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Abstract

Background. The aetiology of dual harm (co-occurring self-harm and violence towards
others) is poorly understood because most studies have investigated self-harm and violence
separately. We aimed to examine childhood risk factors for self-harm, violence, and dual
harm, including the transition from engaging in single harm to dual harm.
Methods. Data from the Avon Longitudinal Study of Parents and Children, a UK-based birth
cohort study, were used to estimate prevalence of self-reported engagement in self-harm,
violence, and dual harm at ages 16 and 22 years. Risk ratios were calculated to indicate
associations across various self-reported childhood risk factors and risks of single and dual
harm, including the transition from single harm at age 16 years to dual harm at age 22.
Results. At age 16 years, 18.1% of the 4176 cohort members had harmed themselves, 21.1%
had engaged in violence towards others and 3.7% reported dual harm. At age 22 the
equivalent prevalence estimates increased to 24.2, 25.8 and 6.8%, respectively. Depression
and other mental health difficulties, drug and alcohol use, witnessing self-harm and being
a victim of, or witnessing, violence were associated with higher risks of transitioning from
self-harm or violence at age 16 to dual harm by age 22.
Conclusions. Prevalence of dual harm doubled from age 16 to 22 years, highlighting the
importance of early identification and intervention during this high-risk period. Several
childhood psychosocial risk factors associated specifically with dual harm at age 16 and
with the transition to dual harm by age 22 have been identified.

Introduction

‘Dual harm’ refers to the co-occurrence of self-harm and physical harm directed towards other
people (Richmond-Rakerd et al., 2019). No single established definition of dual harm exists,
though it is generally understood to involve a range of self-harming behaviours, with or with-
out suicidal intent, alongside physical aggression towards another person with varying degrees
of severity and of intent (Richmond-Rakerd et al., 2019; Shafti, Taylor, Forrester, & Pratt,
2021). Previous research on dual harm has mostly been conducted in clinical populations
or has examined only those self-harm and interpersonal violence episodes that reach the atten-
tion of health services or criminal justice agencies. In general population settings, prevalence of
dual harm is around 2–5% (Harford, Chen, Kerridge, & Grant, 2018; Harford, Yi, & Grant,
2013; Richmond-Rakerd et al., 2019). Prevalence of dual harm in prison settings has been
reported as 11% (Slade, Forrester, & Baguley, 2020), and in clinical settings it varies from
13% among psychiatric outpatients (Scocco et al., 2019) to between 28 and 50% in inpatient
settings (Boxer, 2010; Plutchik, Vanpraag, & Conte, 1989).

Several childhood risk factors are associated with adolescent self-harm, including bullying
(Fisher et al., 2012), impulsivity, anxiety and depression and self-harm among peers (Madge
et al., 2011), as well as parents experiencing mental illness, violence and self-harm (Pitkanen,
Remes, Aaltonen, & Martikainen, 2019). Many of these childhood risk factors also heighten an
individual’s risk of being violent towards others during adolescence (Henry, Tolan,
Gorman-Smith, & Schoeny, 2012; World Health Organization & WHO Collaborating
Centre for Violence Prevention, 2010). In general population settings, where dual harm out-
comes were identified from health services and criminal justice system records, dual harm risks
were higher among people whose parents had experienced social adversity, including
unemployment, substance misuse, self-harm and violence (Carr et al., 2020). In a Dutch
community-based study, which was oversampled for emotional and behavioural symptoms,
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young people who had engaged in dual harm reported more sub-
stance misuse, parental hostility and more emotional and behav-
ioural problems (Spaan et al., 2022). In summary, a number of
adverse experiences and risk factors in childhood and adolescence
have been found to be linked with self-harm and violence, with
some also associated with increased risks of dual harm.

Interpersonal violence and self-harm also share several key
adverse outcomes. For example, self-harm and violence are each
associated with heightened risks of suicide and mental disorder
(Bjorkenstam, Hjern, Bjorkenstam, & Kosidou, 2018;
Borschmann et al., 2017; Goldman-Mellor et al., 2014; Harford
et al., 2013; Hawton et al., 2020; Mars et al., 2014). While less is
understood about the outcomes for people engaging in dual
harm, some evidence has found them to be worse than those
who engage in just one of the two types of harmful behaviour.
For example, the presence of aggression has been found to increase
lethality of suicide attempts (Gvion & Apter, 2011;
Richmond-Rakerd et al., 2019). In addition, those who had
reported dual harm in adolescence were more likely to continue
to engage in self-harm or violence than those who had reported
single harm (Steinhoff, Ribeaud, Eisner, & Shanahan, 2022). Risk
of premature mortality from unnatural causes is also considerably
higher among people with a history of dual harm compared to sin-
gle harm (Steeg et al., 2019). There is a strong rationale, therefore,
for understanding more about the progression to dual harm.

Identifying the specific risk factors associated with the
co-occurrence of self-harm and violence is an important component
of the evidence base for prevention and intervention for this espe-
cially risky group of young people. Evidence suggests that engaging
in one harmful behaviour increases the likelihood of engaging in
another (Goldman-Mellor et al., 2014; O’Donnell, House, &
Waterman, 2015; Sahlin et al., 2017). Based on this shared aetiology,
the imperative for investigating dual harm as a discrete entity is
increasing (Mok et al., 2016, 2018; Shafti et al., 2021).
Furthermore, emerging evidence suggests that experiencing a greater
number of risk factors in childhood is associated with increased risks
for subsequent dual harm v. single harm, compared to experiencing
one or two (Carr et al., 2020). However, evidence concerning how
early adverse experiences in general population settings are asso-
ciated with self-harm, violent behaviour and dual harm in the com-
munity is only recently beginning to emerge (Richmond-Rakerd
et al., 2019; Steinhoff, Bechtiger, Ribeaud, Eisner, & Shanahan, 2022).

Much of the research conducted to date on dual-harm has
been cross-sectional in nature, focussing on a single point in
time. Such studies are limited, however, in what they can tell us
about the development or emergence of dual-harm. Whilst self-
harm and violence towards others can occur concurrently, we
anticipate that in most cases an individual first engages in either
self-harm or aggression to others, and then later in life transitions
to engage in the other behaviour as well. For example, qualitative
research has indicated that those who engage in dual harm attri-
bute specific functions and meanings to self-harm and violence
respectively. Self-harm and violence are each influenced by a com-
plex set of psychological processes and social contexts (Pickering,
Blagden, & Slade, 2022), suggesting it is less likely that dual harm
would begin with the co-occurrence of both behaviours at a single
point in time. Longitudinal data provides an opportunity to inves-
tigate what factors predict this transition from single harm to dual
harm, and may help elucidate how dual harm develops over time.
The aim of this study was to investigate the prevalence of dual-
harm in a large national sample of adolescents, and to examine
the links between childhood risk factors and dual-harm in

adolescence. Utilising data from the Avon Longitudinal Study of
Parents and Children (ALSPAC), our specific objectives were to
estimate:

(i) prevalence of self-reported history of self-harm, violence
towards others, and engaging in both harmful behaviours
(‘dual harm’) at ages 16 and 22 years.

(ii) The relationship between risk factors and dual-harm, includ-
ing examining if dual-harm risks increased with a cumulative
increase in the number of antecedent risk factors, and
whether this dose-response relationship varied between sin-
gle and dual harm.

(iii) psychosocial risk factors among adolescents who transi-
tioned from single harm (self-harm or violence towards
others) at age 16 to dual harm at age 22 years

We hypothesised that exposure to familial violence and self-harm
in peers and family members would infer a particularly high risk
of transitioning from single harm to dual harm (Hypothesis 1).
We also hypothesised there would be a steeper dose-response rela-
tionship gradient with increasing numbers of risk factors experi-
enced for dual harm than for single harm (Hypothesis 2) (Carr
et al., 2020; Richmond-Rakerd et al., 2019).

Methods

Study design and sample

The ALSPAC is an ongoing transgenerational cohort study exam-
ining influences on health and development across the life course.
The ALSPAC study originally recruited 14 541 pregnant women
with expected dates of delivery between 1st April 1991 and 31st
December 1992 in the former county of Avon in South West
England. When the oldest children were approximately 7 years
of age, an attempt was made to bolster the initial sample with eli-
gible individuals who had opted not to join the study originally.
The total sample size for analyses using any data collected after
the age of seven is therefore 15 454 pregnancies, resulting in 15
589 foetuses. Of these 14 901 were alive at 1 year of age (Boyd
et al., 2013; Fraser et al., 2013; Northstone et al., 2019).

Research clinics and self-report questionnaires were used to
collect data at regular intervals. The study website contains details
of all the data that is available through a fully searchable data dic-
tionary and variable search tool: http://www.bristol.ac.uk/alspac/
researchers/our-data/. Study data were collected and managed
using REDCap (Research Electronic Data Capture), which is hosted
at the University of Bristol (Harris et al., 2009). This is a secure,
web-based software platform that supports data capture for research
studies. The current study is based a subsample of young people
who completed questionnaires relating to self-harm and violence
between ages 16 (4176 participants) and 22 (4726) years.

Outcome measures, exposure variables and covariates

Outcome measures
Responses to all questions that asked participants if they had
harmed themselves or been violent towards others were combined
to derive the self-harm, violence and dual harm outcome mea-
sures at ages 16 and 22 (online Supplementary Table S1).
Young people were asked in clinic settings and self-report ques-
tionnaires about their experiences of engaging in self-harm and
violence. For instance, young people were asked in a questionnaire
at ages 16 and 20 years if they had ever ‘hurt themselves on
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purpose in any way (e.g. by taking an overdose of pills, or by cut-
ting themselves)’. In relation to violence outcomes, young people
were asked in a clinic setting at ages 15 and 17 if they had ‘hit/
kicked/punched someone else on purpose with the intention of
really hurting them at least once’ (online Supplementary
Table S1). For the age 16 outcome, data were derived from question-
naires administered at ages 15 (violence) and 16 (self-harm). For the
age 22 outcome, data were derived from questionnaires administered
at ages 18 (self-harm; violence), 21 (self-harm; violence) and 22 (vio-
lence). Participants were coded as having engaged in self-harm or
violence if a positive response to any of these measures was recorded.
We only included participants with information on the presence or
absence of self-harm and violence for each of the items used to
derive the outcome measures at ages 16 and 22 (as listed in online
Supplementary Table S1 in the supplementary material).

Exposure variables
Measures of childhood risk factors were selected based on existing
evidence concerning risk factors for self-harm, violence and dual
harm. These included depression (age 13), attitudes towards vio-
lence (age 13), being a victim of violence (various items reporting
experiences before age 11 years and between 11 and 17 years),
exposure to self-harm among peers (age 16) and family members
(age 16), drug use (age 15) and alcohol misuse (age 15),
callous-unemotional traits (mother reported, age 13), behavioural
and emotional dysregulation (mother reported, age 13) and body
image satisfaction (age 13) (online Supplementary Table S1).
Depression was measured at age 13 using the moods and feelings
questionnaire. This self-reported questionnaire is used for asses-
sing symptoms of depression in the past two weeks, with possible
scores ranging from 0–26; an established cut-off of 12 was used to
identify participants experiencing depression, with a score of 12
or higher indicating the presence of clinically significant depres-
sion (Thabrew, Stasiak, Bavin, Frampton, & Merry, 2018).
Behavioural and emotional dysregulation was measured at age
13 using the self-report Strengths and Difficulties Questionnaire
(SDQ). The SDQ is a validated tool used to measure conduct pro-
blems, hyperactivity/inattention, peer problems, emotional symp-
toms and pro-social behaviour (Goodman, Meltzer, & Bailey,
1998). A score of 16 or higher on the SDQ has been identified
as indicating a higher level of need. While we intended to use
this threshold for the present study, very few participants scored
16+; therefore, we present results according to the mean score.
The mean score was also presented for items assessing partici-
pants’ attitude to violence, number of alcoholic drinks typically
consumed on a day when the young person drinks alcohol and
the number of callous unemotional traits reported.

Covariates
In addition to unadjusted estimates, we examined associations
between exposures and outcomes by the following potential con-
founders: gender and socioeconomic position (derived from
maternal and paternal social class and parental income at age 8
– online Supplementary Table S1). ‘Low’ social class was defined
as one or both parents in classes III (Manual) to V, with the lower
of maternal and parental class used. ‘Low’ income was defined as
below the median of parental income in the sample. Low socio-
economic position included instances where both social class
and income were categorised as ‘low’. The study website contains
details of all the data that are available through a fully searchable
data dictionary and variable search tool (The Avon Longitudinal
Study of Parents and Children (ALSPAC), 2022).

Statistical analysis

The characteristics of missing data were explored and, where
appropriate, multiple imputation using the chained equations
approach was used to impute missing values for exposure vari-
ables and covariates (White, Royston, & Wood, 2011). There
were small differences in those with complete data; they were more
likely to be from a higher socioeconomic background and a higher
proportion were female. 50 datasets were imputed, using exposure,
outcome and auxiliary variables as predictors of missing data (online
Supplementary Table S2). Results from complete case analyses are
also presented as online Supplementary material. Prevalence percen-
tages or mean scores were estimated for exposure variables within
each outcome group (no harm, self-harm, violence and dual
harm). Separate multinomial regression models were generated to
examine relative risk ratios (RRRs) between the risk factors and the
four-category outcome variable (dual harm; self-harm only; violence
only; neither harm). Separate models were conducted for outcomes
at ages 16 and 22 years. To examine the transition from single
harm at age 16 to dual harm at age 22 (Hypothesis 1) we estimated
risk ratios for dual harm at age 22 years within the group reporting
self-harm only or violence only at age 16 (and who contributed
follow-up information at age 22 years), using a modified Poisson
regression approach (Zou, 2004). We also examined RRRs for
each outcome category according to the number of adverse factors
experienced (0–2, 3–4 and 5+) (Hypothesis 2). Analyses were per-
formed using Stata SE Release Version 15.1 (StataCorp, 2019).

We followed STROBE (Strengthening the Reporting of
Observational Studies in Epidemiology) guidelines (von Elm
et al., 2008). The protocol for our study was approved by
ALSPAC and was also pre-registered on open science framework
(https://osf.io/3sgz9/). Ethical approval for the study was obtained
from the ALSPAC Ethics and Law Committee and the Local
Research Ethics Committees.

Results

Description of the study cohort (objective 1)

The study cohort consisted of 4176 participants who completed
questions relating to self-harm and violence outcomes at age 16
years and 4726 who completed those questions at age 22 (online
Supplementary Table S1). In the overall study sample at age 16 (N =
4176), over half of the sample was female (56.5%), almost a quarter
(23.1%) were from a low socioeconomic background, and almost a
half (48.1%) of the study children’s mothers were aged between 20
and 29 years at delivery. Ninety five per cent of children were from a
white ethnic background. Characteristics of the sample at age 22
were similar. At age 16 years, 755/4176 (18.1%) were identified as
having harmed themselves, 881 (21.1%) had engaged in violence
towards others and 154 (3.7%) had engaged in dual harm. At age
22 the equivalent values increased to 1142 (24.2%), 1217 (25.8%)
and 321 (6.8%), respectively.

Prevalence of psychosocial risk factors in young people
engaging in neither type of harm, self-harm, violence towards
others and dual harm at age 16 and 22 years (objective 2)

Young people in the self-harm group were more likely to be female,
while the group reporting acting violently towards others were
more likely to be male (Tables 1 and 2). Lower socioeconomic pos-
ition was more prevalent in both of the ‘single harm’ groups com-
pared to the ‘neither harm’ group. At age 16, depression, being hit
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by friends or by someone in family before age 11, not being happy
with body image, number of alcoholic drinks, drug use in past year
and mean scores on the SDQ and questions relating to callous
unemotional traits were more prevalent among people reporting
dual harm than either of the single harm behaviours (Table 1).
At age 22, being victim of dating violence, being hit with something
by family member, being hit by family between 11 and 17 years,
witnessing parental violence and having a family member who
had self-harmed were additional factors that were more prevalent
among those reporting dual harm compared to self-harm or vio-
lence alone (Table 2). The prevalence of risk factors in the single
and dual harm groups at age 16 and 22, when using complete
data only, were similar (online Supplementary Tables S3 and S4).

Adjusted relative risks for self-harm, violence towards others
and dual harm at age 16 and 22 years by presence of
psychosocial risk factors (objective 2)

All of the exposures that we examined were associated with self-
harm only and violence only (i.e. single harm) at age 16 and 22
(Table 3). At age 16, particularly high relative risks for self-harm
were observed for young people experiencing depression (RR 3.29,
95% CI 2.51–4.31), a family member (4.29, 3.34–5.50) or close

friend (6.44, 5.29–7.84) who had harmed themselves and drug
misuse (3.60, 2.19–5.91). For violence at age 16, risks were par-
ticularly elevated for young people experiencing violence within
the family (e.g. being hit with something by someone in their
family: 3.00, 2.07–4.35) and misusing drugs (5.63, 3.67–8.63).

At age 16, relative risks of dual harm compared to each of the
single harm categories were particularly increased among young
people reporting depression (RR 4.82, 95% CI 3.13–7.42), being
hit by a friend (4.05, 2.65–6.18), having a close friend who had
harmed themselves (8.36, 5.57–12.55), having drinking higher
levels of alcohol (1.40, 1.29–1.51), drug misuse (10.48, 6.01–
18.26), higher scores on the SDQ (1.13, 1.09–1.16) and higher
levels of callous unemotional traits (1.18, 1.12–1.24), and were
lower among individuals who were happy with their body
image (0.35, 0.24–0.50) (Table 3). Similar associations were
observed for risk of dual harm at age 22 (Table 3).

Unadjusted relative risks for self-harm, violence towards
others and dual harm at age 16 and 22 years by presence of
psychosocial risk factors (objective 2)

Factors associated with self-harm, violence towards others and
dual harm at ages 16 and 22 years were broadly similar in

Table 1. Description of cohort: prevalence of exposure by dual harm status at age 16 years (pooled proportions from imputed data)*

Characteristic/exposure

Neither
self-harm nor

violence Self-harm only Violence only Dual harm

Categorical measures n % n % n % n %

Total 2386 57.1 755 18.1 881 21.1 154 3.7

Male 1392 58.3 132 17.5 647 73.4 106 68.8

Female 994 41.7 623 82.5 234 26.6 48 31.2

Low socioeconomic position 477 20.1 207 26.5 279 31.4 43 28.8

Depression (Short Mood and Feelings Questionnaire)
score: Yes ⩾12 (age 13)

136 5.5 139 18.3 74 8.6 36 22.9

Victim of dating violence (age 13) 178 8.2 83 12.5 154 17.4 17 14.7

Hit by friends (age 12) 197 8.1 105 13.4 165 18.4 35 23.6

Hit by someone outside family before age 11a 25 1.1 21 2.4 35 3.3 9 4.2

Hit by someone in family before age 11a 106 4.7 77 11.1 98 11.9 25 15.7

Hit with something by family before age 11a 104 4.5 85 11.2 105 12.6 22 12.0

Hit by someone in family between age 11 and 17a 79 3.6 73 10.1 80 9.0 15 9.2

Witnessed parental violence ever (reported at age 21) 85 3.8 76 8.8 75 8.0 6 7.4

Family member self-harmed (age 16) 136 5.6 174 23.1 77 8.7 33 21.5

Close friend self-harmed (age 16) 734 30.9 585 77.2 286 31.9 121 78.6

Happy with body image (age 13) 1706 71.4 387 51.2 638 71.1 69 45.0

Drug use in past year (age 15) 40 1.8 43 6.1 80 9.0 24 15.9

Continuous measures n Mean n Mean n Mean n Mean

Number of drinks when typically drinks alcohol (age 15) 2386 1.5 755 2.1 881 2.5 154 2.9

Score on 13-item beliefs about violence scale (age 13) 2386 1.9 755 2.1 881 3.1 154 2.5

Strengths and Difficulties Questionnaire (mean score) (age 13) 2386 5.8 755 7.1 881 7.6 154 8.8

Callous unemotional traits (age 13) 2386 4.2 755 5.2 881 5.3 154 5.9

*Based on the cohort of individuals cases with data for self-harm/violence/dual harm at age 16 (n = 4176) and excluding individuals with missing data for sex (n = 5), length of pregnancy (n = 249),
mother’s age at delivery (n = 0), pregnancy size (singleton v. multiple) (n = 0).
aReported at age 22.
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unadjusted analyses, though the relative risk estimates were lower
in general (online Supplementary Table S5).

Factors associated with the transition from self-harm or
violence only at age 16 to dual harm by age 22 years (objective
3 and hypothesis 1)

Young people reporting self-harm or violence (but not dual
harm) at age 16 had increased risks of dual harm by age 22 if
they had experienced symptoms of depression (RR 3.33, 95%
CI 2.34–4.74), dating violence (2.81, 1.91–4.11), endorsed pro-
violence attitudes (2.52, 1.86–3.42), were hit by friends (3.52,
2.48–5.01), had been a victim of violence within the family
before age 11 (3.41, 2.28–5.10), or between the ages of 11 and
17 (3.21, 2.10–4.91), had been hit with an object by a family
member (2.81, 1.83–4.33), witnessed parental violence (3.42,
2.26–5.18), had a family member (2.63, 1.81–3.82) or close
friend (5.74, 3.87–8.51) harm themselves, reported drug use in
the past 12 months (3.56, 2.27–5.58), consumed higher levels
of alcohol (2.92, 2.11–4.03), had higher SDQ scores (2.90,
1.57–5.35), and callous unemotional traits (3.04, 2.21–4.17)
(Table 4).

Relative risks of self-harm, violence and dual harm by number
of psychosocial risk factors (objective 2 and hypothesis 2)

Risks of both self-harm and violence increased incrementally as
the number of risk factors experienced by the young
people increased (Table 5). However, the risks of dual harm
increased by a far greater degree; around three to four times
more than that of the values observed for the single harm
groups. The pattern of results was consistent at ages 16 and 22.

Discussion

Main findings

Around one in fifteen young people had engaged in dual harm by
age 22 years, almost double that of the prevalence found at age 16
years. Compared to the single harm behaviours, dual harm at age
16 was associated with higher levels of mental health difficulties,
self-harm and violence among friends and alcohol and drug mis-
use. We hypothesised that experiencing self-harm or violence
among family and peers would be associated with particularly ele-
vated risks of transitioning to dual harm. We found that reporting
depression, being hit by a friend or by another person outside of

Table 2. Description of cohort: prevalence of exposure by dual harm status at age 22 years (pooled proportions from imputed data)*

Characteristic/ exposure

Neither
self-harm or
violence Self-harm only Violence only Dual harm

Categorical measures n % n % n % n %

Total 2046 43.3 1142 24.2 1217 25.8 321 6.8

Female 1196 58.5 895 78.4 364 29.9 219 68.2

Male 850 41.5 247 21.6 853 70.1 102 31.8

Low socioeconomic position 407 20.0 298 25.2 376 31.0 93 29.2

Depression (Short Mood and Feelings Questionnaire) score: Yes ⩾12
(age 13)

111 5.3 180 15.3 92 7.8 75 22.9

Victim of dating violence (age 13) 147 7.7 115 11.5 185 15.7 53 18.6

Hit by friends (age 12) 165 8.0 150 12.5 207 16.9 74 24.1

Hit by someone outside family before age 11a 22 1.1 34 2.1 47 3.3 12 3.7

Hit by someone in family before age 11a 77 4.1 114 9.8 137 11.2 53 18.2

Hit with something by family before age 11a 75 4.0 114 9.7 150 12.3 47 15.2

Hit by someone in family between age 11 and 17a 53 3.0 96 8.3 117 9.3 41 13.5

Witnessed parental violence ever (reported at age 21) 67 3.4 97 7.4 95 7.7 36 12.5

Family member self-harmed (age 16) 106 5.1 203 18.4 108 8.8 70 21.9

Close friend self-harmed (age 16) 609 29.9 753 65.2 396 31.9 220 70.1

Happy with body image (age 13) 1475 72.1 618 54.6 881 71.6 157 48.6

Drug use in past year (age 15) 31 1.6 55 5.3 91 7.2 47 14.6

Continuous measures n Mean n Mean n Mean n Mean

Score on 13-item beliefs about violence scale (age 13) 2046 1.9 1142 2.0 1217 2.9 321 2.8

Mean number of drinks when typically drinks alcohol (age 15) 2046 1.5 1142 2.0 1217 2.3 321 2.8

Strengths and Difficulties Questionnaire (mean score) (age 13) 2046 5.7 1142 6.9 1217 7.4 321 8.5

Callous unemotional traits (age 13) 2046 4.1 1142 5.1 1217 5.2 321 5.9

*Based on the cohort of individuals cases with data for self-harm/violence/dual harm at age 22 (n = 4726) and excluding individuals with missing data for sex (n = 5), length of pregnancy (n =
249), mother’s age at delivery (n = 0), pregnancy size (singleton v. multiple) (n = 0).
aReported at age 22.
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Table 3. Relative risk ratios (RRR) for the association between exposures and dual harm status at age 16 and 22 years: adjusted for sex and socioeconomic position (pooled proportions from imputed data)

Characteristic/exposure

Age 16 years Age 22 years

Neither
self-harm or
violence
(N = 2386)

Self-harm only
(N = 755)

Violence only
(N = 881)

Dual harm
(N = 154)

Neither self-harm
or violence
(N = 2046)

Self-harm only
(N = 1142)

Violence only
(N = 1217)

Dual harm
(N = 321)

RRR RRR (95% CI) RRR (95% CI) RRR (95% CI) RRR RRR (95% CI) RRR (95% CI) RRR (95% CI)

Depression (Short Mood and
Feelings Questionnaire) score ⩾12
(age 13)

1 (ref) 3.29 (2.51–4.31) 2.08 (1.50–2.89) 4.82 (3.13–7.42) 1 (ref) 2.84 (2.18–3.72) 1.86 (1.35–2.57) 5.03 (3.58–7.07)

Mean attitude to violence score
(age 13)

1 (ref) 1.15 (1.08–1.21) 1.37 (1.30–1.44) 1.26 (1.14–1.39) 1 (ref) 1.09 (1.03–1.14) 1.31 (1.25–1.37) 1.37 (1.28–1.47)

Victim of dating violence (age 13) 1 (ref) 1.73 (1.25–2.40) 1.98 (1.48–2.65) 1.95 (1.16–3.29) 1 (ref) 1.65 (1.22–2.22) 1.93 (1.46–2.55) 2.76 (1.90–4.02)

Hit by friends (age 12) 1 (ref) 2.32 (1.73–3.12) 1.98 (1.56–2.52) 4.05 (2.65–6.18) 1 (ref) 2.07 (1.59–2.71) 1.87 (1.48–2.37) 4.21 (3.04–5.83)

Hit by someone outside family
before age 11a

1 (ref) 2.56 (1.10–5.96) 2.28 (1.04–5.00) 4.01 (1.34–11.98) 1 (ref) 2.17 (1.01–4.66) 2.53 (1.26–5.09) 3.48 (1.32–9.22)

Hit by someone in family before
age 11a

1 (ref) 2.47 (1.71–3.56) 2.76 (1.94–3.91) 3.67 (2.05–6.57) 1 (ref) 2.45 (1.67–3.60) 2.97 (2.06–4.29) 5.03 (3.25–7.80)

Hit with something by family before
age 11a

1 (ref) 2.72 (1.85–3.99) 3.00 (2.07–4.35) 2.87 (1.49–5.52) 1 (ref) 2.64 (1.79–3.89) 3.40 (2.34–4.94) 4.35 (2.72–6.96)

Hit by someone in family between
age 11 and 17a

1 (ref) 2.86 (1.92–4.24) 2.85 (1.88–4.31) 2.58 (1.15–5.76) 1 (ref) 2.77 (1.82–4.19) 3.51 (2.31–5.32) 4.82 (2.91–7.97)

Witnessed parental violence ever
(age 21)

1 (ref) 2.15 (1.44–3.23) 2.39 (1.53–3.72) 1.78 (0.71–4.59) 1 (ref) 2.05 (1.31–3.19) 2.53 (1.65–3.88) 3.72 (2.25–6.15)

Family member self-harmed (age 16) 1 (ref) 4.29 (3.34–5.50) 1.96 (1.37–2.81) 4.22 (2.74–6.48) 1 (ref) 3.62 (2.78–4.71) 2.16 (1.55–3.01) 4.76 (3.35–6.76)

Close friend self-harmed (age 16) 1 (ref) 6.44 (5.29–7.84) 1.52 (1.24–1.87) 8.36 (5.57–12.55) 1 (ref) 3.83 (3.24–4.52) 1.54 (1.28–1.86) 5.52 (4.15–7.34)

Happy with body image (age 13) 1 (ref) 0.50 (0.42–0.61) 0.78 (0.64–0.96) 0.35 (0.24–0.50) 1 (ref) 0.54 (0.45–0.64) 0.79 (0.66–0.95) 0.39 (0.30–0.51)

Drug use in past year (age 15) 1 (ref) 3.60 (2.19–5.91) 5.63 (3.67–8.63) 10.48 (6.01–18.26) 1 (ref) 3.37 (2.07–5.47) 4.59 (2.94–7.18) 10.15 (6.19–16.65)

Mean number of drinks when
typically drinks alcohol (age 15)

1 (ref) 1.16 (1.10–1.21) 1.32 (1.26–1.38) 1.40 (1.29–1.51) 1 (ref) 1.15 (1.10–1.20) 1.29 (1.24–1.35) 1.39 (1.31–1.47)

Strengths and Difficulties
Questionnaire (mean score) (age 13)

1 (ref) 1.07 (1.05–1.09) 1.07 (1.05–1.08) 1.13 (1.09–1.16) 1 (ref) 1.06 (1.04–1.08) 1.07 (1.05–1.09) 1.13 (1.10–1.15)

Callous unemotional traits (age 13) 1 (ref) 1.11 (1.08–1.14) 1.13 (1.09–1.16) 1.18 (1.12–1.24) 1 (ref) 1.10 (1.07–1.13) 1.13 (1.10–1.16) 1.19 (1.15–1.23)

aReported at age 22.
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their family, having a family member harm themselves, reporting
drinking higher levels of alcohol, drug misuse, higher SDQ scores
and higher levels of callous unemotional traits were all associated
with two- to three-fold increases in risk of transitioning from
either of the single harm (self-harm/violence) outcomes at age
16 to dual harm by age 22. However, an especially high risk of
transitioning to dual harm was observed among people who
had a close friend that had self-harmed. While risks of both self-
harm and externalised violence increased incrementally as the
number of risk factors experienced by the young people increased,
the equivalent risk gradient for dual harm was considerably stee-
per, in line with our second hypothesis.

Comparison with existing literature

In our study, higher levels of drug and alcohol misuse and being a
victim of, or witnessing, violence were linked to higher risks of
dual harm at age 16 and 22 years. In a study of Danish young peo-
ple aged 15–35 years, exposure to parental violence and substance
misuse and being a victim of interpersonal violence were also
found to be strong predictors of dual harm resulting in contact
with health or criminal justice services (Carr et al., 2020).
Previous research conducted in the UK on dual harm in the com-
munity also found a strong link between childhood maltreatment
and elevated dual harm risk subsequently (Richmond-Rakerd
et al., 2019). The same study also found that young people
engaging in dual harm had rates of contact with mental health
services that were no higher than those experiencing single
harm, despite their higher rates of childhood adversity and poorer

mental health (Richmond-Rakerd et al., 2019). Early intervention
among young people experiencing multiple adversities, including
among those experiencing single harm in adolescence, should
address the potential for escalation to dual harm, especially con-
sidering their poorer prognosis in terms of continuing adversity
and heightened risk of dying at a young age (Harford et al.,
2013; Steeg et al., 2019).

While previous research has focused on the transition from
adolescent self-harm to dual harm (Richmond-Rakerd et al.,
2019), we examined childhood risk factors associated with mov-
ing from either of the single harm measures (self-harm or exter-
nalised violence) at age 16 years to dual harm at age 22. We found
that exposure to violence or self-harm among close peers and
family members, experiencing depression and other mental health
difficulties and higher levels of drug and alcohol use were asso-
ciated with the transition from single harm age 16 to dual harm
by age 22. Given our finding that the prevalence of dual harm
doubled between the ages of 16 and 22 years, these experiences
are likely to be important markers of heightened risk, highlighting
the possible routes to dual harm among young people.
Recognising which specific adverse experiences put young people
most at risk of dual harm is an important step in understanding
treatment needs among young people engaging in either self-
harm or interpersonal violence.

Our findings that young people had particularly high risks of
transitioning to dual harm if they reported higher levels of drug
misuse and alcohol use, higher SDQ scores, callous unemotional
traits (potential markers for antisocial behaviour and psychop-
athy), depression and witnessing interpersonal violence or self-

Table 4. Risk ratios (RRs) indicating predictors of transition from single harm at age 16 years to dual harm at age 22 years: adjusted for sex and socioeconomic
position (pooled estimates from imputed data)

Characteristic/exposure

Dual harm at age
22 years

Risk ratio 95% CIn %

All persons who reported single harm at age 16 (N = 1636) 167 10.2

Depression (Short Mood and Feelings Questionnaire; score ⩾12) (age 13) 39 23.4 3.33 2.34–4.74

Attitude to violence score (age 13) 93 55.7 2.52 1.86–3.42

Victim of dating violence (age 13) 36 21.6 2.81 1.91–4.11

Hit by friends (age 12) 39 23.4 3.52 2.48–5.01

Hit by someone outside family before age 11a – – – –

Hit by someone in family before age 11a 28 16.8 3.41 2.28–5.10

Hit with something by family before age 11a 25 15.0 2.81 1.83–4.33

Hit by someone in family between age 11 and 17a 26 15.6 3.21 2.10–4.91

Witnessed parental violence ever (age 21) 30 18.0 3.42 2.26–5.18

Family member self-harmed (age 16) 37 22.2 2.63 1.81–3.82

Close friend self-harmed (age 16) 99 59.3 5.74 3.87–8.51

Happy with body image (age 13) 88 52.7 0.87 0.64–1.18

Drug use in past year (age 15) 23 13.8 3.56 2.27–5.58

Higher levels of alcohol (age 15) 101 60.5 2.92 2.11–4.03

Strengths and Difficulties Questionnaire score (age 13) 11 6.6 2.90 1.57–5.35

Callous unemotional traits (age 13) 106 63.5 3.04 2.21–4.17

aReported at age 22.
–Cell count contains 5 or fewer participants so not reported.
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harm among peers or family extend existing evidence. Drug mis-
use, being exposed to peer and family violence and self-harm and
emotional dysregulation have previously been identified as risk
factors associated with dual harm (Carr et al., 2020;
Richmond-Rakerd et al., 2019). We provide further evidence of
risk factors for dual harm, in cases where one of the single
harm behaviours had already been identified. Shafti et al.,
(Shafti et al., 2021), in their cognitive-emotional model of dual
harm, suggest that psychological drivers including emotional
regulation and interpersonal motivations (e.g. communication
of distress) are characteristic of dual harm. Impulsivity and sec-
ondary psychopathy [in response to environmental adversity
(Sethi et al., 2018)] were also proposed as having an aetiological
role in dual harm, findings that are supported by what our
study has revealed regarding callous unemotional traits. Along
with our findings relating to cumulative number of risk factors
experienced, the evidence provides further rationale for targeting
interventions to young people experiencing violence and self-
harm among family and peers as well as psychological processes
such as secondary psychopathy, emotional dysregulation, and
impulsivity, particularly where a young person has already
engaged in self-harm or violence.

In contrast to our findings, previous research, in both studies
of dual harm in non-clinical settings (Richmond-Rakerd et al.,
2019) and in a clinical population (Plutchik et al., 1989;
Richmond-Rakerd et al., 2019), has not identified higher risks
of depression among people engaging in dual harm compared
to single harm. One study of psychiatric outpatients with severe
mental disorder (Scocco et al., 2019) reported higher depression
scores among the dual harm group compared to the group
engaging solely in violence towards others (though not compared
to the self-harm only group). However, we found a greater risk of
dual harm than both single harm outcomes among adolescents
reporting clinically significant levels of depression at age 13
years, a novel finding that merits further investigation.

Implications

In our study, exposure to peer and family self-harm or externa-
lised violence was associated with dual harm at 16 and the tran-
sition from single harm at age 16 to dual harm by age 22 years. In
relation to violence prevention, WHO recommends family-based
interventions targeting childhood maltreatment by parents and
caregivers, further recommending that violence prevention strat-
egies also take into account societal inequalities that contribute
to greater violence risk (World Health Organization & WHO
Collaborating Centre for Violence Prevention, 2010). Evidence
for school-based interventions for preventing violence among
adolescents is limited but suggests that whole school-based pro-
grammes may offer some benefit, and that targeted interventions
may be more effective than universal ones (Cox et al., 2016;
Gavine, Donnelly, & Williams, 2016; Kovalenko, Abraham,
Graham-Rowe, Levine, & O’Dwyer, 2020). Our findings suggest
that targeting interventions towards young people experiencing
depression and alcohol and substance misuse could help reduce
the prevalence of dual harm. In terms of effective interventions
for treating adolescents who have engaged in self-harm, the evi-
dence is relatively weak, although therapeutic assessment,
mentalisation-based therapy and dialectical behaviour therapy
may improve treatment adherence and reduce risk of self-harm
repetition risk (Witt et al., 2021). Focussing on adolescents experi-
encing depression and alcohol or substance misuse may help toTa
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prevent the transition to dual harm, a group of individuals who
are at even greater risk. In one study of young people who had
attended hospital following self-harm, most problems reported
by adolescents were family- and school-related, suggesting inter-
ventions should be embedded in community and educational set-
tings as well as health services (Townsend et al., 2022). Indeed,
the majority of adolescents who harm themselves do not present
to health services (Geulayov et al., 2018). A recent study suggested
positive student-teacher experiences were linked to the cessation
of single harm among adolescents (Steinhoff et al., 2022b). Our
study’s findings relating to higher risks of dual harm among
young people witnessing violence and self-harm among peers
and family contribute to evidence that addressing exposure to vio-
lence and self-harm within family and school settings is likely to
be a vital component of effective interventions.

There is currently no clinical guidance for treating young peo-
ple who engage in dual harm, although theoretical frameworks for
understanding and managing dual harm are beginning to emerge
(Pickering et al., 2022; Shafti et al., 2021). Cross-cutting interven-
tions addressing self-harm and different types of interpersonal
violence are potentially beneficial, but require further evaluation
(Decker, Wilcox, Holliday, & Webster, 2018; Lubell & Vetter,
2006). To date, there is very little evidence regarding interventions
focussing on both self-harm and violence. However, there is some
consensus that such interventions should target individual-level
factors such as improving skills in interpersonal problem-solving
for young people at high risk of self-harm and violent behaviours.
They should also focus on school-level factors, with recom-
mended approaches including enhancing the quality of relation-
ships with peers and staff and improving the overall school
environment (e.g. reducing levels of bullying) (Lubell & Vetter,
2006). Optimising the potential effectiveness of interventions
would require collaborative working across educational, criminal
justice, mental health, primary care and emergency medicine set-
tings. Involving young people in the design and implementation
of interventions has also been identified as an important compo-
nent of improving their acceptability and efficacy in preventing
self-harm and interpersonal violence (Edwards, Jones, Mitchell,
Hagler, & Roberts, 2016; Witt et al., 2021).

Strengths and limitations

Examination of a general population cohort was a key strength of
this study because most young people who have self-harmed do
not present to clinical services (Hawton, Rodham, Evans, &
Weatherall, 2002). Using ALSPAC data enabled us to examine
self-harm and externalised violence in a community sample of
young people in the UK. However, some limitations regarding
the generalisability of the ALSPAC cohort should be noted;
young people enrolled in the cohort had a higher level of educa-
tional attainment at age 16 compared to a national comparison
sample and were less likely to be eligible for free school meals
(Boyd et al., 2013). These differences may limit the generalisabil-
ity of our findings. Specifically, given that we found higher preva-
lence of single and dual harm among young people of lower
socioeconomic position, our findings may result in underestima-
tion of the prevalence of these outcomes. Furthermore, a larger
proportion of participants in the ALSPAC sample are of White
ethnicity (96.1%) than in the national population (86.5%) (Boyd
et al., 2013). In our cohort, a higher proportion with complete
data were found to be from a higher socioeconomic background
and were female, as previously found in ALSPAC data (Howe,

Tilling, Galobardes, & Lawlor, 2013). These differences may result
in underestimation of the strength of the relationship between
socioeconomic inequalities and the outcomes that we examined.
However, the differences between complete and multiply-imputed
data in our study were small.

To ensure capture of self-harm and violence episodes for as
many participants as possible, these outcome data were derived
from measures collected at several time points, although a
degree of misclassification may have thereby arisen; for example,
if the self-harm or violence occurred after the participant com-
pleted the relevant study questions. In addition, some exposures
were measured relatively close in time to the outcome measures
while others were considered over a broader time period (e.g.
retrospectively at ages 11–17 years). This may have affected
the accuracy of participants’ self-reporting of exposure measures.
The use of more refined measures for some of the study vari-
ables, taking into account the frequency and intensity of partici-
pants’ experiences, for instance, could lead to a greater level of
insight into the associations observed between exposures and
outcomes. We did not adjust for multiple testing due to our
study being exploratory rather than confirmatory in nature,
and to avoid overly conservative correction of p values
(Bender & Lange, 2001). However, this means there is a higher
probability of reporting false positive findings among the asso-
ciations that we have reported. We were able to examine a
broad range of childhood experiences, recorded as part of a lon-
gitudinal study conducted over many years. Although we cannot
infer causal relationships between the childhood factors exam-
ined and the subsequent single and dual harm outcomes, our
findings provide important contextual information. For example,
understanding the risk factors that are associated with dual
harm could be used in the design of appropriate interventions
as well as help identification of individuals who are most at
risk of engaging in dual harm.

Conclusions

The prevalence of dual harm in this general population cohort
doubled from age 16 to 22 years, highlighting the importance
of early identification of and intervention for this high-risk
group. Frequent opportunities to intervene are likely to arise as
these individuals often encounter health, social care, and criminal
justice services. We identified several childhood experiences asso-
ciated specifically with dual harm at age 16 and with the transi-
tion to dual harm by age 22. Findings provide evidence
supporting emerging novel models for dual harm and could
help inform the development of interventions.

Supplementary material. The supplementary material for this article can
be found at https://doi.org/10.1017/S0033291723000557.

Acknowledgements. We are extremely grateful to all the families who took
part in this study, the midwives for their help in recruiting them, and the
whole ALSPAC team, which includes interviewers, computer and laboratory
technicians, clerical workers, research scientists, volunteers, managers, recep-
tionists and nurses.

Author contributions. All authors were responsible for the study concept
and design. BF and SS did the data management and statistical analyses. All
authors interpreted the results. SS drafted the manuscript. All authors critically
reviewed the manuscript.

Financial support. S. S. was funded by a University of Manchester Presidential
Fellowship. The UKMedical Research Council andWellcome (Grant ref: 217065/

7124 Sarah Steeg et al.

https://doi.org/10.1017/S0033291723000557
https://doi.org/10.1017/S0033291723000557


Z/19/Z) and the University of Bristol provide core support for ALSPAC. A
comprehensive list of grants funding is available on the ALSPAC website (http://
www.bristol.ac.uk/alspac/external/documents/grant-acknowledgements.pdf); this
research was specifically funded by Wellcome Trust (Grant ref: GR067797MA
and 08426812/Z/07/Z), Wellcome Trust and the UK Medical Research Council
(MRC, Grant ref: 076467/Z/05/Z and 092731), NIHR Norwegian University of
Science and Technology (Grant ref: PR-RS-0912-11023), MRC (Grant ref:
G0800612/86812 and G0701594), NIH (Grant ref: 5R01AA018333-05 and
PD301198- SC101645). BM is funded by a Medical Research Foundation
Fellowship (Grant Reference MRF-058-0017-F-MARS-C0869 and MRF-058-
0017-F-MARS-C0869s1). This publication is the work of the authors and SS
and BF will serve as guarantors for the contents of this paper.

Conflict of interest. The authors declare none.

Ethical standards. Ethical approval for the study was obtained from the
ALSPAC Ethics and Law Committee and the Local Research Ethics Committees.

References

Bender, R., & Lange, S. (2001). Adjusting for multiple testing – when and how?
Journal of Clinical Epidemiology, 54(4), 343–349. doi:10.1016/s0895-4356
(00)00314-0.

Bjorkenstam, E., Hjern, A., Bjorkenstam, C., & Kosidou, K. (2018). Association
of cumulative childhood adversity and adolescent violent offending with
suicide in early adulthood. Jama Psychiatry, 75(2), 185–193. doi:10.1001/
jamapsychiatry.2017.3788.

Borschmann, R., Becker, D., Coffey, C., Spry, E., Moreno-Betancur, M., Moran,
P., & Patton, G. C. (2017). 20-year outcomes in adolescents who self-harm:
A population-based cohort study. The Lancet Child & Adolescent Health, 1(3),
195–202. https://doi.org/10.1016/S2352-4642(17)30007-X.

Boxer, P. (2010). Covariation of self- and other-directed aggression among
inpatient youth: Continuity in the transition to treatment and shared risk
factors. Aggressive Behavior, 36(3), 205–217. doi:10.1002/ab.20343.

Boyd, A., Golding, J., Macleod, J., Lawlor, D. A., Fraser, A., Henderson, J., …
Smith, G. D. (2013). Cohort profile: The ‘Children of the 90s’-the index off-
spring of the Avon longitudinal study of parents and children. International
Journal of Epidemiology, 42(1), 111–127. doi:10.1093/ije/dys064.

Carr, M. J., Steeg, S., Mok, P. L. H., Pedersen, C. B., Antonsen, S., Kapur, N.,…
Webb, R. T. (2020). Adverse childhood experiences and risk of subsequently
engaging in self-harm and violence towards other people-”dual harm”.
International Journal of Environmental Research and Public Health, 17
(24), 9409. 10.3390/ijerph17249409.

Cox, E., Leung, R., Baksheev, G., Day, A., Toumbourou, J. W., Miller, P., …
Walker, A. (2016). Violence prevention and intervention programmes for
adolescents in Australia: A systematic review. Australian Psychologist, 51(3),
206–222. doi:10.1111/ap.12168.

Decker, M. R., Wilcox, H. C., Holliday, C. N., & Webster, D. W. (2018). An
integrated public health approach to interpersonal violence and suicide pre-
vention and response. Public Health Reports, 133, 65S–79S. doi:10.1177/
0033354918800019.

Edwards, K. M., Jones, L. M., Mitchell, K. J., Hagler, M. A., & Roberts, L. T.
(2016). Building on youth’s strengths: A call to include adolescents in devel-
oping, implementing, and evaluating violence prevention programs.
Psychology of Violence, 6(1), 15–21. doi:10.1037/vio0000022.

Fisher, H. L., Moffitt, T. E., Houts, R. M., Belsky, D. W., Arseneault, L., &
Caspi, A. (2012). Bullying victimisation and risk of self harm in early
adolescence: Longitudinal cohort study. British Medical Journal, 344,
e2683. doi:10.1136/bmj.e2683.

Fraser, A., Macdonald-Wallis, C., Tilling, K., Boyd, A., Golding, J., Smith, G.
D., … Lawlor, D. A. (2013). Cohort profile: The Avon longitudinal study
of parents and children: ALSPAC mothers cohort. International Journal
of Epidemiology, 42(1), 97–110. doi:10.1093/ije/dys066.

Gavine, A. J., Donnelly, P. D., & Williams, D. J. (2016). Effectiveness of uni-
versal school-based programs for prevention of violence in adolescents.
Psychology of Violence, 6(3), 390–399. doi:10.1037/vio0000052.

Geulayov, G., Casey, D., McDonald, K. C., Foster, P., Pritchard, K., Wells,
C., … Hawton, K. (2018). Incidence of suicide, hospital-presenting non-

fatal self-harm, and community-occurring non-fatal self-harm in adoles-
cents in England (the iceberg model of self-harm): A retrospective study.
The Lancet. Psychiatry, 5(2), 167–174. doi:10.1016/s2215-0366(17)
30478-9.

Goldman-Mellor, S. J., Caspi, A., Harrington, H., Hogan, S., Nada-Raja, S.,
Poulton, R., & Moffitt, T. E. (2014). Suicide attempt in young people a sig-
nal for long-term health care and social needs. Jama Psychiatry, 71(2), 119–
127. doi:10.1001/jamapsychiatry.2013.2803.

Goodman, R., Meltzer, H., & Bailey, V. (1998). The strengths and difficulties
questionnaire: A pilot study on the validity of the self-report version.
European Child & Adolescent Psychiatry, 7(3), 125–130. doi:10.1007/
s007870050057.

Gvion, Y., & Apter, A. (2011). Aggression, impulsivity, and suicide behavior: A
review of the literature. Archives of Suicide Research, 15(2), 93–112.
doi:10.1080/13811118.2011.565265.

Harford, T. C., Chen, C. M., Kerridge, B. T., & Grant, B. F. (2018). Self- and
other-directed forms of violence and their relationship with lifetime DSM-5
psychiatric disorders: Results from the National Epidemiologic Survey on
Alcohol Related Conditions – III (NESARC – III). Psychiatry Research,
262, 384–392. doi:10.1016/j.psychres.2017.09.012.

Harford, T. C., Yi, H.-Y., & Grant, B. F. (2013). Other- and self-directed forms
of violence and their relationships to DSM-IV substance use and other psy-
chiatric disorders in a national survey of adults. Comprehensive Psychiatry,
54(7), 731–739. doi:10.1016/j.comppsych.2013.02.003.

Harris, P. A., Taylor, R., Thielke, R., Payne, J., Gonzalez, N., & Conde, J. G.
(2009). Research electronic data capture (REDCap)-A metadata-driven
methodology and workflow process for providing translational research
informatics support. Journal of Biomedical Informatics, 42(2), 377–381.
doi:10.1016/j.jbi.2008.08.010.

Hawton, K., Bale, L., Brand, F., Townsend, E., Ness, J., Waters, K.,… Geulayov,
G. (2020). Mortality in children and adolescents following presentation to
hospital after non-fatal self-harm in the Multicentre Study of Self-harm:
A prospective observational cohort study. Lancet Child & Adolescent
Health, 4(2), 111–120. doi:10.1016/s2352-4642(19)30373-6.

Hawton, K., Rodham, K., Evans, E., & Weatherall, R. (2002). Deliberate self
harm in adolescents: Self report survey in schools in England. British
Medical Journal, 325(7374), 1207–1211. doi:10.1136/bmj.325.7374.1207.

Henry, D. B., Tolan, P. H., Gorman-Smith, D., & Schoeny, M. E. (2012). Risk
and direct protective factors for youth violence results from the centers for
disease control and prevention’s multisite violence prevention project.
American Journal of Preventive Medicine, 43(2), S51–S59. doi:10.1016/
j.amepre.2012.04.025.

Howe, L. D., Tilling, K., Galobardes, B., & Lawlor, D. A. (2013). Loss to
follow-up in cohort studies bias in estimates of socioeconomic inequalities.
Epidemiology, 24(1), 1–9. doi:10.1097/EDE.0b013e31827623b1.

Kovalenko, A. G., Abraham, C., Graham-Rowe, E., Levine, M., & O’Dwyer, S.
(2020). What works in violence prevention among young people?: A systematic
review of reviews. Trauma Violence & Abuse, 23(5), 1388–1404. doi:10.1177/
1524838020939130.

Lubell, K. M., & Vetter, J. B. (2006). Suicide and youth violence prevention:
The promise of an integrated approach. Aggression and Violent Behavior,
11(2), 167–175. doi:10.1016/j.avb.2005.07.006.

Madge, N., Hawton, K., McMahon, E. M., Corcoran, P., De Leo, D., de Wilde,
E. J., … Arensman, E. (2011). Psychological characteristics, stressful life
events and deliberate self-harm: Findings from the Child & Adolescent
Self-harm in Europe (CASE) study. European Child & Adolescent
Psychiatry, 20(10), 499–508. doi:10.1007/s00787-011-0210-4.

Mars, B., Heron, J., Crane, C., Hawton, K., Lewis, G., Macleod, J., …
Gunnell, D. (2014). Clinical and social outcomes of adolescent self
harm: Population based birth cohort study. Bmj-British Medical
Journal, 349, G5954–G5954.

Mok, P. L. H., Antonsen, S., Pedersen, C. B., Carr, M. J., Kapur, N., Nazroo, J.,
& Webb, R. T. (2018). Family income inequalities and trajectories through
childhood and self-harm and violence in young adults: A population-based,
nested case-control study. Lancet Public Health, 3(10), E498–E507.
doi:10.1016/s2468-2667(18)30164-6.

Mok, P. L. H., Pedersen, C. B., Springate, D., Astrup, A., Kapur, N., Antonsen, S.,
…Webb, R. T. (2016). Parental psychiatric disease and risks of attempted suicide

Psychological Medicine 7125

http://www.bristol.ac.uk/alspac/external/documents/grant-acknowledgements.pdf
http://www.bristol.ac.uk/alspac/external/documents/grant-acknowledgements.pdf
http://www.bristol.ac.uk/alspac/external/documents/grant-acknowledgements.pdf
https://doi.org/10.1016/S2352-4642(17)30007-X
https://doi.org/10.1016/S2352-4642(17)30007-X


and violent criminal offending in offspring a population-based cohort study.
Jama Psychiatry, 73(10), 1015–1022. doi:10.1001/jamapsychiatry.2016.1728.

Northstone, K., Lewcock, M., Groom, A., Boyd, A., Macleod, J., Timpson, N.,
& Wells, N. (2019). The Avon longitudinal study of parents and
children (ALSPAC): An update on the enrolled sample of index children
in 2019. Wellcome Open Research, 4, 51–51. doi:10.12688/
wellcomeopenres.15132.1.

O’Donnell, O., House, A., & Waterman, M. (2015). The co-occurrence of
aggression and self-harm: Systematic literature review. Journal of Affective
Disorders, 175, 325–350. doi:10.1016/j.jad.2014.12.051.

Pickering, A., Blagden, N., & Slade, K. (2022). ‘You can have a bit of my pain,
see how it feels’ – understanding male prisoners who engage in dual harm
behaviours. Psychology Crime & Law. doi:10.1080/1068316x.2022.2037593.

Pitkanen, J., Remes, H., Aaltonen, M., & Martikainen, P. (2019). Experience of
maternal and paternal adversities in childhood as determinants of self-harm
in adolescence and young adulthood. Journal of Epidemiology and
Community Health, 73(11), 1040–1046. doi:10.1136/jech-2019-212689.

Plutchik, R., Vanpraag, H. M., & Conte, H. R. (1989). Correlates of suicide and
violence risk .3. A 2-stage model of countervailing forces. Psychiatry
Research, 28(2), 215–225. doi:10.1016/0165-1781(89)90048-6.

Richmond-Rakerd, L. S., Caspi, A., Arseneault, L., Baldwin, J. R., Danese, A.,
Houts, R. M.,… Moffitt, T. E. (2019). Adolescents who self-harm and com-
mit violent crime: Testing early-life predictors of dual harm in a longitu-
dinal cohort study. The American Journal of Psychiatry, 176(3), 186–195.
doi:10.1176/appi.ajp.2018.18060740.

Sahlin, H., Kuja-Halkola, R., Bjureberg, J., Lichtenstein, P., Molero, Y., Rydell,
M., … Hellner, C. (2017). Association between deliberate self-harm and
violent criminality. Jama Psychiatry, 74(6), 615–621. doi:10.1001/
jamapsychiatry.2017.0338.

Scocco, P., Macis, A., Ferrari, C., Bava, M., Bianconi, G., Bulgari, V., … de
Girolamo, G. (2019). Self-harm behaviour and externally-directed aggres-
sion in psychiatric outpatients: A multicentre, prospective study (viormed-2
study). Scientific Reports, 9, 17857. doi:10.1038/s41598-019-53993-7.

Sethi, A., McCrory, E., Puetz, V., Hoffmann, F., Knodt, A. R., Radtke, S. R., …
Viding, E. (2018). Primary and secondary variants of psychopathy in a vol-
unteer sample are associated with different neurocognitive mechanisms.
Biological Psychiatry-Cognitive Neuroscience and Neuroimaging, 3(12),
1013–1021. doi:10.1016/j.bpsc.2018.04.002.

Shafti, M., Taylor, P. J., Forrester, A., & Pratt, D. (2021). The co-occurrence of
self-harm and aggression: A cognitive-emotional model of dual-harm.
Frontiers in Psychology, 12, 86135–86135.

Slade, K., Forrester, A., & Baguley, T. (2020). Coexisting violence and self-
harm: Dual harm in an early-stage male prison population. Legal and
Criminological Psychology, 25(2), 182–198. doi:10.1111/lcrp.12169.

Spaan, P., Michielsen, P. J. S., de Neve-Enthoven, N. G. M., Bouter, D. C.,
Grootendorst-van Mil, N. H., Hoogendijk, W. J. G., & Roza, S. J. (2022).
Dual-harm in adolescence and associated clinical and parenting factors.

Social Psychiatry and Psychiatric Epidemiology, 57(8), 1615–1626.
doi:10.1007/s00127-022-02258-2.

StataCorp (2019). Stata statistical software: Release 16. College Station, TX:
StataCorp LLC.

Steeg, S., Webb, R. T., Mok, P. L. H., Pedersen, C. B., Antonsen, S., Kapur, N.,
& Carr, M. J. (2019). Risk of dying unnaturally among people aged 15–35
years who have harmed themselves and inflicted violence on others:
A national nested case-control study. Lancet Public Health, 4(5),
E220–E228. doi:10.1016/s2468-2667(19)30042-8.

Steinhoff, A., Bechtiger, L., Ribeaud, D., Eisner, M., & Shanahan, L. (2022a).
Self-, other-, and dual-harm during adolescence: A prospective-longitudinal
study of childhood risk factors and early adult correlates. Psychological
Medicine, 1–9. doi:10.1017/s0033291722000666.

Steinhoff, A., Ribeaud, D., Eisner, M., & Shanahan, L. (2022b). Developmental
trajectories of self-, other-, and dual-harm across adolescence: The role of
relationships with peers and teachers. Psychopathology, 56(1–2), 138-147.
doi:10.1159/000525296.

Thabrew, H., Stasiak, K., Bavin, L.-M., Frampton, C., & Merry, S. (2018).
Validation of the Mood and Feelings Questionnaire (MFQ) and Short
Mood and Feelings Questionnaire (SMFQ) in New Zealand help-seeking
adolescents. International Journal of Methods in Psychiatric Research,
27(3), e1610. doi:10.1002/mpr.1610.

The Avon Longitudinal Study of Parents and Children (ALSPAC). (2022).
Data Dictionary. Retrieved from http://www.bristol.ac.uk/alspac/research-
ers/our-data/.

Townsend, E., Ness, J., Waters, K., Rehman, M., Kapur, N., Clements, C., …
Hawton, K. (2022). Life problems in children and adolescents who self-
harm: Findings from the multicentre study of self-harm in England.
Child and Adolescent Mental Health, 27, 352-360. doi:10.1111/camh.12544.

von Elm, E., Altman, D. G., Egger, M., Pocock, S. J., Gotzsche, P. C.,
Vandenbroucke, J. P., & Initiative, S. (2008). The Strengthening the Reporting
of Observational Studies in Epidemiology (STROBE) statement: Guidelines
for reporting observational studies. Journal of Clinical Epidemiology, 61(4),
344–349. doi:10.1016/j.jclinepi.2007.11.008.

White, I. R., Royston, P., & Wood, A. M. (2011). Multiple imputation using
chained equations: Issues and guidance for practice. Statistics in Medicine,
30(4), 377–399. doi:10.1002/sim.4067.

Witt, K. G., Hetrick, S. E., Rajaram, G., Hazell, P., Salisbury, T. L. T.,
Townsend, E., & Hawton, K. (2021). Interventions for self-harm in children
and adolescents. Cochrane Database of Systematic Reviews (3), Art. No:
CD013667. doi:10.1002/14651858.CD013667.pub2.

World Health Organization & WHO Collaborating Centre for Violence
Prevention (2010). Violence prevention: the evidence. World Health
Organization. https://apps.who.int/iris/handle/10665/77936.

Zou, G. Y. (2004). A modified Poisson regression approach to prospective stud-
ies with binary data. American Journal of Epidemiology, 159(7), 702–706.
doi:10.1093/aje/kwh090.

7126 Sarah Steeg et al.

http://www.bristol.ac.uk/alspac/researchers/our-data/
http://www.bristol.ac.uk/alspac/researchers/our-data/
http://www.bristol.ac.uk/alspac/researchers/our-data/
https://apps.who.int/iris/handle/10665/77936

	Childhood predictors of self-harm, externalised violence and transitioning to dual harm in a cohort of adolescents and young adults
	Introduction
	Methods
	Study design and sample
	Outcome measures, exposure variables and covariates
	Outcome measures
	Exposure variables
	Covariates

	Statistical analysis

	Results
	Description of the study cohort (objective 1)
	Prevalence of psychosocial risk factors in young people engaging in neither type of harm, self-harm, violence towards others and dual harm at age 16 and 22 years (objective 2)
	Adjusted relative risks for self-harm, violence towards others and dual harm at age 16 and 22 years by presence of psychosocial risk factors (objective 2)
	Unadjusted relative risks for self-harm, violence towards others and dual harm at age 16 and 22 years by presence of psychosocial risk factors (objective 2)
	Factors associated with the transition from self-harm or violence only at age 16 to dual harm by age 22 years (objective 3 and hypothesis 1)
	Relative risks of self-harm, violence and dual harm by number of psychosocial risk factors (objective 2 and hypothesis 2)

	Discussion
	Main findings
	Comparison with existing literature
	Implications
	Strengths and limitations

	Conclusions
	Acknowledgements
	References


