harm and comparison group were compared 

on 62/64 characteristics from across four domains (static, trait, environmental and 

current/state psychological).    

 

10.1.1 The main findings  

  The self-harm group differed from the comparison group on 7/14 static, 1/6 

environmental, 18/21 trait and 11/21 current/state psychological characteristics. The most 

differences were in the trait domain, and the least in the environmental domain. The 15 

factors, which were the most significant at distinguishing the two groups, were included in 

the analysis of the key predictors. Of those factors, there were five key predictors of self-

harm (being single, childhood abuse, APD, impulsivity, global psychopathology). The five 

characteristics explained 57% of the variance in self-harm history and contributed to 87% of 

all cases being correctly classified. Previous research has also identified key predictors of 

self-harm across domains (e.g., Magaletta et al., 2008; Young et al., 2006), but not based on a 

coherent theoretical model. The concept that distal static (i.e., being single, childhood abuse), 

and trait characteristics (i.e., APD, impulsivity), were predisposing characteristics which, 

together with proximal characteristics (i.e., global psychopathology), led to self-harm was 

confirmed.  

The self-harm group did not differ from the comparison group on age or 

Aboriginality. In other research there was a significant finding for young age and self-harm   

(Gunter et al., 2013; Young et al., 2006). In other research, however, the findings were mixed 

for Aboriginality, with a positive association in one study (Larney et al., 2012), but not in 

another (Butler, Allnutt, Kariminia, & Cain, 2007). The self-harm group, however, was more 

likely to be single, and less likely to have children, than the comparison group. This was 

inconsistent with the finding that being single was not a key characteristic of self-harm in a 

review study (Lohner & Konrad, 2007). The lack of a significant association for country of 

birth and low educational attainment with self-harm history was consistent with other 

findings (e.g.,  Fazel et al., 2008; Lohner & Konrad, 2007). The lack of significant findings 
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for socio-demographic characteristics and self-harm has previously been reported (Young et 

al., 2006). Notwithstanding, being single was a key predictor of self-harm in this study.  

Of static characteristics, it was more severe criminality which identified the self-harm 

group. The self-harm group first offended at a younger age, was more likely to have previous 

sentences, institutional misconducts and a violent offence than the comparison group.  In 

other studies, violent crime was not a risk factor for self-harm (e.g., Magaletta et al., 2008; 

Young et al., 2006). Different offences, however, may be included in the category of violent 

crime limiting comparison across studies. The finding for institutional misconduct, however, 

was broadly consistent with the finding that institutional misconduct, in particular violence 

towards staff, was a significant characteristic (Young et al., 2006).  Notwithstanding, the 

findings for institutional offences, more broadly defined, prior sentences and age of first 

offending, added to a scant research base on criminal characteristics being associated with 

self-harm in inmates.   

Childhood abuse history, and low levels of social support, distinguished the self-harm   

and comparison group. The self-harm group was more likely to have a history of childhood 

abuse, and the levels of childhood sexual and physical abuse were four to six times higher 

than the comparison group.  This was consistent with the finding that childhood sexual and 

physical abuse were risk factors for self-harm in a review study (Lohner & Konrad, 2007). 

The significant findings for the combined history of childhood sexual and physical abuse, 

however, have not previously been extensively reported. Further, the lower levels of social 

support in  the self-harm group than the comparison group was a new finding for self-harm, 

although low social support has previously been reported in relation to SA (Jenkins et al., 

2005; Rivlin et al., 2013). Notwithstanding, childhood abuse and low social support were 

associated with self-harm in this study.   

The self-harm group had higher levels of trait disturbance than the comparison group. 

All of the psychological traits were elevated in the self-harm group, except for anxiety 

sensitivity. This included elevations on the impulsivity and anger sub-scale measures. 

Further, the self-harm group significantly differed from the comparison group on three of five 

personality factors (i.e., neuroticism, agreeableness, conscientiousness), and had higher levels 

of APD, BPD and comorbid APD/BPD. The higher levels of trait anger was consistent with 

one study (Sadeh et al., 2011), although there was less known about trait impulsivity in 

relation to self-harm. The findings for BPD and APD were also consistent with previous 

research (Douglas et al., 2008; Young et al., 2006), however, the significant finding for 

comorbid APD/BPD was a new finding. Similarly, although the higher levels of neuroticism 
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have previously been reported for SA (Sarchiapone, Carli, et al., 2009), the lower levels of 

Agreeableness and Conscientiousness have not.  Notwithstanding, in the current study, of all 

the significant findings for trait characteristics it was impulsivity and APD that were the key 

predictors of self-harm.  

The self-harm group had higher levels of current/state psychological disturbance (e.g., 

state anxiety, state depression, SI), compared with the comparison group, although not state 

anger. The higher levels of state disturbance in the self-harm group was consistent with 

previous research (Lekka et al., 2006; Palmer & Connelly, 2005). There were also higher 

levels of global psychopathology in the self-harm group. These levels were similar to levels 

in psychiatric outpatients, which is of concern, given the lack of specialised mental health 

services in custody. Although the PDSQ does not confirm psychiatric diagnosis it is a good 

indicator of global psychopathology (Zimmerman & Mattia, 2001). Global psychopathology 

was a key predictor of self-harm in the current study.  

There were higher levels of psychiatric comorbidity, OIMS diagnosis and current 

medication in the self-harm group. Based on the PDSQ, only 5% of the overall sample had no 

PDSQ disorder. The self-harm group, however, was four to seven times more likely than the 

comparison group to have four or more PDSQ disorders. In contrast to the PDSQ, the OIMS 

diagnosis provided an indication of primary diagnosis. The self-harm group was five times as 

likely to have a Mood Disorder on OIMS, and the comparison group twice as likely to have 

of Drug Abuse or Alcohol Abuse Disorder. A history of psychiatric intervention was 

identified in several studies as a risk factor for self-harm (e.g.,  Lekka et al., 2006).  In the 

current study, despite the high levels of psychiatric morbidity, almost half of the sample           

were not on psychiatric medication (43.7%). This is consistent with other studies (e.g.,  

Fotiadou et al., 2006).  It seems that despite the high levels of psychopathology in an inmate 

population, there is inadequate intervention.      

The self-harm group had higher levels of five psychiatric disorders on the PDSQ. A 

range of mental disorders has previously only been examined in relation to community 

offenders (Gunter et al., 2013). The self-harm group was more likely to have Depressive 

Disorder, Psychotic Disorder, Panic Disorder, Generalized Anxiety Disorder and Post-

traumatic Stress Disorder than the comparison group. The findings for Depressive Disorder 

and Anxiety Disorder generally were consistent with the findings for community offenders 

(Gunter et al., 2013). Panic Disorder and Post-traumatic Stress Disorder have also been 

reported previously in relation to SA (Rivlin et al., 2010). The finding for Generalized 

Anxiety Disorder was newly identified in relation to self-harm. The lack of significant 
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finding for Alcohol Abuse Disorder, and Drug Abuse Disorder, was consistent with findings 

in a review study (Lohner & Konrad, 2007), although illicit substance abuse was a risk factor 

for self-harm in one study (Young et al, 2006). Notwithstanding, Mood and specific anxiety 

disorders, and not substance abuse, were linked with self-harm in the current study.   

In conclusion, there were a large number of differences (i.e., 37/62) between the self-

harm and comparison groups across the four domains, with the most differences being in the 

trait, and the fewest in the environmental domain. Some of these characteristics (e.g., age of 

first offending, previous sentences, institutional misconducts, violent crime, low social 

support) have received little previous research attention. Other characteristics such as 

Agreeableness, Conscientiousness and Generalized Anxiety Disorder were newly identified 

in relation to self-harm. There were, however, only five key predictors of self-harm (being 

single, childhood abuse, APD, impulsivity, global psychopathology). 

 

10.1.2 The implications and future research directions   

The five key predictors of self-harm reflected historical, social and psychological 

disturbance. There were implications for both identification of those at risk and management 

of their complex psychosocial presentations. Inmates are screened for risk at entry to custody, 

and other key transitional points, but due to time constraints, only the characteristics that are 

the most diagnostic of self-harm risk are included in screening protocols. Screening is brief 

and conducted by civilian non-specialist staff, whereas comprehensive assessment can be 

lengthy and is typically conducted by staff with mental health specialty.  Once identified at 

risk, inmate safety is the priority until there is opportunity for more detailed risk assessment 

(i.e., comprehensive assessment).  

While this study identified five key predictors of self-harm, not all of these 

characteristics can be assessed during screening due to time constraints. Further research is 

also required to develop valid screening instruments. Historical characteristics and current 

distress are more easily assessed at screening than characteristics such as mental health 

disorder, which requires specialist assessment and diagnosis. Global psychopathology, for 

example, requires detailed assessment before a diagnosis can be confirmed. Notwithstanding, 

there are implications for both risk assessment and treatment pathways based on the current 

findings.    

The results suggest that a combination of static and dynamic characteristics are   

relevant to the assessment of self-harm. Being single and childhood abuse were both key 

predictors and are recommended for inclusion in research on screening protocols. If the 



221 

 

individual has previously been married, the characteristic may be associated with current or 

past difficulty in interpersonal relationships. If a marital separation was recent the distress 

may be acute but ameliorate with crisis intervention. If there has been serious disharmony, 

the inmate may benefit from offence specific programs which incorporate communication 

skills training and relationship skills training (e.g., Babcock, Green, & Robie, 2004). The 

other static characteristic, childhood abuse, may require follow up during comprehensive 

assessment, in particular if there is ongoing distress. Debriefing may also be required if there 

is disclosure. The childhood history of abuse and trauma requires careful consideration in 

treatment planning so that these factors are resolved and their impact on current behaviour 

reduced. The appropriate setting for follow-up of these problems, however, may be in the 

community once the individual is released from custody. Regardless, relationship difficulties 

and childhood abuse require assessment and prioritization according to planned treatment 

pathways.   

Criminal factors were not found to be key predictors in this study. Several 

characteristics (e.g., institutional misconduct), however, were more significantly associated 

with the self-harm group than the comparison group. Information on criminal history and 

institutional behaviour is available on the electronic file at the time of initial screening and 

may assist the clinician in generating some hypotheses for the case formulation following 

comprehensive assessment. The lack of significant findings for most of the environmental 

factors indicates that a broader range of environmental characteristics (e.g., bullying) may 

require examination in research. Low levels of social support, however, was a significant 

characteristic associated with the self-harm group, although receiving visits was not. This 

finding would indicate that perceptions of social support should be probed at all assessment 

stages, as having contact with family and friends may not be protective. In summary, criminal 

and social support characteristics require further examination in future screening protocol 

development.  

Two trait characteristics (impulsivity, APD) were closely linked with self-harm 

behaviours. These two characteristics emerged from a large number of characteristics as key 

characteristics, suggesting a personality profile of a male inmate with a high level of risk 

taking behaviour without consideration of consequences, and this may explain the more 

severe forms of self-harm in male compared with female inmates.  These traits may manifest 

in ‘hot headedness’ and contribute to the higher levels of institutional misconduct in the self-

harm group. Impulsivity, however, is a broad construct and the difficulty with APD is that 

criminal offending, which is a symptom of APD, does not identify those with APD among 
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inmates. Impulsivity and APD, therefore, while useful in illustrating the profile of a self-

harming inmate, may not be useful in the distinction of a self-harm group from a non self-

harm group as they are so common in the population. Notwithstanding, at extreme levels 

these factors can be assessed during more detailed assessment. If not, these characteristics  

are often addressed in offence specific programs, which teach cognitive skills, such as 

consequential thinking and perspective taking, as part of general correctional case 

management (e.g., Lipsey, Chapman, & Landenberger, 2001).  

The key proximal risk factor for self-harm was global psychopathology. This 

indicates that a full diagnostic assessment may be required. Given the high levels of 

psychiatric morbidity, however, not all the identified inmates can have a full diagnostic 

assessment. The use of brief screening tools such as the HADS (Snaith & Zigmond, 1994), 

however, are appropriate for further examination in screening protocol development as this 

scale provides a measure of state disturbance, and an indication that someone may require 

further assessment. It is also recommended that a diagnostic screening tool, such as the PDSQ 

(Zimmerman & Mattia, 2001), is implemented during the comprehensive assessment phase. 

This ensures only those with serious psychopathology are referred for specialist mental health 

assessment. The high levels of comorbid disorders, as identified in this and past research, 

highlights that specialized mental health treatment of the complex presentations may be 

required. Given the paucity of those specialised services in custody, this presents a challenge 

for policy makers and corrective services staff. The full resources of the correctional centre, 

however, can be utilised, and non-specific interventions like anxiety/stress management, 

counseling around life stressors, and bolstering of social supports, may assist in symptom 

reduction and harm minimisation.   

While this study offers five key predictors of self-harm, further research is 

recommended to confirm those, and other characteristics such as social support and criminal 

characteristics, in future research on screening and risk assessment protocols.  

 

   10.2 The distinguishing characteristics    

 In order to examine whether there were similarities/differences within self-harm 

groups, further analyses were undertaken with four subgroups (co-existing SA/DSH, SA, 

DSH and comparison) on 63/64 characteristics from across the four domains.  
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10.2.1 Differences between the self-harm groups       

The co-existing SA/DSH group differed from the SA group on 18/63 characteristics. 

The DSH group differed from the SA group on 10/63 characteristics and the co-existing 

SA/DSH group differed from the DSH group on 1/63 characteristics (state depression). The 

co-existing SA/DSH group and DSH groups both differed from the SA group on the same 

seven characteristics (young age, age of first offence, use of methadone, BPD, global 

psychopathology and two PDSQ disorders). The co-existing SA/DSH group, however, also 

differed on three criminal, five trait and three current/state psychological characteristics. The 

DSH group differed on one extra static and two trait characteristics.     

The findings for socio-demographic characteristics were broadly consistent with other 

studies on the distinguishing characteristics of SA and DSH. The average age of the co-

existing SA/DSH group, and the DSH group, was younger than the average age of the SA 

group; this was consistent with findings in two inmate studies (Carli, Jovanovic, et al., 2010; 

Lohner & Konrad, 2006), although inconsistent with findings for community offenders 

(Gunter et al., 2011). Being single, however, did not distinguish among the self-harm groups. 

This was consistent with one study (Lohner & Konrad, 2006), but not with another (Carli, 

Jovanovic, et al., 2010). A number of socio-demographic characteristics (e.g., Aboriginal 

status, low educational attainment, unemployment) did not distinguish the co-existing 

SA/DSH or DSH groups from the SA group. This was consistent with the lack of significant 

findings for socio-demographic characteristics in one study (Lohner & Konrad, 2006), 

although in a study on community offenders, with a larger sample size, low educational 

attainment was more highly associated with DSH than SA (Gunter et al, 2011). 

Notwithstanding, the DSH group was less likely to have children than the SA group, which 

was a new finding and youth was more associated with co-existing SA/DSH and DSH than 

SA.        

The co-existing SA/DSH group differed from the SA group on more criminal 

characteristics than the DSH group. Both groups, however, were younger at the time of the 

first offence than the SA group, which is also a new finding. The co-existing SA/DSH group 

also differed from the SA group on institutional misconduct, prior admissions and previous 

sentences. Institutional misconducts have previously been associated with DSH (e.g., Lanes, 

2009; Smith & Kaminski, 2010) and, in one study, with SA (Godet-Mardirossian et al., 

2011).  Prior convictions have also been linked previously with DSH (Lanes, 2009). In those 

studies, however, there was no co-existing SA/DSH group. Notwithstanding, higher levels of 
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institutional misconduct and prior admissions were more highly associated with co-existing 

SA/DSH and DSH than with SA.   

The co-existing SA/DSH group had higher levels of criminality than the other 

subgroups but not for violent crime. Violent crime did not distinguish among the self-harm 

groups, in contrast to the finding that violent crime was more highly associated with DSH 

than SA (Carli, Jovanovic, et al., 2010).  Previously, violent crime was reported as a risk 

factor for SA (Mandelli et al., 2011; Sarchiapone, Carli, et al., 2009) and DSH (Lanes, 2009; 

Matsumoto et al., 2005) and, in the current study, distinguished the self-harm group from the 

comparison group. Violent crime was, therefore, a common characteristic across the self-

harm groups rather than a distinguishing characteristic. Notwithstanding, the higher levels of 

criminal behaviour in the co-existing SA/DSH group was a new finding.  

Childhood sexual and physical abuse did not distinguish among the self-harm 

subgroups. This was consistent with other research on the distinguishing characteristics of SA 

and DSH (Gunter et al., 2011; Lohner & Konrad, 2006), but inconsistent with the finding  

that childhood physical abuse was more highly associated with DSH than SA in one study 

(Carli, Jovanovic, et al., 2010). Childhood sexual and physical abuse, however, have 

previously been positively associated with both SA (Blaauw, Arensman, Kraaij, Winkel, & 

Bout, 2002; Godet-Mardirossian et al., 2011) and DSH (Mohino Justes et al., 2004; 

Sakelliadis et al., 2010). Childhood abuse characteristics may not distinguish the self-harm 

subgroups because they are common across self-harm groups.   

The co-existing SA/DSH and DSH groups did not differ from the SA group on 

environmental characteristics such as being on remand, including social support. Nor, in one 

study, was there any significant finding for being on remand (Lohner & Konrad, 2006).  

Previously, being in segregated custody was associated with the use of three or more methods 

of DSH, although restrictive placement and protective custody were not identified as risk 

factors (Lanes, 2012). Being an escape risk, however, has been reported as a risk factor for 

SA (Serin, Motiuk, & Wichmann, 2003).  Further, social support has been reported as a risk 

factor for SA (Jenkins et al., 2005), although seldom examined in relation to DSH. In the 

current study, although low levels of social support differentiated the self-harm group from 

the comparison group,   social support did not distinguish among the self-harm subgroups. 

These findings indicate that there may be low levels of social support across both SA and 

DSH although further examination of this is required.   

There were marked differences between the DSH and SA group on personality 

disorder characteristics. The DSH group had higher levels of APD, BPD and comorbid 
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APD/BPD than the SA group.  Also, the co-existing SA/DSH group had higher levels of BPD 

than the SA group.  In other studies, APD has been identified as a risk factor for SA (Jenkins 

et al, 2005), and BPD as a risk factor for DSH (Lanes, 2009). In one study APD did not 

distinguish SA and DSH (Lohner & Konrad, 2006), but BPD has not previously been 

examined as a distinguishing characteristic. As there are overlapping symptoms in APD and 

psychopathy, however, the finding that APD was positively associated with DSH was broadly 

consistent with the fact that aspects of psychopathy distinguished SA and DSH in two studies 

(Gunter et al., 2011; Lohner & Konrad, 2006). Notwithstanding, the higher levels of 

comorbid APD/BPD in the DSH group was a new finding.  

The co-existing SA/DSH group was distinguished from the SA group on higher levels 

of neuroticism, and lower levels of conscientiousness. Neuroticism has previously been 

identified as a risk factor for SA (Sarchiapone, Carli, et al., 2009) but not examined as a 

distinguishing characteristic in inmates. The lack of a significant finding for extraversion was 

inconsistent with other research (Cramer et al., 2012; Sarchiapone, Carli, et al., 2009). 

Overall, however, the finding that there were differences among the self-harm groups on 

various personality characteristics has not previously been reported for inmates.     

The co-existing SA/DSH group differed from the SA group on trait anxiety and 

experiential avoidance, although not anxiety sensitivity, which has not previously been 

reported. Trait impulsivity, however, did not distinguish the co-existing SA/DSH or DSH 

groups from the SA group, which was inconsistent with two studies (Gunter et al., 2011; 

Lohner & Konrad, 2006). It was, however, consistent with the finding that impulsivity was 

not a distinguishing characteristic when other psychological variables such as aggression 

were considered (Carli, Jovanovic, et al., 2010). The only significant finding in the current 

study for impulsivity was that the co-existing SA/DSH group had higher levels of attentional 

impulsivity than the SA group. An explanation for the discrepant findings may be that 

impulsivity subfactors were not examined in these other studies. Trait anger and the Anger 

Expression Index did not distinguish among the self-harm groups. Characteristics that have 

been conceptualised as being on the impulsive aggressive spectrum, such as impulsivity, 

anger and aggression may not distinguish among the self-harm subgroups as they are 

common across SA and DSH.    

The co-existing SA/DSH and DSH groups both differed from the SA group on global 

psychopathology and methadone use, and additionally the co-existing SA/DSH differed on 

OIMS diagnosis. The findings for global psychopathology were broadly consistent with the 

finding that there is an increased psychopathology in those who survive rather than those who 
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complete suicide (e.g., Daigle, 2004; Serin et al., 2003), although SA and DSH were not 

distinguished in these studies. The finding for OIMS diagnosis was consistent with research 

showing a positive relationship between any psychiatric disorder and SA (e.g.,  Sarchiapone, 

Carli, et al., 2009) and DSH (e.g.,  Sakelliadis et al., 2010). Although methadone use was 

reported as a risk factor of SA in one study (Hakansson et al., 2010), the finding that 

methadone use distinguished the co-existing SA/DSH and DSH groups from the SA group 

was a new finding.       

There were commonalities in the types of mental disorder that differentiated the self-

harm group from the comparison group, but differences in the types of mental disorder which 

distinguished the SA/DSH and DSH groups from the SA group. Panic disorder and Post- 

traumatic Stress Disorder distinguished the co-existing SA/DSH group from the SA group, 

which was a new finding. Previously Panic Disorder had been more highly associated with 

DSH than SA in community offenders (Gunter et al., 2011), and the two disorders have been 

positively associated with SA in inmates (Rivlin et al., 2010). The DSH group had higher 

levels of Obsessive Compulsive Disorder, and Drug Abuse Disorder, than the SA group. The 

finding for Obsessive Compulsive Disorder was a new finding. The finding for Drug Abuse 

Disorder, however, was inconsistent with two studies (Gunter et al., 2011; Lohner & Konrad, 

2006), although consistent with the finding that Drug Abuse Disorder, and any substance 

abuse, were have been identified as risk factors for DSH (Lanes, 2009; Matsumoto et al., 

2005; Sakelliadis et al., 2010).  Psychotic Disorder did not distinguish among the self-harm 

groups. In previous research Psychotic Disorder was linked with both SA (Mandelli et al., 

2011; Rivlin et al., 2010) and DSH (Lanes, 2009) so it may not distinguish across the two 

behaviours. Notwithstanding, some mental disorders were distinguishing characteristics. Two 

specific anxiety disorders were more associated with co-existing SA/DSH than SA and Drug 

Abuse Disorder and Obsessive Compulsive Disorder were more associated with DSH.      

Depressive Disorder did not distinguish among the self-harm groups, but state 

depression was more associated with co-existing SA/DSH than with either DSH or SA. In 

other research Depressive Disorder was reported as a risk factor for SA (Mandelli et al., 

2011; Rivlin et al., 2010) and DSH (Lanes, 2009).  In the current study, state depression was 

more highly associated with co-existing SA/DSH than SA consistent with the finding that 

depression is more highly associated with SA than DSH (Gunter et al., 2011; Lohner & 

Konrad, 2006), taking into account that there was no co-existing SA/DSH group in those 

studies. The higher levels of state disturbance (i.e., anxiety, depression) in the co-existing       

SA/DSH group was a new finding. The difference between the co-existing SA/DSH and DSH 
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groups on state depression, however, may be due to the fact that the assessment was 

conducted when the inmate was in a non-acute state. Another characteristic, SI, differentiated 

the self-harm group from the comparison group but did not distinguish among the self-harm 

subgroups. This was inconsistent with research on non-offender populations (e.g.,  Claes et 

al., 2010), but consistent with inmate research which showed that SI predicted both SA and 

DSH (Lekka et al., 2006). Notwithstanding, state depression and anxiety were highest in the 

co-existing SA/DSH group, and SI was not a distinguishing characteristic. 

In summary, there were a number of characteristics that were common across the self-

harm groups (e.g., violent offence, low social support, childhood abuse characteristics, trait 

anger, impulsivity). There were significant differences, however, when the co-existing 

SA/DSH and DSH groups were compared with the SA group on characteristics such as young 

age, young age of first offending, BPD, global psychopathology and methadone. The co-

existing SA/DSH group also differed from the SA group on trait anxiety, experiential 

avoidance, criminality, two anxiety disorders and state disturbance and the DSH group 

differed on Drug Abuse Disorder and the three personality disorder characteristics.  

  

10.2.2 Differences between self-harm subgroups and the comparison group  

The co-existing SA/DSH and DSH groups differed from the comparison group on a 

similar number of characteristics (35/63 and 31/63 respectively). The number of these 

differences was consistent with the number of differences (37/62) between the self-harm and 

comparison groups. The SA group differed from the comparison group on only 2/63 

characteristics (SI, childhood physical abuse).  

The co-existing SA/DSH and DSH groups differed from the comparison group on a 

similar number of static characteristics (6/12 and 7/12 respectively), as did the self-harm 

group and comparison group (7/12). The co-existing SA/DSH and DSH groups differed from 

the comparison group on five of the same static characteristics (i.e., single status, institutional 

misconducts, previous sentences, childhood sexual abuse, childhood physical abuse), and the 

self-harm group differed on four of these characteristics (including a combined childhood 

abuse characteristic). The additional factors were that the co-existing SA/DSH group was 

more likely to be Aboriginal, and the DSH group was more likely to be unemployed, and less 

likely to have children, than the comparison group. The self-harm group was more likely to 

first offend at a younger age, have a violent crime, and be less likely to have children, than 

the comparison group. On environmental characteristics, the only significant difference 

between the subgroups was that the DSH group was more likely to have an escape history. 
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There was no difference between the subgroups on social support despite there being a 

significant difference between the self-harm and comparison group on social support. The 

lack of significant findings for social support may have been due to the smaller group sizes in 

the comparison of the four groups than in the comparison of the two groups.         

The co-existing SA/DSH group differed from the comparison group on a higher 

number of trait characteristics than the DSH group (19/21 vs 13/21 respectively) although on 

a similar number as the self-harm group (18/21). Both the co-existing SA/DSH and DSH 

groups differed from the comparison group on trait anxiety, experiential avoidance, the four 

impulsivity characteristics, trait anger, the Anger Expression Index, neuroticism, 

conscientiousness and three personality disorders. The additional factors were that the co-

existing SA/DSH group differed from the comparison group on all the anger expression sub-

scales, extraversion and agreeableness. The self-harm group also differed from the 

comparison group on these characteristics, but not on extraversion. Notwithstanding, the 

highest levels of trait disturbance were associated with the co-existing SA/DSH group 

compared with the comparison group.   

The co-existing SA/DSH and DSH groups differed from the comparison group on a 

similar number of current/state psychological characteristics (12/21) as the self-harm group 

(11/21). The co-existing SA/DSH, DSH and self-harm groups differed from the comparison 

group on the same ten characteristics (i.e., state anxiety, global psychopathology, five PDSQ 

disorders, SI, current psychiatric medication and OIMS diagnosis). In addition, the co-

existing SA/DSH group differed from the comparison group on state depression and Somatic 

Disorder, the DSH group on Drug Abuse and Obsessive Compulsive Disorder and the self-

harm group on state depression. The differences on mental disorder between the co-existing 

SA/DSH and DSH groups and the comparison group, therefore, were similar to when they 

were compared with the SA group, except for Somatic Disorder.   

In summary, the most differences were between the co-existing SA/DSH and 

comparison groups, and the fewest were between the SA group and comparison group. There 

were also higher levels of trait and state psychological disturbance in the co-existing SA/DSH 

and DSH groups compared with the comparison group and SA group.    

 

10.2.3 Implications and future research directions   

A key question in this research was whether SA and DSH should be distinguished. 

Due to the high co-occurrence of SA and DSH, and the complexity of the assessment, the 

recommendation is that SA and DSH should not be distinguished at the point of reception 
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screening. A single question about lifetime history of SA and DSH, however, should be 

included at each assessment phase as this informs the risk rating. The classification of co-

existing SA/DSH should occur during comprehensive assessment when there is opportunity 

to ask for more details about the different behaviours. Particular attention needs to be given to 

where SA and DSH co-occurs as this is associated with higher psychopathology.  

Socio-demographic characteristics were not distinguishing characteristics in this 

research. There were, however, differences between the self-harm subgroups and the 

comparison group on some socio-demographic factors. It is, therefore, recommended that 

these factors (e.g., Aboriginality, unemployment, has children) are further examined in 

research as it is not time consuming to ask these questions. It is also recommended that the 

two criminal characteristics that distinguished the co-existing SA/DSH group from the SA 

group (i.e., prior convictions, institutional misconduct) be accessed from the electronic file at 

the point of reception screening and be included in future research on screening protocol 

development. Although the co-existing SA/DSH group compared to the SA group had the 

highest levels of criminality, violent crime did not significantly distinguish between the self-

harm subgroups. It may be that SA occurs, in the absence of psychiatric disturbance or 

criminal history, in response to shame, guilt or social isolation following incarceration, and/or 

court, following a serious offence. The presence of distress about offence related matters, 

and/or mood disorder, may be associated with SA in inmates when there is no behavioural 

history of SA and/or DSH. Notwithstanding, distress about offence related matters was a 

characteristic across self-harm subgroups.    

Childhood abuse characteristics were common across SA and DSH. While further 

research may be required on the impact of childhood physical abuse, historical childhood 

abuse was a predisposing factor for self-harm generally. Environmental characteristics were 

not distinguishing characteristics, except for escape history, which was more highly 

associated with the DSH group than the comparison group. This behaviour may parallel self-

harm behaviour as escapes are either impulsive or planned and this can be probed during 

comprehensive assessment. An implication of the finding that low levels of social support  

was common across SA and DSH is that this characteristic may be a key characteristic but 

changes over time and requires monitoring. Notwithstanding, further research is required on a 

fuller range of environmental characteristics.     

The high levels of trait and state psychological disturbance in the co-existing SA/DSH 

group indicates that the classification of co-existing SA/DSH should be a ‘red flag’ for a full 

diagnostic assessment. The findings were consistent with research on non-offender   
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populations; this research also found that co-existing SA/DSH was associated with the 

highest levels of psychopathology (Andover & Gibb, 2010; Claes et al., 2010; Jacobson et al., 

2008).  In the current study, however, the DSH group was closest to the co-existing SA/DSH 

group and, in other studies, the SA group was closer. The inmate population, however, differs 

from the psychiatric population as inmates have higher levels of personality disorder and trait 

disturbance in general (Fazel & Danesh, 2002). This may account for the finding.  

Notwithstanding, this research adds to the literature by highlighting that co-existing SA/DSH 

was associated with higher levels of psychopathology and further mental health assessment 

may be required.     

In general DSH, not suicidality, appeared to be associated with higher levels of 

psychopathology, including illicit substance abuse, and criminality. In the correctional milieu 

DSH has unscientifically been conceptualised as being for secondary gain and ‘fake’.  DSH, 

however, is associated with psychopathology based on these findings. In addition, a 

behavioural history of only DSH should be a ‘flag’ for consideration of priority referral for 

other services, such as alcohol and other drug rehabilitation services. Being on methadone, 

however, was associated with both co-existing SA/DSH and DSH so drug rehabilitation also 

needs to be considered in the co-existing SA/DSH group. Two specific anxiety disorders 

were more highly associated with co-existing SA/DSH than SA, so anxiety disorder treatment 

may require consideration in treatment pathway planning. Further, inmates with any history 

of self-harm (i.e., SA and/or DSH) present with higher levels of BPD, which suggests that 

referral for mood management programs may be relevant (e.g., Eccleston & Sorbello, 2002). 

Notwithstanding, the classification of the self-harm subgroups is likely to assist in treatment 

pathway planning.   

This research highlighted that SA can occur in the absence of behavioural history of 

SA and/or DSH or marked psychopathology. An SA history, therefore, should result in a high       

risk rating pending further information. Additionally although SI did not stand out as a 

distinguishing characteristic among the self-harm subgroups, it distinguished the self-harm 

group from the comparison group and should be included in future screening protocol 

development. Further, there is a significant association of state depression and co-existing 

SA/DSH, which adds weight to the earlier recommendation that screening for anxiety and 

depression should be included in future screening protocol development. Another 

recommendation is that, in those with a behavioural history of SA, even though depression 

may be inactive, the follow-up assessment of depression is recommended.  
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Finally, the findings in the current study have implications for the continuum-versus-

separate-syndrome debate. The current findings were that there were some differences among 

the self-harm groups, and some shared characteristics, which is consistent with the concept of 

a separate syndrome approach. However, many of the differences between the self-harm 

subgroups may be spurious and explained by a shared ‘third variable’ (e.g. Hamza et al., 

2012). Further research is required on the differences among the self-harm subgroups to 

resolve the inconclusiveness about the continuum vs separate syndrome approach.  

Notwithstanding, this comparison of the four groups added to the small number of studies on 

the distinguishing characteristics of SA and DSH in an inmate population with clinical and 

theoretical implications.    

In summary, although there are shared risk factors, there are distinct differences 

among self-harm subgroups, which do not support the continuum approach. Further, it is 

recommended that during comprehensive assessment, the distinction of SA and DSH is made 

to guide referral decision making and treatment planning.      

 

10.3 The behavioural characteristics    

A range of behavioural characteristics of both SA and DSH were examined in the 

current study. The behavioural characteristics of those with a history of SA and of those with 

a history of DSH were described.     

 

10.3.1 The behavioural characteristics of SA and DSH  

The prevalence of co-existing SA/DSH was higher in the current study than the 

prevalence of DSH or SA. This was inconsistent with one study that found co-existing 

SA/DSH was lower, than SA or DSH (Andover et al., 2011).  The inmates in that study,   

however, were referred for psychiatric assessment, and were a specific clinical cohort. 

Otherwise, there is little known of the prevalence of co-existing SA/DSH among inmates. In 

the current study, the frequency of lifetime DSH was higher (48 incidents) than the frequency 

of SA (2 incidents). This was consistent with other research which showed there were more 

male inmates with a history of DSH than with a history of SA (e.g., Carli, Jovanovic, et al., 

2010). It was also consistent with the finding for community offenders that DSH incidents 

were more frequent (i.e., 11-12) than SA incidents (i.e., 2-3) (Gunter et al., 2011). Similarly, 

it was broadly consistent with research that showed that the ratio of DSH to SA was at least 

two incidents of DSH to every incident of SA (Lohner & Konrad, 2006).  In summary, DSH 
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was more common than SA in custody and the frequency of lifetime DSH in inmates was 

high.  

The most common method of SA was attempted hanging, which was consistent with 

other research (Magaletta et al., 2008; Rivlin et al., 2010). The second most common method 

was self-cutting and this method was also the second most common method of DSH. It may 

be that the lethality of the self-cutting differed across SA and DSH, but this was not explored. 

The lethality of the methods of SA were high (e.g., jumping from building and self-stabbing 

in heart), and the severity was high, consistent with other research (Rivlin et al., 2010). The 

most common trigger for the ‘worst case’ SA was relationship problems. It was not known, 

however, whether the relationship problem was with people outside the custodial setting (e.g.,   

girlfriend), or from inside the centre (e.g., peer group, officers). Relationship problems have 

also been identified as a trigger for DSH in custody (Doty, Smith, & Rojek, 2012). 

Notwithstanding, the high lethality and severity of SA in male inmates was consistent with 

previous research.     

The most common method of DSH in the current study was head banging, followed 

by self-cutting. This was inconsistent with the finding that self-cutting, followed by head 

banging, was the most common method in two studies (Lanes, 2009; Lohner & Konrad, 

2006), but consistent with the finding that head banging was the most common method in 

another study (Sakelliadis et al., 2010). Head banging, however, may not be included in some 

studies depending on the definition of DSH used, which may explain the discrepant findings. 

In regard the use of more than one method of DSH, single-episode DSH was the most 

common in the current study, followed by two, three or more methods of DSH. The majority 

of those who engaged in DSH, however, engaged in multiple methods of DSH, which was 

consistent with one study (Lanes, 2011). The co-existing SA/DSH group engaged in the 

highest number of different methods. The co-existing SA/DSH group, therefore, had the 

highest levels of behavioural disturbance, which was a new finding.        

The average age of first DSH was younger (19 years) than the average age of first SA 

(26 years). This was consistent with findings for community offenders that there was a 

younger average age of first DSH (17-18 years) than age of first SA (19 years) (Gunter et al., 

2011). The method of DSH that began at the youngest age (i.e., self-burning with a cigarette), 

however, was also the least recent, consistent with findings in a non-inmate study (Ougrin et 

al., 2012).   

The frequency, recency and severity of DSH varied by method. The method of DSH 

that was the most frequent was head banging, followed by self-punching. The method that 
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was the most recent, was self-biting, followed by head banging. These methods, which were 

the most frequent, and the most recent, did not involve the use of implements (e.g., head 

banging). The method of DSH that was most commonly severe was bone-breaking, followed 

by self-cutting. Some methods were always severe (e.g., bone-breaking), and some methods, 

not typically considered severe (e.g., head banging), were severe in a significant minority. 

This was inconsistent with the finding in several critical incident studies that the   severity of 

DSH was mild, and did not require stitches, or any other medical intervention (Doty et al., 

2012; Lohner & Konrad, 2006; Mannion, 2009) but consistent with findings in another study 

(Smith & Kaminski, 2010). Notwithstanding, the severity of DSH was high in the current 

study and the most frequent and recent methods of DSH did not involve the use of 

implements.   

In summary, the typical inmate with SA engaged in 2-3 SAs, started at around age 26, 

and used high lethality methods such as attempt hanging. The typical inmate with DSH, on 

the other hand, engaged in 5-50 incidents over the lifespan, started at around age 18, and 

engaged in methods that did not involve implements, such as head banging, and used multiple 

methods.   

 

10.3.2 The implications and future research directions  

The frequency and recency of DSH in custody has implications for risk management.  

The most frequent, and the most recent methods (e.g., head banging, self-punching, self-

biting), did not require implements. They were likely to be preferred behaviours due to the 

unavailability of implements for self-harm in custody (e.g., a razor to cut with). The 

restrictions in access to the means to self-harm, therefore, does not prevent self-harm but 

reduces the risk, at least in the short term. There may also be some delayed effects but this 

was beyond the scope of this study.  There is evidence of a high suicide rate upon release 

from custody (e.g.,  Kariminia et al., 2007; Pratt et al., 2010), but it is not known if there is a 

similar increase in DSH upon release from custody, once environmental restrictions have 

been relaxed. To minimise the negative impacts of restrictions, psychological assistance 

should aim to reduce emotional reactivity, and discharge planning should begin early, so that 

psychosocial support systems can be put in place prior to release from custody.    

The use of multiple methods of DSH was common and the average frequency of DSH 

was high. It has previously been reported that a few inmates engage in highly repetitive 

behaviour and consume a disproportionate amount of resources (e.g. Smith & Kaminski, 

2010). The use of multiple methods of DSH, and highly frequent DSH, should be a ‘red flag’ 
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for comprehensive behavioural assessment. It is recommended the behavioural assessment 

include the systematic assessment of SA and DSH on a range of behavioural characteristics 

(e.g., the method, use of multiple methods, age of first, frequency, severity, recency) as these 

characteristics may inform the risk rating, in combination, if not singly.  In particular, the 

behavioural characteristics to consider are co-existing SA/DSH if relevant, highly frequent 

DSH, recent and severe SA and/or DSH and the use of multiple methods of DSH. 

The DSHI included three methods of DSH that are rare. The three methods (i.e., use 

bleach, self-carve pictures, self-drip acid) have limited utility and have not been previously 

endorsed (Gratz, 2001). Although the DSHI provided a measure that was reliable and valid, 

the DSHI may not be suited to a systematic behavioural assessment across SA and DSH. 

Methods that would require assessment are self-hanging, self-jumping, self-gassing and 

overdose, as these were common methods of SA in the current study. The inclusion of the 

function is recommended, as this assists in case formulation as the functions may vary. The 

functions of DSH, for example, may be in response to interpersonal antecedents (e.g., John), 

or intrapersonal antecedents (e.g., Ricky). Further, one case vignette illustrated that the 

functions can differ in the same individual and be to regulate affect, or to obtain a cell 

transfer (e.g., Ricky). Notwithstanding, it is recommended that there is a systematic 

behavioural assessment across SA and DSH, and that the function is included in such an 

assessment.   

The co-existing SA/DSH group had the highest levels of behavioural disturbance as 

well as the highest levels of trait and state psychological disturbance. An implication is that 

they may require placement in a specialised mental health facility for the treatment of the 

dual and comorbid disorders, while also receiving systematic behavioural assessment and 

intervention. One difficulty is that inmates with psychiatric comorbidity, who do not have an 

underlying psychotic illness, may not meet criteria for admission to a specialist mental health 

facility. In the absence of a specialist facility, behavioural formulation and interventions may 

require implementation in correctional centre units and wings. Highly trained custodial staff 

can assist in the delivery of behavioural interventions for these individuals. Notwithstanding, 

in complex cases, the high levels of psychiatric and behavioural disturbance may require a 

conjoint health and correctional treatment approach, with mental health treatments prioritised, 

as well as systematic behavioural interventions.  

Finally, the most common method of DSH related to opportunity and may not have 

been due to behavioural escalations in severity of DSH. This challenges the continuum 

approach. A longitudinal study is required to more fully explore these characteristics and 
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whether there was an increase in intensity and severity of DSH over time. There may also be 

developmental explanations for changes in the method of DSH, rather than explanations 

related to an escalation in severity. This would explain why some methods of DSH were first 

engaged in at a young age (e.g., self-burning with a cigarette) and then discontinued.  

In summary, a comprehensive behavioural assessment is recommended for inmates 

who engage in any of four behaviours (severe and recent SA and DSH, highly frequent DSH, 

multiple method DSH, co-existing SA/DSH). It is recommended that the assessment is 

systematic across SA and DSH behaviours and include assessment of the functions.   

  

     10.4 Conclusions  

The current findings support the application of the DSM model to the examination of 

SA and DSH in an inmate population. The findings showed that a combination of static, trait 

and current/state psychological characteristics were predictors of self-harm based on 

multivariate analysis. This was consistent with the need to move beyond an understanding of 

self-harm based on psychiatric diagnosis to theories that propose that self-harm behaviour 

results from a complex interplay of contextual factors (O'Connor, 2011; Van Heeringen, 

2001).  The results showed that some trait factors may map onto DSH specific state factors, 

and different ones may map onto SA specific state factors. In the trait domain, for example, 

APD may map onto Drug Abuse Disorder in the DSH group, and BPD may map onto state 

disturbance (i.e., severe state anxiety and depression) in the co-existing SA/DSH group. 

Although only APD and BPD were assessed in the current study, they are the most common 

personality disorders in the inmate population. Notwithstanding, the DSM provides a useful 

framework for the further exploration of these characteristics.  

Strengths of the current study included: the focus on male inmates as less is known of 

their experience and as there are gender differences in the presentation of self-harm (e.g., 

Daigle & Côté, 2006b); an Australian sample to add to the international body of research; the 

separation of characteristics into different domains that provided a comprehensive theoretical 

context for the examination of those characteristics in inmates; the simultaneous analysis of 

multiple characteristics in the comparison of the two groups; externally validated information 

(e.g., visits) retrieved from the OIMS; the use of structured diagnostic tools (e.g., PDSQ) and 

a number of empirically validated measures; the use of several measures to assess similar 

constructs that allowed cross-checking findings to contain some of the limitations of 

assessment based on self-report scales; the inclusion of a co-existing SA/DSH group; the 
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assessment of a range of current mental disorders;  the assessment of the big five personality 

factors; the use of a comprehensive, reliable and valid tool to measure DSH.  

While this study has provided a profile of male inmates with and without a history of 

self-harm, and of differences among the four subgroups, limitations are acknowledged and 

include: environmental characteristics were not fully explored (e.g., segregated custody and 

other restricted environmental conditions); the diagnostic tool used was a screening tool and 

did not confirm psychiatric diagnosis; only two personality disorders were assessed, although 

modules of a structured diagnostic tool were used; cognitive differences across DSH and SA 

were not fully explored; a cross-sectional rather than a prospective design was used; there 

was a small sample size that limits generalisability of results and requires replication in a 

larger study. In addition, while significant differences between the co-existing SA/DSH and 

DSH groups and the SA group were reported, the group sizes in the comparison of the four 

groups were small.  

There was no key predictor of self-harm in the environmental domain. The lack of 

significant findings in the environmental domain may have been due to the small number of 

environmental factors examined. There is a lack of consensus on what the environmental 

characteristics are to include in research. For this reason some environmental characteristics 

(e.g., an escape risk, being on protection) were included in the current study that have not 

previously been extensively examined. Few studies have incorporated protective factors (e.g., 

social support, receiving visits) and there needs to be fuller exploration of environmental 

factors that may interact with static, trait and current/state psychological characteristics. 

Observational studies, for example, may clarify the specific interactions of the environmental 

stressors on psychological states. Time sampling methodology, also, may assist in identifying 

such causal relationships. Notwithstanding, a future research focus is required on the 

interaction of trait and current/state psychological characteristics with environmental 

characteristics (e.g., isolated in cell, segregated custody).  

Further research should examine, prospectively, the predictors identified in the current 

study. The finding that childhood abuse may be mediated by personality factors, and/or 

psychiatric morbidity (Godet-Mardirossian et al., 2011; Mandelli et al., 2011), indicates that 

further research is required into the causal pathways or mechanisms that link childhood abuse 

to self-harm, and if this differs across physical and sexual abuse characteristics. Further, 

given the complex interaction of impulsive traits with an antisocial lifestyle, future research 

may include performance-based measures of impulsivity (Janis & Nock, 2009) to investigate 

whether impulsivity differs across initiation and maintenance phases of repetitious self-harm. 
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Further research is also required on whether there are specific trait characteristics that map 

onto specific state characteristics in the pathway to SA and DSH.   

      

 

Summary  

 

In Chapter Ten there was a synthesis of the main findings in the current study, the 

limitations were acknowledged and future research directions recommended. This research 

has identified the self-harm group as being less likely to have marital and social support, and 

have higher levels of childhood abuse, trait and state psychological disturbance, mental 

disorder and personality disorder than a comparison group. They were also more difficult to 

manage in custody and had higher levels of criminality. The final key predictors of self-harm, 

however, were single status, childhood abuse, impulsivity, APD and global psychopathology, 

and these characteristics, following further investigation, may inform the development of 

future risk assessment protocols.  

The recommendations based on these findings were that a combination of static and      

dynamic characteristics were recommended for inclusion in future research on risk 

assessment tools. Of the five key predictors of self-harm there were three recommended for 

inclusion in research on screening protocols (e.g., being single, childhood abuse, global 

psychopathology). The other two key predictors (i.e., impulsivity, APD) were recommended 

for being screened for during comprehensive assessment and, if at high levels, more fully 

assessed. If not at high levels, an implication was that offender programs that target antisocial 

thinking and relationships problems, and the provision of system wide interventions to reduce 

anxiety, may be of general benefit. In terms of psychopathology and current distress, brief 

present state screening instruments were recommended for inclusion in screening protocol 

development.     

The comparison of the four groups showed that the highest levels of trait and state 

psychological disturbance, and criminality, were associated with the co-existing SA/DSH 

group. Several socio-demographic characteristics such as marital status, having children, 

being employed before custody and being Aboriginal were relevant in distinguishing among    

the self-harm groups. Also, criminal characteristics such as age of first offending, prior  

convictions, violent crime and institutional misconducts. Socio-demographic and historical 

information is generally available at all assessment phases. Notwithstanding further research 

is recommended on those static characteristics. Finally, SI and low levels of social support 
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were common across the self-harm groups and are recommended for inclusion in future 

screening tool development.   

The distinction of SA and DSH was recommended to occur during comprehensive 

assessment with attention paid to co-existing SA/DSH as this was a ‘red flag’ for higher 

levels of psychopathology. It was recommended that a diagnostic screening tool be used and 

that the diagnostic tool include a range of anxiety disorders as some of those disorders were 

important in distinguishing among the self-harm groups and, therefore, may assist in 

identifying the targets for intervention. Based on the current findings, neither impulsivity nor 

anger distinguished among the self-harm groups but at high levels more detailed assessment 

and treatment planning should occur.    

The co-existing SA/DSH group had the highest levels of behavioural disturbance. The 

separation of SA and DSH, however, was not recommended at reception screening but that  

systematic behavioural assessment occur at the time of comprehensive assessment as the 

assessment is complex. The key characteristics that risk assessment teams may use to identify 

those to refer for comprehensive behavioural assessment were as follows: recent and severe 

SA and DSH; the use of multiple methods of DSH; co-existing SA/DSH; highly frequent 

DSH. It was recommended that the behavioural assessment be systematic across SA and DSH 

and include information on the function.  

More detailed assessment forms the basis for referral and treatment pathway planning. 

Those with a DSH history, for example, may require consideration for offence specific 

programs and substance abuse programs, and those with a co-existing SA/DSH history, may 

require referral for mood management programs. The recommendation was that there was a 

conjoint health and correctional approach adopted in complex cases and that case formulation 

should include an analysis of the function and result in a behaviour management plan.   

In summary, this research adds to the small number of studies on the characteristics 

that are positively associated with self-harm, the key characteristics and the distinguishing 

characteristics of SA and DSH. It was the first study to include a co-existing SA/DSH group 

in group comparisons. There were implications for research on assessment protocols and for 

treatment pathway planning based on these findings.      
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Appendix A  

Excluded/included studies and reasons for exclusion 

  The comprehensive electronic database search of three databases (i.e. CINHAL, 

MEDLINE and PsychINFO) was conducted on male adult offender SA and/or DSH (2003-

2013). The three database searches yielded 215 studies in total. Of these, 54 studies are 

excluded because they are duplicated studies.  There are 161 studies after exclusion of 

duplicated studies for assessment of whether they meet inclusion/exclusion criteria.   

The 47 studies from the search of the CINHAL database are shown in Table 1.1   

 

Table  1.1 

 

CINHAL search (47 studies) 

 

Year  Author/s Title  Reason for 

exclusion  

2013  Anne 

et al 

Assessing children’s risk of homicide in 

domestic violence  

Non-offender 

2013 Benitez-

Borrego et al 

Child homicide by parents in Chile: A gender 

based study and analysis of post-filicide SA  

Non self-harm 

2013 Black  

et al  

Systems training for emotional predictability 

and problem solving group treatment 

Intervention  

2013 Deans  Use of Royal Darwin emergency department: 

immigration detainees 

Non-offender 

2013 Horon 

et al  

The use and interpretation of standardised 

suicide risk assessment 

Instrument  

2013  Jeglic et al An examination of suicide attempts among 

incarcerated sex offenders 

Included 

2013 McCullum-

smith et al 

Gender and racial differences for suicide 

attempts among high risk community offender 

Included 

2013 Way et al  Suicide ideation among inmate patients Suicide ideation 

2012  Cassau, 

Goodwin 

The phenomenology and course of depressive 

symptoms  in pre-trial detention 

Non self-harm 

2012  Ireland,  Exploring application of the interpersonal- Female study 
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York psychological  theory of suicidal behaviour 

2012  Kinner  

et al 

Prevalence and correlates of alcohol 

dependence in adult prisoners 

Non self-harm  

2012 Kinner  

et  al 

High risk drug use practices among a large 

sample of Australian prisoners 

Non self-harm 

2012  Larney ,  

Indig  

A cross-sectional survey of prevalence and 

correlates of suicide ideation and SA  

Prevalence  

2012  Marzano   

et al  

The impact of prison staff responses on self-

harming behaviours 

Qualitative  

2012  Rivlin  

et al  

Impact on prisoners of participating in 

research interviews relating to near lethal 

Intervention  

2011 Fortin  

et al  

Hydrogen cyanide poisoning in prison: a case 

study 

Vignette  

2011 Hakansson  

et al    

Variables associated with repeated suicide 

attempts 

Included 

2011 L.  Slow poison Vignette 

2011 Lanes  Are the  ‘worst of the worst’ self-injurious 

prisoners  

Included 

2011 Moore  

et al  

Working with women prisoners who seriously 

self-injure  

Female  

2011 Roy  

et al  

Resilience mitigates the suicide risk 

associated with childhood trauma  

Included  

2010 Carli  

et al   

The role of impulsivity in self mutilators, 

suicide ideators and suicide attempters  

Included  

2010 Kaya  

et al  

Placement of  covered self-expanding metal 

stent to treat razor blade induced  

Intervention   

2010 Kenning 

et al  

Prison staff and women  prisoner’s views on 

self-harm  

Female  

2010 Mangnall 

et al  

A grounded theory exploration of deliberate 

self-harm in incarcerated women 

Female  

2010 McKinnon  

et al  

Health screening in police custody Instrument  

2010 Payne-James  

et al  

Health care issues of detainees in police 

custody  

Instrument  

2010  Perry  

et al  

Screening tools assessing risk of suicide  and 

self-harm in adult  offenders: A review  

Review 

2009 Marzano  

et al  

Interviewing survivors of near lethal self-

harm: A novel approach 

Policy 

2009 Perry  

et al  

A new psychometric instrument assessing 

vulnerability to risk of suicide and self-harm 

Instrument 

2009 Perry  

et al  

Detecting and predicting self-harm behaviour 

in prisoners  

Instrument 

2009 Rosita  

et al  

Images of trauma: multiple self-inflicted 

injuries 

Vignette 

2009 Sarchiapone 

et al  

Risk factors for attempting suicide in 

prisoners  

Included  

2008 Cohen  Safe in our hands?: A study of suicide and 

self-harm in asylum seekers  

Non-offender 

2008 Cuomo   

et al  

Aggression, impulsivity, personality traits and 

childhood trauma  

Non self-harm 
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2008 Hanes  Signs of suicide: using road drawings with 

inmates on suicide observation  

Qualitative  

2008 Howard  

et al 

Inhalant use among incarcerated adolescents 

in the US: prevalence etc 

Juvenile  

2008 Kirchner 

et al  

Identifying the risk of DSH among young 

prisoners by means of coping  

Included 

2008 Kiriakidis  Bullying and suicide attempts among 

adolescents kept in custody  

Juvenile  

2008 Palmer  

et al  

Psychometric properties of the Beck 

Depression Inventory-11 

Non  self-harm 

2008 Semiz  

et al 

Effects of diagnostic comorbidity and 

dimensional symptoms of ADHD in men with 

antisocial personality disorder  

Non self-harm 

2007 Black 

et al  

The association between a history of mental 

health problems and a history of parasuicide  

Included  

2007 Butler 

et al  

Mental health status of Aboriginal and non-

Aboriginal Australian prisoners 

Non self-harm 

2005 Linehan  

et al  

Psychiatric morbidity in a cross-sectional 

sample of male remanded prisoners  

Non self-harm 

2005 Patrick   

et al  

Relationship between psychopathy facets and 

externalising in criminal offender sample 

Non self-harm 

2005 Takasaki  

et al 

Fifty four wooden toothpicks in the nasal 

cavity 

Vignette 

2003 Hales  

et al  

Young male prisoners: their contact with 

suicidal behaviour by others  

Juvenile  

 

The 97 studies from the search of the MEDLINE database, the 34 studies that are duplicated 

with studies in the CINAHL search and the reasons for exclusion are shown in Table 1.2.  

 

Table 1.2 

MEDLINE search (97 studies – 34 duplicated studies) and the reasons for exclusion 

Year  Author/s Title  Reason for 

exclusion  

2013*  Benitez-

Borrego et al 

Child homicide by parents in Chile: A gender 

based study and analysis of post-filicide SA  

As above  

(non self-harm)  

2013* Black  

et al  

Systems training for emotional predictability 

and problem solving group treatment 

As above 

(intervention)  

2013* Deans  Use of Royal Darwin emergency department: 

immigration detainees 

As above  

(non-offender)  

2013  Gunter  

et al 

Childhood trauma, traumatic brain injury and 

mental health disorders associated with SRB 

Included 

2013* Horon  

et al  

The use and interpretation of standardised 

suicide risk assessment 

As above  

(instrument) 

2013*  Jeglic  

et al 

An examination of suicide attempts among 

incarcerated sex offenders 

As above 

(included)  

2013*  McCullum-

smith et al 

Gender and racial differences for suicide 

attempts among high risk community etc. 

As above 

(included)  
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2013  Rivlin  

et al 

Psychosocial characteristics and social 

networks  of suicidal prisoners: etc. 

Included 

2013  Ward,  

Bailey 

A participatory action research methodology 

in the management of self-harm in prison. 

Female  

2013*  Way 

et al  

Suicide ideation among inmate patients As   above 

(suicide ideation) 

2012* Cassau, 

Goodwin 

The phenomenology and course of depressive 

symptoms  in pre-trial detention 

As above 

(non self-harm) 

2012 Clark et al    What does self-identified drug of choice tell 

us about individuals under community etc 

Non self-harm 

2012  Clark et al  Characteristics of victims of sexual abuse by 

gender and race in a community corrections 

Non self-harm 

2012  Hayes  National study of jail suicides Suicide 

2012* Ireland,  

York 

Exploring application of the interpersonal-

psychological  theory of suicidal behaviour 

As above 

(female) 

2012* Kinner et  al High risk drug use practices among a large 

sample of Australian prisoners 

As above  

(non self-harm )  

2012*  Larney,  

Indig  

A cross-sectional survey of prevalence and 

correlates of suicide ideation and SA  

As above  

(prevalence) 

2012  Martinez- 

Carpio et al 

Camouflaging facial emphysema: a new 

syndrome etc. 

Vignette 

2012* Marzano   

et al  

The impact of prison staff responses on self-

harming behaviours:  

As above  

(qualitative)   

2012  Rivlin 

et al 

Studying survivors of near lethal suicide 

attempts as a proxy for completed suicide. 

Included  

2012*  Rivlin  

et al 

Impact on prisoners of participating in 

research interviews relating to near lethal etc   

As above 

(intervention)  

2011 Andover 

et al  

Neuropsychological functioning in prisoners 

with and without self-injurious behaviours etc 

Included 

2011 Carli et al  Insomnia and suicidal behaviour in prisoners  Included  

2011 Godet – 

Mardissarian   

Suicidality in male prisoners: Influence of 

childhood maltreatment etc. 

Included  

2011* Hakansson et 

al    

Variables associated with repeated suicide 

attempts 

As above 

(included)  

2011* Lanes  Are the  ‘worst of the worst’ self-injurious 

prisoners  

As above  

(included)  

2011 Long  

et al 

Dealing with feelings: the effectiveness of 

CBT group treatment for women. 

Female  

2011  Mandelli 

et al  

The influence of childhood trauma on the 

onset and repetition of etc 

Included  

2011 Marzano  

et al  

Psychosocial influences on prisoner suicide: 

A case control study etc. 

Female  

2011* Moore  

et al  

Working with women prisoners who seriously 

self-injure  

As above  

(female) 

2011* Roy  

et al  

Resilience mitigates the suicide risk 

associated with childhood trauma  

As above 

(included)  

2011 Swogger 

et al 

Childhood physical abuse, aggression and 

suicide attempts among criminal offenders. 

Included  

2010* Carli  

et al   

The role of impulsivity in self mutilators, 

suicide ideators and suicide attempters  

As above  

(included)  
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2010 Gallagher, 

Sheldon 

Assessing the functions of self-harm 

behaviours for dangerous and severely etc. 

Included 

2011 Gunter, 

et al 

Predictors of suicide ideation, suicide 

attempts and self-harm without lethal etc 

Included  

2010 Hakansson  

et al  

Factors associated with the history of 

attempted suicide  

Included 

2010* Kaya  

et al  

Placement of  covered self-expanding metal 

stent to treat razor blade induced etc 

As above 

(intervention) 

2010 Kimonis  

et al  

Suicidal and criminal behaviour among 

female offenders etc. 

Female  

2010* Mangnall  

et al  

A grounded theory exploration of deliberate 

self-harm in incarcerated women 

As  above 

(female) 

2010 Marzano  

et al  

Psychiatric disorders in women prisoners who 

have engaged in near lethal etc. 

Female  

2010* McKinnon  

et al  

Health screening in police custody As above 

(instrument)  

2010 Padmanabhan    A case of hyperacalcemia and gastric necrosis 

from hot pack ingestion. 

Vignette 

2010* Payne-James  

et al  

Health care issues of detainees in police 

custody  

As above  

(instrument) 

2010* Perry  

et al  

Screening tools assessing risk of suicide  and 

self-harm in adult  offenders: A review  

As above 

(review) 

2010 Pratt 

et al 

Suicide in recently released prisoners  Suicide  

2010 Rivlin  

et al  

Psychiatric disorders in male prisoners who 

made near lethal suicide attempts. 

Included  

2010 Sakelliadis  

et al 

Self-injurious behaviour among Greek male 

prisoners  

Included 

2009 Clements- 

Nolle et al  

Childhood trauma and risk of past and future 

suicide attempts among women in prison 

Female  

2009* Rosita, 

Caponelli  al  

Images of trauma: multiple self-inflicted 

injuries etc 

As above 

(vignette) 

2009 Mannion Self-harm in a dangerous and severely 

personality disordered population 

Included 

2009* Marzano  

et al 

Interviewing survivors of near lethal self-

harm: a novel approach etc. 

As above  

(policy) 

2009* Perry et al  Detecting and predicting self-harm behaviour 

in prisoners etc. 

As above  

(instrument) 

2009 Reif  

et al 

Influence of functional variant of neuronal 

nitric oxide synthase on impulsive behaviour 

Non self-harm 

2009* Sarchiapone  

et al  

Risk factors for attempting suicide in 

prisoners  

As above 

(included) 

2009  Witzel   

et al 

Electro convulsive therapy in forensic 

psychiatry: ethical  

Discussion 

2008* Cohen  Safe in our hands: A study of suicide and self-

harm in asylum seekers  

As above  

(non-offender) 

2008* Cuomo   

et al  

Aggression, impulsivity, personality traits and 

childhood trauma  

As above  

(non self-harm) 

2008 Douglas  

et al 

Relation of antisocial and psychopathic traits 

to suicide-related behaviour among offenders  

Included  
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2008 Howard  

et al 

Inhalant use among incarcerated adolescents 

in the US: prevalence etc 

Juvenile  

2008* Kirchner  

et al  

Identifying the risk of deliberate self-harm by 

prisoners by means of coping  

As above 

(included) 

2008 Matsumoto 

et al 

Analgesia during self-cutting: clinical 

implications, associations with ideation. 

Juvenile  

2008* Semiz  

et al 

Effects of diagnostic comorbidity and 

dimensional symptoms of ADHD in men with 

antisocial personality disorder 

As above 

(non self-harm) 

2008 Way 

et al 

Characteristics of inmates who received a 

diagnosis of  serious mental illness upon entry 

Non self-harm  

2007* Black et al  The association between a history of mental 

health problems and a history of parasuicide  

As above  

(included) 

2007* Butler 

et al  

Mental health status of Aboriginal and non 

Aboriginal Australian prisoners 

As above  

(non self-harm) 

2007 Plattner  

et al  

Suicidality, psychopathy and gender in 

incarcerated  adolescents. 

Juvenile  

2007 Roe-

Sepowitz  

Characteristics and predictors of self-

mutilation: A study of incarcerated women. 

Female  

2006 Bonner  Stressful segregation housing and 

psychosocial vulnerability in prison suicide  

Included  

2006 Daigle   Nonfatal suicide-related behaviour among 

inmates  

Included 

2006 Fotiadou   

et al   

Prevalence of mental disorder and deliberate 

self-harm  

Included  

2006  Haggard- 

Grann et al 

Short-term effects of psychiatric symptoms 

and interpersonal stressors on  violence 

Non self-harm 

2006 Khan   Ingestion of metallic rods and needles  Vignette 

2006  Kumar   

et al  

An unusual potentially fatal penetrating chest 

injury 

Vignette 

2006  Lekka  

et al  

Suicide ideation in prisoners: Risk factors and 

relevance to suicidal behaviour.  

Included 

2006 Lohner,  

Konrad  

Deliberate self-harm and suicide attempts in 

custody: Distinguishing features  

Included  

2006 Preti  

et al 

Prison suicides and self-harming behaviour in 

Itlay 

Prevalence  

2006 Riordon  

et al 

Possible predictors of outcome for 

conditionally discharged patients. 

Non-offender 

2005 Berko 

et al  

‘Ordinary people’  and ‘Death work’: 

Palestinian 

Non self-harm 

2005 Chapman  

et al  

Borderline personality disorder and deliberate 

self-harm: Does experiential avoidance play? 

Female 

2005 Horner  

et al  

Case-controlled study of patients with self -

inflicted burns  

Non-offender 

2005 Jeglic   

et al  

The function of self-harm behaviour in a 

forensic population 

Vignette 

2005 Jenkins  

et  al 

Psychiatric and social aspects of suicidal 

behaviour in prisons. 

Included  

2005  Lewis  Post-traumatic stress disorder in HIV positive 

incarcerated women. 

Female  
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2005  Matsumoto  

et al  

Characteristics of self cutters among male 

inmates  

Included 

2005  Palmer, 

Connelly 

Depression, hopelessness and suicide ideation 

among vulnerable prisoners. 

Included  

2005 Putnins  Correlates and predictors of self-reported 

suicide attempts among incarcerated youths. 

Juvenile  

2005  Silverman  The language of suicide  Policy 

2005  Verona 

et al 

Psychopathy and suicidality in female 

offenders  

Female  

2004 Borsaubin  ‘Well enough to execute’: The health 

professional’s responsibility to the death row   

Policy 

2004 Mohino 

Justes et al 

Discriminating deliberate self-harm in young 

prison inmates through personality disorder  

Included  

2003 Aloa 

et al  

Drug addiction in sickle cell disease: a case 

report  

Vignette 

2003 Fruehward  

et al  

The relevance of suicidal behaviour in jail and 

prison suicides  

Suicide  

2003 Gray  

et al  

Prediction of violence and self-harm in 

mentally disordered offenders  

Included  

2003* Hales  

et al  

Young male prisoners: their contact with 

suicidal behaviour by others  

As above 

(juvenile) 

2003 Hawley  

et al  

Mentally disordered offenders with a history 

of previous head injury. 

Non self-harm 

2003  Moeller  

et al 

Affective disorder and ‘psychopathy’ in a  

sample of younger male  delinquents. 

Juvenile 

2003 Roth  

et al 

Nursing interventions for parasuicidal 

behaviours in female offenders  

Female  

*Studies in the MEDLINE search that duplicated the studies in the CINAHL search 

 

Table 1.3 shows the 71 studies from the search of the PsychINFO database, the 20 studies 

that are duplicated with the other searches and the reasons for exclusion.      

 

Table 1.3 

PsychINFO search (71 studies – 20 duplicated studies) and reasons for exclusion 

Year  Author/s Title  Reason for 

exclusion  

2013  Bennett, 

Moss 

Functions of deliberate self-harm in 

personality disordered prisoners: etc. 

Qualitative  

2013  Fazel  

et al  

Suicide in prisoners with bipolar disorder and 

other psychiatric disorders: etc. 

Review  

2013  Kromah The relationship among the adjustment 

patterns etc. 

Thesis 

2013  Lankford  A comparative analysis of suicide terrorists 

and rampage etc. 

Non self-harm  

2013  MacKenzie  

et al 

Researching suicide, attempted suicide and 

near lethal self-harm by offenders etc. 

Review  

2013*# McCullum- Gender and racial differences for suicide As above 
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smith et al attempts among high risk community etc. (included) 

2013  Power  

et al  

Prevalence and incidence of non-suicidal self-

injury among federally sentenced women  etc. 

Female  

2013 Rivlin  

et al  

The suicidal process in male prisoners making 

near lethal suicide attempts. 

Qualitative & 

quantitative# 

2013  Rivlin  

et al 

A typology of male prisoners making near 

lethal suicide attempts. 

Qualitative 

2013  Simlot   

et al 

Testing Joiner’s theory of suicide in jail 

inmates: An exploratory study. 

Included 

2012 Dixon- 

Gordon et  

Nonsuicidal self-injury within offender  

populations etc. 

Review  

2012 Doty Self-injurious behaviours in corrections  Qualitative   

2012*# Ireland,  

York 

Exploring application of the interpersonal-

psychological  theory of suicidal behaviour 

As above  

(female) 

2012  Marzano  et 

al  

The impact of prison staff responses on self-

harming behaviours: etc.  

Qualitative  

2012  Riaz et al Efficacy of cognitive behaviour therapy with 

DSH among federally sentenced women  

Female  

2012*#  Rivlin 

et al 

Impact on prisoners of participating in 

research interviews relating to near lethal etc. 

As above   

(intervention) 

2011 Andover  

et al  

Neuropsychological functioning in prisoners 

with and without s elf injurious behaviours etc 

Included 

2011# Carli et al  Insomnia and suicidal behaviour in prisoners  As above 

(included)    

2011# Godet – 

Mardissarian   

Suicidality in male prisoners: Influence of 

childhood maltreatment etc. 

As above 

(included)   

2011 Humber  

et al  

Identifying , monitoring and managing 

prisoners at risk of  self-harm/suicide etc. 

Intervention 

2011# Mandelli 

et al  

The influence of childhood trauma on the 

onset and repetition of suicide attempt etc 

As above 

(included) 

2011# Marzano  

et al  

Psychosocial influences on prisoner suicide: 

A case control study etc. 

As above 

(female)   

2011*# Moore 

et al  

Working with women prisoners who seriously 

self-injure  

As above   

(female) 

2011 Sadeh  

et al 

Gender differences in emotional risk for self 

and other directed violence  etc. 

Included  

2011 Smith, 

Kaminski 

Self-injurious behaviour in state prisons: 

Findings etc 

Staff survey 

2010*# Carli et al   The role of impulsivity in self mutilators, 

suicide ideators and suicide attempters  

As above  

(included) 

2010 Crighton Suicide, attempted suicide and self-injury in 

prison  

Book section 

2010 Helfand 

et al 

Managing the disruptive or aggressive inmate Book section 

2010# Marzano  

et al  

Psychiatric disorders in women prisoners who 

etc. 

As above 

(female) 

2010 Rivlin  Suicide and self-injurious behaviour at HMP 

Grendon 

Book section 

2010# Rivlin 

et al  

Psychiatric disorders in male prisoners who 

etc. 

As above   

(included) 
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2010# Sakelliadis  

et al 

Self-injurious behaviour among Greek male 

prisoners  

As above  

(Included) 

2010 Scott Handbook of correctional mental health etc. Book 

2010 Shaw, 

Humber   

Suicide and self-injury in offenders Book section 

2010 Smith,  

Kaminski 

Inmate self-injurious behaviour: 

Distinguishing characteristics etc. 

Included  

2010 Suto, 

Arnaut 

Suicide in prisons: A qualitative study  Qualitative  

2009# Clements- 

Nolle et al  

Childhood trauma and risk of past and future 

suicide attempts among women in prison 

As above 

(female)  

2009 De Hart  

et al 

Institutional responses to self-injurious 

behaviour  

Intervention  

2009 Lanes  Identification of risk factors for self-injurious 

behaviour 

Included 

2009 Lanes  The association of administrative segregation 

and other risk factors with self-injury-free 

time of male prisoners  

Non self-harm 

2009 Lukasiewicz 

et al 

Dual diagnosis:  Prevalence, risk factors and 

relationship with suicide risk etc. 

Non self-harm 

2009 Sarchiapone  

et al  

Relations of psychological characteristics to 

suicidal behaviour: Results from a sample etc 

Included  

2009 Vollm, 

Dolan  

Self-harm among UK female prisoners  Female  

2009 Young  

et al  

Attention deficit hyperactivity disorder and 

critical incidents  

Non self-harm 

2008 Camilleri Suicidal behaviour in prisons: Learning from 

Australian etc. 

Policy 

2008 Magaletta  

et al 

Prison inmate characteristics and suicide 

attempts etc. 

Included  

2007*# Black  

et al 

The association between a history of mental 

health problems and a history of parasuicide  

As above 

(included) 

2007 Daigle  

et al  

Preventing suicide in prisons, Part 11 Policy 

2007 Konrad  

et al  

Preventing suicide in prisons, Part 1 Policy 

2007 Siegel  

et al 

The role of affective regulation in a case of 

attempted maternal filicide suicide etc. 

Vignette 

2007 Willemsen The role of affect regulation in a case of 

attempted maternal filicide suicide  

Vignette 

2006# Lohner,  

Konrad  

Deliberate self-harm and suicide attempts in a 

custodial et c. 

As above 

(included)   

2006 Snow  Psychological understanding of self-injury Book section  

2006 Tartaro,  

Ruddell 

Trouble in Mayberry: A national analysis of 

suicide and attempts in small jails. 

 Prevalence  

2006 Young 

et al 

Risk of harm: Inmates who harm themselves 

in prison psychiatric treatment 

Included 

2005 Bennewith Potentially preventable suicide: A reply Policy 

2005 Bennewith  

et al 

Suicide by hanging :Multicentre study based 

etc. 

Non-offender  
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2005 Chapman  

et al  

Factors associated with suicide attempts in 

female inmates: the hegemony of etc. 

Female  

2005# Jeglic   

et al  

The function of self-harm behaviour in a 

forensic population  

As above 

(vignette)  

2005# Jenkins  

et  al 

Psychiatric and social aspects of suicidal 

behaviour in prisons. 

As  above 

(included) 

2005  Mills 

Kroner 

Screening for suicide risk in prison etc. Instrument 

2005  Penn  

et al  

Juvenile correctional workers perceptions of  

suicide risk factors and mental health etc. 

Juvenile  

2005#  Putnins  Correlates and predictors of self-reported 

suicide  attempts among incarcerated etc. 

As above 

(juvenile) 

2005 Slovenko Self-destructive behaviour and the hereafter  Discussion 

2005# Verona  

et al  

Psychopathy and suicidality in female 

offenders  

As above 

(female) 

2004 Daigle  MMPI Inmate profile : suicide completers 

suicide   etc. 

Included  

2003 Borrill et al  Patterns of -and suicide attempts among etc. Female  

2003*# Hales et al  Young male prisoners: their contact with 

suicidal behaviour by others  

As above 

(juvenile) 

2003  Holden, 

Kroner 

Differentiating suicidal motivations and 

manifestations in a forensic sample 

Included 

2003  MacKenzie  

et al  

Self-inflicted deaths of women in custody Female  

2003 Meltzer 

et al 

Non-fatal suicidal behaviour among prisoners  Included 

#Qualitative and quantitative – mixed methods/not included 

*Studies in the PsychINFO search that duplicated the studies in the CINAHL search 

#Studies in the PsychINFO search that duplicated studies in the MEDLINE search 
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Appendix D 

              Information Sheet 

 

Human Research Ethics Committee    University of Western Sydney 

Office of Research Studies  

 

  

Project Title: Suicide and deliberate self-harm: Characteristics of at risk 

inmates 

 

Who is doing the research? 

Jennifer Barton is doing the research as part of her study at the University of 

Western Sydney. She is supervised by staff in the School of Psychology.  

 

What is the study about? 

The study is about suicide and self-harm in custody. The problem is that people 

often treat suicide and self-harm as the same when in fact they may be different. 

Treatments may improve with this new information.  

 

What do I have to do? 

If you agree, you will take part in an interview with the researcher in which you 

will be asked a series of questions. This interview will be like other interview 

you may have had with Psychologists whilst in custody.  

 

You have also to agree that the researcher can get some details from your Case 

Management File (and electronic Case Management File).  

 

How much time will the study take? 

The interview will take an hour and a half of your time.  

 

What if I have any questions about the research? 

You can ask the researcher at the beginning of the interview any questions 

about the research. You can also ask the Officer in charge of the Risk 

Intervention Team if you have concerns about participating.  

 

Can I withdraw from the study? 

You can withdraw from the study at any time. There will be no negative 

consequences for doing so. This decision will not be recorded on your file.  

 

Will the study benefit me? 
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By giving you time for an interview, there may be benefits for inmates with 

suicide and/or self-harm issues problems can be better understood.  

 

Will the study involve any discomfort for me? 

There is a chance that you will be reminded of some bad times which you or 

someone you know has experienced. You will, however, be able to talk about 

his during or at the end of the interview and a referral for help can be made. 

 

Will anyone else know the results of the study? 

You will not be identified when the results are written in a research paper.  

 

Can I tell other people about the study? 

Yes you can tell other people about the study and they can ask the Program 

Manager to pass on the researcher’s information should they want to know 

more.  

 

What if I have a complaint? 

If you have a complaint you can contact the University of Western Sydney 

Ethics Committee through the Office of Research Services on Tel 02-47360883, 

Fax 02-4736 0013 

 

Any issues you raise will be looked into in confidence and you will be advised 

of the outcome.  

 

If you agree to participate in this study you will be asked to sign a Participant 

Consent Form. This is standard practice.  
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     Appendix E  

Participant Consent Form 

 

Human Research Ethics Committee    University of Western Sydney 

Office of Research Studies  

 

    

 
This Consent Form is only for this research project. It means that the information collected by 

Jenny Barton is only used by her.   

 

Project Title: Suicide and deliberate self-harm: Characteristics of at risk inmates   

 
I consent to participant in the research project titled ‘Suicide and self-harm: Characteristics 

of at risk inmates’. 

 

I note that: 

 

 I have read the participant Information Sheet and understand that  

 

 Any questions I have will be answered by the researcher on the day of the interview  

 I can withdraw from the interview at any time without any consequence 

 The questions will be read aloud to me  

 The interview will take an hour and a half  

 The Researcher will also get information from my Case Management File 

 No-one will be able to identify me when the study is written  

 

I know the researcher must tell other staff in Corrective Services or Mental Health Services 

of Police if: 

 

 I  say I will hurt someone else 

 I say I will hurt myself 

 I say things about children being hurt or neglected 

 I say things about my crimes that no-one else known. I understand this could get me 

charged 

 

 

Signed: 

 

 

Name: 

Date: 
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     Appendix F  

              The Assessment Package 

Semi-structured interview  

 

Name:       MIN:  

 

Demographic 

 

Date of Birth:         Age: 

 

Country of Birth:       Aboriginal: 

 

Psychosocial 

 
What is your married status?  
(i.e. married/defacto, divorced/separated/widowed, never married, other e.g. girlfriend not 
living together) 
 

Do you have children? 

 

What was the highest level of schooling you attended?  
(i.e. Year 7 or 8, Year 9 or 10, Year 11 or 12, tertiary e.g. TAFE, university) 
 

Were you employed in the period immediately prior to coming into custody this time?  

 

Criminal/environmental 

 

Are you on remand or sentenced (including appellant)? 
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How many prior admissions to custody have you had (any duration)? 

 

How many previous sentencing dates have you had (including community orders)? 

 

Do you have a history of being detained as a juvenile (including remand)? 

 

What age did you first offend? 
 
 
Are you currently on protection? 
 
 
Have you ever attempted/escaped from custody (police or corrections)? 
 
 

How many incidents of institutional misconduct have you had as an adult? 

 

Have you been visited in custody by your children (last 12 months)? 

 

Have you been visited in custody by a family member (last 12 months)? 

 

Psychological/psychiatric  

 

Are you currently on methadone/bupremorphine (within last month)? 

 

Are you currently on psychiatric medication (within last month)? 

 

What type of medication is it?  
(i.e. none, anti depressant, anti psychotic, anti anxiolytic, mood stabilizer) 
 

What is the most recent psychiatric diagnosis (last 12 months)?   
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( i.e. none, substance induced psychosis, mood disorder such as depression, anxiety disorder, 
bipolar disorder, substance abuse disorder, other) 
 

What is the most recent system based diagnosis (last 12 months)? 

 

Did you have any unwanted sexual experience under the age of 17?  

 

Did you directly experience physical violence under the age of 17 (schoolyard violence 

excluded)? 

 

Suicide attempts  

 

Have you ever tried to kill yourself or attempted suicide (when you wanted to die)?  

 

What age was the first, what age the last? 

 

How many different methods did you use ? 

 

At the time of the worst case SA, what was the method, the trigger and the severity? 
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Deliberate Self-Harm Inventory 

This questionnaire asks about a number of different things that people sometimes do to 
hurt themselves. Please be sure to read each question carefully and respond honestly. 
Often, people who do these kinds of things to themselves keep it a secret, for a variety of 
reasons. However, honest responses to these questions will provide us with greater 
understanding and knowledge about these behaviors and the best way to help people. 
Please answer yes to a question only if you did the behavior intentionally, or on purpose, to 
hurt yourself. Do not respond yes if you did something accidentally (e.g., you tripped and 
banged you head on accident). Also, please be assured that your responses are completely 
confidential.  
 
1. Have you ever intentionally (i.e., on purpose) cut your wrist, arms, or other area(s) of your 
body (without intending to kill yourself)? (circle one):           

1. Yes                            2. No 
       
If yes, 
          How old were you when you first did this? ________________          
          How many times have you done this? Please write an actual number (e.g., 1, 5, or 15 
NOT some, many, or few). _________________ 
          When was the last time you did this? _________________ 
          How many years have you been doing this? (If you are no longer doing this, how many 
years did you do this before you stopped?) Please write the actual number of years you 
engaged in this behavior. __________________ 
          Has this behavior ever resulted in hospitalization or injury severe enough to require 
medical treatment? _________________________ 
   
 
 
2. Have you ever intentionally (i.e., on purpose) burned yourself with a cigarette? (circle 
one):                            

1. Yes                            2. No 
 
      If yes, 
          How old were you when you first did this? ________________          
          How many times have you done this? Please write an actual number (e.g., 1, 5, or 15 
NOT some, many, or few). _________________ 
          When was the last time you did this? _________________ 
          How many years have you been doing this? (If you are no longer doing this, how many 
years did you do this before you stopped?) Please write the actual number of years you 
engaged in this behavior. __________________ 
          Has this behavior ever resulted in hospitalization or injury severe enough to require 
medical treatment? _________________________ 
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3. Have you ever intentionally (i.e., on purpose) burned yourself with a lighter or a match? 
(circle one):           

1. Yes                            2. No 
 
      If yes, 
          How old were you when you first did this? ________________          
          How many times have you done this? Please write an actual number (e.g., 1, 5, or 15 
NOT some, many, or few). _________________ 
          When was the last time you did this? _________________ 
          How many years have you been doing this? (If you are no longer doing this, how many 
years did you do this before you stopped?) Please write the actual number of years you 
engaged in this behavior. __________________ 
          Has this behavior ever resulted in hospitalization or injury severe enough to require 
medical treatment? _________________________ 
 
 
4. Have you ever intentionally (i.e., on purpose) carved words into your skin? (circle one):           

1. Yes                            2. No 
 
      If yes, 
          How old were you when you first did this? ________________          
          How many times have you done this? Please write an actual number (e.g., 1, 5, or 15 
NOT some, many, or few). _________________ 
          When was the last time you did this? _________________ 
          How many years have you been doing this? (If you are no longer doing this, how many 
years did you do this before you stopped?) Please write the actual number of years you 
engaged in this behavior. __________________ 
          Has this behavior ever resulted in hospitalization or injury severe enough to require 
medical treatment? _________________________ 
   
 
5. Have you ever intentionally (i.e., on purpose) carved pictures, designs, or other marks into 
your skin? (circle one):                                  

1. Yes                            2. No       
 
      If yes, 
          How old were you when you first did this? ________________          
          How many times have you done this? Please write an actual number (e.g., 1, 5, or 15 
NOT some, many, or few). _________________ 
          When was the last time you did this? _________________ 
          How many years have you been doing this? (If you are no longer doing this, how many 
years did you do this before you stopped?) Please write the actual number of years you 
engaged in this behavior. __________________ 
          Has this behavior ever resulted in hospitalization or injury severe enough to require 
medical treatment? _________________________ 
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6. Have you ever intentionally (i.e., on purpose) severely scratched yourself, to the extent 
that scarring or bleeding occurred? (circle one):              

1. Yes                            2. No 
 
      If yes, 
          How old were you when you first did this? ________________          
          How many times have you done this? Please write an actual number (e.g., 1, 5, or 15 
NOT some, many, or few). _________________ 
          When was the last time you did this? _________________ 
          How many years have you been doing this? (If you are no longer doing this, how many 
years did you do this before you stopped?) Please write the actual number of years you 
engaged in this behavior. __________________ 
          Has this behavior ever resulted in hospitalization or injury severe enough to require 
medical treatment? _________________________ 
 
   
7. Have you ever intentionally (i.e., on purpose) bit yourself, to the extent that you broke 
the skin? (circle one):                                           

1. Yes                            2. No 
 
      If yes, 
          How old were you when you first did this? ________________          
          How many times have you done this? Please write an actual number (e.g., 1, 5, or 15 
NOT some, many, or few). _________________ 
          When was the last time you did this? _________________ 
          How many years have you been doing this? (If you are no longer doing this, how many 
years did you do this before you stopped?) Please write the actual number of years you 
engaged in this behavior. __________________ 
          Has this behavior ever resulted in hospitalization or injury severe enough to require 
medical treatment? _________________________ 
   
 
8. Have you ever intentionally (i.e., on purpose) rubbed sandpaper on your body? (circle 
one):           

1. Yes                            2. No 
 
      If yes, 
          How old were you when you first did this? ________________          
          How many times have you done this? Please write an actual number (e.g., 1, 5, or 15 
NOT some, many, or few). _________________ 
          When was the last time you did this? _________________ 
          How many years have you been doing this? (If you are no longer doing this, how many 
years did you do this before you stopped?) Please write the actual number of years you 
engaged in this behavior. __________________ 
          Has this behavior ever resulted in hospitalization or injury severe enough to require 
medical treatment? _________________________ 
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9. Have you ever intentionally (i.e., on purpose) dripped acid onto your skin? (circle one):           
1. Yes                            2. No 

 
      If yes, 
          How old were you when you first did this? ________________          
          How many times have you done this? Please write an actual number (e.g., 1, 5, or 15 
NOT some, many, or few). _________________ 
          When was the last time you did this? _________________ 
          How many years have you been doing this? (If you are no longer doing this, how many 
years did you do this before you stopped?) Please write the actual number of years you 
engaged in this behavior. __________________ 
          Has this behavior ever resulted in hospitalization or injury severe enough to require 
medical treatment? _________________________ 
   
 
10. Have you ever intentionally (i.e., on purpose) used bleach, comet, or oven cleaner to 
scrub your skin? (circle one):                              

1. Yes                            2. No 
 
      If yes, 
          How old were you when you first did this? ________________          
          How many times have you done this? Please write an actual number (e.g., 1, 5, or 15 
NOT some, many, or few). _________________ 
          When was the last time you did this? _________________ 
          How many years have you been doing this? (If you are no longer doing this, how many 
years did you do this before you stopped?) Please write the actual number of years you 
engaged in this behavior. __________________ 
          Has this behavior ever resulted in hospitalization or injury severe enough to require 
medical treatment? _________________________ 
   
 
11. Have you ever intentionally (i.e., on purpose) stuck sharp objects such as needles, pins, 
staples, etc. into your skin, not including tattoos, ear piercing, needles used for drug use, or 
body piercing? (circle one):                        

 1. Yes                            2. No 
 
      If yes, 
          How old were you when you first did this? ________________          
          How many times have you done this? Please write an actual number (e.g., 1, 5, or 15 
NOT some, many, or few). _________________ 
          When was the last time you did this? _________________ 
          How many years have you been doing this? (If you are no longer doing this, how many 
years did you do this before you stopped?) Please write the actual number of years you 
engaged in this behavior. __________________ 
          Has this behavior ever resulted in hospitalization or injury severe enough to require 
medical treatment? _________________________ 
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12. Have you ever intentionally (i.e., on purpose) rubbed glass into your skin? (circle one):           
1. Yes                            2. No 

 
      If yes, 
          How old were you when you first did this? ________________          
          How many times have you done this? Please write an actual number (e.g., 1, 5, or 15 
NOT some, many, or few). _________________ 
          When was the last time you did this? _________________ 
          How many years have you been doing this? (If you are no longer doing this, how many 
years did you do this before you stopped?) Please write the actual number of years you 
engaged in this behavior. __________________ 
          Has this behavior ever resulted in hospitalization or injury severe enough to require 
medical treatment? _________________________ 
   
 
13. Have you ever intentionally (i.e., on purpose) broken your own bones? (circle one):           

1. Yes                            2. No 
 
      If yes, 
          How old were you when you first did this? ________________          
          How many times have you done this? Please write an actual number (e.g., 1, 5, or 15 
NOT some, many, or few). _________________ 
          When was the last time you did this? _________________ 
          How many years have you been doing this? (If you are no longer doing this, how many 
years did you do this before you stopped?) Please write the actual number of years you 
engaged in this behavior. __________________ 
          Has this behavior ever resulted in hospitalization or injury severe enough to require 
medical treatment? _________________________ 
   
 
14. Have you ever intentionally (i.e., on purpose) banged your head against something, to 
the extent that you caused a bruise to appear? (circle one):      

1. Yes                            2. No 
 
      If yes, 
          How old were you when you first did this? ________________          
          How many times have you done this? Please write an actual number (e.g., 1, 5, or 15 
NOT some, many, or few). _________________ 
          When was the last time you did this? _________________ 
          How many years have you been doing this? (If you are no longer doing this, how many 
years did you do this before you stopped?) Please write the actual number of years you 
engaged in this behavior. __________________ 
          Has this behavior ever resulted in hospitalization or injury severe enough to require 
medical treatment? _________________________ 
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15. Have you ever intentionally (i.e., on purpose) punched yourself, to the extent that you 
caused a bruise to appear? (circle one):                   

1. Yes                            2. No 
 
      If yes, 
          How old were you when you first did this? ________________          
          How many times have you done this? Please write an actual number (e.g., 1, 5, or 15 
NOT some, many, or few). _________________ 
          When was the last time you did this? _________________ 
          How many years have you been doing this? (If you are no longer doing this, how many 
years did you do this before you stopped?) Please write the actual number of years you 
engaged in this behavior. __________________ 
          Has this behavior ever resulted in hospitalization or injury severe enough to require 
medical treatment? _________________________ 
   
 
16. Have you ever intentionally (i.e., on purpose) prevented wounds from healing? (circle 
one):           

1. Yes                            2. No 
 
      If yes, 
          How old were you when you first did this? ________________          
          How many times have you done this? Please write an actual number (e.g., 1, 5, or 15 
NOT some, many, or few). _________________ 
          When was the last time you did this? _________________ 
          How many years have you been doing this? (If you are no longer doing this, how many 
years did you do this before you stopped?) Please write the actual number of years you 
engaged in this behavior. __________________ 
          Has this behavior ever resulted in hospitalization or injury severe enough to require 
medical treatment? _________________________ 
   
 
17. Have you ever intentionally (i.e., on purpose) done anything else to hurt yourself that 
was not asked about in this questionnaire? (circle one):           

1. Yes                            2. No 
 
      If yes, 
          What did you do to hurt yourself? _________________  
          How old were you when you first did this? ________________          
          How many times have you done this? Please write an actual number (e.g., 1, 5, or 15 
NOT some, many, or few). _________________ 
          When was the last time you did this? _________________ 
          How many years have you been doing this? (If you are no longer doing this, how many 
years did you do this before you stopped?) Please write the actual number of years you 
engaged in this behavior. __________________ 
          Has this behavior ever resulted in hospitalization or injury severe enough to require 
medical treatment? _________________________ 
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Hospital Anxiety and Depression Scale (HADS)    

 
Read each item and place a firm tick in the reply which comes closest to how you have been feeling 
in the past week.  
 
Don’t take too long over your replies; your immediate reaction to each item will probably be more 
accurate than a long thought out response. Tick only one box in each section: 

 
I feel tense or ‘wound up’:       A   I feel as if I am slowed down:                         D 

    Most of the time……………………………….□3      Nearly all the time…………………………………….□3 

    A lot of the time………………………………..□2      Very often………………………………………………...□2 

   Time to time, occasionally………………….□1      Sometimes………………………………………………..□1 

   Not at all…………………………………………...□0      Not at all……………………………………………………□1 
 
I still enjoy the things I used to enjoy:            D I get a sort of frightened feeling like ‘butterflies’ in the 
stomach:           A 

   Definitely as much……………………………………..□0    Not at all ……………………………………...…..□0  

   Not quite as much……………………………………..□1    Occasionally..…………………………………….□1 

   Only a little………………………………………………..□2    Quite often……………………………………..…□2    

   Hardly at all……………………………………………….□3    Very often………………………………..……….□3 
 
I get a sort of frightened feeling as  I have lost interest in my appearance:           D 
if something awful is about to happen: A 

   Very definitely and quite badly…………□3    Definitely……………………………………….………….□3 

   Yes, but not too badly……………………….□2    I don’t take so much care as I should..........□2  

   A little, but it doesn’t worry me……….□1     I may not take quite as much care….…………□1 

   Not at all…………………………………………..□0    I take just as much care as ever…………………□0 
 
I can laugh and see the funny side of things: D I feel restless as if I have to be on the move: A 

  As much as I always could……………………………□0    Very much indeed………………………………□3 

  Not quite so much now……………………………….□1    Quite often………………………………………..□2 

  Definitely not so much now………………………...□2    Not very often……………………………………□1 

  Not at all……………………………………………………..□3    Not at all……………………………………………□0 
 
Worry thoughts go through my mind: A I look forward with enjoyment to things:      D 

  A great deal of the time…………………….□3    As much as I ever did……………….………………..□0 

  A lot of the time………………………………..□2    Rather less than I used to…………….…………….□1 

  From time to time but not too often..□1    Definitely less than I used to………………………□2 

 Only occasionally……………………………….□0    Hardly at all……………………………………………….□3 
 
I feel cheerful:                                                        D I get sudden feelings of panic:                A 

  Not at all………………………………………………………□3    Very often indeed……………………………..□3 

  Not often……………………………………………………..□2    Quite often……………………………….……….□2 

  Sometimes…………………………………………………..□1    Not very often…………………………………..□1 

  Most of the time………………………………………….□0    Not at all……………………………………………□0 
 
I can sit at ease and feel relaxed:       A I can enjoy a good book or radio or TV:          D 

  Definitely…………………………………………□0    Often………………………………………………………….□0 

  Usually…………………………………………….□1    Sometimes…………………………………………………□1 

  Not often………………………………………..□2    Not at all…………………………………………………….□2 

  Not at all…………………………………………□3    Very seldom………………………………………………..□3 
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THE ANXIETY SENSITIVITY INDEX  
 

 Please rate the following statements in terms of whether they apply to you: 
 
0 = very little 
1 = a little 
2 = some 
3 = much 
4 = very much 
 
 

1 It is important to me not to appear nervous 
 

 

2 When I cannot keep my mind on a task I worry that I may be going crazy 
 

 

3 It scares me when I feel ‘shaky’ (trembling) 
 

 

4 It scares me when I feel faint 
 

 

5 It is important for me to stay in control of my emotions 
 

 

6 It scares me when my heart beats rapidly 
 

 

7 It embarrasses me when my stomach growls 
 

 

8 It scares me when I am nauseous 
 

 

9 When I notice that my heart is beating rapidly, I worry that I might have a 
heart attack 

 

10 It scares me when I become short of breath 
 

 

11 When my stomach is upset I worry that I might be seriously ill 
 

 

12 It scares me when I am unable to keep my mind on a task 
 

 

13 Other people notice when I feel shaky 
 

 

14 Unusual body sensations scare me 
 

 

15 When I am nervous I worry that I might be mentally ill 
 

 

16 It scares me when I am nervous 
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THE ACCEPTANCE AND ACTION QUESTIONNAIRE  
 
 

Below you will find a list of statements. Please rate the truth of each statement as it applies 
to you. Use the following scale to make your choice 
 
1-------------2----------------3----------------4--------------------5---------------------6----------------------7 
Never/rarely true /seldom true/sometimes true/frequently true/almost always/always true 
 
 
 
 

1 I am able to take action on a problem even if I am uncertain what is the  
right thing to do 
 

 

2 I often catch myself daydreaming about things about things I’ve done 
and what I would do differently next time 
 

 

3 When I feel depressed or anxious, I am unable to take care of my 
responsibilities 
 

 

4 I rarely worry about getting my anxieties, worries, and feelings under 
control 
 

 

5 I am not afraid of my feelings 
 

 

6 When I compare myself to other people, it seems like most of them are 
handling their lives better than I do 
 

 

7 Anxiety is bad 
 

 

8 If I could magically remove all the painful experiences I’ve had in my life, 
I would do so 
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SELF-EVALUATION QUESTIONNAIRE  STAI Form Y-2 

 
 
A number of statements which people have used to describe themselves are given below. 
Read each statement and then circle the appropriate number to the right of the statement 
to indicate how you generally feel.  
 
4 = Almost always 
3 = Often 
2 = Sometimes 
1 = Never 
 

1. I feel pleasant…………………………………………………………………………………………  1  2  3  4  

2. I feel nervous and restless………………………………………………………………………  1  2  3  4  

3. I feel satisfied with myself………………………………………………………………………  1  2  3  4  

4. I wish I could be as happy as others seem to be……………………………………..  1 2  3  4  

5. I feel like a failure…………………………………………………………………………………… 1  2  3  4  

6. I feel rested……………………………………………………………………………………………. 1  2  3  4  

7. I feel ‘calm, cool and collected’………………………………………………………………. 1  2  3  4  

8. I feel that difficulties are piling up so that I cannot overcome them……….. 1  2  3  4  

9. I worry too much over something that really doesn’t matter………………….. 1  2  3  4  

10. I am happy………………………………………………………………………………………………. 1  2  3  4  

11. I have disturbing thoughts………………………………………………………………………. 1  2  3  4  

12. I lack self-confidence………………………………………………………………………………. 1  2  3  4  

13. I feel secure…………………………………………………………………………………………….. 1  2  3  4  

14. I make decisions easily…………………………………………………………………………….  1  2  3  4  

15. I feel inadequate……………………………………………………………………………………..  1  2  3  4  

16. I am content……………………………………………………………………………………………   1  2  3  4  

17. Some unimportant thought runs through my mind and bothers me……….  1  2  3  4  

18.  I take disappointments so keenly that I can’t put them out of my mind….  1  2 3  4  

19.  I am a steady person………………………………………………………………………………   1  2  3  4  

20.  I get in a state of tension or turmoil as I think over my recent  

Concerns and interest……………………………………………………………………………………   1  2  3  4  
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          STAXI-2  
    Item booklet Form HS 
 
This booklet is divided into three parts. Each part contains a number of statements that people use 
to describe their feelings and behaviour. Please note that each part has different directions. 
Carefully read the directions for each part before providing your response.  
 
     Part 1 Directions 
 
A number of statements that people use to describe themselves are given below. Read each 
statement and then circle the response to indicate how you feel right now. There are no right or 
wrong answers. Do not spend too much time on any one statement. Mark the answer which best 
describes your present feelings.  
 
Fill in 1 for not at all, Fill in 2 for somewhat, Fill in 3 for moderately so, Fill in 4 for very much so  

 
1 I am furious 1    2    3     4 

2 I feel irritated 1    2    3     4 

3 I feel angry 1    2    3     4 

4 I feel like yelling at somebody 1    2    3     4 

5 I feel like breaking things 1    2    3     4 

6 I am mad 1    2    3     4 

7 I feel like banging on the table 1    2    3     4 

8 I feel like hitting someone 1    2    3     4 

9 I feel like swearing 1    2    3     4 

10 I feel annoyed 1    2    3     4 

11 I feel like kicking somebody 1    2    3     4 

12 I feel like cursing out loud 1    2    3     4 

13 I feel like screaming 1    2    3     4 

14 I feel like pounding somebody 1    2    3     4 

15 I feel like shouting out loud 1    2    3     4 

 
 
              Part 2 Directions 
 
Read each of the following statements that people have used to describe themselves, and then circle 
the appropriate response to indicate how you generally feel or react.  There are no right or wrong 
answers. Do not spend too much time on any one statement. Mark the answer which best describes 
how you generally feel or react.  
 
Fill in 1 for almost never, Fill in 2 for sometimes, Fill in 3 for often, Fill in 4 for almost always.   
 

16 I am quick tempered 1    2    3     4 

17 I have a fiery temper 1    2    3     4 

18 I am a hot headed person 1    2    3     4 

19 I get angry when I am slowed down by others’ mistakes 1    2    3     4 

20 I feel annoyed when I am not given recognition for doing good work 1    2    3     4 

21 I fly off the handle 1    2    3     4 

22 When I get mad, I say nasty things 1    2    3     4 

23 It makes me furious when I am criticised in front of others 1    2    3     4 
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24 When I get frustrated I feel like hitting someone 1    2    3     4 

25 I feel infuriated when I do a good job and get a poor evaluation 1    2    3     4 

 
 
        Part 3 Directions 
  
Everyone feels angry or furious from time to time but people differ in the ways that they react when 
they are angry. A number of statements are listed below which people use to describe their 
reactions when they feel angry or furious. Read each statement and then circle the appropriate 
response to indicate how often you generally react or behave in the manner described when you are 
feeling angry or furious. There are no right or wrong answers. Do not spend too much time on any 
one statement.  
 
Fill in 1 for almost never, Fill in 2 for sometimes, Fill in 3 for often, Fill in 4 for almost always.   
 

26 I control my temper 1    2    3     4 

27 I express my anger 1    2    3     4 

28 I take a deep breath and relax 1    2    3     4 

29 I keep things in 1    2    3     4 

30 I am patient with others 1    2    3     4 

31 If someone annoys me I’m apt to tell him or her how I feel 1    2    3     4 

32 I try to calm myself as soon as possible 1    2    3     4 

33 I pout or sulk 1    2    3     4 

34 I control my urge to express my angry feelings 1    2    3     4 

35 I lose my temper 1    2    3     4 

36 I try to simmer down 1    2    3     4 

37 I withdraw from people  1    2    3     4 

38 I try to keep my cool 1    2    3     4 

39 I make sarcastic remarks to others 1    2    3     4 

40 I try to soothe my angry feelings 1    2    3     4 

41 I boil inside, but I don’t show it 1    2    3     4 

42 I control my behaviour 1    2    3     4 

43 I do things like slam doors 1    2    3     4 

44 I endeavour to become calm again 1    2    3     4 

45 I tend to harbour grudges that I don’t tell anyone about 1    2    3     4 

46 I can stop myself from losing my temper 1    2    3     4 

47 I argue with others 1    2    3     4 

48 I reduce my anger as soon as possible  1    2    3     4 

49 I am secretly quite critical of others 1    2    3     4 

50 I try to be tolerant and understanding 1    2    3     4 

51 I strike out at whatever infuriates me 1    2    3     4 

52 I do something relaxing to calm down 1    2    3     4 

53 I am angrier than I am willing to admit 1    2    3     4 

54 I control my angry feelings 1    2    3     4 

55 I say nasty things 1    2    3     4 

56 I try to relax 1    2    3     4 

57 I’m irritated a great deal more than people are aware of  1    2    3     4 

 
Copyright 1999 Speilberger. PAR forms used in research 
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        BARRATT IMPULSIVITY SCALE- VERSION 11 
 
People differ in the ways they act and think in different situations. This is a test to measure 
some of the ways you act and think.  
 
Read each statement and put a circle around the appropriate number on the right side of 
this page. Do not spend too much time on any statement. Answer quickly and honestly.  
 
 1------------------------------2------------------------------3------------------------------4 
Rarely/never     Occasionally       Often    Almost always /Always 
 
 

1 I plan tasks carefully 
 

1 2 3 4 

2 I do things without thinking 
 

1 2 3 4 

3 I make up my mind quickly 
 

1 2 3 4 

4 I am happy-go-lucky 
 

1 2 3 4 

5 I don’t pay attention 
 

1 2 3 4 

6 I have ‘racing’ thoughts 
 

1 2 3 4 

7 I plan trips well ahead of time 
 

1 2 3 4 

8 I am self controlled 
 

1 2 3 4 

9 I concentrate easily 
 

1 2 3 4 

10 I save regularly 
  

1 2 3 4 

11 I ‘squirm’ at plays or lectures 
 

1 2 3 4 

12 I am a careful thinker 
 

1 2 3 4 

13 I plan for job security 
 

1 2 3 4 

14 I say things without thinking 
 

1 2 3 4 

15 I like to think about complex problems  
 

1 2 3 4 
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   NEO FIVE FACTOR INVENTORY FORM S 
 
This questionnaire has 60 statements. For each statement, circle the response that best 
represents your opinion. Make sure that the correct response is circled.   
 
Fill in SD  if you strongly disagree or the statement is definitely false 
 
Fill in D  if you disagree or the statement is mostly false 
 
Fill in N if you are neutral on the statement, you cannot decide or the statement is about 
equally true and false   
 
Fill in A if you agree or the statement is mostly true 
 
Fill in SA if you strongly agree or the statement is definitely true 
 

1 I am a worrier 
 

SD   D   N    A   SA   

2 I like to have a lot of people around me 
 

SD   D   N    A   SA   

3 I don’t like to waste my time daydreaming 
 

SD   D   N    A   SA   

4 I try to be courteous to everyone I meet 
 

SD   D   N    A   SA   

5 I keep my belongings neat and clean 
 

SD   D   N    A   SA   

6 At times I have felt bitter and resentful 
 

SD   D   N    A   SA   

7 I laugh easily 
 

SD   D   N    A   SA   

8 I think it is interesting to learn and develop new hobbies 
 

SD   D   N    A   SA   

9 At times I bully or flatter people into doing what I want them 
to 
 

SD   D   N    A   SA   

10 I’m pretty good about pacing myself so as to get things done 
on time 

SD   D   N    A   SA   

11 When I’m under a great deal of stress, sometimes I feel like I’m 
going to pieces 

SD   D   N    A   SA   

12 I prefer jobs that let me work alone without being  
bothered by other people 

SD   D   N    A   SA   

13 
 

I am intrigued by the patterns I find in art and nature SD   D   N    A   SA   

14 Some people think I am selfish and egotistical SD   D   N    A   SA   
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15 
 

I often come into situations without being fully prepared  SD   D   N    A   SA   

16 
 

I rarely feel lonely or blue SD   D   N    A   SA   

17 
 

I really enjoy talking to people  SD   D   N    A   SA   

18 
 

I believe letting students hear controversial speakers can only 
confuse and mislead them 

SD   D   N    A   SA   

19 
 

If someone starts a fight, I’m ready to fight back SD   D   N    A   SA   

20 
 

I try to perform all the tasks assigned to me conscientiously SD   D   N    A   SA   

21 
 

I often feel tense and jittery SD   D   N    A   SA   

22 
 

I like to be where the action is SD   D   N    A   SA   

23 
 

Poetry has little or no effect on me SD   D   N    A   SA   

24 
 

I’m better than most people, and I know it SD   D   N    A   SA   

25 
 

I have a clear set of goals and work towards them in an orderly 
fashion 

SD   D   N    A   SA   

26 
 

Sometimes I feel completely worthless SD   D   N    A   SA   

27 
 

I shy away from crowds of people  SD   D   N    A   SA   

28 
 

I would have difficulty just letting my mind wander without 
control or guidance 

SD   D   N    A   SA   

29 
 

When I’ve been insulted, I just try to forgive and forget SD   D   N    A   SA   

30 
 

I waste a lot of time before settling down to work SD   D   N    A   SA   

31 
 

I rarely feel fearful or anxious SD   D   N    A   SA   

32 
 

I often feel as if I’m bursting with energy SD   D   N    A   SA   

33 
 

I seldom notice the moods or feelings that different 
environments produce 

SD   D   N    A   SA   

34 
 

I tend to assume the best about people  SD   D   N    A   SA   

35 
 

I work hard to accomplish my goals SD   D   N    A   SA   

36 I often get angry at the way people treat me 
 

SD   D   N    A   SA   

37 I am a cheerful, high-spirited person SD   D   N    A   SA   
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38 
 

I experience a wide range of emotions or feelings SD   D   N    A   SA   

39 
 

Some people think of me as cold or calculating SD   D   N    A   SA   

40 
 

When I make a commitment, I can always be counted on to 
follow through 

SD   D   N    A   SA   

41 
 

Too often, when things go wrong, I get discouraged and feel 
like giving up 

SD   D   N    A   SA   

42 
 

I don’t get much pleasure from chatting with people SD   D   N    A   SA   

43 
 

Sometimes when I am reading poetry or looking at a work of 
art, I feel a chill or wave of excitement 

SD   D   N    A   SA   

44 
 

I have no sympathy for beggars SD   D   N    A   SA   

45 
 

Sometimes I am not as dependable or reliable as I should be SD   D   N    A   SA   

46 
 

I am seldom sad or depressed SD   D   N    A   SA   

47 
 

My life is fast-paced SD   D   N    A   SA   

48 
 

I have little interest in speculating on the nature of the 
universe or the human condition 

SD   D   N    A   SA   

49 
 

I generally try to be thoughtful and considerate SD   D   N    A   SA   

50 
 

I am a productive person who always gets the job done SD   D   N    A   SA   

51 
 

I often feel helpless and want someone else to solve my 
problems  

SD   D   N    A   SA   

52 
 

I am a very active person SD   D   N    A   SA   

53 
 

I have a lot of intellectual curiosity SD   D   N    A   SA   

54 
 

If I don’t like people, I let them know it SD   D   N    A   SA   

55 
 

I never seem to be able to get organised SD   D   N    A   SA   

56 
 

At times I have been so ashamed I just wanted to hide SD   D   N    A   SA   

57 
 

I would rather go my own way than be a leader of others  SD   D   N    A   SA   

59 
 

If necessary I am willing to manipulate people to get what I 
want  

SD   D   N    A   SA   

60 
 

I strive for excellence in everything I do SD   D   N    A   SA   

Copyright 2010 Costa and McCrae. PAR Forms used in research  
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PDSQ TEST BOOKLET 
 
This form asks you about emotions, moods, thoughts and behaviour. For each question, 
check the box in the Yes column if it describes how you have been acting, feeling, or 
thinking. If the item does not apply to you, check the box in the No column. Please answer 
every question.  
 
Yes No  DURING THE PAST 2 WEEKS 

  1 Did you feel sad or depressed? 

  2 Did you feel sad or depressed for most of the day, nearly every day? 

  3 Did you get less joy or pleasure from almost all of the things you 
normally enjoy? 

  4 Were you less interested in almost all of the activities you are usually 
interested in? 

  5 Was your appetite significantly smaller than usual nearly every day? 

  6 Was your appetite significantly greater than usual nearly every day? 

  7 Did you sleep at least 1 to 2 hours less than usual nearly every day? 

  8 Did you sleep at least 1 to 2 hours more than usual nearly every day? 

  9 Did you feel very jumpy and physically restless, and have a lot of 
trouble sitting calmly in a chair, nearly every day? 

  10 Did you feel tired out nearly every day? 

  11 Did you frequently feel guilty about things you have done? 

  12 Did you put yourself down and have negative thoughts about yourself 
nearly every day? 

  13 Did you feel like a failure nearly every day? 

  14 Did you have problems concentrating nearly every day? 

  15 Was decision making more difficult than normal nearly every day? 

  16 Did you frequently think of dying in passive ways like going to sleep 
and not waking up? 

  17 Did you wish you were dead? 

  18 Did you think you’d be better off dead? 

  19 Did you have thoughts of suicide, even though you would not really do 
it? 

  20 Did you seriously consider taking your life? 

  21 Did you think about a specific way to take your life? 

 
 

  22 Have you ever experienced a traumatic event such as combat, rape, 
assault, sexual abuse, or any other extremely upsetting event? 

  23 Have you ever witnessed a traumatic event such as pare, assault, 
someone dying in an accident, or any other extremely upsetting 
incident? 

   DURING THE PAST 2 WEEKS 

  24 Did thoughts about a traumatic event frequently pop into your mind? 

  25 Did you frequently get upset because you were thinking about a 
traumatic event? 
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  26 Were you frequently bothered by memories or dreams of a traumatic 
event? 

  27 Did reminders of a traumatic event cause you to feel intense distress? 

  28 Did you try to block out thoughts or feelings related to a traumatic 
event? 

  29 Did you try to avoid activities, places or people, that reminded you of a 
traumatic event? 

  30 Did you have flashbacks, where it felt like you were reliving a 
traumatic event? 

  31 Did reminders of a traumatic event make you shake, break out into a 
sweat, or have a racing heart? 

  32 Did you feel distant and cut off from other people because of having 
experienced a traumatic event? 

  33 Did you feel emotionally numb because of having experienced a 
traumatic event? 

  34 Did you give up on goals for the future because of having experienced 
a traumatic event? 

  35 Did you keep your guard up because of having experienced a traumatic 
event 

  36 Were you jumpy and easily startled because of having experienced a 
traumatic event 

 
Yes No  DURING THE PAST 2 WEEKS 

  37 Did you often go on eating binges (eating a very large amount of food 
very quickly over a short period of time)? 

  38 Did you often feel you could not control how much you were eating 
during an eating binge? 

  39  Did you go on eating binges during which you ate so much that you 
felt uncomfortably full? 

  40 Did you go on eating binges during which you ate a large amount of 
food even when you didn’t feel hungry? 

  41 Did you eat alone during an eating binge because you were 
embarrassed by how much you were eating? 

  42 Did you go on earing binges and then feel disgusted with yourself 
afterward? 

  43 Were you very upset with yourself because you were going on eatng 
binges? 

  44 To prevent gaining weight from an eating binge did you go on strict 
diets or exercise excessively? 

  45 To prevent weight gain from an eating binge did you force yourself to 
vomit or use laxatives or water pills? 

  46 Was your weight or the shape of your body, one of the most important 
things that affected your opinion of yourself? 
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Yes  No  DURING THE PAST 2 WEEKS 

  47 Did you worry obsessively about dirt, germs or chemicals? 

  48 Did you worry obsessively that something bad would happen because 
you forgot to do something important-like locking the door, turning off 
the stove, or pulling out the electrical cords of appliances? 

  49 Were there things you felt compelled to do over and over (for at least 
1/2 hour per day) that you could not stop doing when you tried? 

  50 Were there things you felt compelled to do over and over even though 
they interfered with getting other things done? 

  51 Did you wash and clean yourself or things around you obsessively and 
excessively? 

  52 Did you obsessively and excessively check things or repeat actions over 
and over again? 

  53 Did you count things obsessively and excessively? 

  54 Did you get very scared because your heart was beating fast? 

  55 Did you get very scared because you were short of breath 

  56 Did you get very scared because you were feeling shaky or faint? 

  57 Did you get sudden attacks of intense anxiety or fear that came on 
from out of the blue, for no reason at all? 

  58 Did you get sudden attacks of very intense anxiety or fear during which 
you thought something terrible might happen, such as your dying, 
going crazy, or losing control? 

  59 Did you have sudden, unexpected attacks of anxiety during which you 
had three or more of the following symptoms: heart racing or 
pounding, sweating, shakiness, shortness of breath, nausea, dizziness, 
or feeling faint? 

  60 Did you worry a lot about having unexpected anxiety attacks? 

  61 Did you have anxiety attacks that caused you to avoid certain 
situations or to change your behaviour or normal routine? 

  62 Did things happen that you knew were true, but that other people told 
you were your imagination? 

  63 Were you convinced that other people were watching you, talking 
about you, or spying on you? 

  64 Did you think that you were in danger because someone was plotting 
to hurt you? 

  65 Did you think that you had special powers other people didn’t have? 

  66 Did you think that some outside force or power was controlling your 
body or mind? 

  67 Did you hear voices that other people didn’t hear, or see things that 
other people didn’t see? 

 
Yes No  DURING THE PAST 6 MONTHS 

  68 Did you regularly avoid any situations because you were afraid they’d 
cause you to have an anxiety attack? 

  69 Did any of the following make you feel fearful, anxious, or nervous 
because you were afraid you’d have an anxiety attack in the situation? 
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  a going outside far away from home 

  b being in crowded places 

  c standing in long lines 

  d being on a bridge or in a tunnel 

  e traveling in a bus, train or plane  

  f driving or riding in a car 

  g being home alone 

  h being in wide-open spaces (like a park) 

  70 Did you almost always get very anxious as soon as you were in any of 
the above situations? 

  71 Did you avoid any of the above situations because they made you feel 
anxious or fearful? 

  72 Did you worry a lot about embarrassing yourself in front of others? 

  73 Did you worry a lot that you might do something to make people think 
that you were stupide or foolish? 

  74 Did you feel very nervous in situations where people might pay 
attention to you? 

  75 Were you extremely nervous in social situations? 
  76 Did you regularly avoid any situations because you were afraid you’d 

do or say something to embarrass yourself? 
  77 Did you worry a lot about doing or saying something to embarrass 

yourself in any of the following situations? 
  a public speaking 
  b eating in front of other people 
  c using public restrooms 
  d writing in front of others 
  e saying something stupid when you were with a group of people  
  f asking a question when in a group of people  
  g business meetings 
  h parties or other social gatherings 
  78 Did you almost always get very anxious as soon as you were in any of 

the above situations? 
  79 Did you avoid any of the above situations because they made you feel 

anxious or fearful?  
 

 
Yes No  DURING THE PAST 6 MONTHS 

  80 Did you think that you were drinking too much? 

  81 Did anyone in your family think or say that you were drinking too 
much, or that you had an alcohol problem? 

  82 Did friends, a doctor, or anyone else think or say that you were 
drinking too much? 

  83 Did you think about cutting down or limiting your drinking? 

  84 Did you think that you had an alcohol problem? 

  85 Because of your drinking did you have problems in your marriage; at 
your job; with your friends or family; doing household chores; or in any 
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other important area of your life? 

  86 Did you think that you were using drugs too much? 

  87 Did anyone in your family think or say that you were using drugs too 
much, or that you had a drug problem? 

  88 Did friends, a doctor or anyone else think or say that you were using 
drugs too much? 

  89 Did you think about cutting down or limiting your drug use? 

  90 Did you think you had a drug problem? 

  91 Because of your drug uses did you have problems in your marriage; at 
your job; with your friends or family; doing household chores; or in any 
other important area of your life? 

 
 
Yes No  DURING THE PAST 6 MONTHS 

  92 Were you a nervous person on most days? 

  93 Did you worry a lot that bad things might happen to you or someone 
close to you? 

  94 Did you worry about things other people said you shouldn’t worry 
about? 

  95 Were you worried or anxious about a number of things in your daily 
life on most days? 

  96 Did you often feel restless or on edge because you were worrying? 

  97 Did you often have problems falling asleep because you were worrying 
about things? 

  100 Were you often snappy or irritable because you were worrying or 
feeling stressed out? 

  101 Was it hard for you to control or stop your worrying on most days? 

  102 Have you had a lot of stomach and intestinal problems such as nausea, 
vomiting, excessive gas, stomach bloating, or diarrhea? 

  103 Have you been bothered by aches and pains in many different parts of 
your body? 

  104 Do you get sick more than most people? 

  105 Has your physical health been poor most of your life? 

  106 Are your doctors usually unable to find a physical cause for your 
physical symptoms? 

  107 Did you often worry that you might have a serious physical illness? 

  108 Was it hard to stop worrying that you have a serious physical illness? 

  109 Did your doctor say you didn’t have a serious illness but it was still 
hard to stop thinking about it? 

  110 Did you worry so much about having a serious illness that it interfered 
with your activities or it cause you problems? 

  110 Did you visit the doctor a lot because you were worried that you had a 
serious physical illness? 

 
Copyright 2002 M. Zimmerman.  Western Psychological Services forms used in research   
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SCID-11  BORDERLINE PERSONALITY DISORDER 

? = Inadequate information, 1 = absent or false, 2 = subthreshold, 3 = threshold or true  

A pervasive pattern of instability of interpersonal relationships, self-image and marked impulsivity, 

beginning by early adulthood and present in a variety of contexts, as indicated by five (or more) of 

the following: 

90. You’ve said that you have (Have 

you) often become frantic when you 

thought that someone you really cared 

about was going to leave you.  

What have you done?  

(Have you threatened or pleaded with 

him/her?) 

(1)frantic efforts to avoid real or 

imagined abandonment (Note: Do not 

include suicidal or self-mutilating 

behaviour covered in item (5) 

 

3 = several examples  

?     1      2       3  

91. You’ve said that (Do) your 

relationships with people you really 

care about have lots of extreme ups 

and downs.  

Tell me about them.  

(Were there times when you thought 

they were everything you wanted and 

other times when you thought they 

were terrible? How many relationships 

were like this?) 

(2) a pattern of unstable and intense 

interpersonal relationships 

characterized by alternating between 

extremes of idealization and 

devaluation.  

3 = either one prolonged relationship 

or several briefer relationships in 

which the alternating pattern occurs 

at least twice 

?     1      2       3 

92. You’ve said that you have (Have 

you) all of a sudden changed your sense 

of who you are and where you are 

headed.  

Give me some examples of this.  

(3) identify disturbance: markedly and 

persistently unstable self-image or 

sense of self 

Do not include normal adolescent 

uncertainty 

?     1      2       3 

93. You’ve said that your sense of who 

you are often changes (Does your sense 

of who you are often change) 

dramatically.  

Tell me more about that  

3 = acknowledges trait  

94. You’ve said that you are (Are you)   
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different with different people or in 

different situations so that you 

sometimes don’t know who you really 

are.  

Give me some examples of this 

(Do you feel this way a lot?) 

95. You’ve said that there have been 

(Have there been) lots of sudden 

changes in your goals, career plans, 

religious beliefs and so on.  

Tell me more about that  

  

96. You’ve said that you’ve (Have you) 

often done things impulsivity.  

What kinds of things? 

(How about.. buying things you really 

couldn’t afford… having sex with people 

you hardly know, or ‘unsafe sex’?... 

drinking too much or taking 

drugs?...driving recklessly?... 

uncontrollable eating?) 

IF YES TO ANY OF ABOVE: Tell me about 

that. How often does it happen? What 

kinds of problems has it caused? 

(4) Impulsivity in at least two areas 

that are potentially self-damaging (e.g. 

spending, sex, substance abuse, 

reckless driving, binge eating). (Note: 

Do not include suicidal or self-

mutilating behaviour covered in item 

(5).  

3 = several examples indicating a 

pattern of impulsive behaviour (not 

necessarily limited to examples given 

above) 

?     1      2       3 

97. You’ve said that you have (Have 

you) tried to hurt or kill yourself or 

threatened to do so.  

(5) recurrent suicidal behaviour, 

gestures, or threats, or self-mutilating 

behaviour 

?     1      2       3 

98. You’ve said that you have (Have you 

ever) cut, burned, or scratched yourself 

on purpose.  

Tell me about that.  

3 = two or more events (when not in a 

Major Depressive Episode) 

 

99. You’ve said that (Do) you have a lot 

of sudden mood changes.  

Tell me about that.  

(How long do your ‘bad’ moods last? 

(6) affective instability due to a 

marked reactivity of mood (e.g. 

intense episodic dysphoria, irritability, 

or anxiety usually lasting a few hours 

?     1      2       3 
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How often do these mood changes 

happen? How suddenly do your moods 

change?) 

and only rarely more than a few days) 

3 = acknowledges trait 

100. You’ve said that (Do) you often 

feel empty inside.  

Tell me more about this 

(7) Chronic feelings of emptiness 

3 = acknowledges trait 

?     1      2       3 

101. You’ve said that (Do) you often 

have temper outbursts or get so angry 

that you lose control.  

Tell me about this.  

(8) inappropriate, intense anger or 

difficulty controlling anger (e.g. 

frequent displays of temper, constant 

anger, recurrent physical fights) 

?     1      2       3 

102. You’ve said that (Do) you hit 

people or throw things when you get 

angry.  

Tell me about this.  

(Does this happen often?) 

  

103. You’ve said that (Do) even little 

things get you very angry.  

When does this happen? 

(Does this happen often?) 

  

104. You’ve said that when you are 

under a lot of stress you (When you are 

under a lot of stress, do you) get 

suspicious of other people or feel 

especially spaced out.  

Tell me about that.  

(9) transient , stress-related paranoid 

ideation or severe dissociative 

symptoms  

3 = several examples that do not occur 

exclusively during a Psychotic Disorder 

or a Mood Disorder With Psychotic 

Features.  

?     1      2       3 

 AT LEAST FIVE ITEMS ARE CODED ‘3’ 

 

BPD 
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SCID-11     ANTISOCIAL PERSONALITY DISORDER 

? = Inadequate information, 1 = absent or false, 2 = subthreshold, 3 = threshold or true  

Note: Behaviour should NOT be 

considered characteristic of Antisocial 

Personality Disorder if it occurs 

exclusively during the course of 

Schizophrenia or a Manic Episode 

B. The individual is at least age 18 

years. 

C. There is evidence of Conduct 

Disorder with onset before age 15 

years (as evidenced by at least two of 

the following) 

?     1      2       3 

105. You’ve said that before you were 

15, you would (Before you were 15 

would you) bully or threaten other kids.  

Tell me about that.  

(1) before the age of 15 often bullied, 

threatened, or intimidated others 

?     1      2       3 

106. You’ve said that before you were 

15, you would (Before you were 15, 

would you) start fights.  

How often? 

(2) before the age of 15 often initiated 

physical fights  

?     1      2       3 

107. You’ve said that before you were 

15, you hurt or threatened someone 

(Before you were 15, did you hurt or 

threaten someone) with a weapon, like 

a bat, brick, broken bottle, knife or gun.  

Tell me about that.   

(3)before the age of 15 used a weapon 

that can cause serious physical harm 

to others (e.g. a bat, brick, broken 

bottle, knife, gun) 

?     1      2       3 

108. You’ve said that before you were 

15, you deliberately tortured someone 

or caused someone physical pain and 

suffering. (Before you were 15, did you 

deliberately torture someone or cause   

someone physical pain and suffering?) 

What did you do? 

(4) Before the age of 15 was physically  

cruel to people  

?     1      2       3 

109. You’ve said that before you were 

15 you tortured or hurt animals on 

purpose (Before you were 15, did you 

torture or hurt animals on purpose?) 

(5) Before the age of 15 was physically 

cruel to animals  

?     1      2       3 
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110. You’ve said that before you were 

15, you robbed, mugged, or forcibly 

took (Before you were 15, did you rob, 

mug, or forcibly take) something from 

someone by threatening him or her.  

(6) Before the age of 15 stole while 

confronting a victim (e.g. mugging, 

purse snatching, extortion, armed 

robbery) 

?     1      2       3 

110. You’ve said that before you were 

15, you forced someone (Before you 

were 15, did you force someone) to 

have sex with you, to get undressed in 

front of you, or touch you sexually.  

Tell me about it. 

(6) Before the age of 15 forced 

someone into sexual activity 

?     1      2       3 

112. You’ve said that before you were 

15 you (Before you were 15, did you) 

set fires? 

Tell me about that. 

(8) Before the age of 15, deliberately 

engaged in fire setting with the 

intention of causing serious damage 

?     1      2       3 

113. You’ve said that before you were 

15, you deliberately destroyed (Before 

you were 15, did you deliberately 

destroy) things that weren’t yours.  

What did you do? 

(9) Before the age of 15 deliberately 

destroyed others’ property (other 

than by fire setting) 

?     1      2       3 

114. You’ve said that before you were 

15 (Before you were 15, did you break) 

into houses, other buildings, or cars.  

Tell me about that. 

(10) Before the age of 15 broke into 

someone else’s house, building, or car 

?     1      2       3 

115. You’ve said that before you were 

15, you lied a lot or ‘conned’ (Before 

you were 15, did you lie a lot, or ‘con’) 

other people? 

(11) Before the age of 15 often lied to 

obtain goods or favours or to avoid 

obligations (i.e. ‘cons’ others) 

?     1      2       3 

116. You’ve said that before you were 

15, you sometimes tole or shoplifted 

things or gorged someone’s signature 

(Before you were 15, did you sometimes 

steal or shoplift things or forge 

someone’s signature?) 

(12) Before the age of 15 stole items 

of nontrivial value without confronting 

a victim (e.g. shoplifting , stealing but 

without breaking and entering, 

forgery) 

?     1      2       3 
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117. You’ve said that before you were 

15, you ran away from home and 

stayed (Before you were 15, did you 

runaway and stay) away overnight.  

Was that more than once? 

(with whom were you living at the 

time?) 

(13) Before the age of 15 ran away 

from home overnight at least twice 

while living in parental or parental 

surrogate home (or once without 

returning for a lengthy period) 

?     1      2       3 

118. You’ve said that before you were 

13 (Before you were 13, did you) often 

stay out very late, long after the time 

you were supposed to be home.  

How often? 

(14) Before the age of 13 often stayed 

out at night despite parental 

prohibitions 

?     1      2       3 

119. you’ve said that before you were 

13, you often skipped (Before you were 

13, did you often skip) school 

(15) Before the age of 13 often truant 

from school 

?     1      2       3 

 

Now, since you were 15…. 

There is a pervasive pattern of disregard for, and violation of the rights of, others occurring since, 

age 15 years, as indicated by three (or more) of the following 

Have you done things that are against 

the law – even if you weren’t caught – 

like stealing, using or selling drugs, 

writing bad checks, or having sex for   

money? 

(1)Failure to conform to social norms 

with respect to lawful behaviours as 

indicated by repeatedly performing 

acts that are grounds for arrest.  

3 = several examples  

?     1      2       3 

Do you often find that you have to lie 

to get what you want? 

(Have you ever used an alias or 

pretended you were someone else?) 

(Have you ever ‘conned’ others to get 

what you want?) 

(2)deceitfulness, as indicated by 

repeated lying, use of aliases, or 

‘conning’ others for personal profit or 

pleasure 

3 = several examples  

?     1      2       3 

Do you often do things on the spur of 

the moment without thinking about 

how it will affect you or other people?  

(3)impulsivity or failure to plan ahead 

3 = several examples   

?     1      2       3 
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What kind of things? 

Was there ever a time when you had no 

regular place to live? 

(For how long?) 

Since you were 15 have you been in any 

fights? 

(How often?)  

Have you ever hit or thrown things at 

your spouse or partner? 

(How often?) 

Have you ever hit a child, yours or 

someone else’s – so hard that he or she 

had bruises or had to stay in bed or see 

a doctor? 

Tell me about that.  

Have you physically threated or hurt 

anyone else? 

Tell me about that. (How often?) 

(4) irritability and aggressiveness, as 

indicate by repeated physical fights or 

assaults  

3 = several examples  

?     1      2       3 

Did you ever drive a car when you were 

drunk or high? 

How many speeding tickets have you 

gotten or car accidents have you been 

in? 

Do you always use protection if you 

have sex with someone you don’t know 

well? 

(Has anyone ever said that you allowed 

a child that you were taking care of to 

be in a dangerous situation?) 

(5) reckless disregard for safety of self 

or others 

3 = several examples  

?     1      2       3 

How much of the time in the last five 

years were you not working? 

If for a prolonged period: Why? (Was 

there work available?) 

If yes: Why? 

 ?     1      2       3 



315 

 

Did you ever walk off a job without 

having another one to go to? 

If yes: How many times did this 

happen? 

Have you ever owed people money and 

not paid them back? 

(How often?) 

What about not paying child support, 

or not giving money to children or 

someone else who depended on you? 

if there is evidence of antisocial acts 

and it is unclear whether there is any 

remorse: how do you feel about (list 

antisocial acts) 

(Do you think what you did was wrong 

in any way?) 

(7) lacks remorse, as indicated by 

being indifferent to or rationalizing 

having hurt, mistreated, or stolen 

from another 

3 = lacks remorse about several 

antisocial acts 

?     1      2       3 

 AT LEAST THREE ITEMS ARE CODED ‘3’ 

CRITERIA A, B, AND C ARE CODED ‘3’ 

APD 
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STRUCTURED INTERVIEW BPD  

 

1 Have you often become frantic when you thought that someone 
you really cared about was going to leave you? 

No Yes  

2 Do your relationships with people you really care about have lots 
of extreme ups and downs?  

No Yes 

3 Have you all of a sudden changed your sense of who you are and 
where you are headed? 

No Yes 

4 Does your sense of who you are often change dramatically? No Yes 

5 Are you different with different people or in different situations 
so that you sometimes don’t know who you are? 

No Yes 

6 Have there been lots of sudden changes in your goals, career 
plans, religious beliefs and so on? 

No Yes 

7 Have you often done things impulsively? No Yes 

8 Do you have a lot of sudden mood changes? No Yes 

9 Do you often feel empty inside? No Yes 

10 Do you often have temper outbursts or get so angry that you lose 
control? 

No Yes 

11 Do you hit people or throw things when you get angry? No Yes 

12 Do even little things get you very angry? No Yes 

13 When you are under a lot of stress do you get suspicious of other 
people or especially spaced out? 

No Yes 

 

Please note: if at least five items (SIB/suicidal behaviour accounts for 2) YES follow-up with 
additional questions and rate as: 
 
? = inadequate, 1 = absent or false, 2 = subthreshold, 3 = threshold or true  
 
 

STRUCTURED INTERVIEW APD  

 

1 Before you were 15, would you bully or threaten other kids? No Yes 

2 Before you were 15, would you start fights? No Yes 

3 Before you were 15, did you hurt or threaten someone with a 
weapon like a bat, brick, broken bottle, knife or gun? 

No Yes 

4 Before you were 15, did you deliberately torture someone or 
cause someone physical pain or suffering? 

No Yes 

5 Before you were 15, did you torture or hurt animals on purpose? No Yes 

6 Before you were 15, did you rob, mug or forcibly take something 
from someone by threatening him or her? 

No Yes 

7 Before you were 15, did you force someone to have sex with you, 
to get undressed in front of you, or to touch you sexually? 

No Yes 

8 Before you were 15, did you set fires? No Yes 
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9 Before you were 15, did you deliberately destroy things which 
weren’t yours? 

No Yes 

10 Before you were 15, did you break into houses, other buildings, 
and cars? 

No Yes 

11 Before you were 15, did you lie a lot or ‘con’ other people? No Yes 

12 Before you were 15, did you sometimes steal or shoplift things or 
forge someone’s signature? 

No Yes 

13 Before you were 15, did you run away from home and stay away 
overnight? 

No Yes 

14 Before you were 13, did you often stay out very late, long after 
the time you were supposed to be home? 

No Yes 

15 Before you were 13, did you often skip school? No Yes 

 
 

1 Do you fail to conform to social norms with respect to lawful 
behaviours as indicated by repeatedly performing acts which are 
grounds for arrest? 

No Yes 

2 Are you deceitful as indicated by repeated lying, use of aliases or 
conning others for personal profit or pleasure? 

No Yes 

3 Are you impulsive or fail to plan ahead? No Yes 

4 Are you irritable and aggressive as indicated by repeated fights or 
assaults? 

No Yes 

5 Do you show reckless disregard for safety of self or others? No Yes 

6 Are you consistently irresponsible as indicated by repeated failure 
to sustain consistent work behaviour or honour financial 
obligations? 

No Yes 

7 Do you lack remorse as indicated by being indifferent to, or 
rationalising having hurt, mistreated, or having stolen from 
another? 

No Yes 

 
 
Please note: if at least five items (SIB/suicidal behaviour accounts for 2) YES follow-up with 
additional questions and rate as: 
 
? = inadequate, 1 = absent or false, 2 = subthreshold, 3 = threshold or true  
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THE OSLO 3-ITEM SOCIAL SUPPORT SCALE  
 
 
 
 
 
 
 
How easy can you get help from neighbours/peers should you need it? 
 
Very easy, easy, possible, difficult, very difficult 
 
 
 
 
How may people are you so close to you that you can count on them if you have serious 
problems? 
 
None, 1-2, 3-5, 5 plus 
 
 
 
 
How much concern do people show in what you are doing? 
 
A lot, some, uncertain, little, no 
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                               Appendix G 
The Coding Rules - SPSS 

 
Numbers 1-34 = demographic and criminal/environmental information based on self-report and/or 
extracted from the Offender Information Management System (OIMS).   
 
Number 34 – 133 = behavioural information is gathered on suicide attempt (SA) and deliberate self-
harm (DSH) via the semi-structured interview and Deliberate Self Harm Inventory (Gratz, 2001). The 
psychological/psychiatric variables are from responses to questionnaire and structured interviews.     
 
1. Identifier 
 
All participants are given an identifier 
 
2. Group 
 
All participants are allocated to a group depending on whether they are classified as having a 
history of DSH, SA, both DSH and SA, other or control.  
 
1 = Control (welfare Control Group and other Control Group).  
2 = DSH  
3 = SA 
4 = DSH and SA (mixed group) 
 
3. Site 
 
1 = Metropolitan Reception and Remand Centre 
2 = Malabar Special Program Centre 
 
4. Date of interview 
 
5. Age 
 
The age is taken from the date of interview 
 
6. Date of birth 
 
7. Country of Birth 
 
1 = Yes. Australia 
2 = No. Other  
 
8. Cultural background 
 
String 
 
9. Aboriginal 
 
0 = No 
1 = Yes 
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10. Level of education attained (completed) 
 
Year 7 and 8     = 1 
Year 9 and 10   = 2  
Year 11 and 12 = 3  
Other (e.g. tertiary) = 7 
 
11. Work status (current)  
 
Unemployed  = 0 
Employed      = 1 
Not known    = 2 
 
12. Marital status 
 
1 = Married/de facto 
2 = Separated/divorced 
3 = Never married 
4 = Other (e.g. current girlfriend – not living together) 
5 = Not known  
 
13. Children visit – observed data (last 12 months) 
 
No  = 0 
Yes = 1 
 
14. Family member visit other than children- observed data (last 12 months) 
 
No  = 0 
Yes = 1 
 
15. Children  
 
0 = No 
1 = Yes 
2 = Not known  
 
16. Methadone/suboxone (current) 
 
No  = 0 
Yes = 1 
 
17. Psychotropic medication – 
 
0 = none 
1 = anti-psychotics 
2 = antidepressants 
3 = antianxiolytics  
4 = mood stabilizer (e.g. regime includes epilim)  
5 = other  
18. Psychiatric diagnosis (self-report) 
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0 = none 
1 = psychotic disorder e.g. substance induced psychosis  
2 = affective disorder e.g. depression 
3 = anxiety disorder 
4 = personality disorder 
5 = substance abuse disorder – alcohol  
6 = substance abuse disorder – other than alcohol  
7 = affective disorder e.g. bipolar  
8 = other (e.g. Asperger, Acquired Brain Injury, Borderline IQ).  
9 = schizophrenia  
 
19. Psychiatric diagnosis (system) 
 
0 = none 
1 = psychotic disorder e.g. substance abuse psychosis  
2 = affective disorder e.g. depression 
3 = anxiety disorder 
4 = personality disorder 
5 = substance abuse disorder – alcohol  
6 = substance abuse disorder – other than alcohol  
7 = affective disorder e.g. bipolar  
8 = other (e.g. Asperger, Acquired Brain Injury, Borderline IQ).  
9 = schizophrenia  
 
20. ADHD childhood (based on self-report) 
 
0 = No 
1 = Yes  
3 = Not known 
 
21. Reason for RIT (most recent) 
 
0 = behaving strangely (e.g. mental health)  
1 = ‘at risk’ of DSH/SA (e.g. suicide ideation, situational distress) 
2 = ‘at risk’ of DSH/SA (history of DSH/SA) 
3 = threats of DSH/SA 
4 = act of DSH/SA 
5 = ‘at risk’ of DSH/SA (type of crime, first time in custody) 
6 = no RIT 
 
22. Legal status 
 
0 = remand (e.g. pre-trial inmate) 
1 = sentenced (including appellants) 
 
23. Current charges/offence 
This information is based on the most serious offence (OIMS identified) and the Australian Standard 
Offence Classification, 2008 (2nd Edition) 
 
0   = Unlawful entry intent burglary, BES 
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1   = Robbery, extortion and related offences 
2   = Theft and related offences 
3   = Homicide and related offences 
4   = Acts intended to cause injury 
5   = Sexual assault and related offences 
6   = Dangerous or negligent acts endangering person 
7   = Fraud, deception and related offences 
8   = Illicit drug offences  
9   = Traffic and vehicle regulatory offences 
10 = Offences against justice procedures  
11 = Property damage and related offences 
12 = Prohibited weapon and explosives offences  
 
24. Number of previous dates of sentencing (not including current offence, may include Bonds) 
 
0 = no previous sentencing dates 
1 = 1 previous sentencing dates  
1 = 2 or more previous sentencing dates  
 
25. Age of first offence (as juvenile or adult) 
 
26. Previous admission custody (including short admissions) 
 
0 = First time in custody  
1 = 1 or more previous admission custody  
 
27. Official record of violence/assault 
 
0 = no 
1 = yes   
 
28. Protection status 
 
0 = no 
1 = yes 
2 = not known 
 
29. Escape history 
 
0 = no 
1 = yes 
 
30. History of institutional misconducts  
 
0 = no institutional misconducts  
1 = 1-2 institutional misconducts 
2 = 3 or more institutional misconducts 
  
31. Ever detained as a juvenile (based on self-report and may include episodes in remand) 
 
0 = No  
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1 = Yes  
2 = Not known 
 
32. Unwanted sexual experience under the age of 17 (self-report) 
 
0 = No  
1 = Yes 
 
33. Direct physical violence under the age of 17 (self-report) 
 
0 = No 
1 = Yes 
 
34. History of SA (self-report) 
 
0 = no 
1 = yes  
 
35. SA frequency (self-report) 
String 
 
36. SA_age_1st  
 
37. SA_age_last 
 
38. SA _ recency 
1 = within last 3 months  
2 = within last 12 months  
3 = more than 12 months ago 
4 = childhood/adolescence  
 
39. SA_worst_severity 
1 = mild 
2 = moderate  
3 = severe  
4 = interrupted  
 
40. SA_worst_trigger 
 
41. SA_multi_method 
0 = no 
1 = yes 
 
131 DSH_recency 
 
1 = within last 3 months  
2 = within last 12 months  
3 = more than 12 months ago 
4 = childhood/adolescence 

 


