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Background
Co-occurring self-harm and aggression (dual harm) is particularly
prevalent among forensic mental health service (FMHS) patients.
There is limited understanding of why this population engages in
dual harm.

Aims
This work aims to explore FMHS patients’ experiences of dual
harm and how they make sense of this behaviour, with a focus
on the role of emotions.

Method
Participants were identified from their participation in a previous
study. Sixteen FMHS patients with a lifetime history of dual harm
were recruited from two hospitals. Individuals participated in
one-to-one, semi-structured interviews where they reflected on
past and/or current self-harm and aggression. Interview tran-
scripts were analysed using reflexive thematic analysis.

Results
Six themes were generated: self-harm and aggression as emo-
tional regulation strategies, the consequences of witnessing
harmful behaviours, relationships with others and the self,
trapped within the criminal justice system, the convergence and
divergence of self-harm and aggression, and moving forward as
an FMHS patient. Themes highlighted shared risk factors of dual
harm across participants, including emotional dysregulation,

perceived lack of social support and witnessing harmful beha-
viours. Participants underlined the duality of their self-harm and
aggression, primarily utilising both to regulate negative emo-
tions. These behaviours also fulfilled distinct purposes at times
(e.g. self-harm as punishment, aggression as defence). The
impact of contextual factors within FMHSs, including restrictive
practices and institutionalisation, were emphasised.

Conclusions
Findings provide recommendations that can help address dual
harm within forensic settings, including (a) transdiagnostic,
individualised approaches that consider the duality of self-harm
and aggression; and (b) cultural and organisational focus on
recovery-centred practice.
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Forensic mental health services (FMHSs) specialise in the assess-
ment, treatment, management and rehabilitation of mentally
unwell individuals who are mostly within the criminal justice
system (CJS). Self-harm and aggression present a particular
concern within these settings, with up to 88 and 60% of FMHS
patients engaging in these behaviours, respectively.1,2 Although
some engage in self-harm or aggression (i.e. sole harm), a group
of individuals engage in both, referred to as dual harm.3

Compared with other populations (e.g. community-dwelling
groups, prisoners), the highest prevalence of dual harm has been
reported among FMHS patients, with up to 56% engaging in this
behaviour.4 To the best of our knowledge, there are currently no evi-
dence-based guidelines for how to manage dual harm, with current
guidance limited to sole harm.5,6 This is concerning, given that those
who dual harm have been found to be more likely to experience
negative outcomes than those who engage in sole harm, including
higher risk of unnatural death (e.g. fatal unintentional self-poison-
ing), spending 40% longer in prison and being more likely to experi-
ence restrictive practices (e.g. punishment, segregation).3,7,8

Additionally, these individuals are significantly more likely to
experience various environmental, psychological and sociodemo-
graphic risk factors, including difficulties in self-regulation, low
self-control and early adverse events.9,10 Individuals who dual
harm further show riskier behavioural patterns, including more
severe self-harm, being less likely to stop harmful behaviours and
higher rates of in-prison incidents.7,11,12 Growing evidence has

highlighted the association between aggression and self-harm,
including suicidal behaviour, highlighting the importance of explor-
ing the link between these behaviours in greater depth.13

To the best of our knowledge, no previous study has qualita-
tively explored FMHS patients’ experiences of dual harm.
Pickering and colleagues14 investigated dual harm among six male
prisoners. Findings identified various factors linked to dual harm,
including early adverse events, challenging environments, difficul-
ties with identity and distressing psychological states. The specific
behaviour the individual engaged in was influenced by circum-
stance, opportunity and importance placed on physical pain in pro-
viding escape from internal states. Hemming and colleagues15

investigated alexithymia and harmful behaviours among 15 male
prisoners. Participants reported that a build-up of the same emo-
tions led to both self-harm and aggression. The specific harmful
behaviour the individual engaged in was linked to their current
and historical circumstances. Such findings highlight the role of
emotions and contextual factors in co-occurring self-harm and
aggression, as further outlined by Shafti and colleagues’16 cognitive
emotional model of dual harm.14,15 In light of the distinct context of
FMHSs and the unique dual stigma faced by patients within these
settings – having a mental disorder and being within the CJS –
experiences of dual harm may differ between prisoners and
FMHS patients. Therefore, the present study aimed to qualitatively
explore FMHS patients’ experiences of dual harm and how they
make sense of this behaviour.
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Method

Participants

The authors assert that all procedures contributing to this work
comply with the ethical standards of the relevant national and insti-
tutional committees on human experimentation and with the
Helsinki Declaration of 1975, as revised in 2008. All procedures
involving human patients were approved by Wales Research
Ethics Committee 6 (approval number 21/WA/0168).

Participants’ eligibility was based on their participation in a
prior study examining the role of psychopathy and emotional dys-
regulation in dual harm. Individuals were eligible if they were an
FMHS patient, aged 18 years or older and had a lifetime history
of self-harm and aggressive behaviour. There were no temporal
restrictions placed on when these behaviours had to begin or
occur. Self-harm was defined as acts of self-poisoning or self-
injury, regardless of suicidal intent,17 whereas aggression was
defined as intentional physical harm toward others.18 Exclusion cri-
teria included lacking sufficient English language skills and mental
capacity to provide informed consent, being a patient within the
brain injury service or deemed by staff as posing too great a risk
to themselves or others to participate safely. Written consent was
obtained from all participants.

Sixteen participants from two FMHSs were recruited (Table 1).
Participants were from low (n = 6) and medium secure (n = 10)
wards. Fourteen identified as male and two as female. Ages
ranged from 24 to 58 years (mean 40, s.d. = 10.92). Information
regarding ethnicity and age were self-reported by participants,
and information about offence and diagnosis were obtained from
hospital clinical records.

Data collection

Participants took part in one-to-one, semi-structured interviews in
a private room within their ward, based on a topic guide with open-
ended questions (Supplementary Material 1 available at https://doi.
org/10.1192/bjo.2024.834). Interviews explored experiences of emo-
tions, self-harm, aggression and upbringing. As done in previous
research, during the interview, participants were provided the
opportunity to draw the emotions they experienced before engaging
in harmful behaviours.15 All interviews were audio recorded and
transcribed (17–56 min, mean duration 31 min). Following Braun

and Clarke’s19 recommendation, data quality was constantly
reviewed during data collection to determine sample size.
Interviews were conducted by M.S., a psychology PhD student
with experience of researching harmful behaviours and qualitative
methods.20

Data analysis

Reflexive thematic analysis was conducted to generate themes.21

Sixteen interviews were considered sufficient, as they told a ‘rich,
complex and multi-faceted story about patternings’, which
allowed the research question to be addressed.19 A combination
of inductive and deductive analysis was utilised to explore par-
ticipants’ experiences (inductive), while also applying a theoretical
lens based on existing theory and evidence (deductive).
For example, because of the evidence base for emotional dysregula-
tion as a contributing factor to harmful behaviours, as well as the
link between self-harm and aggression, the topic guide explored
participants’ experiences of emotions, as well as the potential link
between self-harm and aggression.13,22 At the end of the interview,
participants were given the opportunity to discuss any other things
that they thought might be relevant. Semantic and latent analysis
were applied to consider participants’ own accounts and the under-
lying meaning attached to these. An experiential framework was
broadly adopted, focusing on participants’ experiences and how
they understood their dual harm. Given evidence for the role of
social constructs/contexts in dual harm, this was underpinned by
a critical realist approach, recognising the impact of these on experi-
ences of reality.14,15

M.S. conducted the analysis according to Braun and Clarke’s21

thematic analysis phases. First, transcripts were read multiple times,
while making reflective notes. Coding was then performed and
labels written beside relevant texts. Grouped codes formed initial
themes, representing central concepts capturing patterns of
meaning. These were discussed with M.S.’s supervisory team
(D.P., P.T. and A.F.) and transcripts were re-examined.
Subsequently, themes were finalised, labelled and defined. Finally,
the analysis was written up. During write-up, it became evident
that certain themes shared greater patterns of meaning than initially
thought, resulting in their grouping under one theme.

Results

The following themes were generated (Fig. 1): theme 1, self-harm
and aggression as emotional regulation strategies; theme 2, the con-
sequences of witnessing harmful behaviours; theme 3, relationships
with others and the self; theme 4, the convergence and divergence of
self-harm and aggression; theme 5, trapped within the CJS and
theme 6, moving forward as an FMHS patient.

The data have been edited to provide context and remove
irrelevant content ([… ]). Personal identifiable information was
removed from quotes and participants were provided with
pseudonyms.

Theme 1: self-harm and aggression as emotional
regulation strategies

This theme captures how participants largely expressed using self-
harm and aggression as a way to regulate intense, turbulent negative
emotions – typically sadness, anger and frustration. All patients
acknowledged challenges in emotional regulation, including under-
standing emotions, employing adaptive coping strategies and con-
trolling impulsive behaviours. Although negative feelings were at
times managed with adaptive methods (e.g. isolating, listening to
music), participants turned to dual harm when emotions

Table 1 Demographic characteristics of participants

Demographic characteristics n

Ethnicity
White British 13
Black British 1
White and Black African 1
Persian 1

Diagnosesa

Schizophrenia 9
Schizoaffective disorder 3
Personality disorder 3
Substance use disorder 3
Psychotic depression 1

Index offencea

Violentb 12
Arson 4
Burglary and theft 1
Robbery and battery 1

a. Some participants had more than one diagnosis and offence, therefore totals reflect a
higher number than the sample size.
b. Violent offences includemurder, attemptedmurder, manslaughter, assault and sexual
violence.
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accumulated and felt like ‘too much to handle’ (Garry). In the
absence of helpful emotional regulation skills, self-harm and aggres-
sion were likened to medication or drugs, necessary to ‘treat’ strong
emotions: ‘It’s [self-harm] like having a tablet for it [frustration]’
(Leo). Harmful behaviours helped participants in various ways,
including providing a ‘distraction’, ‘adrenaline rush’ (Oscar) and
calmness: ‘Being violent was like a comedown, because you’re up
there and then when I was violent, it was like an anti-climax…
I felt calm’ (Charlie).

Although harmful behaviours were perceived as initially effect-
ive, participants acknowledged that these were ultimately unhelpful
and ‘wrong’ (Leo). Nevertheless, participants continued their dual
harm, attributed to an inability to control harmful urges. The impul-
sive nature of their self-harm and aggression led to these behaviours
as ‘automatic’ (Francesca) habitual responses to negative feelings,
where patients became ‘dependant’ (Rebecca) on them to feel
better. Nick described feeling like he ‘lost control of my body’
before engaging in dual harm, whereas Craig explained that the
urge to dual harm ‘pushes you forward, like egging you on’.
In this way, participants justified their ongoing harmful behaviours
by attaching a lack of personal agency to them. Similarly, partici-
pants emphasised that their dual harm did not occur in a
vacuum. Rather, a multitude of adverse events caused a ‘downward
trajectory’ (Leo), in which it was deemed inevitable that dual harm
would be used to manage the ‘snowball’ (Simon) and ‘build-up’
(Richard) of emotions.

Over time, participants felt less in control of their dual harm: ‘It
would feel like I had to do it [self-harm] more than I wanted do, that
I didn’t have a choice’ (Rebecca). Harmful behaviours would ‘spiral’
(Robbie), becoming more severe and harder to control, attributed to
the behaviour not fulfilling its goal of emotional regulation in its
initial form: ‘Superficial scratches wasn’t doing it for me.

I wouldn’t feel the pain, and then it became deeper and worse
because I felt the deeper the cut, the bigger the relief’ (Oscar).
Participants often perceived the impulsive nature of their dual
harm as a symptom of their mental health, stating ‘it’s part of my
illness’ (Robbie).

Theme 2: the consequences of witnessing harmful
behaviours

This theme reflects how participants related witnessing self-harm
and aggression, particularly among family, friends and subsequently
within forensic settings, to their own experiences of harmful beha-
viours. Repeatedly observing these acts led to their normalisation as
a way to deal with emotions. Participants perceived behavioural
norms as contextual, highlighting that their risk of dual harm
decreased in the community: ‘When I’m in a prison environment,
I can self-harm, I can assault, I can be a complete nobhead, but in
the community I’m sound… It’s like when you take me out of
that normality and put me in an environment where it’s restrictive
and more violent, my mentality completely changes’ (Logan).

Participants minimised responsibility over their harmful beha-
viours and directed this toward the cultural dynamic within forensic
settings. Dual harm was often perceived as acceptable given that
their peers within prisons and FMHSs engaged in this behaviour.
Repeatedly witnessing harmful behaviours further led to their
desensitisation, leading to a lack of emotional or mental strain in
response to these acts: ‘I’ve become so desensitised that I can
watch like others do it [violence]… I’m just numb to it [… ] seeing
violence around me growing up’s made me desensitised and more
likely to do it’ (Logan). Simon describes that not witnessing aggres-
sion for a long time gave him ‘more empathy towards’ victims, sug-
gesting the process of desensitisation is reversible. Moreover,

Self-harm and aggression as emotional
regulation strategies

The consequences
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Fig. 1 Thematic map. Themes related to internal and external adversities faced by patients, such as witnessing harmful behaviours, self-
worthlessness and feelings of institutionalisation, are contained within the jug. These adversities interact and load onto each other, causing an
overflow into the funnel, representing the compounding psychological distress experienced by individuals. This accumulation of adversities
leads to the use of self-harm and aggression, both as shared (e.g. for emotional regulation) and distinct strategies (e.g. self-punishment) to
manage such distress. ‘Moving forward as an FMHS patient’ is positioned at the end of the funnel, to represent the patient’s journey toward
recovery, having largely overcame the challenges linked to the other themes. The narrowing of the funnel symbolises how patients filter out their
maladaptive behaviours and adopt healthier coping mechanisms. CJS, criminal justice system; FMHS, forensic mental health service.
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participants observed others having positive experiences when
engaging in self-harm and aggression, resulting in their positive
reinforcement. Consequently, dual harm was not only perceived
as acceptable, but also helpful in dealing with negative emotions:
‘They’re saying it [self-harm] makes your feelings go away, you
feel relieved after it, so I thought I’d try it’ (Craig).

Theme 3: relationships with others and the self

This theme reflects how participants’ relationships with others and
themselves was both a risk and a protective factor for their dual
harm. Many participants expressed lacking healthy relationships,
attributable to difficulties with social skills or being surrounded by
the wrong people. Consequently, this led to the perceived absence of
a support system and ‘no one to talk to’ (Simon). Linking back to
theme 1, this made it challenging to deal with emotions, with
harmful behaviours used to ‘signal [distress] to other people’
(Simon): ‘I had no one. Mainly every time I self-harmed, I think it
was just me needing a big hug or someone to say it’s okay’ (Logan).
In this way, self-harm was used to communicate distress and seek
validation, comfort or reassurance. Given that FMHS patients’ main
source of interaction is with hospital staff, these relationships greatly
affected participants. Many highlighted that positive relationships
with staff provided space to form healthy social bonds and communi-
cate emotions in a healthy way, thereby reducing harmful behaviours.

For some, social relationships served as an indicator of their self-
worth, and was thereby tied to their self-esteem. Positive and sup-
portive relationships validated the individual, making them feel
worthy and therefore, protected against self-harm: ‘At least I got
some friends here who look after me, otherwise I think I’d have to
harm myself. Having friends makes you think you’re not inferior’
(Garry). On the other hand, a lack of positive relationships was
internalised and attributed to self-perceived worthlessness and
inability to form healthy bonds. Consequently, these individuals
self-harmed to ‘beat’ themselves up (Leo): ‘I self-harmed because I
hated myself. I would look back at my life and say, “you just fail
at everything. No one loves you”. If I was punishing myself, I was
doing something right’ (Francesca). In this way, self-harm was
used as self-punishment. Such self-inflicted harm was often accom-
panied by a sense of achievement as patients believed they deserved
to suffer, further validating their negative self-image.

Theme 4: the convergence and divergence of self-harm
and aggression

This theme reflects how most FMHS patients expressed a link
between their self-harm and aggression, with these often preceded
by the same emotions (e.g. sadness, anger, frustration) and circum-
stances: ‘The emotions I felt before [self-harm and aggression] came
hand-in-hand [… ] my self-harming and the violence happened all

at the same time, from the same sort of circumstances’ (Simon). If it
was not possible to engage in one of the behaviours (e.g. because
staff would stop the individual from doing so), participants often
expressed that they would inevitably engage in the other, implying
a shared function between self-harm and aggression. Intersecting
with theme 1, this function was often emotional regulation:
‘When I can’t hurt myself, the emotions need to get out one way
or another [… ] If one doesn’t happen [self-harm or aggression],
the other will’ (Rebecca). Similarly, Oscar described how he would
‘flip’ his emotions ‘internally towards’ himself to avoid hurting
others, indicating a common underlying drive. Oscar’s drawing
(Fig. 2) illustrates the shared internal states he experienced before
his self-harm and aggression, including upset, anger and loneliness.
As well as compensating for a lack of emotional regulation skills,
self-harm and aggression further compensated for the lack of
control participants felt over their lives, offering a semblance of
power over themselves and others: ‘I felt a bit more in control
[when self-harming]… I couldn’t control what was going on
around me, but I could control what I did to myself’ (Rebecca).

One of the harmful behaviours was typically predominant in the
individual’s life and began earlier. This behaviour was favoured
because of its perceived usefulness and fewer consequences.
Although some patients engaged in aggression to avoid hurting
and scarring themselves, others used self-harm to avoid hurting
another individual and being punished. Such consideration of
how useful the behaviour would be in achieving their goals (i.e.
behavioural utility) implies that patients made an active choice
between self-harm and aggression. This suggests that these acts
may not be as impulsive as initially suggested: ‘Both behaviours
were a sense of me regaining control of the situation, but I’d self-
harm more because it was more helpful. Less consequences. Less
hurt and upset’ (Nick). The individual’s ability to engage in a spe-
cific behaviour (i.e. behavioural accessibility) also influenced
patients’ behaviours. Many expressed that they were unable to
self-harm because of practical limitations (e.g. lacking an object to
cause injury, staff stopping the behaviour), whereas seclusion
meant they would have no one to direct aggression toward.
Engaging in one of the behaviours decreased the risk of the other,
whereas being unable to engage in one increased the risk of the
other: ‘I kind of hurt people because they’re stopping me hurting
me [… ] when I was in the community, there was nobody to stop
me [self-harming] so there wasn’t any aggression’ (Rebecca).

Although self-harm and aggression were largely expressed as
interchangeable, they also served distinct functions. As highlighted
in theme 3, self-harm was also used as self-punishment by those
who struggled with self-worth: ‘You automatically do it if you feel
that you need to punish yourself [… ] I felt guilty if I didn’t’
(Francesca). On the other hand, aggression was often justified as a
response to provocation, particularly within forensic settings
where it was necessary for ‘survival’ (Robbie): ‘I do act aggressive
and I shouldn’t be doing it, but I don’t want to be made to look
small [… ] it’s a dog eat dog world in prison. You have to do
what you have to do to get by’ (Logan).

Theme 5: trapped within the CJS

This theme captures how participants felt trapped within the CJS,
which increased the risk of their dual harm. Most participants
had been in FMHSs and prison for several years (mean duration
of 4 years in FMHSs). Patients felt stuck within this system, ‘like a
hamster trapped in a cage’ (Daniel), finding it difficult to visualise
‘a way out’ (Simon), leading to frustration and hopelessness: ‘For
a long time, I saw the NHS as an enemy because I couldn’t leave
the places I was kept in. I didn’t understand why I was there’
(Robbie). Such feelings were exacerbated by limitations placed on

Fig. 2 Oscar’s drawing.
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freedom (e.g. seclusion, having to request basic necessities, unable to
access community leave), for what was often perceived to be unjus-
tifiable reasons. Negative staff–patient interactions added to feelings
of being ‘backed up into a corner’ (Robbie) in a system that was
against them: ‘Three people who were twice as big as me each
came and dragged me up the corridor and I just got injected.
Those sort of scenarios happen so many times… it just made me
lash out quicker [… ] it made me defensive’ (Robbie).
Participants also felt trapped in their future, constructing their iden-
tity of an FMHS patient as the ‘bottom of the ladder’ (Nick) in
society. Many felt they lacked prospects within the community
because of their institutionalisation and the stigma they faced:
‘I’m going to struggle getting a job with my history. No one’s
going to help you once they find out you’ve been here. I couldn’t
see a way out of it, so I kind of gave up on myself and that led to
violent behaviour’ (Terry).

Those who had been in prison before FMHSs reported an
absence of targeted interventions for their mental health and
harmful behaviours within prison, suggesting a lack of sufficient
support within these settings. Participants expressed that they
should have been admitted to FMHSs earlier to receive the help
they required, causing them to feel like the ‘system had let me
down’ (Nick): ‘In prison it’s like there’s not enough done to stop
people from being violent to yourself or others [… ]; I should
have been sent to [hospital name redacted] sooner’ (Simon).
Participants’ self-harm and aggression within prison often became
more severe as a ‘cry for help’ (Nick) to receive the care they
required from staff: ‘[Self-harm and aggression being ignored]
made it worse and more liable to carry on because if no one’s listen-
ing to you, you just keep doing it’ (William). Such neglect of their
harmful behaviours was suggested to have a detrimental impact
on patients’ well-being, leading to further self-harm and aggression.
In a system perceived to be unresponsive to their needs, patients’
dual harm often continued as a form of care-seeking behaviour
from prison staff.

Theme 6: moving forward as an FMHS patient

This theme captures how all participants contrasted their past to
their present, expressing that their dual harm had now decreased
or stopped. All patients reported dealing with emotions in a more
helpful way, tied to developing emotional regulation skills and nega-
tive schema regarding harmful behaviours, largely through psycho-
therapy and access to healthier coping mechanisms. Participants
described how engaging in therapy equipped them with invaluable
tools for managing their emotions effectively. For example, techni-
ques such as mindfulness and mental imagery were instrumental in
identifying and challenging negative thought patterns and dealing
with negative emotions. Moreover, accessibility to more positive
coping mechanisms owing to greater freedoms within the hospital
further helped patients. Patient activities, such as community
leave and communal projects with other patients, offered opportun-
ities for social connection andmeaningful engagement, thereby alle-
viating feelings of boredom, isolation, frustration and containment
that had often led to harmful behaviours: ‘I don’t need to harm
myself anymore… you’re not sitting there bored. You go shopping,
you go to the village [… ] The trips out and everything help and
I don’t get aggressive. But because of that frustration of being
locked up, then I get aggressive’ (Larry).

Progress within the hospital, typically reflected by an increase in
freedom and privileges, also offered participants more confidence, a
sense of agency and positive outlook for the future. For example,
transitioning to less restrictive environments provided individuals
with increased independence and normality outside the microcosm
of the hospital, thereby mitigating feelings of hopelessness and

frustration associated with confinement and aiding in recovery:
‘When you went to low secure, you didn’t have to rely on staff so
much. I found it helped because it gave you some independence,
hope… I found it a lot easier dealing with them [negative] emotions’
(Nick). Participants expressed a strong sense of optimism and deter-
mination to move forward with their lives. Patients were ‘positive
where my life’s heading’ (Nick) and wanted to ‘repair the damage’
(Garry) they had caused in the past. This renewed hopefulness
and vision of a future outside of the hospital meant participants
were less likely to engage in dual harm as they were committed to
continuing their progression into the community. In this way, par-
ticipants linked the reduction and desistance of their dual harm to a
multifaceted process of psychological and personal growth, facili-
tated by therapy, access to positive coping mechanisms and shifts
in environmental dynamics that fostered a sense of agency.

Discussion

Despite the lack of systemic acknowledgment of the duality of self-
harm and aggression, participants in this study predominantly per-
ceived these behaviours as interrelated, with both being primarily
used to alleviate emotional distress. Participants highlighted
various factors that contributed to their dual harm, including desen-
sitisation and normalisation of harmful behaviours, perceived lack
of social support and feeling trapped in the CJS. Through engaging
in therapy, healthier coping mechanisms and increased sense of
agency, patients were able to overcome the challenges linked to
their dual harm, leading to the cessation or reduction of this
behaviour.

Gratz and Roemer’s23 conceptualisation of emotional dysregu-
lation aligns with the challenges experienced by participants, includ-
ing difficulties in ‘awareness, understanding, and acceptance of
emotions; ability to control impulsive behaviors and engage in
goal-directed behaviors when experiencing negative emotions;
and flexible use of situationally appropriate strategies to modulate
the intensity and duration of emotional responses, rather than to
eliminate emotions entirely’.24 Participants experienced difficulties
with identifying and understanding their emotions, controlling
impulsive harmful behaviours and utilising healthy coping strat-
egies when emotionally distressed. The above findings have been
replicated in prisoners, indicating that those who dual harm have
challenges in regulating their affect and may use this behaviour to
escape or manage emotions.14,15 The experiential avoidance
theory suggests that harmful behaviours are used to temporary
relieve emotional distress arising from a lack of emotional regula-
tion skills.25 This relief reinforces these behaviours, resulting in
self-harm and aggression as conditioned and impulsive responses
to negative affect.25 The experiential avoidance theory may
account for participants’ construction of dual harm as an addictive
and impulsive behaviour that they cannot control. Participants
recognised that their harmful behaviours were ultimately unhelpful.
However, perceiving dual harm as an uncontrollable addiction may
haveminimised their sense of agency, hindering the inhibiting effect
of cognitive dissonance. The addictive nature of self-harm and
aggression has been shown in previous research.25

Participants’ assessment of behavioural utility and accessibility
suggests deliberate decision-making before dual harm. Similar find-
ings have been observed among prisoners who engage in both beha-
viours.14,15 The above evidence aligns with Shafti and colleagues’16

cognitive–emotional model, suggesting that contextual factors and
expectancies influence the individual’s preferred behavioural
response. Consistent with the above model, participants experi-
enced dual harm as serving other functions beyond emotional regu-
lation, including communicating distress.16 As found in previous
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research, participants used self-harm and aggression to express their
feelings when they felt unable to do so verbally because of a lack of
perceived social support.15 Additionally, dual harm provided parti-
cipants with a sense of control, consistent with research demonstrat-
ing that harmful behaviours allow individuals to regain power over
adverse situations.14,26 Such findings underscore an irony: the very
behaviours participants believe they have no control over ‘paradox-
ically, affords them some degree of empowerment over their life
situations’.26

Although self-harm and aggression served shared functions,
they also fulfilled distinct purposes. For example, aggression was
often expressed as a defensive response to provocation within
prison or FMHSs. Nevertheless, this may suggest that those who
engage in dual harm primarily exhibit reactive, rather than pro-
active, aggression. Reactive aggression is impulsive and driven by
emotions in response to real/perceived threat, whereas proactive
aggression is unemotional, with the goal of achieving rewards.
Previous research has found that self-harm primarily occurs along-
side reactive instead of proactive aggression.27,28 Reactive aggres-
sion may be more likely to co-occur with self-harm, as both are
underpinned by strong emotions and emotional dysregulation.27,28

Therefore, although self-harm and aggression may serve distinct
functions, emotional dysregulation could be a shared underlying
mechanism in the context of dual harm. Nevertheless, it should
be noted that participants often viewed aggression as a necessary
act of defence in the hostile environment of forensic settings.
Therefore, rather than solely attribute it to emotional dysregulation,
it is important to consider the context within which dual harm
occurs.

As found in prisoners who dual harm, witnessing others
engaging in harmful behaviours contributed to the construction
of dual harm as an acceptable, normalised and helpful way to deal
with distress.15 In support of the above, it has been revealed that
observing parental violence and having a family member who has
self-harmed is more prevalent in those who have dual harmed com-
pared with sole harm.29 Moreover, research has found a higher rate
of suicidal behaviours in prisoners who have witnessed their peers
engaging in such behaviours compared with those who have
not.30 Continuous exposure to self-harm and aggression among
other patients/prisoners and staff within forensic settings may per-
petuate a cycle of reinforced harmful behaviours. As outlined in
established models of self-harm and aggression (e.g. interpersonal
theory of suicide31; general aggression model32), repeated exposure
to fear-provoking stimuli (e.g. self-harm and aggression) desensi-
tises individuals to pain and violence, thereby increasing the risk
of harmful behaviours. Desensitisation may account for why parti-
cipants’ dual harm becamemore severe over time, as they developed
tolerance toward harmful behaviours in their initial, less severe
form.16

Participants emphasised that their experiences cannot be sepa-
rated from their context. As with previous research of forensic
populations, participants expressed overriding feelings of hopeless-
ness and frustration within the CJS, contributing to harmful
behaviours as a coping mechanism.33,34 Such feelings may be par-
ticularly prevalent among FMHS patients who have been described
as being ‘doubly deviant’ because of their dual stigma, being more
likely to experience social exclusion and deprivation.35 In line
with present findings, studies have highlighted that restrictive prac-
tices (e.g. seclusion, lack of leave) and negative staff–patient interac-
tions increase the risk of harmful behaviours among psychiatric
patients.36,38 This may especially be a concern for those who dual
harm. Research has found that FMHS patients who have engaged
in suicidal behaviour and violence are perceived by staff as difficult
to treat, and such perceptions could lead to poorer patient pro-
gress.39,40 Such negative staff–patient interactions and restrictive

practices can impede the development of independence, hope and
non-patient identity, thereby leading to institutionalisation and
slow patient recovery.41 The necessary tools are already in place
within FMHSs to address such institutionalisation (e.g. social par-
ticipation, community leave, rehabilitative programmes).42

However, participants’ emphasis on the prevailing atmosphere of
inertia and restrictive culture suggests that these are often not
experienced.

To better support patients, reducing restrictive practice and
institutionalisation should remain a primary focus of mental
health policy reform. Decreasing seclusion has been found to signifi-
cantly reduce aggression and time spent in medium security, while
also increasing treatment engagement.36 FMHS patients have high-
lighted that prioritising patient contact and positive staff–patient
relationships is the most effective strategy for reducing seclusion
use.36 As reported by participants, external mechanisms, such as
positive staff–patient interactions and access to more helpful
coping mechanisms arising from greater freedoms (e.g. community
leave), contributed to their recovery. Despite this, staff typically
attribute harmful behaviours to internal patient factors (e.g.
mental health diagnosis), rather than relational or organisational
factors.43,44 It should be noted that restrictive practices are often
necessary for patient and staff safety because of the risk of harm
that may be posed by the individual to themselves or others.16

Reflective practice attended by staff from all levels of seniority,
alongside constant supervision, can ensure restrictive practices are
used appropriately.45 This could further promote a recovery-
oriented, therapeutic-focused approach that allows patients to
appropriately access healthy coping mechanisms that decrease
risk of harmful behaviours.45 For example, meaningful activities,
such as projects with other patients and staff members, physical
activities, nature connection (e.g. gardening) and music production,
are often available in FMHSs and have been shown to help patient
recovery and interpersonal relationships.46 Moreover, joint deci-
sion-making processes that involve FMHS patients in their risk
assessment and management could ensure fair, transparent proce-
dures that increase patients’ understanding of clinical decisions.45

Doing so has been found to not only enhance risk management
effectiveness, but also patient autonomy and agency.37,41,47 Such
outcomes can reduce the risk of dual harm by addressing feelings
of frustration, hopelessness and institutionalisation. Nevertheless,
it should be noted that factors outside of staff’s control, such as pol-
icies (e.g. risk-aversive security policies), hospital structure, over-
crowding, staff shortages and lack of resources, may increase
restrictiveness within the hospital and a sense of institutionalisation.
As such, it is crucial for future work to consider how such issues can
be addressed on an institutional and systemic level.

The present study emphasises the importance of individualised
approaches that consider the multi-functionality and duality of
patients’ self-harm and aggression.16,48 Participants highlighted
that they engaged in self-harm and aggression for various shared
purposes, including managing emotions and communicating dis-
tress. However, these behaviours also served diverging functions
(e.g. self-harm as punishment, aggression as an act of defence).
As such, it is important for staff within forensic settings to consider
the shared and distinct functions that an individual’s self-harm and
aggression may serve, as well as how the presence of one behaviour
may influence the risk of the other. Moreover, despite their range of
mental health diagnoses, participants expressed common shared
risk factors for their self-harm and aggression, including emotional
dysregulation and self-worthlessness. Therefore, risk assessment
tools could aim to identify such shared risk factors in those with a
history of dual harm and sole harm, to assess the likelihood of
self-harm and aggression co-occurring. Additionally, as opposed
to common diagnosis-specific interventions, transdiagnostic
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approaches targeting the shared underlying processes and function-
ality of self-harm and aggression may be effective for those who
engage in dual harm.48 For example, given that patients largely
reported using self-harm and aggression interchangeably to regulate
negative emotions, interventions targeting emotional dysregulation,
such as dialectical behavioural therapy, may be helpful in addressing
dual harm.

It is important to note the limitations of this study. There is a
lack of consensus within the literature regarding the definition of
dual harm.47 Therefore, the present study adopted a broad defin-
ition of this phenomenon that provided no specifications regarding
the timing of the self-harm and aggressive acts. Future studies
should focus on establishing a definition that will allow a standar-
dised assessment of dual harm to be developed. Moreover, eligibility
was based on a previous study. Although all participants expressed a
cessation or reduction in their dual harm, this may have been an
artefact of the eligibility criteria. Those who were too high of a
risk to themselves or others to participate, and were therefore
more likely to be engaging in dual harm, were unable to take part.
Additionally, most participants were diagnosed with psychosis.
Previous research has highlighted a link between mental health dif-
ficulties and dual harm.9 However, the role of mental health was not
sufficiently brought up by participants to warrant a shared theme
across the data. It may be that this link is more apparent among
those who experience a greater severity of symptoms and who
may therefore have been unable to participate in this study
because they were unwell. Future research should investigate experi-
ences of dual harm among those with distinct characteristics and
patterns of harmful behaviours.

Matina Shafti , Division of Psychology and Mental Health, School of Health Sciences,
Manchester Academic Health Science Centre, University of Manchester, Manchester,
UK; and School of Human Sciences and Institute for Lifecourse Development, University
of Greenwich, London, UK; Peter Taylor, Division of Psychology and Mental Health,
School of Health Sciences, Manchester Academic Health Science Centre, University of
Manchester, Manchester, UK; Andrew Forrester, Division of Psychological Medicine
and Clinical Neurosciences, School of Medicine, Cardiff University, Cardiff, UK;
Louise Robinson , Division of Psychology and Mental Health, School of Health
Sciences, Manchester Academic Health Science Centre, University of Manchester,
Manchester, UK; and Lancashire and South Cumbria NHS Foundation Trust, Preston, UK;
Sandeep Mathews, Greater Manchester Mental Health NHS Foundation Trust,
Manchester, UK; Daniel Pratt , Division of Psychology and Mental Health, School of
Health Sciences, Manchester Academic Health Science Centre, University of
Manchester, Manchester, UK

Correspondence: Matina Shafti. Email: m.shafti@gre.ac.uk

First received 15 Sep 2023, final revision 1 Nov 2024, accepted 5 Nov 2024

Supplementary material

Supplementary material is available online at https://doi.org/10.1192/bjo.2024.834

Data availability

Because of the qualitative nature of this research and in accordance with confidentiality pro-
cedures, data availability is not applicable to this article.

Author contributions

M.S., A.F., D.P. and P.T. contributed to the conception, design and analysis of the work. M.S.,
L.R. and S.M. contributed to the acquisition of the data. All authors contributed to the interpret-
ation of the data. M.S. wrote the manuscript. A.F., D.P., P.T., L.R. and S.M. contributed to manu-
script revision and read and approved the final submitted version.

Funding

This work was supported by the Economic and Social Research Council (grant number: ES/
P000665/1).

Declaration of interest

None.

References

1 Nicholls TL, Brink J, Greaves C, Lussier P, Verdun-Jones S. Forensic psychiatric
inpatients and aggression: an exploration of incidence, prevalence, severity,
and interventions by gender. Int J Law Psychiatry 2009; 32(1): 23–30.

2 Selenius H, Leppänen Östman S, Strand S. Self-harm as a risk factor for
inpatient aggression among women admitted to forensic psychiatric care.
Nordic J Psychiatry 2016; 70(7): 554–60.

3 Slade K. Dual harm: an exploration of the presence and characteristics for dual
violence and self-harm behaviour in prison. J Crim Psychol 2018; 8(2): 97–111.

4 Boxer P. Covariation of self-and other-directed aggression among inpatient
youth: continuity in the transition to treatment and shared risk factors.
Aggress Behav 2010; 36: 205–17.

5 National Institute of Health and Care Excellence (NICE). Violence and
Aggression: Short-Term Management in Mental Health, Health and
Community Settings. NICE, 2015 (https://www.nice.org.uk/guidance/ng10).

6 National Institute of Health and Care Excellence (NICE). Self-Harm: Assessment,
Management and Preventing Recurrence. NICE, 2022 (https://www.nice.org.
uk/guidance/ng225).

7 Slade K, Forrester A, Baguley T. Coexisting violence and self-harm: dual harm in
an early-stage male prison population. Legal Criminol Psychol 2020; 25(2):
182–98.

8 Steeg S, Webb RT, Mok PL, Pedersen CB, Antonsen S, Kapur N, et al. Risk of
dying unnaturally among people aged 15–35 years who have harmed them-
selves and inflicted violence on others: a national nested case-control study.
Lancet Public Health 2019; 4(5): e220–8.

9 Richmond-Rakerd LS, Caspi A, Arseneault L, Baldwin JR, Danese A, Houts RM,
et al. Adolescents who self-harm and commit violent crime: testing early-life
predictors of dual harm in a longitudinal cohort study. Am J Psychiatry 2019;
176(3): 186–95.

10 Spaan P, Michielsen PJ, de Neve-Enthoven NG, Bouter DC, Grootendorst-van
Mil NH, Hoogendijk WJ, et al. Dual-harm in adolescence and associated clinical
and parenting factors. Soc Psychiatry Psychiatr Epidemiol 2022; 57(8):
1615–26.

11 Slade K, Smith HP, Potter A, Baguley T. Re-examining the dual harm profile: an
assessment using US prison population-level data. Psychol Crime Law 2024;
30: 758–72.

12 Steinhoff A, Ribeaud D, Eisner M, Shanahan L. Developmental trajectories of
self-, other-, and dual-harm across adolescence: the role of relationships
with peers and teachers. Psychopathology 2023; 56(1–2): 138–47.

13 Brokke SS, Landrø NI, Haaland VØ. Impulsivity and aggression in suicide idea-
tors and suicide attempters of high and low lethality. BMC Psychiatry 2022;
22(1): 753.

14 Pickering A, Blagden N, Slade K. ‘You can have a bit of my pain, see how it feels’
– understanding male prisoners who engage in dual harm behaviours. Psychol
Crime Law 2023; 29(8): 825–48.

15 Hemming L, Bhatti P, Shaw J, Haddock G, Pratt D. Words don’t come easy: how
male prisoners’ difficulties identifying and discussing feelings relate to suicide
and violence. Front Psychiatry 2020; 11: 581390.

16 Shafti M, Taylor PJ, Forrester A, Pratt D. The co-occurrence of self-harm and
aggression: a cognitive-emotional model of dual-harm. Front Psychol 2021;
12: 586135.

17 Hawton K, Saunders KE, O’Connor RC. Self-harm and suicide in adolescents.
Lancet 2012; 379(9834): 2373–82.

18 Allen JJ, Anderson CA. Aggression and violence: definitions and distinctions. In
The Wiley Handbook of Violence and Aggression (ed P Sturmey): Part 1. John
Wiley & Sons, 2017.

19 Braun V, Clarke V. To saturate or not to saturate? Questioning data saturation
as a useful concept for thematic analysis and sample-size rationales. Qual Res
Sport Exe Health 2021; 13(2): 201–16.

20 Dunlop BJ, Hunter C, Shafti M, Coleman SE, Hartley S, Taylor PJ. ‘Why is it
so different now I’m bisexual?’: young bisexual people’s experiences of
identity, belonging, self-injury, and COVID19. Psychol Sex 2022; 13(3):
756–73.

21 Braun V, Clarke V. Thematic Analysis: A Practical Guide. Sage Publications,
2021.

22 Terzi L, Martino F, Berardi D, Bortolotti B, Sasdelli A, Menchetti M. Aggressive
behavior and self-harm in borderline personality disorder: the role of impulsiv-
ity and emotion dysregulation in a sample of outpatients. Psychiatry Res 2017;
249: 321–6.

23 Gratz KL, Roemer L. Multidimensional assessment of emotion regulation and
dysregulation: development, factor structure, and initial validation of the diffi-
culties in emotion regulation scale. J Psychopathol Behav Assess 2004; 26:
41–54.

Dual harm in forensic mental health patients

7
https://doi.org/10.1192/bjo.2024.834 Published online by Cambridge University Press

https://orcid.org/0000-0001-5612-7076
https://orcid.org/0000-0001-6455-1360
https://orcid.org/0000-0001-8843-1224
mailto: m.shafti@gre.ac.uk
https://doi.org/10.1192/bjo.2024.834
https://doi.org/10.1192/bjo.2024.834
https://www.nice.org.uk/guidance/ng10
https://www.nice.org.uk/guidance/ng10
https://www.nice.org.uk/guidance/ng225
https://www.nice.org.uk/guidance/ng225
https://www.nice.org.uk/guidance/ng225
https://doi.org/10.1192/bjo.2024.834


24 Weiss NH, Gratz KL, Lavender JM. Factor structure and initial validation of a
multidimensional measure of difficulties in the regulation of positive emotions:
the DERS-positive. Behav Modif 2015; 39(3): 431–53.

25 Chapman AL, Gratz KL, Brown MZ. Solving the puzzle of deliberate self-harm:
the experiential avoidance model. Behav Res Ther 2006; 44(3): 371–94.

26 Harvey K, Brown B. Health communication and psychological distress: explor-
ing the language of self-harm. Can Modern Language Rev 2012; 68(3): 316–40.

27 Hartley CM, Pettit JW, Castellanos D. Reactive aggression and suicide-related
behaviors in children and adolescents: a review and preliminary meta-analysis.
Suicide Life Threat Behav 2018; 48(1): 38–51.

28 Xiong Y, Wei Y, Wang Y, Zhang H, Yang L, Ren P. Self-harm and aggression in
Chinese early adolescents: their co-occurrence and the role of bullying victim-
ization. J Youth Adolesc 2022; 51(10): 2008–17.

29 Steeg S, Farooq B, Taylor P, Shafti M, Mars B, Kapur N, et al. Childhood pre-
dictors of self- harm, externalised violence and transitioning to dual harm in
a cohort of adolescents and young adults. Psychol Med 2023; 53(15):
7116–26.

30 Hales H, Edmondson A, Davison S, Maughan B, Taylor PJ. The impact of contact
with suicide-related behavior in prison on young offenders. Crisis 2015; 36:
21–30.

31 Van Orden KA, Witte TK, Cukrowicz KC, Braithwaite SR, Selby EA, Joiner Jr TE.
The interpersonal theory of suicide. Psychol Rev 2010; 117(2): 575.

32 Bushman BJ, Anderson CA. Violent video games and hostile expectations:
a test of the general aggression model. Pers Soc Psychol Bull 2002; 28(12):
1679–86.

33 Gutridge K, Dunlop BJ, Patterson M, Mitchell H, Philbin J, Walker T, et al. An
exploratory study of women prisoners’ attitudes towards their self-harm and
the use of medical skin camouflage. J Forensic Psychiatry Psychol 2019;
30(1): 167–84.

34 Zhong S, Guo H, Wang Y, Cook S, Chen Y, Luo C, et al. The experience of long-
stay patients in a forensic psychiatric hospital in China: a qualitative study. BMC
Health Serv Res 2019; 19: 617.

35 Pilgrim D. Aspects of diagnosed mental illness and offending. In Forensic
Psychology (eds GJ Towl, DA Crighton): 273–84. Wiley Blackwell, 2010.

36 Long CG, West R, Afford M, Collins L, Dolley O. Reducing the use of
seclusion in a secure service for women. J Psychiatr Intensive Care 2015;
11(2): 84–94.

37 Nyman M, Hofvander B, Nilsson T, Wijk H. ’You should just keep your mouth
shut and do as we say’: forensic psychiatric inpatients’ experiences of risk
assessments. Issues Ment Health Nurs 2022; 43(2): 137–45.

38 Roy C, Castonguay A, Fortin M, Drolet C, Franche-Choquette G, Dumais A, et al.
The use of restraint and seclusion in residential treatment care for youth: a sys-
tematic review of related factors and interventions. Trauma Violence Abuse
2021; 22(2): 318–38.

39 Colson DB, Allen JG, Coyne L, Deering D, Jehl N, KearnsW, et al. Patterns of staff
perception of difficult patients in a long-term psychiatric hospital. Psychiatr
Serv 1985; 36(2): 168–72.

40 Watts D, Morgan G. Malignant alienation: dangers for patients who are hard to
like. Br J Psychiatry 1994; 164(1): 11–5.

41 Senneseth M, Pollak C, Urheim R, Logan C, Palmstierna T. Personal recovery
and its challenges in forensic mental health: systematic review and thematic
synthesis of the qualitative literature. BJPsych Open 2022; 8(1): e17.

42 Levin SK, Nilsen P, Bendtsen P, Bülow P. Risk-Increasing and risk-reducing fac-
tors for violence: a qualitative study of forensic patients’ perceptions. Int J
Forensic Ment Health 2022; 21(4): 383–98.

43 Pelto-Piri V, Warg LE, Kjellin L. Violence and aggression in psychiatric inpatient
care in Sweden: a critical incident technique analysis of staff descriptions. BMC
Health Serv Res 2022; 20: 362.

44 Markham S. The totalising nature of secure and forensic mental health services
in England and Wales. Front Psychiatry 2021; 12: 789089.

45 Oeljeklaus L, Schmid HL, Kornfeld Z, Hornberg C, Norra C, Zerbe S, et al.
Therapeutic landscapes and psychiatric care facilities: a qualitative meta-
analysis. Int J Environ Res Public Health 2022; 19(3): 1490.

46 Deering K, Pawson C, Summers N, Williams J. Patient perspectives of helpful
risk management practices within mental health services. a mixed studies sys-
tematic review of primary research. J Psychiatr Ment Health Nurs 2019;
26(5–6): 185–97.

47 Shafti M, Steeg S, De Beurs D, Pratt D, Forrester A, Webb RT, et al. The inter-
connections between self-harm and aggressive behaviours: a general network
analysis study of dual harm. Front Psychiatry 2022; 13: 953764.

48 Shafti M, Taylor P, Forrester A, Handerer F, Pratt D. A systematic review of the
co-occurrence of self-harm and aggression: is dual harm a unique behavioural
construct? Front Psychiatry 2023; 14: 1083271.

49 Mann B, Matias E, Allen J. Recovery in forensic services: facing the challenge.
Adv Psychiatr Treat 2014; 20(2): 125–31.

Shafti et al

8
https://doi.org/10.1192/bjo.2024.834 Published online by Cambridge University Press

https://doi.org/10.1192/bjo.2024.834

	‘If one doesn't happen, the other will : forensic mental health service patients experiences of co-occurring self-harm and aggression
	Method
	Participants
	Data collection
	Data analysis

	Results
	Theme 1: self-harm and aggression as emotional regulation strategies
	Theme 2: the consequences of witnessing harmful behaviours
	Theme 3: relationships with others and the self
	Theme 4: the convergence and divergence of self-harm and aggression
	Theme 5: trapped within the CJS
	Theme 6: moving forward as an FMHS patient

	Discussion
	Supplementary material
	Data availability
	Author contributions
	Funding
	Declaration of interest
	References


