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Non-suicidal self-injury (NSSI), defined as deliberate self-directed tissue damage, presents a
serious health concern for offender populations. Approximately one-third of offenders report
a history of NSSI, and it is the most common reason for mental health treatment within
correctional settings. To date, no review exists with a specific focus on NSSI in criminal
justice contexts. Therefore, the primary aim of this article is to review research on NSSI within
correctional settings. Specifically, we explore the role of risk factors for NSSI. We also examine
the functions of NSSI within correctional contexts. In addition, we evaluate the evidence for
potential assessment tools and treatments for NSSI. Taken together, our review suggests that
risk factors for NSSI must be considered differently in correctional settings, due to the high
base rates of these vulnerabilities. Further, although environmental control is a more salient
function of NSSI within correctional settings, the primary motive for engaging in this behavior
remains emotion regulation. Finally, despite the emergence of several promising treatments for
NSSI within correctional settings, larger scale studies are necessary to determine the efficacy
of these interventions.
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Non-suicidal self-injury (NSSI) is a serious health concern for
offender populations. NSSI involves deliberate, self-directed
tissue damage, such as cutting or burning (www.isssweb.org,
International Society for the Study of Self-Injury, 2007).
Between 7% (Lader, Singleton, & Meltzer, 2003) and 48%
(Chapman, Specht & Cellucci, 2005) of offenders report a
history of engaging in NSSI. Among mentally-disordered
incarcerated offenders, the proportion of offenders identified
as engaging in NSSI is even higher (61%; Gray et al., 2003;
48%; Loughran & Seewoonarain, 2005; 52.9%; Mannion,
2009). This rate far exceeds that of the general population, in
which 4% of adults (Briere & Gil, 1998; Klonsky, Oltmanns,
& Turkheimer, 2003) and 13 to 15% of adolescents (Ross
& Heath, 2002) report a history of NSSI, and instead is
more comparable to the high rates found among young adult
undergraduate students (e.g., 35%; Gratz, 2001). Perhaps
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more alarmingly, 75% of lifetime incidences of NSSI for a
large sample of youth in custody occurred in prison (Kenny,
Lennings & Munn, 2008), and up to 24% of young offenders
(Kirchner, Forns, & Mohino, 2008) and 35% of adult
offenders (Sakelliadis, Papadodima, Sergentanis, Giotakos,
& Spiliopoulou, 2010) engaged in NSSI while in custody,
suggesting the prison environment may foster this behavior.

Individuals who engage in NSSI present a significant cost
to institutional resources. Incarcerated offenders who delib-
erately injure themselves or threaten to injure themselves are
often transferred from the general prison population to men-
tal health treatment programs or special hospitals (Loughran
& Seewoonarain, 2005; Melzer et al, 2004). In fact, studies
reveal that 18% (Loughran & Seewoonarain, 2005) to 23%
(Franklin, 1988) of offenders receiving mental health care
were admitted because of NSSI or threat of NSSI, and 48% to
67% of those referred had a history of NSSI (Bland, Mezey &
Dolan, 1999; Loughran & Seewoonarain, 2005). Moreover,
after transfer to mental health treatment, inmates who engage
in NSSI are more likely to be admitted to medium security
psychiatric care than low security care (Melzer et al., 2004).
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34 DIXON-GORDON ET AL.

More critical than the costs to institutions, NSSI results
in staggering personal costs. Self-injury is significantly as-
sociated with suicide (Kendall’s Tau B = .40, Loughran &
Seewoonarain, 2005). In fact, NSSI is the strongest predic-
tor of suicide attempts (van Egmond & Diekstra, 1989) and
completed suicides (Gunnell & Frankel, 1994; Sakinofsky,
2000), even after controlling for sex, age, and psychopathol-
ogy (e.g., Joiner et al., 2005). Nearly 50% of people who
commit suicide have a history of NSSI (Hawton, Houston,
& Shepperd, 1999). A history of NSSI is also a robust pre-
dictor of suicide among offender populations (Almasi et al.,
2009), both while incarcerated (e.g., Borrill, 2002) as well as
post-release suicide (Pratt, Appleby, Piper, Webb, & Shaw,
2010). Some (e.g., Joiner et al., 2005) have suggested that
NSSI serves as “practice” for engaging in self-destructive
behaviors, and thus may act as training for later suicide at-
tempts. It is vital that providers attend to NSSI, given its role
in putting individuals at risk for later suicide attempts.

Given the cost of NSSI, it is crucial to identify the corre-
lates and functions of this behavior to develop effective inter-
ventions. The base rates of many characteristics of NSSI vary
by sample and setting. Therefore, it is necessary to consider
the context in which NSSI occurs. Although illuminating,
existing reviews have either reviewed non-correctional sam-
ples (Gratz, 2003), or did not differentiate self-injury with
intent to die from NSSI (Lohner & Konrad, 2007). Thus,
to date, no reviews exist with a specific focus on NSSI in
criminal justice contexts, despite its prevalence in such set-
tings. The aim of this article is to integrate existing research
on NSSI within correctional settings. Correlates of NSSI in
these contexts are discussed, as well as potential manage-
ment strategies. Specifically, we explore potential risk fac-
tors for NSSI, such as demographic characteristics, psychi-
atric diagnoses, coping styles, emotional vulnerability, and
childhood experiences. Also, the functions of NSSI in correc-
tional settings are discussed. Finally, assessment and treat-
ment options are evaluated in terms of their efficacy and
limitations.

METHOD

We conducted a search of five databases: Criminal Justice
Abstracts, PsycBooks, PsycInfo, PsycArticles, and Medline
Full Text for relevant research related to NSSI and correc-
tional settings. Our search terms were: (self-harm, self-injur∗,
or self-mutilat∗) and (forensic, correctional, inmate, jail, or
prison∗). To be included in this review, research needed to be
empirical, primary source literature that met the following
five criteria:

1. Written or translated into the English language
2. Published from 1980 to present
3. A definition of NSSI explicitly not including suicidal-

ity

4. A captive correctional population (including forensic
psychiatric patients)

5. Pertaining to: risk factors, functions, assessment and/or
treatment of NSSI

Our search returned 171 potential articles (not including
duplicates), of which 15 articles were excluded because they
were not primary source, empirical studies; 47 articles were
excluded because they included suicidality in their definition
of self-injury; 7 articles were excluded because NSSI data
were not reported; 22 articles were not included because
they did not have correctional samples or correctional sam-
ples were aggregated with clinical samples; and 34 articles
were excluded because NSSI was not actually a variable of
interest. These remaining 46 articles are summarized (see Ta-
bles 1–6), and presented alongside a selective review of NSSI
within community and clinical contexts for the purpose of
comparison.

DEFINITIONAL ISSUES

Research on NSSI has been hindered by the lack of consis-
tent terminology. There has been considerable ambiguity in
defining self-injurious behaviors, with multiple terms refer-
ring to multiple overlapping definitions. Initially, the term
parasuicide was used to indicate an act with a nonfatal out-
come that was aimed to harm the body (Kreitman, 1977), and
encompassed all suicide attempts or self-injury (e.g., Linehan
1993), synonymous with self-injurious behaviors (Nock &
Prinstein, 2004). These behaviors were aggregated together
due to their common co-occurrence and phenotypic similar-
ities. Others have considered it important to differentiate by
level of intent to die (e.g., Linehan, 1993). The term para-
suicide has also been used to indicate low levels of intent
to die, whereas attempted suicide refers to behaviors accom-
panied by strong intent to die (Bille-Brahe, Jessen, Nielsen,
Nielsen, & Schiodt, 1994). More specifically, the terms self-
mutilative behaviors (e.g., Nock & Prinstein, 2004), self-
mutilation (e.g., Favazza, 1998), deliberate self-harm (e.g.,
Pattison & Kahan, 1983), and non-suicidal self-injury (e.g.,
Muehlenkamp, 2006) have all referred to direct and deliber-
ate tissue damage, inflicted without conscious intent to die.
Some of these terms are used to describe self-injury that
occurs along with developmental disabilities, or in response
to psychotic delusions or command hallucinations (Jeglic,
Vanderhoff, & Donovick, 2005). This type of self-injury has
been conceptualized as “biologically-driven” and fundamen-
tally distinct from NSSI (Favazza, 1998). Within this article,
the term non-suicidal self-injury will be used to denote de-
liberate, self-inflicted tissue damage without intent to die.

Despite the substantial overlap between the populations
of individuals who engage in NSSI and those who attempt
suicide, it is important to conceptualize these behaviors as
distinct. The presence or absence of intent to die may be a
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NON-SUICIDAL SELF-INJURY OFFENDER 35

TABLE 1
Rates of Non-Suicidal Self-Injury (NSSI) in Offender Populations

Study Country Inmate Gender Sample % of NSSI in Custody % of NSSI Lifetime

Young Offender Inmate
Kenny et al. (2008) Australia 8% female N = 242 4.5% 11%
Kirchner et al. (2008) Spain male N = 102 24.0%
Lader et al. (2003) United Kingdom mixed N = 590 7%1 & 11%2

Adult Inmate
Chapman et al. (2005) USA female N = 105 48.0%
Fotiadou et al. (2006) Greece male N = 80 (n = 401 & n =

402)
15% 15%

Maden et al. (2000) United Kingdom male N = 1752 (n = 13493 & n
= 4024)

5.0% 17%

O’Brien et al. (2003) United Kingdom female N = 771 9%1 & 10%2

Sakelliadis (2010) Greece male N = 173 35%
Smith et al. (2010) United States 7% female N = 22 983 0.1%
Vollm & Dolan (2009) United Kingdom female N = 638 8.6%

Forensic Psychiatric Hospital/Treatment Unit
Bland et al. (1999) United Kingdom female N = 87 67%
Gray et al. (2003) Wales 23% female N = 34 53%
Loughran & Seewoonarain (2005) United Kingdom female N = 318 18% 48%
Mannion (2009) United Kingdom male N = 57 61%

Staff Interviews
Smith & Kaminski (2011) United States mixed N = 230 2.4%

1remand, 2sentenced, 3adult, 4adolescents.

crucial feature to assess, although individuals sometimes re-
port ambivalence regarding their level of intent to die (Brown,
Comtois, & Linehan, 2002). Individuals who self-injure with
suicidal intent often have different clinical presentations and
histories from those who engage in NSSI (Fulwiler, Forbes,
Santangelo, & Folstein, 1997). For instance, inmates who
engaged in NSSI reported more impulsivity, whereas those
with a history of suicidal behaviors reported more depressive
symptoms (Lohner & Konrad, 2006). Further, individuals
with a history of NSSI and suicide attempts attempted sui-
cide during periods of time when they were not actively self-
injuring (e.g., Walsh & Rosen, 1988). Moreover, although
NSSI is strongly correlated with suicidal behavior, a consid-
erable proportion of individuals with a history of NSSI never
attempt suicide (e.g., 31% of female inpatients, Dulit, Fyer,
Leon, Brodsky, & Frances, 1994; 41% of female adoles-
cents, Schwartz, Cohen, Hoffman, & Meeks, 1989). Finally,
the function of suicide is distinct from that of NSSI. The goal
of suicide is to end one’s life, whereas many researchers con-
ceptualize NSSI as functioning to help individuals to cope
with life (e.g., Gratz, 2003; Pattison & Kahan, 1983).

DESCRIPTIVE INFORMATION ON NSSI

The high incidence of NSSI within offender populations is
pervasive across institutions. Among 590 young offenders in
the U.K., 7% of male remand prisoners and 11% of female
sentenced offenders engaged in NSSI (Lader et al., 2003).

Similarly, in a mixed sample of both young and adult male
offenders, 17% had a history of NSSI (Maden, Chamberlain,
& Gunn, 2000). Higher lifetime rates of NSSI (34.8%) were
evidenced among 173 Greek male prisoners (Sakelliadis
et al., 2010). These studies, however, assessed lifetime NSSI,
rather than NSSI in the correctional setting. In a national sur-
vey of 230 workers from 473 facilities in the U.K., nearly all
(98%) of the respondents indicated that at least one inmate
currently engaged in self-injury (Smith & Kaminski, 2011).
Prison staff estimated that 2.4% of prisoners currently en-
gaged in NSSI, although up to a third (32.3%) of inmates
self-injured in some facilities. On average, 26 inmates (SD =
50.9) at each institution currently engaged in NSSI. Among
80 Greek male prisoners, 15% reported engaging in NSSI
while in prison and the same percentage reported a history
of NSSI (Fotiadou, Livaditis, Manou, Kaniotou, & Xenitidis,
2006; see Table 1 for rates of NSSI).

Many behaviors fall into the category of NSSI. A study
investigating NSSI in a clinical setting (Briere & Gil, 1998)
revealed that the most common form of NSSI was cutting
(71%), followed by biting the inside of their mouths (60%),
scratching (59%), and punching themselves (44%). Among
inmates who self-injured while imprisoned, the most com-
mon form of NSSI was scratching (95.7%) or cutting them-
selves with an object (94.3%; Smith & Kaminski, 2011).
Other common forms of self-injury included head banging
(84.8%), scratching themselves without an object (82.2%),
opening old wounds (81.3%), and inserting objects (70.9%).
NSSI in correctional settings, especially forensic psychiatric
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36 DIXON-GORDON ET AL.

units, can take on severe forms. One study found incidences
of eye enucleation and glass insertion into the vagina in a fe-
male secure special hospital in England (Bland et al., 1999)
(see Table 2 for common forms of NSSI).

RISK FACTORS FOR NSSI

Demographic Characteristics and NSSI

Female offenders seem to be particularly susceptible to en-
gaging in NSSI. In 2003, females were responsible for nearly
half of the reported incidents of NSSI, despite only ac-
counting for 6% of the offender population (Borrill, Snow,
Medlicott, Teers, & Patton, 2005). This stands in contrast to
recent data on gender differences in NSSI, which revealed
comparable rates of NSSI among males and females (Briere
& Gil, 1998; Klonsky et al., 2003). Rates of NSSI are higher
among Caucasians, in comparison with non-Caucasians,
across community and correctional samples (Borrill et al.,
2003; Gratz, 2006; Maden et al., 2000; Marzano, Fazel,
Rivlin, & Hawton, 2010; O’Brien, Mortimer, Singleton, &
Meltzer, 2003). In one study, however, black and multi-racial
females with substance dependence had higher rates of NSSI
than Caucasians (Borrill et al., 2003). Further, one study of
NSSI within the prison population of South Carolina was
significantly related to single marital status and low levels
of education (Smith & Kaminski, 2010; see Table 3 for risk
factors for NSSI).

Psychopathology and NSSI

Research on the association between Axis I psychopathol-
ogy and NSSI has yielded robust findings. Among clinical,
non-offender samples, symptoms of psychopathology have

been linked to increased NSSI frequency (Zlotnick, Mattia, &
Zimmerman, 1999). Similarly, 86% of self-injuring inmates
in one study had at least one Axis I diagnosis, although this
study had a small sample (N = 8), and did not use validated
diagnostic measures (Mangnall & Yurkovich, 2010). More
specifically, NSSI is associated with self-reported depressive
symptoms (among males; Carli et al., 2010; and females;
Vollm & Dolan, 2009), psychotic symptoms (among females;
O’Brien et al., 2003; Marzano et al., 2010) and impulsivity
(among males; Carli et al., 2010; and females; Wilkins &
Coid, 1991) among inmates in the U.K. and Italy. NSSI is
also related to substance use issues in incarcerated popula-
tions. Male inmates on remand with self-reported substance
use issues were more likely to have a history of NSSI (33%)
compared with those without a reported history of substance
use issues (21%; Brooke, Taylor, Gunn, & Maden, 2000).
Further, within a sample of Australian inmates, 21% of males
and 43% of females reported urges to engage in NSSI and
13% of males and 27% of females acted on these impulses
while under the influence of alcohol (Hunter, 1988). Among
forensic psychiatric patients, no psychiatric diagnoses (de-
rived from medical records) differentiated those that engaged
in recurrent NSSI from those with a single self-injury inci-
dent (Hillbrand, Young, & Krystal, 1996). This may be an
artifact of the comparison group, however, who presumably
were referred to receive psychiatric services for reasons other
than self-injury.

In addition, a diagnosis of any Axis II personality disorder
predicts NSSI in correctional settings. Female inmates with
a personality disorder diagnosis who transferred to an inpa-
tient health ward from a U.K. prison had higher rates of NSSI
than those without personality disorders. While considering
this data it should be taken into account that diagnoses were
not ascertained using validated methods, and at times, were

TABLE 2
Common Forms of Non-Suicidal Self-Injury (NSSI) in Offender Populations

Study Country Gender Sample Most Common Forms of NSSI Other Forms of NSSI

Young Offender Inmates
Kenny et al. (2008) Australia 8% female N = 242 Cutting (6%) Asphyxiation (2%); head banging (2%);

punching/kicking things (1%)
Adult Inmates

Sakelliadis (2010) Greece male N = 173 Wrist cutting (58%); skin
piercing (56%)

Scratching (44%); skin picking (42%);
burning (26%)

Forensic Psychiatric Hospital/Treatment Unit
Bland et al. (1999) United Kingdom female N = 87 Bizarre cases: enucleation of the eye &

glass insertion into the vagina
Mannion (2009) United Kingdom male N = 57 Cutting (55% of all incidences

of NSSI; 34% of the
sample); hitting an object
(13% of all incidences; 51%
of the sample)

Scratching (31%); head banging (23%);
punching self (20%); hunger strike (5%),
burning self (4%); tying up body parts
(2%)

Staff Interviews
Smith & Kaminski (2011) United States mixed N = 230 Scratching (96%); cutting

(94%)
Head banging (85%); scratching without an

object (82%); opening old wounds
(81%); inserting objects (71%)
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NON-SUICIDAL SELF-INJURY OFFENDER 37

TABLE 3
Risk factors Related to NSSI in Offender Populations

Study Country Sample Findings

Borrill et al. (2003) United Kingdom N = 301 female inmates Black and multi-racial inmates with substance dependence
had higher rates of NSSI

Brooke et al. (2000) United Kingdom N = 750 male inmates on remand More inmates with self-reported dependency had a history
NSSI (33%) than those without reported substance use
issues (21%)

Carli et al. (2010) Italy N = 1,265 incarcerated men; n = 306 high
impulsivity group, n = 285 low impulsivity
group

More inmates in the high-impulsivity group engaged in
NSSI compared to the low impulsivity group. Risk for
NSSI were increased by depression. Frequent childhood
physical abuse was related to an increased the risk for
NSSI

Chapman et al. (2005) United States N = 105 female inmates from a multi-level
female prison

Patients with BPD had a higher prevalence of NSSI (73%)
than those without BPD

Coid et al. (1992) United Kingdom N = 74 female remand inmates with a history of
NSSI

69% of the sample were diagnosed with BPD and had
higher BPD symptomology before engaging in NSSI.
For 31% of the sample their acts of NSSI were
precipitated by external factors

Dear (2008) Australia N = 153 prisoners; n = 82 with a reported
incident of NSSI within prison, n = with no
history of NSSI matched for age, sex, race
and custodial status (10% female)

Developed a model for NSSI in prison: interactions
between individual vulnerabilities, vulnerabilities of the
captive prison environment, severe distress and an
inability to reduce distress lead to NSSI behavior

Fulwiler et al. (1997) United States N = 31 inmates admitted to a prison unit of a
hospital for self-inflicted wounds; n = 15 had
attempted suicide, n = 16 engaged in NSSI

NSSI was related to childhood hyperactivity and
dysthymia/anxiety syndrome beginning in childhood or
early adolescence

Haines & Williams
(1997)

Australia N = 50 males; n = 19 prisoners with a history
of NSSI; n = 13 prisoners with no history of
NSSI, n = 18 undergraduates with no history
of NSSI or incarceration

NSSI group had significantly fewer cognitive coping
resources and poorer problem solving skills.
Specifically, more problem avoidance and less personal
control in problem solving

Hillbrand et al. (1996) United States N = 53 records from patients in a maximum
security forensic hospital who have engaged
in: a single act (n = 25) or in two or more
incidences (n = 28) of NSSI

Those with only one act had shorter hospital stays than
those with repeated acts. Those with repeated acts
showed more frequent verbal aggression and physical
aggression towards objects and others

Hunter (1988) Australia N = 100 inmates in a lock-up with a high
incidence of suicides and Aboriginal
offenders (30% female)

While under the influence of alcohol 28% (21% of male
and 43% of female) had impulses to engage in NSSI,
17% (13% of male and 27% of female) actually engaged
in NSSI

Kirchner et al. (2008) Spain N = 102 male inmates from a young offenders
unit

NSSI was most common among inmates with high
avoidance and low approach coping styles. No inmates
with both high approach and avoidance coping styles
engaged in NSSI

Lohner & Konrad (2006) Germany N = 49 male inmates with a history of suicidal
or NSSI behaviors.

NSSI is a distinct entity from suicide

Maden et al. (2000) United Kingdom N = 1,752 male offenders randomly selected
from 17 prisons and 8 young offender
facilities; n = 1349 adults, n = 402 young
offenders

A history of NSSI was related to diagnoses of alcohol
dependence and personality disorders. Inmates with
longer sentences were more likely to engage in NSSI

Mannion (2009) United Kingdom N = 57 male patients in a high security
psychiatric hospital for the dangerous and
severely personality disordered

51% of the files had a diagnosis of BPD. Length of stay
was positively correlated with using a pen as an NSSI
tool and needing medical treatment for NSSI

Marzano et al. (2010) United Kingdom N = 120 female inmates; n = 60 near-lethal
self-injury cases, n = 60 controls

NSSI cases had more current depression and comorbidity,
as well as a history of suicide attempt

O’Brien et al. (2003) United Kingdom N = 771 female inmates NSSI was more common among white (11%) than black
(4%) females. More females with a psychotic disorder
engaged in NSSI (about 33%) compared to females
without a psychotic disorder (about 10%)

Rutherford & Taylor
(2004)

United Kingdom N = 52 female inmates transferred to an
inpatient health service

Inmates with a personality disorder diagnosis had higher
rates of NSSI than those without personality disorders

Vollm & Dolan (2009) United Kingdom N = 638 female inmates NSSI is associated with depressive symptoms
Roe-Sepowitz (2007) United States N = 256 females from 5 prisons NSSI is associated with suicide attempts, emotional abuse,

sexual abuse, binging and vomiting behaviors, and
impaired self-reference

(Continued on next page)
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TABLE 3
Risk factors Related to NSSI in Offender Populations (Continued)

Study Country Sample Findings

Smith et al. (2010) United States N = 22,983 inmates from the South
Carolina Management Information
Correction Notes System database for
prison events from 28 prisons (7%
female)

Inmates that engaged in NSSI were mostly white, single,
slightly younger, more likely eligible for parole, imprisoned
more years and less educated than inmates that didn’t
self-injure

Wilkins & Coid (1991) United Kingdom N = 136 females; n = 74 inmates, n = 62
controls

History of NSSI was related to high psychiatric morbidity,
criminal history (serious, frequent and initiated at an early
age) and impulse control issues

imprecise (e.g., “severe PD”; Rutherford & Taylor, 2004). In
a study using more rigorous diagnostic assessments (struc-
tured clinical interviews), female inmates with a diagnosis
of borderline personality disorder (BPD) had a higher preva-
lence of NSSI (73%) than those without a diagnosis of BPD
(Chapman et al., 2005).

Coping and NSSI

Specific styles of coping have been associated with NSSI.
Among non-offender populations, NSSI has been associ-
ated with avoidant coping, characterized by efforts to escape
the stressor physically, mentally, or emotionally, rather than
engage in approach-oriented problem solving (Chapman,
Gratz, & Brown, 2006; Hasking, Momeni, & Swannell,
2008). Although minimal research has been conducted in this
area among criminal populations, a similar pattern emerged.
Prisoners who use more avoidance and less approach styles
of coping were at greater risk of engaging in NSSI (Kirchner
et al., 2008) Further, compared with prisoners and under-
graduates with no history of NSSI, prisoners with a history
of NSSI displayed significantly fewer cognitive coping re-
sources and weaker problem-solving skills. Specifically, they
demonstrated more problem avoidance and less personal con-
trol in problem-solving scenarios (Haines & Williams, 1997).

Interpersonal Conflicts and NSSI

Another risk factor associated with NSSI is relationship
difficulties. Several studies suggest that interpersonal prob-
lems may serve as proximal risk factors for NSSI among
non-offender populations (e.g., Brodsky, Groves, Oquendo,
Mann, & Stanley, 2006; Welch & Linehan, 2002). Similarly,
among offenders in a high-security hospital, the most com-
mon antecedent of NSSI was interpersonal conflict (42% of
incidences; Mannion, 2009).

Negative Emotions and NSSI

A predisposition towards specific negative emotions also
seems to lead to NSSI (e.g., Dear, 2008). Anger has been
found to precipitate NSSI in non-offender samples (e.g.,
Brown et al., 2002; Herpertz, Sass, & Favazza, 1997; Simeon

et al., 1992) as well as among female remanded prisoners
(Wilkins & Coid, 1991). Moreover, forensic patients who
had engaged in multiple instances of NSSI were more ag-
gressive (according to staff ratings) and required longer hos-
pitalization than forensic patients who had engaged in only
one instance of NSSI (Hillbrand et al., 1996). Indeed, self-
reported aggression was a unique predictor of NSSI among
male inmates (Sakelliadis et al., 2010). Another emotion im-
plicated in NSSI is shame. Offenders who engaged in NSSI
or suicidal behavior reported significantly more shame than
offenders who did not engage in any self-injurious behav-
ior (Milligan & Andrews, 2005). Some different patterns
emerge within offender and non-offender samples. In par-
ticular, among offenders, NSSI was associated with impul-
sivity but not sadness (Hillbrand et al., 1996), whereas in a
non-offender sample, NSSI was linked with sadness, but not
impulsivity (Apter, Kotler, & Sevy, 1991).

Childhood Maltreatment and NSSI

Traumatic experiences in childhood have also been linked
with NSSI. Several studies have identified an association
between a history of sexual or physical abuse and NSSI in of-
fender and clinical populations (e.g. Carli et al., 2010; Coid,
Wilkins, Coid, & Everitt, 1992; Shapiro, 1987; van der Kolk,
Perry, & Herman, 1991; Wilkins & Coid, 1991; Zlotnick et
al., 1996), although this association is relatively small (Klon-
sky & Moyer, 2008). Sexual abuse in particular has been
associated with NSSI in offender samples (Roe-Sepowitz,
2007). Childhood trauma in general was linked with NSSI
in one study of male inmates, but this relationship was not
significant after accounting for psychopathology (Sakelliadis
et al., 2010). The link between history of trauma and later
psychopathology may not be direct. Rather, childhood expe-
riences with trauma may influence psychological processes
that later predispose individuals to psychopathology (e.g.,
Andrew, Brewin, Rose, & Kirk, 2000; Kent & Waller, 1999).
One means by which childhood trauma may predispose
individuals to engage in NSSI is by increasing shame (e.g.,
Feiring, Taska, & Lewis, 2002). Shame and shame towards
the body have been found to mediate the relationship between
childhood abuse and later NSSI or suicidality in offender
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NON-SUICIDAL SELF-INJURY OFFENDER 39

populations (Milligan & Andrews, 2005; see Table 3 for find-
ings on risk factors for NSSI in offender populations). This
model did not hold among non-offenders (Donhauser, 2008).

FUNCTIONS OF NSSI

Although many incidents of NSSI appear similar, they may
serve a variety of distinct functions (Jeglic et al., 2005).
Specifically, NSSI has been hypothesized to result in auto-
matic (intrapersonal) or social (interpersonal) reinforcement
(Nock & Prinstein, 2004). These functions can be further
categorized as either positively or negatively reinforcing. It
has been suggested that NSSI may be an over-determined
behavior, in that it may serve various functions at any given
time (Suyemoto, 1998). In order to successfully treat NSSI,
it is important to assess the mechanisms maintaining the be-
havior.

Automatic Reinforcement

To regulate emotions

Across contexts, NSSI serves an emotion regulatory func-
tion. In the general population, relief of unwanted emotions
is the primary function cited for engaging in NSSI (among
community samples, Briere & Gil, 1998; females with BPD,
Brown et al., 2002; Gardner & Gardner, 1975; adolescents,
Nock & Prinstein, 2010). Findings indicative of the emo-
tion regulation function of NSSI are echoed within criminal
justice contexts. For instance, female offenders who self-
injured recounted more positive emotional shifts following
NSSI, compared with those who attempted suicide (Chapman
& Dixon-Gordon, 2007). In qualitative studies, female pris-
oners described using NSSI to achieve emotional relief (Ken-
ning et al., 2010; Mangnall & Yurkovich, 2010). Similarly,
among male inmates, the most common motive associated
with NSSI was emotional release (31.6%) and desire to
release anger (21.1%; Sakelliades et al., 2010). Moreover,
among male inmates diagnosed with personality disorders us-
ing a semi-structured measure, the most common motive for
NSSI was emotion regulation (79%; Gallagher & Sheldon,
2010). Forensic patients with intellectual disabilities also
named relief from unwanted emotions as the primary rea-
son for NSSI (Duperouzel & Fish, 2010).

In further support of the emotion regulatory function of
NSSI, findings suggest that negative emotions often precip-
itate NSSI (Snow, 2002). In particular, anger or aggression
may be primary precipitants of NSSI in criminal justice set-
tings; 72% of self-injuring female inmates exhibited anger
or aggression within 24 hours prior to their NSSI episode.
An investigation of the precipitants of NSSI compared to sui-
cide attempts revealed that negative emotions, such as anger,
trigger NSSI, whereas life stressors tended to precede sui-
cide attempts (Miller & Fritzon, 2007; Snow, 2002). Anger
was also the most frequent emotional precipitant of NSSI

reported by female offenders (Chapman & Dixon-Gordon,
2007). Similarly, among male offenders in a high security
psychiatric hospital, 31% of NSSI incidences were precipi-
tated by feelings of anger, hopelessness, and guilt (Mannion,
2009). These findings, however, were based on retrospective
self-report. It is important to note that reported motives for
engaging in NSSI may be distinct from contingencies which
function to maintain NSSI over time.

Although the mechanisms which reinforce and thereby
maintain NSSI remain unclear, preliminary evidence sug-
gests that NSSI may downregulate arousal. In one of the first
laboratory studies examining the mechanisms that maintain
NSSI in offender samples, prisoners with a history of NSSI
exhibited a decrease in physiological arousal in response to
imagined NSSI, whereas incarcerated and community non-
NSSI controls did not exhibit a reduction in arousal (Haines,
Williams, Brain, & Wilson, 1995).

Taken together, these studies suggest that NSSI may pri-
marily serve to relieve emotional distress, particularly anger,
in both criminal justice and community contexts (Klonsky,
2007). If the same function is at play in both settings, what
might account for the high prevalence of NSSI in correc-
tional settings? Perhaps the heightened rate of NSSI among
offenders is attributable to the stress of imprisonment (Paulus
& Dzindolet, 1993). It has been suggested that inmates use
NSSI as a form of “environmental coping” to handle unbear-
able emotions in the face of the powerlessness associated
with incarceration (Dockley, 2001).

To punish themselves

Although many individuals endorse engaging in NSSI for
emotion regulatory purposes, it is unclear why people use
NSSI rather than another strategy to escape aversive emo-
tions. One possibility is that NSSI may be ego-syntonic for in-
dividuals who feel negatively towards themselves (Klonsky,
2008). Researchers hypothesized that being raised in an
invalidating environment (e.g., Linehan, 1993) may con-
tribute to the reported self-directed anger and self-derogation
among individuals who engage in NSSI (e.g., Herpertz et al.,
1997; Klonsky et al., 2003). Indeed, many researchers (e.g.,
Liebowitz, 1987) view NSSI as inward-directed anger, which
may account for why anger is so often a precipitant of NSSI.

Findings regarding the prominence of the self-punishment
function of NSSI are mixed. Several studies among non-
offender samples provided strong support for the self-
punishment function of NSSI (among females with BPD,
Brown et al., 2002; inpatients, Herpertz, 1995; and ado-
lescents, Laye-Gindhu & Schonert-Reichl, 2005; Nock &
Prinstein, 2004). Self-punishment plays a role in NSSI within
correctional settings as well. Out of 50 female inmates, 15
indicated that NSSI was a way of punishing or blaming them-
selves (Miller & Fritzon, 2007).

This discrepancy in the reported incidences of self-
punishment as a function of NSSI was clarified by Klonsky
(2007). He conducted a study asking participants to identify
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40 DIXON-GORDON ET AL.

reasons for NSSI as “primary,” “secondary,” or “not relevant.”
Although emotion regulation reasons were cited as “primary”
most often, self-punishment was elected as a “secondary”
reason for NSSI. Thus, permitting participants to rank order
motives may provide an explanation for the disparate findings
regarding the importance of the self-punishment function of
NSSI.

Social Reinforcement

Traditionally, NSSI within correctional settings has been
regarded as “manipulative.” Any NSSI functioning to
influence the environment, attract attention, or achieve
some other goal has been considered manipulative (Dear,
Thomson, & Hills, 2000). Several studies support this no-
tion, (e.g. DeHart, Smith, & Kaminski, 2009; Franklin, 1988;
Pattison & Kahan, 1983), with manipulative acts of NSSI ac-
counting for up to half of all NSSI in correctional contexts.
These studies, however, used non-traditional means for oper-
ationalizing “manipulative” motives, such as if participants
noted any reason other than suicide (Franklin, 1988).

This methodological issue aside, there is some merit to
the notion that offender populations may engage in NSSI
for more interpersonal, communicative functions, compared
with community populations. Although emotional relief
and escape were the most common reasons for NSSI in a
study of 81 inmates, manipulation was coded as the third
most common reason (24% of reasons coded) for a recent
incident of NSSI (Dear et al., 2000). Similarly, among male
inmates diagnosed with a personality disorder (using a
semi-structured interview), interpersonal influence was the
third most common reported motive for NSSI, with 41% of
the participants endorsing this motive (Gallagher & Sheldon,
2010). More indirectly, 28% of a sample of female special
hospital patients was known to desire a change in location,
housing, or another environmental change just prior to their
NSSI episode, and 26% of the sample made threats prior
to NSSI, suggesting some communicative intent (Miller &
Fritzon, 2007). The interpersonal influence function was
reported significantly more often in offender samples than
in community samples (Holmqvist, Carlberg, & Hellgren,
2008; see Table 4 for findings on the functions of NSSI).

TABLE 4
Functions of NSSI in Offender Populations

Study Country Sample Findings

Borrill et al. (2005) United Kingdom N = 15 female inmates who engage in
potentially lethal acts of NSSI in prison

Main function of NSSI is emotion regulation

Chapman &
Dixon-Gordon (2007)

Canada N = 105 female inmates Offenders who engaged in NSSI recounted more positive
emotional shifts following NSSI, compared with those
who attempted suicide

Dear et al. (2000) Australia N = 81 inmates interviewed 3 days following an
NSSI incident (14% female)

Researchers coded 43% of inmates motives for NSSI as
psychological relief, 32% as escape and 24% as
manipulative

Duperouzel & Fish
(2010)

United Kingdom N = 9 patients in secure forensic services with
mild to moderate intellectual disability who
currently engage in NSSI

Main reason for NSSI was relief from emotions. Many
experienced shame and guilt post-NSSI act. Staff often
dealt with NSSI by increasing observation of the patient,
this made patients feel punished

Franklin (1988) United States N = 284 adult male offenders discharged from a
mental health treatment facility in the prison;
n = 64 were referred for self-injury (both
non-suicidal and suicidal).

Half self-injured to achieve a goal other than self-injury
(labeled as manipulative), 27% did not give a reason and
23% self-injured with suicidal intent

Gallagher & Sheldon
(2010)

United Kingdom N = 29 male inmates with personality disorders The most common motive for NSSI was emotion
regulation (79%), followed by expression of aggression
(48%), and interpersonal influence (41%)

Haines et al. (1995) Australia N = 38 men; n = 15 maximum security inmates
who engage in NSSI, n = 11 no-NSSI
maximum security controls, n = 12
non-inmate controls (undergraduates with no
history of incarceration or NSSI)

In response to imagined NSSI episodes, Inmates that
engaged in NSSI exhibited a decrease in physiological
arousal

Kenning et al. (2010) United Kingdom N = 15 prison staff (60% female), 15 female
inmates

Inmates viewed NSSI as holding a function of emotional
relief. Staff viewed it as manipulative

Mangnall & Yurkovich
(2010)

United States N = 8 female inmates Qualitative responses revealed that female inmates used
NSSI for emotion regulation purposes

Sakelliadis (2010) Greece N = 173 male inmates The most common motives were emotional release (32%)
and anger release (21%)

Snow (2002) United Kingdom N = 143 inmates from 10 prisons who had
engaged in NSSI or suicide attempt

Those that engaged in NSSI were more likely to describe
negative feelings as precipitating factors compared to
those with a history of suicide attempt
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NON-SUICIDAL SELF-INJURY OFFENDER 41

ASSESSMENT

The high prevalence of NSSI in criminal justice settings has
led researchers to suggest that all inmates undergo screening
for urges to engage in NSSI and suicidal behavior upon ad-
mission to correctional facilities (Ivanoff & Hayes, 2001). In
a U.S. national survey, 82.6% of respondents had some intake
assessment procedure (Smith & Kaminski, 2011). Although
instruments have been developed for screening inmates for
risk of suicide (e.g., Zapf, 2006), there is no standardized
assessment measure with which to determine risk for NSSI.
Furthermore, the base rates of NSSI and risk factors for NSSI
vary by context, further complicating the construction of as-
sessment measures.

The U.K.’s National Institute for Clinical Excellence
(NICE, July 2004) set out clinical guidelines for manage-
ment of NSSI, suggesting providers conduct an assessment
of needs. The Camberwell Assessment of Need (Phelan
et al., 1995) assesses clinical and social needs, with good
inter-rater (r = .98 to .99) and test-retest (r = .71 to .78)
reliability. Although this instrument broadly assesses mental
health and social history, it does not address factors spe-
cific to risk for NSSI and suicide. Therefore, more specific
assessment of risk must be conducted.

A risk assessment should address several factors related
to NSSI and suicide. It is important to assess the form
and function of NSSI (Walsh, 2007). Self-report measures
include the Deliberate Self-harm Inventory (Gratz, 2001),
which assesses topography of NSSI history, and the Inven-
tory for Self-Statements about Self-Injury (Klonsky & Glenn,
2009) and Functional Assessment of Self-Mutilation (Lloyd,
Kelley, & Hope, 1997), which assess motives for NSSI. Both
the Suicide Attempt Self-Injury Interview (Linehan, Com-
tois, Brown, Heard, & Wagner, 2006) and the Self-Injurious
thoughts and Behavior Interview (Nock, Holmberg, Photos,
& Michel, 2007) provide comprehensive assessment of NSSI
and suicide attempts. Although these have strong psychome-
tric properties, the clinical applications have not yet been
well-studied.

In terms of risk factors of NSSI, past and present mental
health treatment, history of suicide attempts and self-injury,
family history of suicide, recent significant life events, and
present suicide ideation and planning have also been sug-
gested as important items to assess at intake (Ivanoff &
Hayes, 2001). These factors are contained in the Suicide
Assessment Manual for Inmates (SAMI; Zapf, 2006), a com-
prehensive suicide risk assessment tool which may be use-
ful as a supplementary tool when faced with inmates who
self-injure. Depression and hopelessness have been found to
adequately predict NSSI in a sample of offenders (Perry &
Gilbody, 2009), but this was not examined within forensic
patient samples. Risk assessment measures specific to NSSI,
however, remain lacking. Another promising screening in-
strument is the Suicide Concerns for Offenders in Prison
Environment (SCOPE), which assesses optimism and protec-
tive self-worth, although the predictive value has not yet been
evaluated (Perry & Olason, 2009). One study also found that
the Dynamic Appraisal of Situational Aggression (DASA)
and the Historical-Clinical Risk Management - 20 (HCR-20)
reliably predicted imminent risk for aggressive behavior and
NSSI, despite the fact that these tools were not developed to
specifically predict NSSI behavior. This said, the researchers’
definition of self-injury was unclear: “superficial scratching
to serious self-mutilation” (p. 139) and may have included
suicidality (Daffern & Howells, 2007; see Table 5 for as-
sessments of NSSI). Regardless of assessment tool, ongoing
assessment is crucial for at-risk individuals.

TREATMENT OF NSSI

Despite the burden of NSSI in correctional and non-
correctional settings, there are currently no efficacious treat-
ments for NSSI. Furthermore, the treatments that show
promise for reducing NSSI are not widely implemented.
Only a third of jails in the United States have mandatory sui-
cide prevention policies (Ivanoff & Hayes, 2001). Although

TABLE 5
Assessment of NSSI in Offender Populations

Study Country Sample Findings

Daffern & Howells
(2007)

United Kingdom N = 40 patients in a dangerous
personality disorder unit of a forensic
hospital

Both the Dynamic Appraisal of Situational Aggression and the
Historical-Clinical Risk Management (HCR-20) reliably
predicted imminent risk of self-injury

Gray et al. (2003) Wales N = 34 offenders with mental illness
(23% female)

HCR-20 was predictive of outward aggression, but not NSSI. The
Psychopathic Check-list (PCL-R) predicted all forms of
aggression (including self-injury) to a moderate level

Perry & Gilbody (2009) United Kingdom N = 1,165 offenders (39.9% female) Using empirically-derived cut-offs, measures of depression and
hopelessness predict suicide and NSSI adequately (sensitivity:
54.6–80%, specificity: 62.2-69.4%)

Perry & Olason (2009) United Kingdom N = 1,166 offenders (60% female) The Suicide Concerns of Offenders in Prison Environment was
developed, which is associated with history of NSSI and suicide
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nearly 80% of prisons in the United States have a suicide pre-
vention policy, only 15% of prisons meet clinical recommen-
dations for the scope of these policies. Further complicating
the situation, interviews with prison staff and inmates re-
vealed discordance between staff beliefs about proper NSSI
treatments and the intervention inmates want. Staff suggest
therapeutic interventions and inmates just want to be able
to talk to someone who will understand them (Douglas &
Plugge, 2008).

Therapeutic Seclusion and Restraint

For individuals who have been identified as having immi-
nent risk for NSSI or suicide, correctional officers often re-
spond with therapeutic seclusion and restraint. In a survey
of staff at correctional facilities, 80.8% of respondents indi-
cated that NSSI prevention procedures included seclusion or
monitoring (Marzano & Adler, 2007). Self-injury and threat
of self-injury are the fourth and fifth most common reasons
for special observation in correctional and community set-
tings (Whitehead & Mason, 2006), and a history of NSSI and
NSSI-related thoughts comprised five of the nine reasons ar-
ticulated for placing individuals under special observation
(Kettles, Moir, Woods, Porter, & Sutherland, 2004). Further,
suicidal threat and NSSI led to 27.4% of all cases of seclusion
practice in a Canadian secure psychiatric hospital (Ahmed
& Lepnurn, 2001). Also, those placed in ‘strip’ cells, soli-
tary confinement cells where inmates are stripped of their
clothing and belongings, were more likely to have histories
of NSSI than those who had never been placed in strip cells
(Coid et al., 2003).

The evidence for therapeutic seclusion or restraints is
mixed. The use of restraints has only been found to be effec-
tive in reducing NSSI among individuals with developmen-
tal disabilities (Oliver, Hall, Hales, Murphy, & Watts, 1998).
However, administrative segregation of inmates shortened
periods of NSSI abstinence by 17 months (Lanes, 2009).
Further, in the wake of NSSI episodes, female inmates re-
ported that segregation resulted in increased suicidal thoughts
(Heney, 2007). Together, lack of empirical support for hos-
pitalization and the potential for an escape from daily stres-
sors to reinforce NSSI behaviors led Linehan (1993) to en-
courage hospitalization only as a last resort for treatment of
NSSI.

In addition to the questionable effectiveness of restraint
in reducing NSSI, the use of restraints and therapeutic seclu-
sion presents an increased demand on correctional officers.
According to national standards and practices (cf. Ivanoff
& Hayes, 2001), inmates undergoing restraint or therapeu-
tic seclusion must be monitored at least every 15 minutes.
Further, some patients may require “constant observation,”
which requires more intensive supervision. Thus, this strat-
egy may not be ideal for managing risk for NSSI or suicide
in correctional settings.

Pharmacological Treatment

Medications are commonly used in correctional settings to
treat individuals with histories of suicidal behaviors or NSSI
(Ivanoff & Hayes, 2001). The most commonly prescribed
medications for this population include antipsychotics
(Hillbrand et al., 1996), selective serotonin reuptake in-
hibitors, and mood stabilizers (Conacher, 1997). Although
some have suggested that it is important to treat underly-
ing conditions to reduce NSSI (Ivanoff & Hayes, 2001),
results from a meta-analysis suggest that treatment of de-
pression with antidepressants had no impact on suicidal be-
havior (Beasley et al., 1992). These pharmacological studies
are complicated, however, by ethical limitations regarding
research on actively suicidal individuals (Ivanoff & Hayes,
2001). Providers should approach pharmacological interven-
tions with caution, given the lack of evidence supporting the
use of medication for NSSI or suicide risk.

Psychological Interventions

Few existing interventions for NSSI have garnered substan-
tial empirical support. Indeed, few treatments have been de-
veloped to specifically target NSSI. In a review of inter-
ventions for NSSI, five randomized controlled trials (RCTs)
yielded a decrease, albeit non-significant, in NSSI, (Haw-
ton et al., 1998). Many of these studies, however, had small
sample sizes, reducing the likelihood of detecting differences
following treatment (Comtois, 2002; Hawton et al., 1998).

For treatment of NSSI among young offenders, a program
called ‘Access’ was developed in the U.K., which incorpo-
rated physical activity and targeted self-esteem, hopeless-
ness, locus of control, and externalizing behaviors including
NSSI. Although the staff reported reduced NSSI behavior
following treatment, the small sample size (N = 16) and ab-
sence of comparison group suggests these findings should be
considered preliminary (Welfare & Mitchell, 2005).

Problem-solving therapy (PST) has been used to treat
suicidality and NSSI. PST is based on the premise that the
problem-solving deficits seen among those that self-injure are
the reason these individuals turn to NSSI (D’Zurilla & Nezu,
2001). Findings regarding the efficacy of PST are mixed;
some studies demonstrated a decrease in suicidal behaviors,
compared with treatment as usual (e.g., McLeavey, Daly,
Ludgate, & Murray, 1994), and other studies (e.g., Hawton
et al., 1987) found no difference between groups. These stud-
ies included NSSI within a broader definition of suicidal be-
haviors, making it impossible to assess the distinct effect on
NSSI.

Manual-assisted cognitive behavioral therapy incorpo-
rates problem-solving techniques, cognitive restructuring,
and emotion regulation skills, for the treatment of NSSI
(MACT; Evans, 2000). After six sessions, recipients of
MACT exhibited less NSSI compared with treatment as
usual, evident even with a small sample size. In a larger study,
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the MACT group demonstrated non-significantly lower rates
of NSSI compared with treatment as usual (Tryer et al., 2004).

Perhaps because NSSI is not specified as a mental
health disorder within the DSM (APA, 2001), except as a
criterion of BPD, the only well-established treatment of
NSSI is within the context of BPD. Specifically, Dialec-
tical Behavior Therapy (DBT; Linehan, 1993) has led to
significant reductions in NSSI and suicidal ideation within
BPD populations (Koons et al., 2001; Linehan, 2000). DBT
involves multiple modes of intervention, including weekly
skills training in mindfulness, interpersonal effectiveness,
emotion regulation skills, and distress tolerance, in addition
to individual therapy. Therefore, DBT is a comprehensive,
resource-intensive treatment.

In recent years, DBT has been implemented within correc-
tional settings, with some success. The effectiveness of DBT
was examined within female (Low et al., 2001) and male
inmates (Evershed et al., 2003). The average effect size for
these treatments was .78 (Duncan, Nicol, Ager, & Dalgleish,
2006), which is lower than the effect size for other interven-
tions in criminal justice settings, such as for problem solving
(.93), and anger management (1.30). This difference in effect
sizes may point to the intractable nature of NSSI. The DBT-
based abbreviated Real Understanding of Self-Help program
was developed for use among forensic samples in Australia,
although there is not yet an empirical basis for this program
or its efficacy in addressing NSSI (Eccleston & Sorbello,
2002).

Developed in response to a need for briefer interventions
for NSSI, Emotion Regulation Group Therapy (ERGT) is a
14-week, emotion-focused behavioral adjunctive group treat-
ment for patients with BPD and co-occurring NSSI (Gratz &
Gunderson, 2006). Drawing from DBT and Acceptance and
Commitment Therapy (Hayes, Strosahl, & Wilson, 1999),
ERGT emphasizes the consequences of avoiding unwanted
emotions and focuses on teaching emotion regulation, and
reducing experiential avoidance and NSSI behaviors. A pre-
liminary study (N = 22) revealed promising findings, with
recipients of ERGT demonstrating significant post-treatment
reduction of BPD symptoms and NSSI. The treatment as
usual group did not yield any of these benefits. A follow-up
study (N = 23) revealed a similar pattern of findings, with
recipients of ERGT exhibiting significant reductions in BPD
symptoms and NSSI. To date, there are no data on the effi-
cacy of ERGT for offenders (see Table 6 for treatments for
NSSI).

Complicating Factors

Treatment of individuals who engage in NSSI may be com-
plicated by the difficulty such behavior presents for treat-
ment providers. Criminal justice settings differ from clinical
settings in that the individuals on the front lines may have
less training in dealing with mental health issues (Ivanoff &
Hayes, 2001; Short et al., 2009). Perhaps due to this lack

of training, correctional staff often regard NSSI as manipu-
lative (DeHart et al., 2009; Dickinson, Wright, & Harrison,
2009; Fish, 2000; Haycock, 1989; Kenning et al., 2010). One
study found that most prison staff resented offenders they be-
lieved to engage in NSSI for manipulation and viewed these
offenders as less in need of help and support (Short et al.,
2009). Belief that NSSI is used as a tool for manipulation
may contribute to the view that NSSI is unrelated to sui-
cide risk (Dickinson et al., 2009; Snow, 1997). This view
stands in stark contrast to the finding that a history of NSSI
is the most robust predictor of suicide (Joiner et al., 2005). In
addition, prison staff tended to attribute NSSI to individual
differences, rather than situational demands (Kenning et al.,
2010). Furthermore, although many prison officers espoused
understanding views of NSSI, the second most strongly held
belief was that harsh punishment was an appropriate response
to NSSI (Ireland & Quinn, 2007). The high stress in cor-
rectional settings may also impede provision of treatment.
Mental health workers in correctional settings experience
more stress than their peers in clinical settings (Robinson &
Kettles, 1998). This stress is likely exacerbated by the high
rates of aggression and assault on staff by offenders with a
history of NSSI or suicidality (Young, Justice, & Erdberg,
2006). Although the majority of staff surveyed reported hav-
ing support in the treatment of NSSI, only half of the staff
characterized the quality of support as representing “best
practice” (Marzano & Adler, 2007). Further, despite the de-
velopment of guidelines (e.g., Gough, 2005) and handbooks
(e.g., Pengelly, Ford, Blenkiron, & Reilly, 2008) to help staff
understand and manage NSSI, it is unknown whether these
are frequently implemented.

DISCUSSION

The rates of NSSI in criminal justice settings (e.g., Brooker
et al., 2002) are higher than that of the general adult pop-
ulation (e.g., Brier & Gil, 1998). Despite the prevalence of
this costly and dangerous phenomenon, research and inter-
vention efforts have been hindered by definitional obscuri-
ties surrounding self-injurious behaviors. The present review
sought to integrate existing research on NSSI within correc-
tional contexts.

Although NSSI in correctional settings was seen histori-
cally as serving the function of influencing the environment
(e.g., Franklin, 1988), more recent research mitigates this
view. Indeed, it appears that NSSI serves similar functions in
correctional and non-correctional context (Klonsky, 2007),
primarily to regulate emotions (e.g., Chapman & Dixon-
Gordon, 2007). There is some evidence, however, of higher
rates of NSSI in the service of influencing the environment
in correctional settings (Holmqvist et al., 2008) compared
with community settings. This may reflect the limited av-
enues by which incarcerated individuals can impact their
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TABLE 6
Treatment of NSSI in Offender Populations

Study Country Sample Findings

Ahmed & Lepnurm
(2001)

Canada N = 183 patients placed in seclusion at a
psychiatric hospital between August
1996–Februray 1999 (60% female)

Suicidal threats and NSSI accounted for 27.4% of
seclusion cases

Coid et al. (2003) United Kingdom N = 3,142 inmates from 131 correctional
institutes (4% female)

11% of the sample were placed in special cells. Those
placed in special cells were more likely to have a history
of NSSI and suicide attempt and substance abuse
compared to those not placed in special cells

DeHart et al. (2009) United States N = 54 correctional mental health professionals
from 14 facilities (67% female)

The most common intervention was isolation

Dickinson et al. (2009) United Kingdom N = 60 registered nurses and nursing aids in
youth forensic units

23% of staff showed antipathy towards those that engaged
in NSSI, 75% said they needed more education on NSSI,
67% labeled patients and 25% were unaware of the
association between NSSI and risk of suicide

Douglas & Plugge
(2008)

United Kingdom N = 59; n = 27 female young inmates, n = 23
prison professionals, n = 9 Primary Care
Trust and Youth Offending Team officials

Staff called for more therapeutic interventions to deal with
NSSI and inmates wanted someone to understand and
listen to them

Evershed et al. (2003) United Kingdom N = 17 male patients with personality disorders;
n = 8 forensic patients received DBT, n = 9
patients from other wards (matched on BPD
characteristics) received treatment as usual

The DBT group remained stable or improved on anger and
hostility cognition and management. The comparison
group exhibited deterioration on the same scales

Fish (2000) United Kingdom N = 9 direct care staff of a medium security
learning disability service who have worked
directly with patients who engage in NSSI

When treating NSSI staff experienced feelings of failure,
guilt and loss of confidence. Staff strategies for dealing
with NSSI were focusing on positive attributes of the
patient. Staff attributed NSSI to being a part of the
client’s nature, an attempt at gaining control, a coping
mechanism or an act of rebellion against the system

Gough & Hawkins
(2000)

United Kingdom N = 70 staff members of a forensic psychiatric
service

Each staff member had worked with an average of 15
patients that engaged in NSSI and only had 1 training
session on NSSI. Staff rated their understanding of NSSI
as 44%. Understanding increased with training

Gough (2005) United Kingdom Results from Gough & Hawkins (2000) 12 Guidelines were suggested for forensic psychiatric
service staff for dealing with NSSI

Heney (2007) Canada N = 85; n = 44 female inmates, n = 41
members of security

97% of inmates that engaged in NSSI said segregation was
an inappropriate response after NSSI, they perceived it
as a punishment; 78% of inmates said females who
engage in NSSI need to talk to someone after. The
majority said they want to self-injure in situations of
helplessness, powerlessness, or isolation

Ireland & Quinn (2007) United Kingdom N = 162 prison officers in training (38.27%
female)

The second most common belief was that harsh
punishment was the most appropriate response to NSSI

Kettles et al. (2004) United Kingdom N = 980 patients from 5 acute clinical areas and
one forensic clinical area of a psychiatric
hospital (55% female)

History of NSSI-related thoughts and behaviors accounted
for five of the nine main reasons for placing individuals
under special observation

Lanes (2009) United States N = 264 archived cases of male inmates; n =
132 non-NSSI cases (referred to treatment), n
= 132 NSSI cases (matched for time served
and custody level)

When placed in administrative segregation periods of
remission from NSSI were reduced by a median of 17
months

Marzano & Adler (2007) United Kingdom N = 54 prison staff Most staff identified some support services were in place
(90.7%), but 55.6% classified the staff support services
as constituting “best practice”

Melzer et al. (2004) United Kingdom N = 391 admission assessments of patients
referred to 34 medium security psychiatric
care units (17% female admitted)

Prisoners were more likely to be assessed as needing
medium security if they had a history of NSSI

Welfare & Mitchell
(2005)

United Kingdom N = 16 high risk juvenile offenders accepted to
be part of the Access Program

NSSI behavior was reduced following the program, but
there was no comparison group

Whitehead & Mason
(2006)

United Kingdom N = 90; n = 60 nursing staff, n = 30 primary
nurses working on a medium secure forensic
psychiatric unit; a low secure forensic
psychiatric unit and a non-forensic unit in a
general psychiatric hospital

Self-injury and threat of self-injury are the fourth and fifth
most common reasons for special observation in both
correctional and community settings
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surroundings. It is crucial to clarify the functions of NSSI on
an idiographic basis to tailor treatment interventions.

Although extant research has identified risk factors of
NSSI in clinical and community populations, these risk fac-
tors are inflated among offender populations. Psychopathol-
ogy (James & Graze, 2006) and childhood victimization
(Browne, Miller, & Maguin, 1999), for example, are much
higher in offender samples than in community samples. This
difference in base rates of risk factors, in turn, makes dis-
tinguishing individuals at risk for NSSI even more difficult.
For instance, the presence of an Axis I disorder conveys in-
creased risk for NSSI in the community (e.g., Zlotnick et al.,
1999), but may not be robust predictors of recurrent NSSI
in correctional settings (e.g., Hillbrand et al., 1996). Thus,
further attention must be given to the development of effec-
tive instruments for the prediction of NSSI. At present, there
are no measures specifically developed for the assessment of
risk of NSSI, although there are several instruments that cap-
ture related constructs. With emotion regulation emerging
as the predominant function of NSSI across settings, a lack
of strategies for managing distress may be a potential risk
factor. Moreover, given the difference in base rates of NSSI
in correctional settings compared with other settings, assess-
ment instruments should be validated for use in correctional
settings.

Treatment of NSSI is a burgeoning area of research. Cur-
rently, treatment is often administered on a case-by-case
basis (Ivanoff & Hayes, 2001), and typically involves spe-
cial hospitalization or restricted environments (e.g., White-
head & Mason, 2006), although there is little evidence for
the effectiveness of these approaches. The most promising
treatment to date is DBT (Linehan, 1993). Although this is
the most empirically-supported intervention for NSSI (al-
beit within a BPD population), it has only limited support
among offender populations at present. Further, DBT is a
comprehensive treatment package, and it may not be feasi-
ble to implement DBT programs in all correctional facil-
ities. Interventions have been developed, however, which
deliver similar skills within refined, more short-term treat-
ment packages (ERGT; Gratz & Gunderson, 2006). Re-
search should be geared towards developing and testing
more efficient treatment packages for use with correctional
samples.

Finally, correctional staff are faced with far more difficul-
ties than mental health providers in community and clinical
settings. When staff members of a forensic psychiatric ser-
vice were asked to rate their understanding of NSSI behavior
on a visual analogue scale, their average rating was 44%. For-
tunately ratings of understanding increased with more train-
ing on NSSI (Gough & Hawkins, 2000). This state of affairs
has led researchers to suggest more comprehensive train-
ing for professionals in correctional settings (e.g., Ivanoff
& Hayes, 2001). Ideally, this training should involve signs
of imminent risk, a description of prevention and response
procedures, basic first aid training, and an overview of re-

search to avert misconceptions regarding NSSI, and thereby
enhance awareness of the seriousness of NSSI.

Several aspects of the existing research on NSSI warrant
consideration. First, many studies were excluded from the
current review due to a lack of distinction between NSSI and
suicidal self-injury. Although the exclusive focus on NSSI
in the current review permitted an examination of correlates
of “pure” NSSI in correctional settings, it also limited the
amount of information on this phenomenon. Second, many
studies derived clinical diagnoses from file review, poten-
tially leading to bias. For instance, given that NSSI is a hall-
mark of BPD, it is possible that BPD diagnoses are inappro-
priately applied to individuals who engage in NSSI. Further,
most existing research is cross-sectional, which hinders any
interpretation of the relationship between risk factors and
NSSI over time. Similarly, the retrospective self-report used
in most studies may lead to inaccurate reports of early child-
hood experiences, and antecedents of NSSI episodes. Thus,
many of the findings from extant research are mixed, result-
ing in an inconclusive synthesis of the literature. Further,
these limitations present barriers for the clear identification
of specific risk factors, and implementation of brief and ef-
fective treatments for NSSI within correctional contexts.

The limitations to the existing literature base on NSSI
in correctional contexts suggest several steps for future re-
search. First, given that NSSI and suicidal behaviors are re-
lated but functionally distinct behaviors, future studies should
ensure to explicitly assess suicidal self-injury apart from
NSSI, in addition to providing explicit definitions for NSSI.
Second, in order to counter the potential for bias in using file
diagnoses, future studies should examine the clinical corre-
lates of NSSI using empirically validated diagnostic assess-
ment. Third, the existing cross-sectional studies have yielded
mixed findings regarding the risk factors for NSSI. Thus, the
field of NSSI research would benefit from longitudinal stud-
ies of engagement in NSSI and desistance of NSSI over time,
allowing for an examination of the interaction of both risk
and protective factors. Fourth, laboratory studies examining
mechanisms underlying NSSI could paint a better picture of
why this behavior is so persistent among some samples, but
not others. Fifth, the impact of education efforts to enhance
staff knowledge of NSSI on identification and treatment of
NSSI should be examined. Finally, future research should be
directed to refining and examining the effectiveness of brief
interventions for NSSI within correctional settings.

In recent years, research on NSSI has overcome several
hurdles. Researchers are converging on an explicit terminol-
ogy for self-injurious behaviors. The functions of NSSI are
coming to light as distinct from other forms of self-damaging
behaviors, which gives rise to better ways of changing these
behaviors. Further, there is a growing body of research on the
correlates of NSSI. This progress gives us the foundation to
take several important steps. Standardized risk assessments
must be developed to assess risk for NSSI and these tools
must take into account the various settings within which
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these behaviors occur. Specific ingredients of effective psy-
chological interventions must be identified, with the aim of
feasibly implementing these programs in a standard fashion
across correctional facilities. The most essential step, how-
ever, is to better inform the staff working with individuals at
risk for NSSI and suicide, and to provide them with adequate
resources in order to help manage this devastating behavior.
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