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TITLE: Traumatic brain injury and social competence among young male offenders. 

Running head: Traumatic brain injury and young offenders 

ABSTRACT  

Purpose: To investigate the prevalence of Traumatic Brain Injury (TBI) among young incarcerated 

males and determine the extent of deficits in behavioural regulation, aggression, hopelessness and 

perceived social support, compared to a control group of non-incarcerated males. Methods: Sixty-

two young offenders and fifty-eight university-based, gender-matched controls agreed to take part. 

We collected information on criminal history, risk taking behaviour, drug and alcohol abuse and 

mental illness. In addition, we employed measures of Brain Injury, Hopelessness, Behavioural 

Regulation, Aggression and Perceived Social Support. Results: Just over 87% (n=54) of offenders 

exhibited some level of TBI with over 31% (n=17) reporting 6 or more injuries. Offenders with TBI 

exhibited poorer behavioural control (p <.001; M=66.01 Vs. M=51.33; 95% CI -19.08 to -11.76), 

higher levels of aggression (p <.001; M=101.19 Vs. M=69.39; 95% CI -38.31 to -27.17) and higher 

levels of hopelessness (p<.001; M=5.65 Vs. M=2.55) when compared to controls with TBI. Severity of 

TBI correlated positively with behavioural regulation, aggression and hopelessness. Conclusions: 

Greater recognition of the presence and consequences of TBI within the custodial estate is necessary 

if the needs of young offenders are to be adequately met.  Young offenders with TBI experience 

heightened vulnerability and need rehabilitative input to support their time in prison and on their 

return to society.  

Keywords: traumatic brain injury; young offenders; behavioural regulation; aggression; 

hopelessness. 

 

Introduction 

There is increasing awareness that the prevalence of Traumatic Brain Injury (TBI) among offender 

populations is many times that seen in members of the general public (25% to 87% compared to 

8.5%) (1–3). Traumatic brain injury is defined as an insult to the brain by an external force that 

disrupts the normal functioning of the brain (4). These injuries occur after birth and can have 

significant and life-long consequences including deficits in memory, attention, emotion, language 

and behavioural control (5–7). Males are between 1.2 to 4.6 times more likely to sustain a TBI 

compared to females (4) with the primary mechanism of injury for young people (aged 15-19 years) 

being road traffic accidents (8). Traumatic brain injury therefore represents a major health concern 

for those working within Criminal Justice.  
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Brain maturation occurs from birth until our early twenties with the frontal lobes being the last to 

fully develop (9). As such, these regions are more vulnerable to childhood injury which may mean 

that an individual does not fully develop the ability to regulate their behaviour (10). Frontal lobe 

dysfunction and deficits in behavioural regulation can mean that an individual possesses poor 

impulse control, planning, organisation, behavioural and emotional control and reduced ability to 

monitor the consequences of their actions (11,12). Such deficits mean that young male survivors of 

TBI are at a heightened risk of engaging in antisocial and criminal behaviour.  

Brain injury is a hidden disability which often goes unreported (13). Classified as mild, moderate or 

severe, only those injuries which require hospitalisation are likely to receive a diagnosis of brain 

injury (e.g. moderate or severe injuries). Concussions or mild traumatic brain injuries (mTBI) are the 

most common type of injury which make up around 80% of all cases (14). In most instances, 

symptoms following mTBI resolve after 2-3 months, however there is increasing evidence that long 

term deficits in behaviour, memory and depression can result from single or multiple cases of mTBI 

(10,15–17). Due to the developmental maturation of the brain, injuries which occur in childhood 

may not become apparent until the brain has fully developed. This means that the cause (i.e. TBI) 

and event (i.e. impulsivity, aggression, academic decline) may be separated by many years, making a 

diagnosis of TBI extremely challenging. Therefore, young offenders, their families, probation services 

and the court may not be aware that antisocial behaviour may be partially explained by the presence 

of a TBI. Members of probation services have been shown to hold misconceptions about brain injury 

which has implications for the proper identification, sentencing and rehabilitation of offenders (18). 

Young offenders experience heightened vulnerability due their often complex presentation. Many 

come from disadvantaged backgrounds, have family members or parents serving custodial 

sentences, have substance abuse problems and possess poor mental health (19–21). Within the 

custodial estate, offenders with TBI have been shown to have higher rates of infractions than 

offenders without TBI which have been attributed to higher levels of aggression (22). Prisoners with 

TBI are at a significantly heightened risk of mental illness (23–25) with increased aggression and 

behavioural problems serving to increase their isolation and vulnerability. The removal of liberty and 

contact with loved ones leads to reduced social support and increased isolation, which is a 

contributory factor towards poor mental health (26). To date, no studies have explored the link 

between TBI, social support and mental illness or hopelessness among young offenders. A lack of 

understanding about the interplay between these factors may mean that those working within the 

custodial estate fail to recognise and support the most vulnerable in their care. Researchers have 

questioned whether the custodial estate offers suitable rehabilitation for individuals who lack clear 
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understanding of the consequences of  their actions and who experience cognitive and behavioural 

difficulties (27). 

The aim of the current project was to explore the prevalence of TBI among young offenders and 

determine the extent of impairments in areas of behavioural regulation, aggression, hopelessness 

and perceived social support. Together we refer to these factors as social competence in keeping 

with the heuristic model of social cognition described by Yeates et al. (28). If young offenders 

experience significant impairments in areas of social competence as the result TBI, it may partly 

explain their involvement with criminal justice and may suggest possible avenues for services to 

provide targeted rehabilitation.  

 

Method 

Design  

A cross-sectional structured interview design was employed with the aim of comparing social 

competence outcomes across three groups; offenders with TBI, offenders without TBI, and non-

incarcerated controls. However, significantly high rates of injury amongst offenders resulted in low 

recruitment of offenders without TBI. It was therefore not possible to include a comparison group of 

offenders without injury. A large number of recruited controls also reported past TBI with significant 

within group differences noted in behavioural regulation (t(56)=2.180, p=.033) and aggression 

(t(56)= 2.082, p=.042). To ensure comparability between offenders with TBI (n=54) and controls, 

only controls with TBI (n=33) were included in the analyses of behavioural regulation, aggression, 

hopelessness and perceived social support.   

Ethical approval was granted by a regional Health and Social Care research ethics committee (ref: 

15/NI/0011) with additional approvals granted from the Department of Justice and prison governor’s 

office.  

Participants 

A sample of 103 young (aged 18-21 years) male offenders, held at a young offenders centre in the 

UK, were approached to take part in this study, with 62 (60%) agreeing to take part. There were no 

set inclusion criteria, though participants who could not understand or speak English were excluded. 

Gender-matched non-incarcerated controls were recruited from a university population. This 

population was selected due to convenience and accessibility. Though effort was made to recruit age 

matched control participants, this was not possible and within the final sample, controls (Mean age= 

21 years) were significantly older than offenders (Mean age = 19 years). Control participants were 

excluded if they had been previously incarcerated.  
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Measures 

The Brain Injury Screening Index (29) contained 7 items and was used to detect historic instances of 

TBI. Participants are asked to report the number of times in which they have received a serious blow 

to the head that resulted in a loss of consciousness or where afterwards they felt dazed and 

confused. The severity of each injury is examined, alongside information on the actions taken after 

the incident e.g. attended hospital. The BISI can be scored to produce a TBI Severity Index score (0-

18) by multiplying the highest rate of unconsciousness (0-3) by the number of TBIs (0-6). 

The Beck Hopelessness Scale (BHS) (30), comprised 20 self-report items and examines negative 

expectancies. High levels of perceived hopelessness can result in a reduction in goal-striving 

behaviour which correlates highly with depressive symptoms (30). It has proven reliability and 

internal consistency (31). 

The Behaviour Regulation Index (BRI) from the Behaviour Rating Inventory of Executive Function – 

Adult version (BRIEF-A) (32), was used to assess participants’ ability to control their behavioural and 

emotional responses. The BRI contains 30 items comprising the Inhibit, Shift, Emotional Control, and 

Self-Monitor subscales. Participants respond on a three-point scale comprising “Never”, 

“Sometimes”, or “Often”. Responses are summed to produce total and subscale scores. The validity 

and reliability of the BRIEF-A has been well established and has been successfully employed in a 

range of clinical populations (32). 

The Buss-Perry Aggression Questionnaire (BPAQ) (33) consists of 29 items covering four subtraits of 

aggression; physical, verbal, anger and hostility. Participants are asked to respond on a five-point 

Likert scale where 1 represents “extremely uncharacteristic of me”’ and 5 represents “extremely 

characteristic of me”. The questionnaire has been shown to possess moderate to high levels of 

internal consistency and construct validity (34). 

The Multidimensional Scale of Perceived Social Support (MSPSS) (35) is a 12-item self-report 

instrument designed to assess perceived social support from family, friends, and significant others. 

Participants are asked to respond on a seven-point Likert scale where 1 represents “Very Strongly 

Disagree” and 7 represents “Very strongly Agree”. The measure has proven reliability and validity 

(36). 

Participant demographics included; age, number of criminal convictions, age at first offence, past 

risky or illegal behaviours, past medical and mental health diagnoses, medication, education, and 

maternal education. Current criminal convictions were dichotomized into violent (e.g. assault, 

murder, rape) and nonviolent (e.g. theft, drug possession, fraud) crimes in line with the Crime Survey 
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for England and Wales guidelines (37). Participants were subsequently asked to indicate whether 

they had ever engaged in six victim-based crimes; physical/threatened assault, dangerous acts 

endangering persons, robbery (including attempted), sexual assault and related offences, murder 

and related offences, abduction/harassment. These were adapted from the Australian and New 

Zealand Standard Offence Classification, based upon their ease of use and ability to provide a broad 

overall picture of crimes committed against a person within a limited number of categories (38). 

Maternal education was used as a proxy measure for socio-economic status (SES) in line with past 

research (39,40) dichotomised as low (primary school, GCSE, apprenticeship, certificate/diploma) 

and high (A-levels, university degree, postgraduate degree). Reporting of past mental health 

diagnoses or prescription of anti-depressant medication was used to record past mental illness. 

Finally, two questions assessed whether participants had ever been told they had a brain injury, or 

whether they thought they had a brain injury.  

Procedure 

Recruitment posters explaining the intentions of the research were distributed throughout the 

prison. Approximately 2-3 weeks later, potential participants were approached and invited to take 

part. Offenders were given information sheets and had the chance to ask questions about the 

research before taking part. Participants provided their name and identification number to the 

researcher which were forwarded to the prison bookings department to arrange interview times.  

Given the poor literacy levels of young offenders (41), data was obtained by face to face interview. 

This method was chosen to maximise the completion of questionnaire items and to aid with 

misunderstanding. Participants were taken to a quiet room and invited to read and complete the 

consent form and questionnaire at their own pace, or have the questions read aloud to them.  

Non-incarcerated control participants, matched on gender and age, were drawn from a university 

population. Control participants were sent an email invitation. Those interested in participating were 

asked to email the researcher who arranged a suitable time for testing. Upon meeting, control 

participants completed the consent form and questionnaires.  

Data Analysis 

Data were analysed using SPSS version 22 (42). Demographic data was compared across all 

participants (n=120) stratified by group (offenders vs controls). Where appropriate, distribution of 

data was assessed using Shapiro-Wilk tests. Group differences were examined using a combination 

of t-tests and Mann-Whitney U tests, where appropriate. Spearman’s rho assessed the relationship 

between TBI Severity Index scores and select measures for all offenders (n=62), while multiple linear 

regression examined the factors predictive of BRI scores.  
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RESULTS  

Demographic and clinical findings 

Demographic and clinical information on offenders (n=62) and controls (n=58) is displayed in Table 

1. Differences were noted for all variables including, age, education, maternal education, number 

and severity of TBI, past drug and alcohol abuse, and mental illness. TBI was more prevalent among 

offenders than controls, as was drug abuse, alcohol abuse, and mental illness. The majority of 

offenders (69%, n=43) had committed a violent offence, with the mean age of first offence at 14.8 

years. Many offenders reported having engaged in assault (80.6%, n=50), dangerous acts 

endangering others (62.9%, n= 39), or robbery (56.5%, n=35), while a notable number had engaged 

in murder and related offences (12.9%, n=8). Offenders also reported engaging in risky behaviour at 

a significantly younger age than controls. Half of offenders (50%, n=31) reported primary school as 

their highest level of education. Despite a large number of offenders not knowing their mothers’ 

education level (27%, n= 17), 78% (n=35) of the remainder reported an education level which 

indicated a low SES background. 

Insert table 1 about here 

History of TBI 

Prevalence rates were high for both groups, with 87% of offenders (n=54) and 56.9% of controls 

(n=33) reporting past TBI. The profile of injury differed between groups however, with prevalence 

rates falling to 70% (n=44) among offenders, and 25.8% (n=15) among controls when Loss of 

Consciousness (LOC) was taken into account. The majority of injuries were mild for both groups, with 

only one control participant reporting a moderate injury. Among offenders with TBI 40% (n=22) 

reported a past injury in the moderate to severe range. Similarly, offenders reported experiencing 

many more injuries than controls, with 31.5% (n=17) reporting 6+ injuries compared to 9% (n=3) of 

controls. A total of 250 TBI incidents were recorded, 184 among offenders and 66 among controls. 

Of the 250 total incidents (offenders and controls) of TBI, only 94 (37.6%) were treated in hospital, 

with 139 (56%) receiving no subsequent care. Awareness of past injury was assessed using two 

questions; “Have you ever been told you have a brain injury?” “Do you think you have a brain 

injury?” Of the participants who screened positive for TBI, only 3 offenders and 2 controls reported 

ever being told they had an injury. In contrast, only 12 offenders and one control with TBI believed 

themselves to have a brain injury.  
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Substance abuse and mental illness  

Rates of past drug (80.6%) and alcohol abuse (54.8%) were high among offenders. TBI Severity Index 

scores (U= 153, p=.008) alongside total aggression (t(60)= 3.11, p=.003; 95% CI 5.45 to 25.07), 

behavioural regulation (U= 81, p<.001), and hopelessness (U= 99, p= .001) scores were significantly 

higher among offenders with past drug abuse (n= 50)  than those without (n=12).  

Mental illness, including depression, anxiety, bi-polar disorder, paranoid schizophrenia, and PTSD 

were prevalent among offenders (58.1%). TBI Severity Index scores were significantly higher among 

offenders with a reported mental illness (n=37) compared to offenders without (n=25) (U= 320, 

p=.032), as was total aggression (t(60)= 2.994, p=.004; 95% CI 3.90 to 19.61), behavioural regulation 

(t(60)= 2.7, p=.005; 95% CI 2.38 to 12.54), and hopelessness (U= 250, p=.034). The presence of dual 

conditions was also noted, with 51.6% (n=32) of offenders reporting co-occurring drug abuse and 

mental illness.  

Social Competence 

As noted previously, given the lack of available offenders without TBI, comparison of social 

competence outcomes between offenders with and without TBI was not possible. Offenders with 

TBI (n=54) were thus compared to controls with TBI (n=33) to establish whether incarceration status 

impacted social competence outcomes. Table 2 provides a summary of the mean total and subscale 

scores for each of the four included measures of social competence. 

Insert table 2 about here 

Offenders with TBI displayed significantly poorer behavioural regulation than controls on both total 

(t(85)=-6.986, p<.001; 95% CI -19.08 to -11.76) and subscale scores of the BRI. Total mean scores 

were around 15 points higher for offenders, suggesting significant differences in how offenders with 

TBI monitor and regulate their emotions, behaviours, and thinking. Similarly with aggression, total 

scores on the BPAQ were significantly higher among offenders than controls (t(85)=-9.921, p<.001; 

95% CI -38.31 to -27.17). While all subscale scores were also significantly higher for offenders, the 

largest differences were seen in mean physical aggression (Mean= 35 vs 21) and anger (Mean= 25 vs 

16) scores. The significant difficulties observed in behavioural and emotional regulation likely 

contribute to this heightened aggression. Significantly higher rates of hopelessness were also noted 

among offenders with TBI (U= 332.5, p<.001). Incarceration, low SES and significant rates of mental 

illness are likely explanations. While total perceived social support was not significantly different 

between groups, perceptions of familial support were significantly lower among offenders with TBI 

relative to controls (U= 615, p= .049).  
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TBI severity and social competence  

To examine the relationship between TBI severity and social competence scores, Spearman’s rho 

correlations were conducted with all offender data (n=62) for behavioural regulation, aggression and 

hopelessness scores. TBI Severity Index scores correlated positively with behavioural regulation 

(r=.418, p=.001), aggression (r=.384, p=.002), and hopelessness (r=.369, p=.006) suggesting that as 

TBI Severity Index scores increase, so too does aggression, feelings of hopelessness, and poorer 

behavioural regulation.  

A multiple linear regression was subsequently conducted to establish whether a combination of 

greater TBI Severity Index scores, alongside presence of mental illness and past drug abuse, 

contributed to behavioural regulation scores among offenders (n=62). The final model was 

significant [F (3,58) = 8.99, p<.001], with a multiple correlation coefficient of .56, and approximately 

32% of the variation in BRI scores accounted for. Examination of the individual variables revealed 

that while past drug abuse was predictive of BRI total score (β= 9.46, p= .003), TBI Severity Index 

scores only approached significance (β=.5, p= .065) and past mental illness was non-significant (β= 

3.83, p=.118).  

 

Discussion 

TBI was highly prevalent among both young offenders (87.1%) and controls (56.9%). Differences in 

both definitions and measurement of TBI have resulted in significant variance in reported prevalence 

rates between studies (24). This study employed the BISI, one of only three known screening tools 

which have been validated for use among offender groups. When compared to other studies utilising 

similarly validated measures, the prevalence rate of 87.1% in the current study is higher [78%, (43); 

65%, (44); 64.1%, (45)], however it is comparable to that of other researchers [88% (2); 87% (1)]. 

These disparities may have resulted from differences in recruitment and sample sizes. It is also 

possible that individuals were more likely to take part if they recalled experiencing head injuries, 

thus inflating the prevalence rate. Among those who did take part almost a third (31.5%) reported 

6+ injuries. One of the benefits of administering the BISI through structured interview was that it 

allowed offenders to question whether certain incidents (particularly those without LOC) counted as 

TBIs. In this way, a large number of injuries were recorded for which no post-TBI care was sought. 

While over half of the offenders with TBI (51.6%) indicated that their most severe injury was mild, 

the potential cumulative effects of such repeat mild injuries warrants concern, particularly if these 

were not medically assessed.  
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Despite high rates of injury, awareness was low for both offenders and controls. Only three 

offenders reported ever being told they had a brain injury, with only two of these choosing to 

believe this. This overall lack of recognition of TBI likely affects an offender’s propensity to seek 

medical treatment and may be the reason so many injuries go unidentified. Overall knowledge and 

awareness of TBI is likely also a factor, given the number of individuals who could recall multiple 

injuries, yet failed to identify these as possibly resulting in brain injury. Misconceptions and a lack of 

knowledge around TBI are common, and can be found across many different populations, from the 

general public (46,47), to healthcare professionals (48,49) and educators (50). The vulnerability of 

offenders, particularly considering possible learning and comprehension difficulties, suggests the 

need for those involved in their care to be proactive in identifying and communicating issues around 

TBI. 

Social competence 

Offenders with TBI displayed significantly poorer self-regulation, alongside greater levels of 

aggression and perceived hopelessness. Among all offenders (n=62), TBI Severity Index scores 

correlated positively with aggression, poor behavioural regulation and hopelessness, suggesting that 

those with a greater number of more severe injuries present with the greatest impairments. Poor 

self-control coupled with high levels of aggression are suggestive of significant social difficulties. In 

line with the Heuristic Model of Social Competence (28), difficulties in evaluating social contexts, 

correctly interpreting social cues, and generating appropriate responses may place significant strain 

on an individual when faced with stressful situations. Such frustration and difficulty may be 

expressed in the form of anger, aggression, and violence. Both outside and within the prison 

environment, such deficits may serve to not only drive away peers, but lead to greater confrontation 

with friends, family and those in authority. Such a combination may also pose significant problems 

when working with prison staff and services. Aggressive behaviours and violent outbursts, often 

associated with TBI, can cause significant problems for staff attempting to provide rehabilitative or 

medical services (51).  

Offenders with higher TBI Severity Index scores also displayed significantly higher rates of 

hopelessness. The BHS reflects negative self-perceptions regarding the future which have been 

shown to act as an impediment to peer acceptance, leading individuals to withdraw from social 

interaction (28). Hopelessness has also been described as a pre-cursor to suicidal ideation and is 

more predictive of future risk of suicide than measures of depression (52). With self-harm and 

suicide representing a significant problem among offenders (53), recognising the potential role of TBI 

is crucial to identification and treatment of at-risk individuals. The present study showed that 56.5% 

of young offenders had some difficulties with mental health. TBI Severity Index scores alongside 
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measures of behavioural regulation, aggression, and hopelessness were significantly poorer among 

those with a mental illness. As such, young male offenders with TBI may face greater struggles in 

developing and maintaining supportive relationships with those around them. Given the focus on 

addressing mental health and suicide within prisons, it is necessary not only to consider the 

provision of services, but also their accessibility and suitability for individuals with TBI. 

Comorbidities 

In addition to high rates of TBI, the complexity of need among young offenders was evident. 

Offenders reported engaging in risky behaviours at a significantly younger age than non-incarcerated 

controls. While over half of the offender sample reported past alcohol abuse (54.8%), 80% reported 

past drug abuse. Drug abuse is a widely recognised issue among offender groups (54–56), with 16% 

of young men reporting having developed a drug problem while in prison (57). Drug and alcohol 

abuse can have wide ranging health, economic, and social consequences for an individual (58). Drug 

abuse can adversely impact on brain development and result in reduced pre-frontal and 

hippocampal volumes, executive functioning problems, and depressive symptoms (59). Intoxication 

at time of injury has been associated with greater severity and substance abuse has been shown to 

complicate recovery from TBI (60). In the present study, past drug abuse was associated with higher 

TBI Severity Index scores, poorer behavioural regulation, greater aggression, and more severe levels 

of hopelessness among offenders. Such complicated presentations may serve to overshadow or 

mask TBI related problems and exacerbate the effects of injury. In attempting to draw links between 

TBI and offending behaviour, the centrality of substance abuse in understanding crime cannot be 

overlooked.  

Offenders represent a group of individuals who present with a complex interplay of many 

conditions. Studies have highlighted alarming rates of mental and health problems including 

depression, learning difficulties, oppositional defiant/conduct disorder and attention deficit 

hyperactivity disorder (Bradley, 2009; Fazel, Doll, & Långström, 2008; McKinlay, Grace, Horwood, 

Fergusson, & MacFarlane, 2010) within this population. It is therefore difficult to determine whether 

brain injury has caused these comorbidities or whether having a condition like ADHD may result in a 

greater risk of acquiring a brain injury. Whatever the cause and effect nature of this relationship is 

the presence of brain injury among offenders must be recognised and treated if these individuals are 

to receive equitable and effective care within the custodial estate.  

Researchers have called for those who regularly interact with offenders, to offer support and 

promote adaptive coping strategies (3,18,61). Improved training and awareness raising around TBI 

for criminal justice staff appears essential given the high rates of injury observed within this 
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population. With increased awareness, staff would be well placed to identify and direct offenders to 

healthcare teams and reduce stigmatisation. With a better understanding of the behavioural and 

social difficulties experienced by an individual with TBI, prison staff may be better able to empathise 

and subsequently support those under their care. 

Limitations 

These results must be considered in light of several limitations. Self-selection bias may have 

contributed to the very high prevalence rate of TBI across both samples. Despite the fact that many 

participants did not recognise their injuries as TBIs, recruitment often involved explaining that the 

study was interested in people who had experienced “Knocks or blows to the head”. The use of self-

report in both TBI screening and outcome measurement is not ideal and may have adversely 

impacted results. Self-report of TBI is prone to both under-reporting and false recall of incidents 

particularly for injuries at younger ages (25), however, research suggests offender self-report of TBI 

is generally accurate (62). Participants in the control group were older and more highly educated 

that those in the offender group. In addition, the self-selecting nature of our sample meant that 

control participants may have been motivated to participate due to personal interest resulting in 

some degree of selection bias. It was not possible to recruit sufficient numbers of young offenders 

without brain injury, the ideal group for comparison. However, our control group did have the 

relative advantage of having a high degree (57%, n=33) of injury, albeit predominantly in the mild 

range. Due to logistical issues within the prison, a number of offenders could not be accessed for 

recruitment. The challenges of working within the custodial estate meant that staff shortages often 

restricted the free time available to offenders, meaning recruitment windows were narrow and not 

all offenders were available. Last minute schedule changes, security risks, and the demands of other 

services created barriers to recruitment.  

Conclusions 

The significantly high rates of both TBI and TBI with LOC identified among offenders indicates a 

substantial health need within this group. Healthcare professionals working within the criminal 

justice system (CJS) should consider not only the presence of injury, but both the number of repeat 

injuries, and severity, which may have a cumulative effect. Few offenders recognised themselves as 

having a TBI. Reliance on offenders themselves to both understand and communicate the extent of 

their injuries will likely lead to many TBIs remaining hidden. The lack of knowledge and awareness of 

TBI emphasises the need for greater effort on the part of the CJS to identify and support such 

individuals. Criminal justice has a duty of care to offenders and should ensure that individuals fully 
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understand both the presence of their TBIs and their potential impact on behaviour. Members of the 

CJS require access to training on the identification, causes and consequences of TBI.  

Recognising the interconnectedness of TBI, drug abuse, and mental illness may help ensure that 

offenders with particularly complicated presentations do not “fall through the cracks” of services. 

Existing and future programmes which aim to address mental illness or substance abuse within this 

group should be aware of deficits in social competence which could substantially hamper access and 

engagement with these programmes. Both prison officers and healthcare staff should be aware of 

possible indicators of injury, such as social exclusion, confrontational behaviour, and difficulties 

regulating behaviour and emotions in stressful situations.  

The highly structured nature of prison life may be of benefit to young offenders with behavioural 

regulation difficulties. Problems appear when these young men leave this environment and are 

expected to reintegrate back into society. Without adequate recognition and support of such deficits 

it is unsurprising that many young offenders enter into patterns of behaviour which lead to repeat 

involvement with the CJS. By investing in training for staff and the provision of support for young 

offenders, both within the CJS and on leaving, we could cut rates and costs of recidivism and 

significantly improve the lives of these young men.  
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Table 1.  Characteristics of participants by group 

 Offenders 
(N=62) 

Controls 
(N=58) 

Age, mean (SD) 19.66 (1.04) 21.48 (3.21) 

Number of convictions, mean (SD) 24.2 (26.7) 0 

Age at first conviction, mean (SD) 14.8 (2.7) - 

Violent offence N (%) 43 (69.4) - 

TBI N (%) 54 (87.1) 33 (56.9) 

TBI Index, mean (SD) 4.55 (4.69) .69 (1.48) 

Number of TBI N (%)   

 1 6 (11.1) 17 (51.5) 

 2 12 (22.2) 7 (21.2) 

 3 10 (18.5) 4 (12.1) 

 4 5 (9.2) 1 (3) 

 5 4 (7.4) 1 (3) 

 6+ 17 (31.5) 3 (9) 

Most Severe Injury N (%)   

 No LOC 10 (18.5) 18 (54.5) 

 LOC <10mins 22 (40.7) 14 (42.4) 

 LOC <6 hours 19 (35.2) 1 (3) 

 LOC >6hours 3 (5.6) 0 

Have you ever engaged in the following; N (%)   

 Physical/Threatened assault 50 (80.6) 5 (8.6) 

 Dangerous acts endangering persons 39 (62.9) 1 (1.7) 

 Robbery (including attempted) 35 (56.5) 1 (1.7) 

 Sexual assault and related offences 1 (1.6) 0 

 Murder and related offences 8 (12.9) 0 

 Abduction/harassment 11 (17.7) 0 

Age at first engagement in risky behaviour, mean 
(SD) 

  

 Alcohol consumption 13.98 (2.09) 16.2 (2.01) 

 Cigarette use 12.79 (2.71) 17.2 (1.68) 
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 Illegal drug use 14.03 (2.22) 18.3 (1.71) 

 Sex 14.33 (1.72) 17.6 (1.47) 

Highest qualification N (%)   

 Primary school 31 (50) 0 

 GCSE/equivalent* 13 (21) 0 

 Apprenticeship 4 (6.5) 1 (1.7) 

 Certificate/Diploma 11 (17.7) 4 (6.9) 

 A-levels/equivalent+ 2 (3.2) 36 (62.1) 

 University Degree 1 (1.6) 16 (27.6) 

 Postgraduate Degree 0 1 (1.7) 

Maternal Education N (%)   

 Primary school 5 (8.1) 3 (5.2) 

 GCSE/equivalent* 21 (33.9) 16 (27.6) 

 Apprenticeship 2 (3.2) 0 

 Certificate/Diploma 7 (11.3) 4 (6.9) 

 A-Level/equivalent+ 5 (8.1) 9 (15.5) 

 University Degree 4 (6.5) 20 (34.5) 

 Postgraduate Degree 1 (1.6) 4 (6.9) 

 Unknown 17 (27.4) 2 (3.4) 

Low SES N (%) 35 (77.8%) 23 (41%) 

Drug Abuse N (%) 50 (80.6) 4 (6.9) 

Alcohol Abuse N (%) 34 (54.8) 6 (10.3) 

Mental Illness N (%) 37 (58.1) 4 (6.9) 

*GCSE refers to the general certificate in secondary education qualification normally taken at age 16 
years; +A-level refers to Advanced-level qualifications normally taken at age 18 years. 
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Table 2.  Total and subscale scores for offender and control participants with TBI 

 Offenders with 
TBI (N=54) 

Controls with 
TBI (N=33) 

p 95% CI 

 Mean (SD) Mean (SD)   

Behavioural Regulation Index 66.01 (9.35) 51.33 (9.77) <.001 -19.08 to -11.76  

 Inhibit 18.35 (2.68) 14.45 (3.6) <.001 -5.20 to -2.86 

 Shift 13.01 (2.44) 10.09 (2.58) <.001 -4.18 to -2.31 

 Emotion 18.94 (3.39) 14.93 (3.55) <.001 -5.51 to -2.89 

 Self-monitor  13.7 (2.36) 10.52 (2.76) <.001 -4.27 to -2.38 

Aggression 101.19 (14.86) 69.39 (13.89) <.001 -38.31 to -27.17 

 Physical 34.56 (5.83) 20.81 (7) <.001 -16.30 to -11.50 

 Verbal 18.11 (3.23) 13.73 (3.42) <.001 -5.31 to -2.75 

 Anger 24.59 (4.48) 15.55 (4.35) <.001 -11.42 to -8.02 

 Hostility 23.93 (5.27) 19.3 (4.81) <.001 -7.02 to -3.14 

Hopelessness 5.65 (3.61) 2.55 (2.56) <.001 - 

Perceived Social Support 64.68 (13.01) 68.36 (12.5) .167 - 

 Family 21.38 (7.08) 24.55 (3.84) .049 - 

 Friends 20.08 (5.62) 22.24 (5.04) .053 - 

 Special person 23.22 (4.93) 21.58 (5.77) .201 - 

 

 

 


