ADAPTION AND VALIDATION OF ASSESSMENT

TOOLS FOR YOUNG PEOPLE WITH

INTELLECTUAL AND DEVELOPMENTAL

DISABILITIES WHO DISPLAY HARMFUL SEXUAL

BEHAVIOURS

A thesis submitted to the University of K

Social Research fohé degree of Doctor of Philosophy in Applied Psychology

Aida Malovic
University of Kent

2020



Publications
Data and literature from this thesishave been reported in the following journal articles:
Malovic, A., Murphy, G., &Coulton, S. (2020). Findintdne right assessment measures for young
people with intellectual disabilities who display harmful sexual behaviawrnal of Applied

Research in Intellectual Disabilities, 33(1.01-110.

Melvin, C., Malovic, A., & Murphy, GH. (2019). Autism and Offeting. In Chaplin, E., Spain, D. &
McCarthy, J(Eds.),A Cl i ni ci ands Guide to Ment al Heal t h
Spectrum Disorders: Assessment and Interven{iom859 372). London Jessica Kingsley

Publication.

Malovic, A., & Melvin, C. (2018) When sexual behaviours become harmful or abubiv@ates, C.
(Eds.),Sexuality and Learning Disabiliti€2" ed). Brightornt Pavillion Publishing & Media.

ISBN 9781911028550

Online resources
Malovic, A., & Melvin, C. (2020, September 0Buppated Loving toolkit: Harmful sexual

behaviour https://www.choicesupport.org.uk/abeus/whatwe-do/supporteed

loving/supmrtedloving-toolkit/harmfutsexualbehaviour

Data and Literature from this thesis have been disseminated at the followirgpnferences:
Conference talks:
Malovic, A., Murphy, G., & Coulton, SYoung people with IDvho display Harmful Sexual

behaviours:a case seriegeport 5th European IASSIDD confence, Athens, (2018).

Malovic, A., Murphy, G., & Coulton, SYoung people with intellectual and developmental disabilities

who display harmful sexual behaviours: their needs, vulnerabilities and grooming


https://www.choicesupport.org.uk/about-us/what-we-do/supported-loving/supported-loving-toolkit/harmful-sexual-behaviour
https://www.choicesupport.org.uk/about-us/what-we-do/supported-loving/supported-loving-toolkit/harmful-sexual-behaviour

experiences Centr e f or Chiing aur cRildrent veleetabilitestds Pr ot ec

grooming, Canterbury (2017).

Malovic, A., Murphy, G., & Coulton, SAdolescents with intellectual and developmental disabilities
who display harmful sexual behavioufsdaptation of measure43" World Congress
IASSIDD (International Association For The Scientific Study Of Intellectual And

Developmental Disabilities), Melbourne (2016).

Malovic, A., Murphy, G., & Coulton, SAdolescents with intellectual and develomma disabilities
who displayharmful sexual behaviourdnternational Society for Justice Research

Canterbury (2016).

Conference posters:
Malovic, A., Murphy, G., & Coulton, S. Adolescents with intellectual and developmental disabilities
who display larmful sexual behaviouradatation of measure§&outh East Doctoral Training

Centre (SEDTC) 4th Annual Conferen@®15).Awarded Best Poster at event

Malovic, A., Murphy, G., & Coulton, S. Adolescents with intellectual and developmental disabilities
who display harmful sexuakhaviours: adaptation of measud8A conference at

University of Kent, Canterbury (201



Acknowledgements

There are many people and professionals who have supported my research and without whom
this thesis would not havween possible.

First, | would like to thank all of the participants who have given their time to take part in my
studiesi | 6 m o nli yx ] d onyaredaeds #hai have not only moved me but have become a
personal aspiration. To all: thank you faruy honesty and time.

| am very grateful to all the generous professionals and service providers who supported my
project and participant radtment. Thank you for all you do for all the young people and their
families.

Special thanks are also duenty supervisory team. Thank you, Prof Glynis Murphy, for all
the opportunities provided throughout my research journey, from the researa@masisigs to my
PhD. Your encouragement, trust, and confidence in me, have pushed me beyond my aspirations. | do
not underestimate how privileged | have been to be your student. My thanks also go to Prof Simon
Coulton, who provided me with advice and hmdil am grateful to you both.

To my incredible boyfriend, fiancé and husband Michael: you are my amokidarightest
star and my personal favourite teach#bords fail me in trying to acknowledge how much your
support, love and encouragement have mddmerefore) will keep it simple: Thank you. Tack.

Hvala!

I am also fortunate to be surrounded by the mostdgtatgroup of friends! You are my
favouritepartners, comedians, chefs, drill sergeants, cheerleaders, wine connoisseurs, and academics!
Thankyou for being you, for being here, and for all the fun.

Finally, a very special thank you to my family whosewadce, grit and love enabled me to
fulfil my dreams.Our journey was far from traditionat included escaping a waseconing refugees,
losing andsacrificingso muchbut alsdearning about the importance of hard work and resilience.

You are my superroes thank you for believing in mélacak: youy especiallyrock!



Contents
0] o] o7 110] o IS OO P PP PPRPPRR 2
ACKNOWIEAGEMENLIS... .o e e e e e e e e e e e e e seesaeees s e e s s e e e e e e e eneneeen e A
1070 01 (=] 3] £~ TP 5
100] 0101 01 KT 0 UL =2 TP POPPPPPPRRRPPR 14
CONENES: TADIES....ceii ittt e e mena et e e st e e e s 15
ADDIEVIBLIONS ...ttt e et e e e e et e e e e e s ammne e e e e e e annnas 18
Y 0111 = (o TP P PP PP TRRPPPPPP 20
(O30 F=T o] (=T o TP PSP PO PP PRSP PPTII 22

Adults with irtellectual and developmental disabilities who display harmful sexual behaviol23.

CAPTET OVEIVIEWY ...ttt e e e e ettt e e e e e e e e e et e e e e e e e s b s e nmsses e e e e e e eeeeeaann 22
Intellectual and DevelopmentBisabilities.............ooovvviiiiiiiiieeei e 23
Defining Intellectual and Developmental Disabilities (IDD)............ccvvvvvveevieeeeciiieiiiieeeenn, 23
Models of disability and issues with BBINOIOGY.............ceeriiiieiiiiiiir e 26
SEXUAI OFfENAEBES. ...t et e e e ena et e e et e e e e annreeeen 30
PIEVAIBNCE. ...tttk e e ner e e e e e e nnna 30
Types Of SeXual OffENAEIS..........ouiiiiiiiie e neee e 32
Sexual Offenders with Intellectual DiSaDIlItIES............cuviiiiiiiiii e 34
Definition of sexually harmful behaviours and men with IDD..............covvviiiieei e, 34
Prevalence of offenders wWith ID @nd ASD...........cooiiiiiiiiiimemiiiiieeee e 35
Characteristics of men with IDD who display HSB..............c.cooviiiiieeneeieeeeee e 39
UK Legal andPoliCy framMEWOIK ...........uuuuiiiiiiiiiiimme e 41
Theories about sexual OffENAEIS...........uuiiiiiii e e 43
Mainstream sex offender tNEOIIES.............uuuiiiiiiii i 44



Sex offenders With IDD: tNEOFES..........uuiiiiiiiiiiiiiiee e e 45
Thecounterfeit devianCe thEOLY..........cooo oo e e e e e e e e e e e e e e e e e e aneas 46
(06 ]o | a1 11V =R 0 151 (o] g1 o] o K= PP P PP P PPTPPPPTPPPPRPPPRRY” |
The Integrated Theory of Sexual Offending (ITSO) for ID offenders................occceeennnee 51
ASSESSIMEINLS. ...ttt it e e ettt e e e e e e e e et e e e e e e e e e e e e e e e e s rnenaee 53
RISK BSSBSIMENTS. ......eeeeiiiieiei it iree e re s et e e e e e e s s s bbb enens e e e e e e e e e e e s annnnnnees 56
Actuarial INSIrUMENES IN ID.....ceiiiiiiii e erer e e e e emmreeeens 59
Dynamic INStrumentS iN ID.........ooiiiiiiiiieee e rrne e as 59
L= L 01T o | PP UPPPPPRTTTN 60
PharmacCOtNErapy..........uuuiiiiiiiie e 63
Cognitive behavioral therapy for men With IDD.............coooiiiiiiii e 65
YU 010 0 1= 1Y 67

(O4 0= (=] S0P PP PPPPN 69
Literature review: adolescents with IDD who display harmful seRahaviours......................... 69
({1 o1 (=] g @Y= Y11 PSSO 69

F Yo (o] [T T ol =T o | OO PPPPPP PP 70
=10 01T T0] (oo ) USRI 72
Normal vs harmful and dangerous behaviQuIS.................eviiieeeiiii e 73
=AY L[] o [o = PO PP PP PPPPPPPR 76
YT {aToTo [o] [oTo Tox= LI ESTsTU 1= SRR POURORPRPPR 85
Characteristics of adolescents wWho display HSB............ccooiiimmniiiii e 86
(O 1 1=T oy o2 TP P PP PR TOPPPPPPI 38
Yo Lo o] 1= VA (=] (=] =1 90
Family composition and own abuse hiStOries............covvvvviiiieeeiiiieecee e, 91

RV 11 PP PPPPRPRP SRR 92
Reoffending and riSk aSSEFBANLS.........cooieiiiiiiiiii e cceei e e e rree e e e e e e e e eaeeaaae 93



L1 =T V7= 1o g =P 96
ST 110 =TSP 98
L@ =T o] (=] g P URURPRRTR RS 100

Finding the right assessment measures for young people with IDD who display Harmful Sexual

BENAVIOU ...t re e et 100
(O T o] L= 0 1Y YT Y PP 100
The IMPOrtanCe Of ASSESSMEILS........ccoiiiiiiiiii i ieee e e erenr e e e e e e eeereees 100

Assessment tools for adolescents with IDD who display HSB...........cccccciieeee e, 102
PrEVIOUSIESEANICI. ...ttt eeet e e e e e s sennr e e e e e e e e e e annes 102
Recent interest in adolescents with IDD & HSB...........cccccoiiiieee e 103
=11 o Lo PP P PP PRRPPPRPN 104
Y=L 100l g IR (= L= o | PP 104
Y= [T ox o] g o 11 (] - DO T PP PPPPPPPPPPPPPP 105
T U TeT o F= T o] £ 105
RESUILS ...ttt e e eeet e e e et e e n e s 106
SENSILIVIEY @NAIYSIS. ... eiiiiiieiiiiiiti e reee e e e e e e e eeeer e e e e e e e e e 107
(@YY = 11 110 To [T o =T 108

T g o] Tor= 11 o] £ 108
RiSKT Needi RESPONSIVITY. ....ccciiiiiiiiiiiiiii ettt e e e s s 109
GO0 LIVES MOUEL.......eeieeiiiie ettt e e e meea b e e e e e e as 109

D EST o] U1 o] o PP PPPPPPP 110
SUIMIMABIY. ..ottt ettt e e oot e et e oo et e e oo oo oo e eeae et ee e ettt s eee bbbt bbb bbb e e ne e e e e e e e e e eeeeeeeeaeeeeesannnsnnnes 111
(O 0 F= T (=] O OO UPRPTSRTPR 113

Current specialist service provisions in the UK and the cleratics ofadolescents with IDD who

QISPIAY HSB.... ..ttt e e e e e s s e et e e e e e e e e e e anenane 113



(O F=T o (= g0 17T V=Y 113
Specialist service provisions for adOleSCENLS. .......cccevieiiiii i 113
Young people within the Crimal JUSICE SYSIEML.........ooiiiiiiiiiiiiieer e 114
Young people Who diSplay HSB..........cccuuiiiiiiiii e 115
Young people with IDD who display HSB...............coooiiiiiircmeme e 116
Mental health of young people With IDD...........ccuviiiiiiiiieeee e 118
0 110 Y PR 121
Exploring the specialist service provisions withinthe UK..................oo oo, 121
(CT=T Lo = L= 0 LT PP PPPPPPPPPPPRPPPIN 121
1] 1 Lo o TP PP PPRRRPPPPPP 121
1S3 o | o PR 121
e L[] o= o £ TP PP PP PPPPPPPN 122
Y=L ] a0 L TP P PP PPPPRRRPPI 122
IMIBASUIE. ... ettt e et e e e e e e e e e e e e e e Er e e e n e e e e e e e e e e e e e e e e e e e ennnrre 122
ST =Tod 1] 0 PP P PSP PPPPPPRRP 123
Ethical approval...........ooooiiiiiii e 123
e oToTo (U] =TT P PP PPRPPP 124
(@ 1= 1L o1 PP PP PPPPUPPPP 124
RESUILS ...ttt e e eent e e e ekt e e n e amn e 125
SErVICE CNANACTEIISHICS. .. . ieteeieeiiie e scce et e e eee e e e 125
ID, ASD AN IDD CASES.....uiivuiiieieiei e eeeee e et e et e et e et e seee s s st s s et s s et s e st e sassannesensseees 127
Psychomett asseSSMeENt tO0IS........oovuiuiiiii e e e e e e 129
Named asSEeSSMENT TO0IS........c.uuiiiiiiii e e e e e rmmne e 133
DISCUSSION.....ci ittt ettt e e e oo e e emmee e ettt ettt e e e e e e e e s meee s e bbbt e e e e e e e e e e e e e nsbnnnnnnes 138
SUMMATY Of FINOINGS. ...ceeieieiiieeiee e reee e eeeee e e e e e e e e e e 138
Services and Service User CharaCtBISS...........uuuvriiiiieeiiiicee et seeee e 138



F NS STt [T o PR 139
[ a1 C=T 0 €21 = 1) 1TSS 140
[T oY= (0] o S TP TP PP PP PPPPPPPP 144
STUAY 2.ttt e oot eerne et e e e e oo e e e e et enenr e et e et e e e e e e e annr e e e e e e e s 145
Single service study of adolescents with IDD who display HSB..................ccocceeiiiiiiinnns 145
1] 1 Lo o PP PP P P PRI TPPPPPP 146
SErVICE aNd SAMIPIE... ..o amnne s 146
1 ][ PSP PPPPPRPN 146
Multidisciplinary Team REPOITS..........uuuiiiiiiiieiii et rmmee s e e e aies 147
1S3 o | o PR 147
[ CoTol =T o (U] £SO TP P PP PSP P PPPP P PUPPPPI 148
Data eXtraCtion fOML.... ...t rmmme e r e e e e e e e s rmmne e e nnneees 148
RESUILS ...ttt ettt e ek e et e e e e et e e e s amn e 151
B LT I I =] oo =SSOSO 151
DemOgraphiC ProfileS..........euii it eee e 151
(OF- TSI 0] (0] 11 1= ST 153
OWN VICTIMISATION ...ttt ee ettt e e e e et e e e e e e s s menasseben e e e e e eeeeas 155
INAEX OffENCES ...ttt e et e e 156
F NS STt ] [T o P 156
DISCUSSION.....ciiittte ettt ettt e e e oo e e rmme e e ettt e e e e e e e e meee s s s b bt e e e e e e e e e e s e s bnnnnnne 159
SUMMATY OF fININGS. ..ttt e e eeer e e e e e e e e e 159
COQNILIVE BSESSIMENIS. .....uuiiiiiiiieee i ierrs e e e e e e e e e m e e r e e e e e e e e e s e n e nnnneeeees 159
Family COMPOSITIONS ... e e e e e e e e rmmne e e e eee s 160

Young peoplebdbs own expe.r.i.enc.es..of.. .t.r.a.usta
INAEX DENAVIOUL......euviiiiiiiiii et ee e e e s e e s e e e e e e e e e e e e s emaeeeaasaasssesrrnnrnnes 161

(O[] [Tor= U= T ST 1] 1 4[] 1 ST 162



Details of the mental health profiles across the three groups...........ccccocoeeeie. 163

[ a1 C=T 0 €21 = 1) 1TSS 165

[T oY= (0] o S TP TP PP PP PPPPPPPP 166
OVETAll ISCUSSION......ciiiiiiiiie it eeme ettt e e st e e e et e e e e e s rmmme e e e e eeeeeeeas 167
Summary and future dir€CLONS..........ooiiiiiiiiiiieeeeee e reee s 169
L0 27T 0] =] g TS RRUPRRTR RS 171
Tool selection and adaptation...............uvieiiiii e 171
CAPEET OVEIVIEWL. ... ittt e e e e et e e e s ammme e e e e e e 171
EVidence BaSEArBCLICE. .........coiuiiiiiiiie et e e 172
Characteristics Of JOOd ASSBERILS. ........coiiiiiiiiiiiii e e eeer e e e e e e s e e e e emmr e e e e e e e annneeeees 173
PSYChOMELtIiC ASSESSMELILS.......ccii it i i i ittt rrre e e e e e eeeeaaeeaaaeeaaaeesanansennnes 175
Tools selected fOr adaPLatIONL. .........oiiiiiiiiiir e e e eeemee s 176
APLING TOOIS.....eiiieiiiie et e e e s s e e e e as 179
OVEIVIEW OF The TOOIS ....eeiiiiiiiice et e e e 180
F N F=T o = Ui o] PP PP PP PPPPPPRRRP 188
UCLA-R MOGIMCALIONS. .....uteeiiiieeeieeiiiie e ieeeeie et eeert e e e e e e e s e e emess e e e eeens 188
KS S MOAIfICALIONS. ...ttt e e eer e e e e 189
Psychometric assessments of the adapted INSIrUMENLS.............ooviiieeeeeeeeeiiiiiiiiieeeeenn 190
0T 0] 0= 2 194

(O =T o] (=] < TP UUURPRSRO PRt 195
Psychometrics and validation of selected tQQIS.............cccuviiiiieeeiiiii e 195
CAPTET OVEIVIEW . ...ci ittt ettt et e ettt e e e e s s e e e e e et ee e 195
AAIMNIS oottt ee e e e e e e rn e s 196
=11 0o o PP PP PR PPPRP 198
D=2 [0 [ TSP PP PR T PPPRRPRPPI 198

10



EthiCS @N0 QOVEBIANCE. ... . ettt e ee e e e e e e e e e e e e e e e e e e e e e e e e eeemaeesenennnnes 198
T (o] 0 F= T o] £ 199
[Tl (U] (o] o IO 11 (=] - PP PPPPPPPRI 199
EXCIUSION CIIEEIIA . ... utteeieieeeeee et eeee e eees e e e e e e e s semnr e e e e e e e e e aannes 200
1 C (=Tol (011 41T o OO PP PUPPPPPPPPPRPI 200
Participant CharaCteriStICS.........coiiiiiiiii e 202
PIOCEAUIE.......ceeiie ettt eee e e s e e e e e e e e e anneas 207
S 110 Y TR 209
DAta ANGIYSIS. ... ..tiieeeeeieee e eeer e e e e e e e e e e e e e e e e e e e nane 209
D= 1= W0 (=T o =T = 1 o] o APPSR 209
(O 01 11T £ PP PPPPPP PR 209
N 0T 4F= L1 YT P PP PPPPPPPPP R RPPPPRIN 209
Y TR o [ 7 1 - ST P 210
Managing MISSING TALAL.......ceviiieiiiiiiiiitieee it e e e e e eeer e e e e e e e s e eeeenrrereeeeeas 212
WWIENATAWEL ...t eeme et e e e e 213
Adapted UCA-RA- calculating NEW MEAMN...........couiiiiiiiiiiiieeeiiieeee e eeere e 213
6Dondét knowd r esRBAans.e.s..wi.t.hi.n. . UCLA. ... 214
Participant characteristics according to the four studymt®ho..............ccccvvviiiineeeeeennnnnn. 218
STUAY 3 TESUILS ... ettt eeer et e e e e e e e s bbb e et e e s emmmr e e e e e e e e e nn e e e e e eeenn 221
BT =T o111 Y2 PRSPPI 221
RV 2= 11 To 1Y PP PP PRSP 228
Confirmatory FACIOr ANGIYSIS .......uuiiiiiiiiiiiiiiieee e eee b e e e e e e e e s aebeeneees 230
2] F= T o N g = g ] 0] £ PP 249
MOEration ANAIYSES........uu ittt ieee e e e e e e e e e e e e e e e et e e e e e eeeee e e e e e e e e e 251
DI Tod B ES1S] o] o PSP U PO PPPPPPP 259
Y 180 Y SR 263

11



AIMS aNd DAta ANAIYSIS ...« ettt rree e e s e e e e e e e e e e e eeaaeaaaeeaaamsnnaennnes 263
DALASEL.....eeeeiiiiiiii ittt e s 263
02 PP PP PP PRI 263

e L[] o= o £ TP PP PP PPPPPPPP 264
D= 1= W01 (=T o =T = Lo o PSR 266
NOTMIBIILY ..ttt e e e e e e e et e e e e e e e e nna s sn e e e e e e e e e e e aannnrrnnnnens 267
YT ] o e = - SRR 267
SHUAY 4 FESUILS ... .o mmmr e e e e e e e e e e e et e e et e e et e e e aeeer s e s s e s e s e e e s e e e e eeeeeann 269
B Y= o1 Y2 PR UPRTP 269

LT (o T0] oI [11{=T (=T o ==X 271
DISCUSSION. ...ttt e ettt emee bttt ekttt e e eeemt e oo ek e e e e okt e e s e e e nb et e e e e s b e e e e e e re e e e anne 275
OVETAll ISCUSSION......ciiiiiiiiieei ettt e e s e e e e e e e e e e s smmme e e e e eeeeeeeean 277
SUMMATY OF fIBINGS ... e e e e e e s s eener e e e e e eeeeas 277
[a1C=T g 0 €21 = (o) o 1T 278

[T 01 = (0] o T OO P PP PPPPPPN 283
Summary and future dir€CHONS..........ooiiiiiiiiii e eeer e rree s 283
(007 o] =1 PP UUURPRSRO SOt 285
Implications and FULUIrE DIr€CHONS.A........cciiiiiiiiiii ettt eeeer e e e e e e een 285
OVEIVIBW. ...ttt ettt ettt et e e o4 4o e e ettt et e oo oo 44t smmnas bbb sttt e e e e e e e e e nnnbnennnns 285
TRESIS OVEIVIEW. ...ttt ecee ettt e e e st e e e e mnns e e e e e e e e e s annes 285

[T 011 = (0] o TP PP PPPPPR 292
IMPlICAtIONS fOr PraLICE. ...t ne e 293
Implications for future reSEarCh............oooi i 294
FINAI COMMIEBNTS ....ciiiiiiiiii et e e e e e st eeeet et e e e e e e e e e nnaneees 295
REIBIEINCES. ...ttt e e e e e e e e e e e e e e e e e 296
(70 o] =] o1 S o] 01T [0 | o0 = USROS 350



13

13



14

Contents: Figures

CAJdzNB mol | O1SGGQa O2yldAydzzy 2F &SEdzh.f..0.SKLAN2dZINE AY

Figure 2. Behavioural stage at which sersiemuld start accepting referrals..........ccccooveieiiiiiiceennnn, 127
Figure 3.UCL-R two factor model displaying standardised factor loadings............cccccceeviiiiireniiinnnen. 232
Figure 4.UCL-R ttree factor model displaying standardised factor loadings..........ccccovvvveieeereeennninnnnd 233
Figure 5.UCL-RA two factomodel displaying standardised factor loadings.............cccoocvvvveeereeennniinnd 236
Figure 6.UCL-RA three factor model displaying standardised fatdadings............cccccovvieieinniiiineenninn, 237
Figure 8.0riginal KSS thrdactor model displaying standardised factor loadings............cccccccovvveeeeennne 243
Figure 9.A tweactor model of the adapted K@S..........ouviiiiiiiiii e 245
Figure 10.A thredfactor model of the adapted K@S............ooorrriiiiiiiiccicie e 246

Figure 11.BlandAltman plot demonstrating agreement levdlstween the UCL-R and UCLRA scales....250

Figure 12. BlandAltman plot demonstrating agreement levels between the KSK&idscads................. 251

14



15

Contents: Tables

LI o = RSP PRPPPTT 53
List of tools used in the assessment of adult sexual offenders...........cccovvieeie i 53
LI 0 L= TSP PRPPPTT 55
Measures as applied in treatment studies of men with IDD who display..HSB..........cccccccceereiiiiniiinnnns 55
LI 0 L= S OO PPPRURPRROY A° |
Published studies containing prevalence data on adolescents with intellectual and develdpisatiitities
who display harmful sexual DENAVIOUIS. ...........c.uuiiiiiii e 79
JLIE= 1] [ PSRRI 126
Service types and the referral criteria for young PEOPIE........cocuiiiii it 126
JLIE= 1] [T SRR 128
Estimated figures of young people with intellectual a@edelopmental disabilities............ccccccceeiiiinnnennns 128
JLIE= 1] [ PR 128
Diagnostic service provisisf the SErviCe ProviderS.. ...t 128
LI o= AT PP U PP PPUPTPPPIO 130
The domains assessed acroSSEICE PrOVIAEIS ... ....eiiiiiiiiiieiiiieiee ettt 130
I oL S ST PP P T O PP PPUPTPPTPIOE 131
Number of tools adapted and standardised for IDD population across the eight main domains assessed a
=] V[T OO PO PPPPPPTRPTPIOE 131
LI 0 L= P PEERRR 132
Aggregated responses of the tools used, across services either standardised or deveioped.in......... 132
LI 0 L= O PRSPPI 133
The domains assessed and their corresponding instruments used at specialist services foegplengiih
IDD WHO ISPIAY HSB......iiiiiieiiite et ettt et e e e b bt e e e eab b bt e e e e nb b e e e e e e enrnas 133
1= 1)L 200 PSRRI 148
List of clinicahssessments available at the SEB/I............cccuuviiiiiiiiiie e 148
L= 1] [ 200 TSRO 152
The 19 IDD CaSES fMISEIVICE A ...ttt ettt e e e e e e s e e s et e et e e ee e e s e e e e nnnntaareeeeeaaeaeeeas 152
L= 1] (200 PSRRI 153
Characteristic details of the 15 intellectidievelopmental disabilitgases..........oocvveeeiiiiiiiiienniieee e, 153
L= 1) (200 PSSP 154
THE TUIl SEIVICE A SFUMB ...ttt s bt e e et e e st e e s et bt e e e e annb e e e e e e enes 154
LI 0 =0 SO PRRRR 156
Tools recorded as completed across the 15 cases With.IDD..............cccoeeeeiiiinieeeee e 156
LI 0 L= SO RRRR 203
Initial cohort characteristics with data collected between 2QD36.............ooeeiiiiiiiiiiiiiiiieee e 203
LI 0 = 2SS RRRR 203
Sample characteristics of the participant within Stdcohort across SiX SIteS............uvvvvviviiiiiieeeiereeeennn. 203
BLIE: L] ST PRSP 205
Total sample size as split into four preliminary CONOIS. .........ooi ittt 205
LI 0 L= OSSPSR 205
The four cohorts teBt ACroSS the STUAY........cccoiiiiiiiiiiiee e 205
LI 0 L= 22 O OSSPSR 206
Characteristics of the eight sites in Study 3 and StUAY.4..........coooiiiiiiiiii e 206
LI 0 L= OSSPSR 206
The full sample of Study apicipants split in accordance to their diagnostic categories...................... 206
LI 0 L= 2SSOSR 215

15



t SNOSyGlF3aS FTNBIdzSyoOe 27F a52y Qi 1y26¢é NBalLRyaSa
UCLARA aCros the tWO CONOITS.........oiiiiiiiiiie ettt et e e e et e e e e enneeas 215
LI L] (302 TSRS 220
Number of cases who displayed harmful sexual behaviours at each the four providers..................... 220
LI 1] (302 SRS 221
Internal consistency of the scales across the four participant COROIS..........ccoovviiiiiiiiieeieee e, 221
LI L] (30 RSP PRR 225
I NPyol OKQ& | f LK I -R &n2 atdapied SCLRBANFoSEAhY fulfsample.f..!......c.ccocveeeeeee. 225
LI 1] (30 TSRO 227
I NPyol OKQ& | f LBSS and &idftediB8S.... 2. NR. J.A Y Lo fiieeeeeee, 227
LI L]0 SO 228
The wording of the seven items thdid not produce a significant correlationtbeen them...................... 228
LI 1] (30 TSRO 235
Factor Loadings of two models of the UCLA Loneliness SCale.........covveeeiiiiiciiiiiiiiiiieeeee e 235
QLI 0 L= 22 PRSPPI 238
Factor Loadings of two models ofthdapted UCLRA ScCale...........uuuiiiiiiiiiiiicieeeieieeeeeeeeeee 1 238
QLI 0 L= 1O PRSPPI 240
Goodness of Fit Indices for two models Of URLA ........uii e 240
QLI 0 L= 3 RS OPPPPRR 244
Factor Loadings of two modelstbl original KSS...........uiiiiiiiii e 244
QLI 0 L= 2RSSR 247
Factor Loadings of two models of the adapted-KSS...............ovviiiiiiiiii e 247
QLI 0 L= 2 RS OPPRPRR 248
Goodness of Fit Indices for two madef adapted KSS...........ccooo oo 248
QLI 0 L= 7 RS OPPPPRR 253
Results of Multiple Regression Analysis by IDD andDIOICONOrtS..............coovvviveeiivieieicccreec e 253
LI 0 L= 1 SO RRRR 254
Results of Multiple Rgession Analysis by Forensic and-fmensiCCONOIS..............cuvvvviiiiiiiieieiieeeeeeeee, 254
LI 0 L= 1 TSP 255
Results of Multiple Regression Analysis by IDD andDIOrCONOrtS..............cooovvvvviiivieieicceieeee e 255
LI 0 L= 3OO RRRR 255
Results of Multiple Regression Analysis by Forensic andanensic cohorts...............cccccccvvciiiieeieieeeeeenn, 255
LI 1] (IR TSRS 256
Results of Multiple Regression Analysis by IDD andDIDITONOITS...........ccooiiiiiieiiiiieeee e 256
LI 1] [T USROS 257
Results of Multiple Regression Analysis by Forensic arBarensic COhOrts...........ccccceveeeeiiieiccciiiinnnnen. 257
L= 1] [0 L0 USROS 257
Results of Multiple Regression Analysis by IDDN@mIDD CONOIS..........cccoiiiiiiieiiiiiieeee e 257
L= 1) [0 PSP 258
Results of Multiple Regression Analysis by Forensic ard-ammsic COhOMS..........cccovveeieiiiiciiicee e, 258
BLIE= 1] [0 USROS 264
Charactesstics of the participants across Study 3 and StUY. 4.........ccueeeiiiiiiiieieniie e 264
BLIE= 1] [0 USSR 265
Characteristics of the full SamMPple Of STUAY.4......cooiiiiiiii e 265
BLIE= 1] [0 PP PRR 266
The MASREL and REA categorisations Of SCALES.......uiiiiieiiiiiiiciieiieiie e e e e e e e e e e e e s ennneees 266
BLIE= 1] [0 SRR 269
/ NByol OKQa | fLKI a02NBKa..L.ONRAA. . 0KS. .. .w{.l.l..2dz0.4369
BLIE= 1] [0 L PSPPSR 271

w
Q)¢



17

Mean T scores aass the full cohort on the RSCA SUDSCAlES.......ooiiiiiiiiiii e 271
L= 1) [0 APPSR 272
The mean and median T scores across the IDD andDbbrsamples on the RSCA subscales................ 272
LI 1] (0 PSRRI 273
The mean and median T scores across the forensic andanensic samples on the RSCA subscales...273
L= 1] [0 PSRRI 274
The mean and median T scores across the HSB aAommsicsamples on the RSCA subscales........... 274

17



18

Abbreviations

Summary list of abbreviations used throughout thesis (Alphabetised).

Abbreviation

Definition

(A) SOTP
AAIDD
AIM
ASD
CAMHS
CBT
CJs
CPS
CSA
CSEW
CSS
EHC plan
EHR
GLM
GWM
HMPPS
HSB

ID

IDD
KSS
LDWG
LSCB

MDT

(adapted) Sex Offender Treatment Programme

American Associatin on Intellectual and Developmental Disabiliti
Assessment, Intervention, Moving On

Autism Spectrum Disorder

Child and Adolescent Mental Health Service

Cognitive Behavioural Therapy

Criminal Justice Systems

Crown Prosecimn Service

Child Sexual Abuse

Crime Survey for England and Wales
Childrends Social Services
Education, Health and Care plan

Education, Health and Care

Good Lives Model

Good Way Model

Her Maj e sang RrabatithrSéndce n

Harmful Sexual Behaviour

Intellectual Disability

Intellectual antbr Developmental Disability

Kerns Secure Scale

Learning Disability Working Group

Local Safeguarding Childrenod:

Multidisciplinary Team Reports
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MHA Mental Health Act

MoJ Ministry of Justice

NHS National Health Service

NOTA National Organisation for the Treatment of Abusers
NSPCC National Society for the Prevention of Cruelty to Children
R&D Research & Development

RNR Risk Need Responsivity
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SEND Special Educational Needs and Disabilities
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Sex Offender Treatment Services Collaborative South Hastmen
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with) Intellectual Disabilities
UCLA-R University of California, Los AngelefRRevised (loneliness scale)
UK United Kingdom
YOT Youth Offending Team

young Sex Offender Treatment Services Collaborative South Ee
ySOTSECID

Intellectual Disabilities
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Abstract

In recent years, data from the United Kingd@K) has suggested that around 3% of all
reported offences are of a sexual natAreroportion of these offences are committed by young
people(under 18year oldswith intellectual and develapental disabilities (IDD) Yet, the collective
empirical understanding and knowledge of the mechanisms that lead youngvadofd to
display and commit such behaviours, is spdrseomparison to their newlisabled peers, very little
is knownaboutthe characteristics of the young people with IDD who come into contact with
specialist harmful sexual behaviours (HSB) servitrepart this is due to a lack of appropriate
assessment instruments available to researchers and clinical practitioner&Jiitiime aim of the
present thesis was &xplorecurrent assessment practices for young people with IDD across forensic
service providers, to identify limitatiorad implications of such shortcominigsour clinical
understandingand to adapt and valided selection of instruments.

The majority of the offencearecommitted by adult males, withsanall proportion accounted
by men withIDD. Furthermorearounda thirdof sexual abuseeportedby childrenand adolescents,
in the UK involvesanother youg person under 18 years of aggethe perpetratorlowever, a
general expert consensus, agrees that these figures are most likeheatighates of the true scale of
the problemFurthermore, up td0% of young people withing specialist seevprovidergor HSB
havebeen suggested to haNi@D. Again, this represents anott@mtested figureconsidered too
high. It is suggested tstem from poorly designed studi@sdicatingvery little is known about these
vulnerable young peopl&Vhile thar presencénas clinical implications within HSB service providers,
empirical data is scarce, and the area has received little attention in comparisordisaiied
counterparts.

Review of prior literature suggests adults with IDD who commit sexuahoffs are distinct
subgroup differentto the generasexual offendecohort.This is even more true for adolescents
displaying HSB. In general, young people are different to adults as thegtasely going through
puberty, a time of rapid developmaeritboth phygcal and psychologicalhangesbut they,unlike

adults lack privacy andgtill rely on a wide networlkf agents such as parents, educational providers
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and professionals which they have little impact and control over. Research also indicates, f
significantly larger cohort of those who present with HB&e is a higher prevalence of adverse
childhood experiencethanfor theage matched peerStudies in variations of types of abuse and
neglect that might be experienced by young peopledidplay HSBversusmore general delinquents

is ongoing, but a general consensus states that maltreatment events in childhood affect the young
personds styl e of stoessprs andps apotdntal sigrsfigant mpactaie thed |
psychosociatlevelopment

Some of the more recent studies have suggested that young people with IDD, who display
HSB, are more likely to have experienced abuse and neglitbtthe impact and the role these
experiences play for the individuals often overlooked in the assesantkintervention work
provided for the HSB. As demonstrated thasystematic reviewin Chapter 3part of the issue is a
national scarcity of appropt@assessment instruments, that have been either developed for or
adapted for young people with IDDhdtead, as explored in Chapter 4, service providers are either
relying on the use of existing tools, that ar@ppropriate for young people with IDD, dadthey
have developed an oveeliance on risk assessment tools.

Subsequently, in Chapter 5 jugtétions were provided for the adaptation and use of three
instrumentsspecificallyfocused on exploring yourg e o pdoaoénsotional developmerithe tools
selectedhssess: i) attachment security of the young persocdcetaker, ii) their sensand
experienceof lonelinessand iii) provide an insight into their resiliendhe three tools were chosen,
in part due to them being in current use across service providers (as found in Chapter 4), as well as a
need to balanceut the risk focused assessmpractices, that can overlook the socioemotional needs
of the young people. FinalfChapter 6 explored the psychometric properties of the two adapted
instruments and checked the validity of a third tool.

The studies in tisithesis suggestmore empiricaind clinical attention needs to be provided
to the area of instrument development and adaptations for young people with IDD. They are a distinct
cohort, whose vulnerabilities and disabilities might play a unique roledarstanding their offence

pathway leading to displas of HSB. Implications for future research and practice are discussed.
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Chapter 1.

Adults with intellectual and developmental disabilities who display harmful sexual

behaviours.

Chapter Overview

The fdlowing literature review defineisitellectual and developmental disabilities, and draws
together relevant empirical research on adult sexual offenders with intellectual and or developmental
disabilities (IDD). Historically, both clinical and forensic ptiaes, including assessment and
intervention programmes, for the forensic IDD population were primarily informed by clinical work
and empirical research with netiypical adult males. For this reason, the following chapter aims to
summarise and acknowleglguch research and its theoratienderpinnings, as they have played a
role in the wider forensic | DD work and although
strengths and challenges as experienced specifically by men with IDD, the impactasftthe p
approaches needs to be redegd as a similar, generalised approach was, for a long time also
acceptable in working with forensic IDD adolescent populatidhsrefore, the chapteresents key
themes and findings not only from the United Kingdom (bl also further, pertinent intgational
research.

Theliterature reviewstarts with avorking definition of IDD,a consideration of the models of
disabilities and issues with terminology. It is followed by an account of seffealler characteristics
and prevalence, leading ingipecfically focusing orsexual offenders with IDD, followed by an
account of sexual offending theories. Lastly, this is then considered in the cordesés$ments, risk

assessments atrgatment approaches for men with 1DD.
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Intellectual and Developmental Dsabilities

Defining Intellectual and Developmental Disabilities (IDD)

Before delving into a review of the literaturésitessential to have a clear understanding of
what a definition of Intellectuand DevelopmentdDisabilities (and subsequently IDDjuly entails
in thefollowing thesis.This will start off with a working definition of Intellectual disabilities (ID).

Two of the primary classification systems used across the world are the International
Classificationof Diseas€ICD 11, 2018)ndthe Diagnosic and Statistical Manual (DSM) and
respectively they defin® on the basis of two features, which need to have started before adulthood,
with a lasting effect on development. These features being:

1 A significantly reducd ability to understand new ormplex information an@ reduced

ability to learn new skills; specifically characterised by an impairment in intellectual

functioning.

1 A reduced ability to cope independently; characterised by an impairment of adaptive/socia
functioning within the person.

These criteriavere also applied within théurn of the century Governmeniathite Paper
Valuing People (Department of Health, 2001) in EngJamdl as such is a nationally recognised
definition that has been used by a m@mof services and agencies witkhe country By taking into
account both the intellectual and adaptive functioning of the individuals, these classification systems
recognise that such deficits are relativaper sonds cul t ur e eyam theasuced i a l
against that whic would be expected of a pesfrithe same age. This éensideredmperative as
adaptive behaviour is culturally dependent.

In terms of observed behavioutisis definition acknowledges thah individual with
intellectualdisabilities might find it hardo understand, learn and remember new information; they
may have problems with communication and managing everyday tasks, and they might have
limitations in their risk awarene¢BILD, 2018). They might require personal support, with such

potential needs increasing, tage individ u alhtdligence Quotient (IQ)lecreases
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In clinical terms such impairments are assessed via standardised 1Q assessments, such as the
Wechsler Adult Intelligence Scale (WAIS; Wechsler, 1997), and an adaptive behaviour scale such as
the Vineland Adaptie Behaviour Scales (Sparrow, Bal& Cicchetti, 1984)It is through the
combined assessment of both aspects, that a clinical diagnosis can be made.

The Wechsler Adult Intelligence Scale (WAIS; Wechsler, 1997) currently in its fourth
edition, is considerd a gold standard psychometrssessment and it is a commonly used
psychometric instrument of IQ in clinical settings. The instrument is composed of a number of
indexes that separately assess an indhbuyi dual 6s c
combinedproduce an overalull- Scale 1Q (FSIQ) score. A total population sample 1Q has a
gaussian distribution, with a mean of 100, where one standard devi&ibpis (15 1Q points. The
generally accepted cunff for ID diagnosis is a score 8fL.96 SD below the mean (i.e. IQ 70
However, as IQ tests are not accurate to one point, a FSIQ score is always replokcdb%
confidence interval (Cl), which means for ID diagnosis, where the 1Q score falls on the border, such
as 7&75it will be interpretedalongsidescores from aadaptive behaviour assessment.

A clinical ID diagnosis may also specify severity levels, that are mild, moderate, severe and
profound (APA and DSMV, 2013). These vary somewhat in diffetelassificatiorsystems,
howeverin the United Kingdomthey areas follows:mild ID includes persons with an 1Q 55 to 70
(with 95% CI); moderate ID is indicated by an 1Q score betweesd4@vith 95% CI); in severe ID
the 1Q score is 289 (with 95% Cl);and for individuals with profound 1Q the IQ is of less than 25
(with 95% CI) (BPS, 2000).

There is a category of intellectual functioni
70-79, below the average range of functioning, yet not meetindiglgmostic cutoff for ID.

Individuals within this categorsnight experience a range fafnctioning problems, and frequently
require support from specialist services, whitimany caseghey aresometimesinable to access
due toanfocus within rvices on solelyQ levels (Webb & Whitaker, 2012). The implicationstlis
will be discussed further on.

For younger populations, aged 5, the Wechsler Intelligence Scale for Children (WISC)
has been developed specifically. The shortened form ofSM#ke Wechsler Abbreviated Scale of
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Intelligence (WASI, currently on"2edition) will often be used in adolescent populatitferd et al.,
2008; Kamphaus et al., 2005 hand with a measei of their adaptive skills, as well

Providing 1Q scores are normaliystributed, the prevalence of people with ID witthe UK
should be around 1.2 milliogfiEmerson et al., 2012Yet, official natioml records within the country
dondsupport this figure. On the contrary, in Engl
individuals with ID is present. Namelgs identified thragh theEmersorandGlover (2012 study,
revieweddataillustrated thafigures ageportedby the national education, health and social care
agencieslo not add up to the expected prevalence rates. Rather, the authors called these figures the
6admini strative pr eval eThesudy fouadthat shamiristratve di vi dual s
prevalence rates (i.e. prevalence as recorded via public s¢miops from around 480 individuals
with ID per 1,000 to & per 1,000, specifically occurring at the point of transition from child
(education) to adult (social care, heakbjviceslmplicating, what was termedéat r ansi ti on «c¢ | i
knowncasesThos e who 6di sappeardé make up, what has beece
with ID in England(Emerson & Glover, 2012 his is avast cohort of individuals, mogkely with
moderate or mild intellectual disabilitieBrerson, 20L1Tymchuk et al., 2001) who do not, despite
their needs and specific vulnerabilities have contact with appropriate health and social care agencies
(Alderwick & Dixon, 2019) Notably, as pointed out Bymeason and Glover (2012here is a gap in
the collective understandingandkmb e dge of t he Ahidden majorityo,
welkbei ng Aas virtually al/l research and heath sur
popul g20120pn1didThe presence ofamilarhidden ID population has alé®en identified
within the criminal justice systeWilliams et al., 2014)as will be discussed later on.

Reverting back to teninology and definitions, mr e recently o6l ntell ectua
Disabi i ti esd (1 DD) has been coined and its use inc
Service (NHS), American Association on Intellectual and Developmental Dissh{iRAIDD) and
academic publications (for example Journal of Intellectual aamdDpmental Disabilities).

The term IDD is understood to signify, a wider cohort of individuals with neurological
conditions(comorbidities)ncluding those with significanimpairments in intellectual functioning,
and/or autism, and/or with physical impairments. In other words, people with IDD will often have a
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genetic disorder that negatively affects the trajecbdtheir physical, intdéctual, and/or emotional
developmen(SalvadorCarulla et al., 2011)This includegpeoplewith autism spectrum disorders,
cerebral palsy, foetal alcohol syndrome, as well as atted#&toit/ hyperactivity disorder to nanae
few (SalvadorCarulla et al., 2011)

Within the folowing thesis both the term ID and IDD will be used, with the distinction
between the two made only when preserd explicitly notedn individual research papers. ID will
signify individuals with a diagnosis of an intellectual disability, as made agpilyprinciples
above, and IDD will signify individuals with a dual diagnosis of autism spectrum disorder and ID.

The DSMV (APA, 2013) defines autism spectrum disorder (ASD) on the basis of the
presence of two features, i) persistent deficits in soelationships and social communication, and ii)

a tendency to engage in restricted, repetitive patterns of behaviour, interestsvitiesat ASD

there can be significant variation in individual
functioning end of the spectrum, whilst others have-modbid ID. Cemorbidity with other

neurological disorders, as well as aditl mental health issues are common in au(Emerson &

Halpin, 2013) In general, people with autism who come into contact with the criminal justice system

are those at the higher functioning end of the spectiiiny & Murphy, 2014) It is estimated that

20-30% of people with an intellectual disability also have autEmerson & Baies, 201Q)

Models of disability and issues with terminology
For a long time, there was a misconception regarding the link éejdeoadly speaking
offending behaviours and low intellectdau nct i oni ng, i . e. Aiment al i mpai
(see Selling, 1939; Goddard, 1920; Tutt, 1971) .
i mpairmentd and tedtotheinsttatibnaligation gnd tnethical firéatenants ofl
pele with intellectual and other disabilities, including mass sterilisation in some countries
(Goddard, 1913; Fennell, 199@)tellectualand developmental disabilities, were considered a
deviat on from that which was | aatbve dttituded weberreinfoncea | 6 . T h

by the existingnedical models of disabilityhich contended disability to be an abnormality in need
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of a O6cured, often meani masia©kkia d999).dntdiuercaursd, r om s oc i
meticulous empirical resezh, stemming from a number of disciplines, including medicine,
psychology, sociology and philosophy, brought societal changes to practicgoritaisation and
social role valorisatiormovemeis emerged (Banklikkelson, 1969; Wolfensberger, Nirje,
Olsharsky, Perske, & Roos, 1972) and emphasised the importance of valued social roles for people
with disabilities. It also helped separate the narrative of mental illness from being associated with
inborn deviance. With thihe social model of disabili§Oliver, 1986)emerged, iwhich the work of
Berger and Luckmann (1966yas applied to demonstrate how the social construction ldirealds
the power defining a person, and subsequently controlling them, on the basis of said held definitions/
terminology. This was patrticularly pertinent in the instance of treatmentrdnaldle individuals in
the society. The social model of didépiaccordingly argued that disability is inherently a socially
constructed phenomen@@liver, 1986) that is maintained via societal practices and approaches,
which at times are discriminatory and prejudiced. Instead, in order to support ane iimclividuals
within the society in full, social and physical environments neddllyobe accounted for and
assessed, with any limitations addressed. With these nawamhes to disability, societal and
cultural approaches towards those accused of ms@guted for offences, began to change as well.
Moreover, changes in diagnostic procedures for disabilities, as discussed below, have helped move
statutory practices, ere unlawful behaviour was concerned, away from being risk averse to being
risk resposive and intervention focused i.e. not solely focused on punishment but also rehabilitation.
Today it is recognised that vocabulary is linkedatwonulation of attitudes and one of the key
features of a fairer, inclusive and more equal society is apateprespectful and meaningful
terminology(Goodley,2001) Research and debates on the topic of labelling/ terminology and
disability rights have continued to growhis area of work is extensive in scope, spanning acros
disciplines, and thereby outside of the range of the following thesiS&(sa#iey, 2001; Cluley,
2018) But an acknowledgement of its impact is imperative.
Within the United Kingdom, for the best part of the last 30 yelaesterminology adopted
was that of o6l earning di sithiath often applisdésynangnibusly | e ar ni n
across service provi der ¢GatesedMafaba,i2@bhege téermshaved i | dr e n
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been applied interchangeably in the context of health ardl s@are for adults as weParkin,
Kennedy, Bate, Long, Hubbk Powell, 2018), andnfortunately this has been linked to some of the
issues identified within empirical research arourabirsistencies within epidemiologicand
aetiological studies, arfdr variations found in prevalence reseanduore recently, the academic and
researcltommunities have started to deliberate alternatives with an aim to devise a universal and
unified term. Given that the learning disabilities/learning difficulties caiofis occurred mostly in
the UK, increasingly researchers locally began to use theineghectual disabilities instead
(Department of Health, 20013 termnow widely used internationally including in Irelagidiggins,
2013) Canada (Canadian Assaciation for Community Living, 2017), the ($8hAalock et al., 2007)
Australia and New Zealar(iHiggins, 2014) As a term, intellectual disabilitidss had a by and large
good reception on the basis of the argument that it is a mayeepsive term, in that it acknowledges
some of the social barriers faced by people with disabi(iBebalock et al., 2007)D is considered
to focus better, then previous terminology, on the functional behaviours and contextual factors that
impact on the individual. This term sits within the mogeently formulatedocial ecological
frameworkof disability as it communicates somietioe more important values in relation to respect
and dignity, and it is considered less offensive to individuals with the disgBitihalock et al.,
2007) The sociakcological model of disability focuses on building, identifying and arranging the
support people need to negotiate the demands of the settings and activities in which they wish
participate(Wehmeyer et al., 201,7vhich isimportantto consider and include when provision
planning across national services, health, educational ordetjisgs

This socialecological conception of disabilitthe termiD, is reflected well in botlthe
American Association on Intellectual an@lopmental Disabilities (AAIDDand theWorld Health
OrganisatiofWHO). As Schalock (2011) points out, this conceptiondifability carries a numbexf
benefits somecoveredabovebut alsoincludei) [the term ID beingbetter suited acrescurrent
professional practices which aim to focus on functional behaviours and contextual fagiois able
to exemplify the interaction between the person and the environiménis well suited to higlght
the role individualised supports can play in nmpng individual functioning; and iii) it encourages
and all ows fdi sabpl o.t ytiadenofitdo
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Today a number of classification systems are ugednationally in the field of IDand

includelCD- 11 (WHO),and DSM5, as discussed abave

Disadvantages faced by individuals with IDD

Despite the past societal approaches to disability, and changes made more recently, there is
still a long way to go towards full equality, and societal inclusion of people with IDD. This is
especially the case ftinose who display challenging behavio(Eserson, 2001; Myrbakk & von
Tetzchner, 2008)ndincludes those whahrough contact with @minal Justice System (CJ3hight
be placed in secure settings.

BankMikkelson (1969) was one the first to develop the original ideas underpinning
normalisation. This was based on the observation dh#e ime people with IDD were more likely
to experience systematic devaluation within society. This seminal work laid down the principles
which highlighted the need to normalise the living conditions, experiences, expectations and
aspirations of people at rigi being devalued, such as those with |INdrk that was later taken
further by Wolfensberger and colleagiégolfensberger, Nirje, Olshansky, Perske, & Roos, 1972)
The consequences of thosgatvely valued within society were idéfitid as societal segregation,
rejection (within areas of both micro and macro systems), and relegation to low social status; put
simply societal exclusion. Since then, through enterprises that have includedkeépktars such as
policymakers, educatiohprovisions, researchers and employment initiatives, the UK has worked
towards enhancing the social inclusion of individuals with IBB.exampk of aninitiative looking
to improve social inclusion for people WitDD within UK is the Department of Edutan (2015)
special educational needs and disability (SEND) code of practice code of practicprovides
statutory guidance on duties, policies and procedures relating to séovicki#drenwho have
specialeducational needy disabilities with a focuson inclusiveeducationapractice and removing
barriers to learning

Some progress was mads,\a significant body of researdimcluding recent workas
reported that most remain socially isolated, lonelg with limited access to social opportunities
(Department of Health, 2009)
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For instance, individuals with mild and sexdD, have been found to beoreat risk of
social isolatiordue to poor social networkscConkey, 2007)compared to their nerlisabled
counterparts. Studies with individuals who have moderate ID have reported they piwfier ¢tose
friendships with other people with ID@cvilly et al., 2006)and indivduals with severe to profound
ID were found to be more likely to form relationships with nondisabled family members and staff
(Whitehouse et al., 2001As for intimate friendships, a number of studies suggest individuals with
IDD feel it would only ever be likely to be with another person with intellectual dityata.g.
Mcvilly et al., 2006 Gilmore & Cuskelly, 2014)

In addition tothe social barriers and poor social networks, as above, other consequences of
social isolation include problems with finding paid employment and housing (Phillips et al., 2014),
both of which, sequentially contribute towards a higherihkald oftheindividual being
economically disadvantagé&/HO, 2011)

Given the social inequalities above it is perhaps of no serfinat studies haweiggested
individuals with ID are at greater risk of developing further mental health issues and challenging

behaviour compared to individuals without (Emerson et al., 2010; Fitzgerald et al., 2011)

Sexual offenders

Prevalence
Obtaining valid and reliable prevalence data in relation to any type of crime, in any one
country, is a challenge. Thisin paticular the case wlin the United Kingdom (UK) as crime
statistics are recorded by number of different agencies, across three separate judi¢Ehgimas
and Wales, Scotland and Northern Ireland
The Office of National Statistics (ONS) was estdig with a view to pvide a wide range
of statistics and data analysis relating to areas of economy, population, and wider society across the
whole of the UK In relation to crime statistics it concededimpact wadimited as it was found to
rely primaily on police recodings of crime that were found to be unreliable for a number of reasons

discussed below (UK Statistics Authority, 2014).
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In its place, the Home Office instructed crime and offence records to be obtained and
collected via four nationaervice providers. fie i) Crime Survey for England and Wales (CSEW)
that surveys systematic victim saleéports (on a yearly basis), ii) the Ministry of Justice (MoJ) that is
categorised as national statistics, iii) police recorded crime and outcomes gateided by the
Home Office, and classified as official statistics, and iv) Crown Prosecution Service (CPS) data,
sourced via administrative datasdtst it does not fall within the scope of official statistics.

In 2018 the CSEW published a reviewadpon sexual offeridg (in England and Wales), in
collaboration with the Home Office, MoJ and CPS. The report detailed data collected from the three
most recent CSEW survey years, spanning from March 2016 to March 2018.

The aggregated data estimated dygiroximately 70000 adults aged 16 to 59 years had
experienced sexual assault in the 12 months prior to interview by CSEW (Elkin, 2018). This is
equivalent to an estimated 2.1% of the population. It found that women were close to four times as
likely asmen to have expefmeed sexual assault in the previous year (3.4% compared with 0.9%).

A significant rise of offences, was identified where the figures increased from 2.0% in 2017
year to 2.7% in the year ending March 2018, and it was suggested tleegtogeunted by incases
in unwanted touching (that increased from 1.4% to 2.1%) and indecent exposure (increasing from
0.4% to 0.8%). Overall, however, instances of sexual assault have undergone fluctuations over the
years, with their prevalence in the ragecent years sitar to a decade ago.

Notably, the CSEW data suggests that the majority of the sexual offencesommecin
contact withthe criminal justice system, with fewer than one in five (17%) victims repdtiiig
experience of rape or assaby penetration tthe police(Elkin, 2018)

Under reporting of crimes was particularly prominent for sexual offences. The most

frequently listed reasonf®r not choosing to report the incident included notions that the event was

Aitoo trivial or not worth reportingo, the viecti

saw it as a fAprivat els if m@viatheyon, B0A3, p. 8pingleafemdlesn o t

agedbetween 16 and 19,ith dimiting disabilite® ( as t e r meodillnéss, whobaene r e por t )

from lowest income bracket households were identified as some of the most vulnerable victims
(Matheson, 2013)
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As a comparison, a review of police recofsislely)from June 2019, found that 163,076
sexual offences had been reported across Bdglad Wales, in the last year. Equating to 3% of all
recorded crimes ithat same yediElkin, 2019) Discrepancies in the figures, such assthbetween
the plice records and CSEW are not uncommon, and have been postulated to arise due to a number
of reasons. In comparison to police recorded crimes, that are sensitive to differendies in po
recordings across counties, changes in police activity and thengitypef victims to report crimes,
the CSEW surveys are sent directly to households asking residents about a range of experiences.
Consequently, the CSEW survey is more likely toemtland include information on crimes and
experiences of victimisationahare not actively reported to the police. Th&@&also allows for a
wider range of offences to be recorded within the offence type category. Where police recorded
sexual assault sgifically refers to the sexual touching of a person without their consihin
CSBW the term describes a variety of sexual offences ranging from rape or assault by penetration
(including attempts) to indecent exposure or unwanted toudBiaments sut as those lead to
variations in reported figures.

A few factors that ar consistently found across both the services are the offender
characteristics. As reported by the CSEW, sexual assault is most frequently perpetrated by males
(99% of cases) with maiity aged between 289 years old (65%). Most frequently the assault was
perpetrated by a single off endheer of 70%)d e radts thhoemev

(Flatley, 2017)

Types of sexual offenders

On the whole, adult sexual offenders are a heterogeneous cohort, they cross all socioeconomic
groups, ages, educational, gender and cultural lines (Blasingame@idghy, Haaven, & Wilson,
2014). Clinical work has suggested the presence of a number of subtjratipsiude the ones in
focus within current thesisffenders with intellectual dabilities, and adolescent offenders.

Adult sex offenders withD is a bpic that will be discussed in greater detail below. Adult sex
offenders withD are considered to be a different sample to sex offenders wiibipahd they

require adapted assessrtgand treatment programm(@yaig, Lindsay& Browne, 2010)A
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significant body of research has been dedicategtering empirical knowledgploring how their
vulnerabilities might impact on the offendénhe exact prevalence of sexual offenders \tls a
contested topic, with studies reporting a wide range in presaleates, for eangeof reasons.
Changes in definitions of tH®, variations in the terminologies across countries, differences in
sample methodologies and study designs, havepmestnlated as reasons for producing the wide
parameters betwegamevalence rates.

Another subcategory of sexual offenders, are adolescents. While the vast majority of sex
offences are committed by adult male perpetrators (Ministry of Justice, 2007),tsdils have
reported estimates of up to a third of all sexufdrudes to be committed by young people (Lovell,
2002), defined as those aged betweerd 1 Zears old. Where the age of onset for some adult sex
offenders has been reported to be in adoles¢capoge adolescent sex offenders have been found to
have begun agaging in problematic sexual behaviour, in childhood (Seto & Lalumiere, 2010).
Furthermore, in a UK review of reported child sexual abuse cases, between 20% and 33% of all cases
involved othe children and adolescents as the alleged perpetrators (H&€Ket), Overall, they are
considered to be a diverse group with differing motivational and offending patterns to adults (Smith et
al., 2014). A proportion of adolescents who display harmfulaebehaviours have been identified as
havinglID (Erooga & Massn, 2006a), a cohort with specific vulnerabilities and needs that are only
starting to be considered and studied in the forensic and clinical researchtekekisting empirical
research k&e on the topic of young people with who display harmful sexal behaviours, is sparse.

Recorded and available data suggeskual recidivism rates of adult offenders are generally
low, and fall between 10% to 15% when measured after 5 years (HarBoss&re, 1998). But
studies capturing and reporting on longihad data are rare, due to the difficulties associated with
such data collection. The probability of sexual reoffending has been associated with two factors: (a)
deviant sexual interestand(b) antisocial orientation and, or lifestyle instability (HangoBussiere,
1998; Quinsey & Lalumiére, 1995; Roberts, Doren, & Thornton, 2002). On the other hand, and in
contrast to adult offenders, adolescents have been found to have lower ratesl oésihuam
(Alexander, 1999), and they are less likely to hestablished a fixed pattern of sexual thoughts and
behaviours (Prentky edl., 2000), as will be discussed later.
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Sexual Offenders with Intellectual Disabilities

Definition of sexually harmful behaviours and men with IDD

The need, but also the difficids, in formulating a clear definition of what constitutes a
sexual offence is a long standing issasjebated byCourtney and Rose (28@). Many of the same
issuesn relation tothe correct terminology of ID have also been deliberated here, with the one
distinctionbeingthat a behaviour will always be defined by the stadiand cultural rules within
which it exists. Reviews of paatork have identified blurred distinctions between what was termed
difficult or challenging behaviours at the time, and antisocial/ criminal offer{tiatland, Clare, &
Mukhopadhyay, 2002)

A previouscommonlyaccepted definition bdrown and Thompson (1998uggested that
sexual offending was

i... any s e Xx urylinvolaingtcontaa) with anothec pawhcadid not or

could not consent to the act o({181r whom t hel

However, this utilises consent as its key component, which in people with IDD is a complex
matter to determine &mes. Rather, a good definition needsffectively reflect the seriousness of
the act; otherwise there is a risk of minimising the seriousness of the ingdemtney & Rose,
2004)

Ward, Trigler and Pfeiffer (200ame up with an alternative definition, for cases involving
individualswith IDD, which albeit simple, the researchargue is a clear working definition. The
authors specify that sexually inappropriate or offensive behaviours can be found to incorporate any of
the following: i) an act of sexual nature involving a roamsentingpartnet/s, ii) behaviour of a sexual
natue that is public or intrusive, and/ or iii) behaviour of a sexual nature that is of a dangerous type
towards the individual or othe(gvard et al., 2001)Although this classification in general is
preferable in IDD cases, most studies still have their own definitions of problematic sexual behaviours
and those that are substantially differenttte Ward, Trigler, and Pfeiffé2001)formulation will be

specified.
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It is also worth noting that research studies vary in their inclusicoroficted and un
convicted men as parf an empiricasample. Thereby the definition and the term applied, will vary
in accordance with the type of behaviour displayed and the legal implications of (Ramden
Bogaardetal.,2013) Consequently, terminology wendemsdhe
(which implies criminal conviction), to men who
behaviourso.

For the purposes of clarity and consistency, with the languabe subsequent chapters in
di scussing the | i tfendiagfthistresisavil adaptttde Watd,eTrigaeand s o f
Pfeiffer (2001)definition of sexually offending behaviours and the relevant men wikfegred to as

displaying Harmful Sexual Behaviours (HSB).

Prevalence of offenders with ID and ASD

It is now well established that there is no direct linear correlation betweerdchiell
disability and criminal behaviours (Holland, 1991). A growing angat, as informed by more
stringent empirical research such as systematic reviews of prevalence studies, have appraised and
analysed secondary data that found identified prevaletes ecross individual studies to be
significantly affected by study degis. Two such systematic reviews concluded that, general
offending rates between men with and without ID are not significantly different (Murphy & Mason,
2014), which also applied tmen with and without ASD (King & Murphy, 2014). But, as noted
previously,establishing prevalence rates of any offendisg, challenging undertakingnd even
more so in relation to people with IDD. Variations across a number of factors such as diffenenc
LD/ ID terminology, definitions of offending across countries,alifihces in the point during which
data collection takes place within the CJS process, and differences in research methodology, have
made it difficult to draw clear conclusions abauetor pure offending rates (Murphy & Mason,
2014).

As an examplgn relation to the topic of the thesithe different means by which prevalence
of sexual offending by men with IDD can be established include: examining the rates of sexual

offending obsered in populations with IDD, studying the prevalence of ID and ASD puladions
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of sexual offenders, reviewing of service records across sectors, and/or collecting recidivism data of
offenders with IDD. Each approach, however contains its own limitatioh as sample size, access

to accurate data and cultural limitatiqissch asocusingonwhite male perpetratorsand therefore
individually and in their singularity, such studies are not appropriate for drawing wider
interpretations. They are bestlisid as secondary data sources in wider reviews (systematic er meta
analysis) that place them under methodological scrutiny and contextualise their results in the light of
their limitations.

As an example, UK national processes in managing cases o aitbltDD who offend will
vary depending on the offence type, and thtersdand expertise of local service provisions (see
Sturmey, Taylor & Lindsay, 2004; Holland et al., 2002). As it stands currently, any one individual
with IDD who commits a crime mig either i) enter the criminal justice system with a progression to
a tial hearing, ii) be diverted from the court and criminal justice system and be placed with statutory
bodies such as in secure NHS settings, iii) be referred to private secure acetiomiod
individuals with IDD and/or severe challenging behaviour, pfdy, what might be considerelgss
serious offences, be diverted into community learning disability services (Lindsay et al., 2010).
Consequently, drawing conclusions around preaveg data, at any one of the stages will reflect
limited cases.

Another pint worth acknowledging, is that individuals with IDD who have committed
offences may not always be subject to the legal processes of charge and conviction, on account of
their disallity. Within the UK criminal conviction, specifically in relation to imiluals with 1DD,
will often start at either the point of detection of a criminal offence, or when the victibie to
disclose it Troublingly, n instances where the victim alsas IDD direct disclosure by thehms
been found to be less likely toco (Bates, 2018; BeadiBrown et al., 2014; McCarthy, 2016)his
is followed by the decisiemaking process to report the offence to the police gramal in a
proportion of cases with IDD this decision will be made layfstnd care providers rather than the
victim(s). Where a decision is made to report the incident, the police processes and decisions come
next, followed by possible arrests and clegpgoceedings. But in cases of individuals with IDD, a
number of issuesave been identified in the manner in which police respond to vulnerable victims
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(Jacobson, 2008)ncluding incosistencies in the decisiomaking around enforcement, diversion
and dispsal options, provisions of an appropriate adult for the accused and inconsistencies in the
criteria for assessing fitness to interview of both parties. The decision to divert suspagtirom
CJS is made by police officers, with a considerable degrdis@ktion. In cases where the case is not
diverted away from CJS, additional legal implications are present in the wider process of IDD cases.
In the UK, convictions are considersssults of illegal acts that need to be demonstrated as committed
eitherin a guilty state of mindniens repor through recklessness on the part of the alleged
perpetrator. In a proportion of cases involving suspects with ID and/or ASD, legal procedtihgs
challenged on account of an assumption of laagkefis redbut abo due to challenges in attaining
evidence where the victim has IDD. As a result, a number of IDD cases, especially sexual offences
might not enter the CJS at all. Those that do, iheesn found to put men with IDD at a vast
disadvantage within CJS, asigrsficant proportion do not understand their rights, have been found to
be more likely to falsely confess, and not understand the wider processes (Clare & Gudjonsson, 1993;
Clare & Qudjonsson, 1995; Gudjonsson 1992; Perske, 2011).

Given the challenges @dentified above, general offending rates by people with ID, in the
UK have been found to lie between 0% and 8.6% (Holland et al., 2002; King & Murphy, 2014).
Studies based in polictations tend to report higher rates of ID in suspects with prevaldrse ra
between 8% (Gudjonsson, Clare, Rutter & Pearse, 1993; Lyall, Holland, Collins & Styles, 1995).
Prison prevalence rates for IDD vary considerably but the better quality stenesing secondary
data in relation to general prison populations, repeeifically reported rates of ID between a1%%
(see Fazel, Xenitidis, & Powell, 2008). In their systematic review Fazel and colleagues (2008)
appraised 10 prison surveys from asramumber of countries, with data collected between 1988 and
1997. The esearchers concluded most studies defined ID on 1Q assessments solely, with some even
basing it on clinical judgments only with the majority of research having no consideration@fsmen
adaptive functioning skills. The implications of which were best detnated by Hayes, Shackell,
Mottram, and Lancaster (2007), who focused their study on one English prison, in which a random
sample of 10% of the prisoners were selected. The participp 6 cogni ti ve functi oni
behaviours were assessed, fromalitthe results indicated that by using 1Q tests alone the ID
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prevalence rate was 7.1%. On the other hand, if interpreting the scores from the adaptive functioning
instruments, onlytte rate identified rose to 10.1%. Interpreting the scores togetherbéribim
instruments, however yielded a prevalence rate of ID of 2.9%, out of the full sample. Notably, this is
not markedly different fronanexpected Gaussian population distribution.

It is recognised that only very few studies assess intellectual digatititisons by taking
account of a full 1Q test and adaptive behaviour measures, but those who do generally produce lower
prevalence rates as discussed by Murphy and Mason (201#)e©ther hand, where screening tests
are used alone or alternatives applied, to the goldstandard 1Q assessments, higher prevalence
rates will be reported (Murphy, Gardner, & Freeman, 2017).

In a systematic review of prevalence rates of individwétls ASD in parts of the CJS, King
and Murphy (2014) found that mosttbe published prevalence data at the time was of questionable
guality, and presented conflicting information. Poor methods for diagnosing ASD were used with
most of the studies predarg biased samples. Although on the whole, the rates were above 1% (at
least in the Asperger group), the researchers concluded that, from the best designed of the studies,
there was no evidence that people with ASD were more likely to engage in criotividy ghan

those without ASD.

Rates of sexual offenders with IDD

Spedfically looking at sexual offenders, research in prisons has identified a range in
prevalence rates of men withD, for the reasons as discussed above. Guay, OuimePrantk
(2005) for instance found that out of their sample of sex offenders inoa p2i5% of the men had an
IQ of below 70. Whereas Hayes (1991) estimated that 4% of the men with ID in prison, in Australia
had been convicted of a sexual offence. Thesdifice between the two studies is down partly to
differences in assessment toolsnedy Guay, Ouimet, and Proulx (2005) did not use a gold standard
measure of 1Q for the cognitive assessments, but may also be due to local policies and the provision of
other facilities for men with IDand harmful sexual behaviour.

Alternatively, prevalece figures could be collected via a review of reported incidents of
sexual abuse by people with IDD. Studies of victims have found that around a half of the perpetrators

38



39

of the abuse of people with ID are themselves individuals with 1D, often those stayiisgrvices or
residential services with their victims. Studies
the case in 44% of the incidents, Turk and Brow@9@) found in their sample of victims with ID that

also 42% of the offenders had I&nd Brown, Stein and Turk (1995) reported it in 53% of their cases
reviewed.

Overall, as evident from above, methodological difficulties between empirical studies make it
challenging if not impossible to establish valid and reliable estimates of offanitiei®©D in a range
of criminal populations, including sexual offenders.

In more recent years, the general aim of the research on the topic of offending and IDD has
movedaway from prevalence studies into developing theoretical models of the processes, ca
pathways, and the influence of the multifaceted dynamics within societies (Lindsay et al., 2010). One
reasons for this may be to try and unveil factors that lead ial xclusion, which is posed to have

been one of the factors leading to offendingay@ours (Holland et al., 2002).

Characteristics of men with IDD who display HSB

A significant body of literature has linked emotional and behavioural difficulties ingeop
with IDD to (general) offending behaviours. Characteristics such as poor capiteg&gLindsay et
al., 2010)and mental health problems (Murphy, Holland, Fowler, & Reep, 1991) have been
postulated to predictter involvement with the CJS. Research evidence suggests the presence of an
associatia between mental health issues and offenders with(EDron et al.2002)

Men with IDD who display HSB often report family pathology in their childhood. Family
discord, violence, poor parental control and neglect are common, asidenia of parents who have
criminal histories themselvéBay, 1994; Fortune & Lambie, 2008ehavoural disturbances at
school, psychaocial deprivation, and psychiatric iliness are also frequently found (Awad, Saunders
& Levene, 1984; Caparulo, 199%/inter, Holland, & Collins, 1997)Consequently, studies have
often found men reporting confused sadincepts, lack of seal knowledge, lack of personal power
and negative childhood sexual experientémsyes, 1991)Abuse histories are frequently reported,

with researchers finding higlates of sexual abuse in childhood of their adult sexual offender samples
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(for e.g.Brown & Thompson, 1997; Ddwan & Marshall, 1996 finding of such frequency that it led
earlyresearchwithi t he area to suggest the presence of th
this has been disputed and argued not to be a cause and effect association. Bahgreseae
criticised for providing a #fAs emapuseegptriercedammyv er vi ev
inflicted (Finkelhor, 1984Williams et al., 1995tLindsay, Law, Quinn, Smart, & Smith, 20Gh)both
ID and nonID populations, asnumber ofmethodological issues confounded the results of past
studiesNot all sexual offenders have alseen sexually abused themsel(gggs & Hawkins,
1996) but data does suggest they are more likely to have erpede high rate of abuse (which
includes sexual abugkindsay et al., 2010)and neglect of different types, throughout their childhood
(NSPCC, 2016) in comparison to other types of offenders.

Studies, to date haweiggested there is some overlap in the characteristics of sexual offenders
with and without IDD(Craig, 2010)for instance they both engage in a variettypés of offences,
and the related offence cognitions appear to be comparable between the lBooupecieaffective
functioning has specifically been suggested as a key component in both populations, by playing a part
in the onset and maintenance ofBH&indsay & Taylor, 2005)Socic affective functioning includes
factors such as loneliness, intimacy, ssteem andetationship skills, and often features in the
dynamic risk assessment tools for ad(Msrshall, Laws, & Barbaree, 1990; Marshall, Hudson, &
Hodkinsa, 1993; Thornton, 2002High levels of loneliness, low seklorth, lack of insight (Boer et
al., 1995) as well as a higher external locus of control andj besis able to maintain setfontrol of
sexual urges (Rose et al., 2002) have been suggedterias which play a more vital role in men
with IDD than without IDD.

Types of offences of men with IDD include roantact and contact behaviours involving
children, peers, interfamilial persons as well as strangers (Griffiths et al., 1989; Hinggbalger
1991;Hays, Murphy, Langdon, Rose, & Reed, 20@yerall, men witHDD have been reported as
less selective in their victim choice, and to be more opportunistic in their actions, thbheax
offenders (Murray, 1992;indsay, Taylor & Sturmey, 2004; Courtney, Rose, & Mason, 2006)

Also, men with IDD who display HSB have been found to be more simplistic in their
grooming and less likely to plan ahead of a critlenond & Giles, 2008)Even so, an inability to
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plan ahead, alongside a reduction in cagaaitl speed in processing information, is not necessarily a
feature of sexual offenders with IDD per se, rather they are exemplars of cognitive characteristics
found in IDD (Mackinnon, Bailey & Pink, 2004).

Other findings have indicated ID sex offende&riave relatively more of a preference for
male, adult victims (than nel® sex offenders), to be more likely to offend against strangers, and be
less likely to use alcohol at the time of the offe(@anchett, 2000; Blasingame et al., 2014; Day,
1994; Lambrick & Glaser, 2004; Lindsay et al., 2001)ese factors however have been suggested to
result from men with ID being more opportunistic, and more socially isolated, th&Dremx
offencers.

Nonpenetrative offences appear to be proportionately more likely than attempted or actual
penetration in adult ID sex offenders than 4iDrsex offenders (Bremble & Rose, 1999; Brown &
Stein, 1997; Murrey, Briggs, & Davis, 1992) but this may beab&cthe greater supervision to which
they are subjected because of their disabilities means that lower level crimes are more often

discovered.

UK Legal and Policy framework

The main legislation governing sexual offences in England and Wales is thé S#guoaes
Act 2003. The Act consists of 3 parts, where i) Part 1 sets out the range of sexual offences, child sex
offences and offences involving an abuse of a position of trust towards a child, ii) Part 2 details the
notification requirements for any senrs convicted of a sex offence crime, and iii) Part 3 provides
information in relation to general conditions including service courts, and minor and consequential
amendments. The Act offered stronger protection to children, than its ptiegB8elxual Ofénes Act
1956. Notably it changed the definition of &échil
also created new types of sexual offences that have not been previously included. Importantly, it also
had sections on capacity to consent,itglarg what lack of consent meant, and on vulnerable victims
(such as those with IDD). Thus, the Act applies to adults but also to young people under 18 (and over

107 the age of criminal responsibility).
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In the UK, as early ahe 1990s the Home Office fioy (1990), specified that wherever
possi bl e, of fenders with intellectual di sabiliti
diverted from the criminal justice system to instead receive care and treatment from health and social
services. The Relreview (Department of Health & Home Office, 1992) and the Mansell Report
(DH, 1993) provided the policy context for adults with ID, at risk of offending, but also those who
exhibited challenging behaviours or had mental health needs. Each emphassggufib@nce of
tailoring treatment approaches to the individual, treating people in the least restrictive environment,
and in the community rather than i(6@di tuti onal S
Commissioning Speciat Adult Learning Disability Health Service, as well as the Valuing People
Now (DH, 2009) have carried on sanctioning this policy specifically by pointing out such
responsibilities to service commissioners in relation to offenders with ID. Therefarepritinon for
community ID services to be caring for and managing men with histories of high risk sexual
behaviour that is harmful to others, for some of whom there are no legal sa(idiw@rgen et al.,
2010)and others who might be on probatidithough, it is worth recognising that the Md Health
Act (1983, as amended by thtental Health Act, 2007)oes provid aframework by which
O6mentally disordered defendantsd (definpPd as Oar
can beeferred ont@wompulsory treatment by the healthcare syswther before or after convictipn
thereby leading to a diversiaf the individualdrom the criminal justice system. Whereas autistic
spectrum disorders do fall under this definition a diagnosis of learning disability requires in addition
t h a t disdbilityeis aésociated with abnormally aggressive or seriously imasgble conduct on his
p a r(st 2(2)).

A study of the different pathways taken by ID offenders into offender servicémdsay et
al. (2010)foundthat sexual offenders were most frequently referred to commumépdic 1D
services and to maximum security, rather than generic community and medium/low security services.
Thefactorsidentified to predict offender pathways included living in the comitgtand having
moderate ID which increased the chances of refeyredmmunity forensic ID services, while
physical aggression, being charged, diversity of index problem behaviour and coming from tertiary
health services increased the chances of refersscure serviceSexual offendersn particular,
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were more lilely to bereferred to a communitigased service if they were based in the community at
the time of the index behavigurowever the chances of tliecreased as the diversity of problematic

behaviour exhibited by the offenders increaearson et al., 2014)

Theories about sexual offenders

Theories can be described as having two main objectives that feed into each other, they aim to
explainas well as describe a specific process, in order to devise atit@ldramework (that
incorporates relevant and significant factors) that can explain and plausibly predict the process in
guestion. Theoretical frameworks will often suggest a relatiornsipeen abstract concepts, that are
unobservable (for instance etiomal wellbeing), and more concrete externalising processes, that can
be directly observed (for instance behavio(ivgard & Beech, 2006)A psychological theory will
thereby strive to explain the causes of a phenomenon, avibehal event through the
acknowledgment of features that mighlhlering it into presence or existence. They will incorporate
the latest findings and be based on the outcome of a number of established and empirically accepted
concepts, and often theyegourposed to be an absolute description of the process. Yetthdorfall
out of fashion, concepts they are based on might be invalidated and thereby theories will change with
empirical and clinical progresk addition totheories, empirical work wiklsobe, oftendiscused in
terms ofcontributing towards develamg models It has been observed that models and theaaies
terms areoftenused interchangeablgithough there are differences between the two (Ward,
Polaschek& Beech, 2006)Unlike theories, modelaremoresimplisticin compositionwith an aim
to focus the empiricalvork. Wheneffectiveas judgedhrough their plausibilitythey might be
developed into a more specific and detailed théwayis evaluated through empiricasting(Ward,
Polaschek& Beech, 2006).

Within sexual offending, historidig there has been a tendency to focus on risk, the risk posed
by the offender, with limited recognition of protective, or stredzfibed aspects that might also play a
role.In this sense the strengthased approach aims not only to minimise the rigiecitlivism but
also it aims tdosterandi mpr ove mené6és opti mal ways of functi or

goods (as will be described in detail via the Good Way Molfldje recenty models however, such
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as the Good Lives model have started to consiaplausibility of a wider framework of factors
(past and present in the individual b6s | ife) and

implications for treatment as well as ridkard & Hudson, 1998)

Mainstream sex offender theories

The theoretical body of work regarding mainstream sexual offenders can be categorised using
a three tier frameworkas suggested bBi¥ard and Hudson (1998Jhe categorical tiers are helpful in
focusing and highl i ght (Ward& Hudson1998fite tuncijof afa mai n f e @
framework overview, apart from providing a platform from which to explore and contrast the different
theories, is also to highlight discrepancies across research.
Level | theories, refeiota set of (whaare considered to be) comprehensive theories or
explanations of sexual offending. Theories which fall into this category are multifactorial in nature,
and will generally be composed of factors as explored in Level Il and Level Il théasibslow).
Ward and Hudson (1998) explained that Level | frameworks seek to integrate single factor theories,
incorporating findings from different disciplines, in order produce a more holistic understanding of
the offence and offence pathway. Examplegeneralforea x ual of fender s, incl ude
Multi-Fact or Mo d el of Devi ant Sexuality, Mar shal l a
Eti ology of Sexwual Offending, and Finklehoros (1
theory.
Levd Il theories, niddle level theories, include those that identify and hold to account
individual factors, for instance empathy deficits, as features relevant to the aetiology of sexual
offending (Ward & Hudson, 1998). Such theories will focus on-@iraned descriptionsf each
structure and processes. Examples in general for sexual offenders rattmdéon and Ward's (1996)
Social Cognition and Sexual Offending theory, W and H®O®@QHRinlbd Mol est er 6 s |
theory, and Blackburndéds (1993) Soci al Learning t
Finally, the Level lll theories, also referred todescriptive omicro-models, detail the
cognitive,motivational, lehavioural, and social components, operational within the offence sequence,

or the relapse process (Ward & Hudson, 1988 broad sense tlwategories here are theories that
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attempt to explain the process of offending. ExamiplelsideHudson, Ward, and McCormack's
(1999)theory of Offence Pathways, and tHall and Hirschman's, (1998)uadripartite Modebf
child molestation

Morerecently, a new theory of sexual offending was proposedfdényl and Beech (2006)
constructed via the process of reviewing the diverse models according to thgethireenework and
the process of O6theory knittingo,thenamg thé ti ng i n o
IntegratedTheory of Sexual Offending (ITSO). The factors ITSO incorporates include genetic
predispositions, adverse developmental experiences, psychological dispositions, social, cultural
structures and processes, and contextual factorsugh ITSO, Ward and Bee¢®006) have
postulated that biological, cultural, psychological, individual, learning, and social traits are all
implicated in a sexual offence.

Good theorie®sf offending are helpful as they can effectively aid thacpss otlinical
rehabilitation orintervention work with the men. Theoretical components will usually be targeted

within treatment and assessed as part of the outcome measures (Ward & Beech, 2006).

Sex offenders with DD: theories

Unfortunately the theoretical developments in relatiosetaual offenders with IDD have not
been as fruitfu{Wilcox, 2004) With a few exceptions, detailed below, there has been a limited
amount of research in relation to the underlying processes governing the aetiology and maintenance of
sexualoffending by IDD offenders. Nevertheless, the tHmad classification system developed by
Ward and Hudson (1998) can be adapted and applied to IDD research, as summarised below.

Level | theories

An example of a level | theory, of sexual offenders i | D, can arguably be
6a model of feexuag composed of gr o wmpltifaotgialf act or s ¢
accounfof sexual offendindpy grouping attributes, such as inappropriate sexual behaviours,
personality isses and psychological and developmental factors. Characterisglisatad in the
motivation and aetiology for sexual offences included impulsivity, and experience of own history of

sexual abuse, as well as denial (Lindsay, 2005). Another exaniBeliag, Rose, and Beech's
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(2009)adaptation of thellSO framework for men with IDD who display HSB, as will be dethile
further below.

Level Il theories

Level Il theories on the other hand aim to explain the impact of single factors in the aetiology
and maintenance of sexual offending. This body of woskdmasequently identified dynamic risk
factors, including poor athment and emotional problems, out of which four domains (sexual
interests, distorted attitudes, soaiffective functioning, and sethanagement) are postulated as
i mpl i cat e dtreatmentinde@homtenn ZD@2xand hewe requiring appropriate assessments
that allowing for outcome based treatment work. This in turn led to the development of a number of
assessment tools specifically for offenders withflizusing on cognitive distortionS(OT SEC | D,
2010) deviant sexual interestBlanchardet al., 1999)selt management as well as poor secio
affective functioning.

Level llI

Level Il theories relate primarily tdescriptivemodels of the relapse prevention process
acress the research of men with IDD. A model of sadfjulation has begroposed in mewith ID
by Ward and Hudson (2000), considered in the offence process model as develBpkdtyek
(2003)

On the whole it is acknowledged complex factors, experiences and behaviours are at play in
shaping the probability of an offencéitag place. Out of the three, mufictorial, Level | theories
are hardest to evalualasteadthe single factotheories which form some of the foundations of
holistic models need to be considered in greater detail, especiathegshave been instrumental in

feeding into the wider understanding of key treatment features within the offender work.

The counterfeit deviance theoy

The counterfeit deviance theo@ Level | theory)xtipulates that deviant behaviours such as
sexual offending in men with IDD is precipitated by factors such as poor social skills, lack of sexual
knowledge, limited opportunities for establishing séxakationships and sexual naivety, as well as

poor heéerosexual skills, rather than a preference or sexual drive towards inappropriate objects
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(Hingsburger, Griffiths and Quinsey, 1991). Overall in total eleven factors are included, and when
interacting,are suggested to produce an increased probabilitenfengaging in sexual offending
(Griffiths, Hingsburger, Hoath, & loannou, 2013)

For a long time, the counterfeit deviance theory was considered one of the most influential
foundations for the development of treatment services for an IDD sex offender client group. The
theory was effetive in highlighting the individual in the context thieir environment. For individuals
with ID, it meant atypical behaviours (such as display of HSB) were seen to result from the atypical
living situations they were in (Hingsburger, Griffiths & Quins&989). Gradually the focus
intensified onto main twéactors, educational issues and developmental maturation of the men.
Namely it was suggested sexual offending in men with ID was a result of their poor Sexiel
knowledge, in hand with their lack awareness regarding taboos relating to sexuatity sacietal
rules resulted in inappropriate behaviours.

Some of the more recent developments withintthésryinclude the highly contested
hypothesis by Griffiths (2007) who postulated that in sonsesaertain sexually inappropriate
behaviours a related to and result from specific conditions, such as a psychiatric disorder, medical
disorders or medication. However, this has been criticised on a number of points including having a
medical model vievof the individual and a lack of empirical evitm to support it (Murphy pers.
Comm.).

Another relationship reviewed, within the counterfeit deviance theory, is the link between
experiencing sexual abuse during childhood and later sexual offddtidgay,2002) Studies have
indicated high rates of seal abuse in the histories of men with IDMDo displayHSB (e.g.Dhawan
& Marshall, 1996fFago, 2003; Lindsay et al., 200They have haever been criticised for their
methodological limitations and often for being over simplified in their study of a very complex
relationship (between factors). Today it is accepted that not all abuse \gctiomsto become
offenderg(Briggs & Hawkins, 1996but childhood abuse is recognised as one of a number-of pre
disposing factors.

Over the years, there has been some conflictirdpece in support of the courftt theory
(Lindsay et al., 2006; Lockhart, Guerin, Shanahan, & Coyle, 2009; Lunsky, Fi@tfghs,
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Watson, & Williston, BD07). It has been difficult to assess theoryin full as it requires a
comprehensive evaluati on o-fexualmattitidesdndkriowladge] 6 s envi
partner selection, learning experiences, courtshils siad biomedical exp@nces (Hingsburger et
al.,1991) and therefore, to no surprise, there is a lack of controlled studies on tifeihoisay &
Taylor, 2009) Instead components of it have been investigated singularly, with some mixed results.
Michie et al. (2006) tested the sexual knowledge hypothesis by comparing two cohorts of
adultmen with ID, those whodd committed sexual offences and those who had not. The counterfeit
deviance hypothesis would predict that those with ID who display HSB would score less on the sexual
knowledge measures. The researchers controlled for differbatgesen the participantaups in
terms of age and | Q. The mends sSexuallknbwlekigeand! e d g e
Attitudes Assessment Tool (SSKAAT). The authors completed three studies with the first study
comparing 17 offenders with 20mwols. It was found thah 3 out of 13 subscales on the measures
the sex offender cohort had higher levels of sexual knowledge. In the second study they selected a
different jurisdiction with 16 offenders compared to 15 controls. Again, there werdcsghif
differences betweethe cohorts, with sex offenders scoring higher levels of knowledge on the 7
subscales. Finally, the authors combined the data for all 33 sex offenders and 35 controls. They found
significant positive correlations between |Q scanrd SSKAAT total scoreof the control group but
no significant relationship between IQ and SSKAAT total score for the sex offender group. The
findings threw doubt on the sexual knowledge hypothesis, and supported Griffiths and Lunsky (2004)
study whichmuch like Michie et al.Z006) reported no differences in the scores on the sexual
knowledge measure between men who had committed sexual offences and those who had not.
Langdon and Talbot (2006sed a different instrument for assessing the relationship between
sexual knowledge and sexual offending behaviour. But also, the authors developed on previous
studies by ontrolling for interventon effects, given that some interventions incorporate sexual
education as a component of the programme. In a four way comparison the authors measured sexual
knowledge in (i) people with ID who had a history of sexually inapprapbabaviours and who had
taken part in an intervention and (ii) those with 1D, also with a history of sexually inappropriate
behaviours but who had not received any psychological interventions, (iii) a group with ID and no
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offending history and (iv) a grquof individuals withoutD. No significant differences in sexual
knowledge were found between the ID sex offenders, those having and those not having received
treatment. Talbot and Langdon (2006) suggested that, partly the reason for no significamoditfe
was the small sanpsize, as they had observed a tendency for higher scores in men who had received
interventions. Furthermore, they found that sex offenders who had received treatment displayed
greater knowledge than nooffenders, but those setfenders who had not reived treatment did
not display less knowledge than roffienders. Therefore, the authors too, concluded that a lack of
sexual knowledge was most liketpt the predisposing factor for men with ID in sexual offending.

On the othehand, Lunsky, FrijtersGriffiths, Watson, and Williston (2007) split their sexual
offender cohort into a binary category, Type | (paraphiliacs) and Type Il (non paraphiliaesill,
their data supported that of Talbot and Langdon (2006) and Michie(2006) but their comgsions
suggested that the relationship between sexual knowledge and offending is dynamic. The results
illustrated that men with known sexual offence histories were significantly more likely to have
received sex education than ttantrol group. The authsithereby addressed some of the limitations
from the previous work, and hypothesised that the higher level of sexual knowledge might have been
as a result of the mends exposure to for mal or e

Thus, it isevident that aspects dfd theory have been studied and tested but it would appear
that, over the years, research moved away from the named factors and their combined contribution
and shifted this focus on sexual knowledge as a primary factor. In has iieen considered orfe o
the most researched and possibly most controversial topics within counterfeit deviance (Griffiths et

al., 2013).

Cognitive distortions

A prime example of a Level Il theory which looks to explain the role of a single facta in th
aetiology and maintenaa of sexual offending, is the notion of cognitive distortions in sexual
offenders. Cognitive distortions amongst offenders are a selection of thinking errors that are
automatically utilised by the person for a sslrving interpetation of offence situsns. Distortions

t hat can be engaged in include blaming the victi
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a

of fending (e.g. O6they deserved itd) or excusing
term rders to maladaptive befieand attitudes, and the distorted cognitions are considered to play an
essential role in facilitating sexual offending (Ward et al., 198/&xd (2000)noted that cognitive

distortions emerge from implicit theories that are used by the offenders to make judgments about the
victi més t hou paviouss, Distoreee dttidas baveabeed linked to sexual recidivism in

both ID and no#iD sex offenders, and distorted attitudes have been recorded as more prevalent in

child sex offenderéThornton, 2002)

Victim empathy factors have also been hypothesised as being related to cognitive distortions,
whereby a lack of victim empathy is postulated to be an internal failure in recognising harm caused,
therebycreating ahinking error (Marshalkt al., 1999)n the proessing of their offence
Correlational studies that have explored the relationship between victim empathy and cognitive
distortions have found promising and positive retarshall, Hamilton, & Fernandez, 200The
relationship between the two has been studied extensaredyas such has beiategrated into
theoretical models which stipulate that a lack of victim empathy and existing cognitive distortions act
as disinhibitions to sexual offending (Finkelhor, 1984; Hall & Hirschman, 1991), and both have been
associated witthe onset and devglment of sexual offending\(ard & Siegert, 2002)

Much like nonlD sexual offenders those with ID have also been noted to display deviant
sexual arousal patterns and cognitive distortions supportive of sexual offending (Murphy et al.,1983).
Moreover cognitive ditortions appear toghoffence specific, as explored biyndsay et al. (2006)vho
reported on two studies in which men who offended against adult women demonstrated significantly
more cognitive distortions regarding rape, whereas men who had offended against children
demonstrated signidfantly more cognitive distortions in relation to offences against children. Thus, it
is proposed that different types of sex offenders may tend to hold cognitive distortions which are
selectively consistent with the type of sex offentt which they havdéeen charged (Lindsay et al.,
2006).

Williams, Wakeling, and Webster2007)found a significant change in cognitive distortions
expressed by prisoners with ID, pre and post treatmergestigg distdions are treatment
responsive. This in turn implicates them as being good indicators of treatment change. However, in
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this study prisoners with an IQ< 80 were grouped into the ID cohort, a limitation addressed by the

SOTSECID group (SOTSEED, 2010). TheSOTSECID collaborative undertook a study of a group

of men who sexually offended, with an average 1Q< 70, where a CBT based intervention was adapted

and provided for men with ID. Although the researchers found significant improvemenigriglio

me n 6 Bcipgii@niin the treatment programme on one of the measures of cognitive distortions (the

QACSO), it was not the case for the other instrument, the SOSAS (see SADSHEL0). The

reasons for this were suggested to come down to the peanahtonsistecy of the alternative

measure, which had a number of double negative items that were difficult for the men to understand.
All'in all, unlike victim empathy, which is more difficult to measure and assess, the research

in relation to cognitie distortiondhas offered some more consistency and promising study results.

Men with IDD who display HSB appear to display thinking errors that are specific to their index

offences and studies suggest cognitive distortions might be receptive to efieatiueent

progammes.

The Integrated Theory of Sexual Offending (ITSO) for ID offenders

The Integrated Theory of Sexual Offending (ITSO) postulates that offending problems arise
through interplay between three causal factors being biological, ecologicpkgchologial (Ward
et al., 2005). As a model the ITSO has gained popularity amongst researchers over the years, and it
has also been adapted for men with(iKeeling et al., 2009)

Within the ITSO the biological functioning of a person is considered in the context of the
gene culture theory (OdlingSmee et al., 2003) that proposes genetic detentsirzend
neurotological functioning as factors that lead to an increased inclination to seek basic goods (e.g.
sex in the context of sexual offending). Specifically, it is postulated that sexual offenders carry a
genetic bias whichwhen paired with dysfurtional motivdion and cognitive processes can set in
motion a person to seek their sexual needs in socially unacceptable ways (Ward & Beech, 2006).
Keeling, Rose and Beech (2009) translated this for men with ID who display HSB. It was suggested

that predsposing genetifactors for individuals with ID include inherited characteristics and
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problems related to difficulties in utero, as recognised in the DS5{2000). Importantly however
the authors also note that a link between genetic conditions andeading is yeto be found.

Next the |1 TSO specifies ecological factors t
and environment. These include social and cul tur
early childhood experiences (Wet al., 2068). For individuals with ID ecological issues are
especially prominent features, as they are vulnerable to poor developmental experiences across a
number of domains (e.g. education, social care etc). Much like thlbnpopulations, but argbly
to a higler degree, factors associated with poor developmental experiences include being themselves
victims of physical and sexual abuse, limited social support and poor parenting (Ward & Beech,
2006). As Dagnan and Jahoda (2006) noted, the perdonahstantiafactors for individuals with
ID are at a higher risk of exacerbation due to stigmatisation and social isolation.

In terms of the psychological system, Ward et al. (2005) argue that this is vulnerable to any
impairments in the biological aretological syms. The psychological systerompriseghree other
interlocking neuropsychological systems; motivation emotion, perception and memory, and action
selection and control (Ward & Beech, 2006). Keeling, Rose and Beech (2008) aach of the
three systemis analogous to stable dynamic risk factors as studied within sex offenders with ID.
Schemas and implicit theories are stored in the perception and memory system, which can be
measured through the selégulation model. BotlCourtney &al., (2006)and Langdon et al. (2007)
have studied these systems, specifically in men with ID. Issues related to action selection and control
systems translate to problems with segfgulation which can increase the likelod of sexual
offending (Ward& Beech, 2006). In their study Langdon et al. (2007) found some support for the
hypothesis in that men engaged in both the appr@atbmatic and the offence pathways. However,
due to limitations in relation to assessmenasuges used and sample siz&yds concluded further
research into the area was needed.

Overall, the ITSO encompasses features of theories from all three levels and appears to be
able to at least partially account for sexual offending by people witAltBough further work is

neede in identifying specific aspects that are more salient for ID offenders, overall the model can
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assist with the development of appropriate assessment and treatment progitéesineg et al.,

2009)

Assessments

Measurement of the impact of treatment is a critical feature of any progrd®eiiable and
valid assessment ingtnents are essential in consiting good quality client formulations, and they
are a helpful guide for the whole team in cases of holistic approaches. Moreover, they are critical in
evaluating the effects of treatment.

Assessments will have slightly dsffent roles depending on thetteng, i.e. prison (e.g. risk
focused) vs community services (e.g. strength focused), but nonetheless the @oimcam service
providers should have when planning assessment is to determine the domains that needselde asse
Efficient, reliable andialidated outcome measures should guide treatment decisions.

A number of questionnaires have been developed to measure the key issues in the treatment
of men who display HSB. Marshall and Williams (2001) developed a lgtidipal components
assessednd the equivalent tools used, see Talleplicated from Marshall & Williams, 200.1in
the work of mainstream sexual offenders.

Tablel

List of tools used in the assessment of adult sefteiders

Domains measured Measures Authors

Abel's Child Molester Cognitions Scal Abel etal., 1989

Molest Scale Bumby, 1996
Cognitive Distortions Rape Scale Bumby, 1996
Rape Myth Acceptance Scale Burt, 1980
Hostility Toward WomerScale Check, 1984
Empathy for Children Hann & Scott, 1995
Empathy for Women Hanson & Scott, 1995
Empathy Child Molester Empathy Measure Fernandez adl., 1999
Rapist Empathy Measure Fernandez & Marshall, 1999
Interpersonal Reactivity Test Davis, 1983
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Social Functioning

Social Selfesteem Inventy
Problem solving
Social Support Inventory

Social Response Inventory

Lawson efl., 1979
D'Zurilla & Goldfried, 1971
Flannery & Wieman, 1989
Keltner etal., 1981
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Assertiveness
Rathus Assertiveness Scale Rathus, 1973
BussDurkee Hostiliy Inventory Buss & Durkee, 1957
Anger StateTrait Anger Expression InventonySpielberger, 1988
StateTrait Anxiety Inventory Spielberger eal., 1970
Anxiety Fear of Negativ&valuations Scale  Watson & Friend, 1969

Social Avoidance and Distress Scale Watson & Friend, 1969
Russell etl., 1980
Miller & Lefcourt, 1982

_ _ UCLA Loneliness Scale
Relationships _ _ .
Miller's Social Intimacy Scale

Clarke SexuaHistory Questionnaire Langevin, 1983

Multiphasic Sexual Inventory Nichols & Molinder, 1984

Sexual Interest

Laws Card Sort Laws, 1986
Wilson Sex Fantasy Questionnaire  Wilson, 1978
Psychopathy Psychopathy CheckligRevised Hare, 1991

McDonald & Pithers, 1989
Beckett etal., 1994
Miner etal., 1989

Self-monitoring Procedure

STEP Measures of Offence Chain
Relapse Prevention  Situational Competency Test
Coping Inventory for Stressful SituaticEndler & Parker, 1990
Cortoni & Marshall, 1996
Andrews & Bonta, 1995

Harris etal., 1993

Sex as a Coping Strategy
Level of Service InventorRevised
Violence Rsk Assessment Guide

Recidivism Minnesota Sex Offender Screening TEpperson eal., 1995
Rapid Risk Assessment for Sexual

Hanson, 1997
Offence Recidivism

Marlow-Crowne Social Desirability
Crowne & Marlow, 1960
) o Scale
Social Desirability
Paulhaus Balanced Inventory of
_ ) Paulhaus, 1991
Desirable Responding

The assessments and priority of the tools in men with IDD will have been informed by these

existing practices for men in the mainstream setting (Wilcox, 2004). Accordingly, therelegpadwer
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the domains of interest. A recent systematic review (Cohenr&eya2016) ofinterventions for adult
male sex offenders with an ID, also devised a list of the assessments used across the intervention
studies appraised. An adapted version of thesorea is found in Table(®ased upon Cohen &
Harvey, 2016)

Table2

Measures as applied in treatment studies of men with IDD who display HSB

Domain Measures Adapted by

Sexual Attitudes and Knowledge Assessmer
Heighway & Webster, 2007
Sexual SAK

Knowledge SocioSexual Knowledge andttitudes
Assessmeid Revised, SSKAATR
Multiphasic Sex Inventory, MSI, Nichols & Molinder, 1984

Grifyths & Luns

Nowicki-Strickland Locus of Control Scale, NNorwicki, 1976
Sex Offenders Opinion Test, SOOT Bray, 1997
SexOffences SelAppraisal Scale, SOSAS Bray & Forshaw, 1996

Cognitive shift

Questionnaire on Attitudes Consistent with Lindsay, Carson & Whitefield,
Secxual Offenders, QACSO 2000

o Offending BehaviouProgrammes
Adapted Victim Empathy Consequences Tas _ _
Unit, HM Prison Service, 1996

Victim empathy

Interpersonal Bactivity Index, IRI Davis, 1980
Victim Empathy Scal@ adapted, VES Beckett & Fisher, 1994
Coping Response Inventory, CRI Moos, 1993

Psychological
) ) Offending Behaviour Programme
factors Adapted SeHEsteemQuestionnaire ) _ _
Unit, HM Prison Service, n.d.

) ) Offending Behaviour Programme
Adapted Emotional Loneliness Scale ) _ _
Unit, HM Prison Service, n.d.a

Psychiatric Assessment for Adults with
Development Disabilities, MiniPAS ADD

Prosser et al., 1997

Relapse _ . Offending Behaviour Programme
_ Adapted Relapse Prevention Intew ) _ _
Prevention Unit, HM Prison Service, n.d.b

Note*The table has been modified not to include the measures in relation to adaptive behaviours, as this is part of
the ID diagnosis criteria, and risk assessments, as they are disbessw.
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Neither of the tables above are comprehensive accounts of atidasures as reported in
empirical treatment studies on men who display HSB, with or without IDD. They do provide an
overview of the domains and their equivalent outcome measwegver, as currently prioritised
across services. Notably there are nanagy tools and as much variation in the measures for men
with IDD. This could be down to a number of factors, including the smaller number of research
studies in IDD, fewer typolies recognised in men with IDD and there being less opportunities to
complae psychometric analysis of measures for men with IDD, due to recruitment and access issues.

Due to this lack of resources three main methodological approaches have beerddestifi
applied frequently in the assessment of men with IDD who display EiSt&r authors will use
existing measures, they might use existing measures that have been adapted, or develop new
assessments/ tests (Keeling, Beech & Rose, 2007). Issues evithaidsting measures that are not
adapted include, unreliable results aadations in delivery, for instance it might be done verbally,
with visual cues or by untrained staff. Similarly, where measures have been modified, identified
limitations includeadapted tools not always being appropriately assessed for their reliabdity
validity.

Overall assessment approaches have been well established for men without IDD, but more
needs to be done for men with IDD if a comprehensive assessment of treaatmisrio be

established.

Risk assessments
Hi storically assessing an offenderbés risk or
psychiatric patients, then later applied in guiding judicial decisions, such as the relative risk of
releasing an offaer into the community (Quinsey, Harris, Ri€eCormier, 2006). Nowadays risk
assessments are applied partly in guiding sentencing and probation decisions, but also in addressing
the provision of effective treatment programmes, principles such as riskg(tffose of higher risk
are targeted) and ngééwhere criminogenic needs, are identified and targeted for treatment) (Andrews

et al., 1990).
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The Giskdprinciple, long applied in the prison service, maintains that the level of service
provided to an ingidual should be dependent on the risk level of that offender, meaning that those
assessed as higher risk offenders are allocated to higher interestginions and supervision
programmes, whereas those with lower risk, to lower intensity treatment. thneed d pr i nci pl
maintains that interventions need to focus on changeable problems that are causally correlated to the
offending behaviour, known as dymic risk factorsln addition tothe twg Bonta and Andrews
(2007)ascertained the presence of the responsivity principliehvapecifies that services and
interventions should be tai llemmdendtivation. a per sonds i

Risk assessments, in their early forms comprised of subjective evaluations conducted by
psychiatrists and psychologists, and they vim®ed on clinical expertise. However, over time,
research contested the accuracy of this and prdireédat judgments to be no better than lay
judgments (e.g. Quinsey & Ambtman, 1979). Instead the application of actuarial instruments proved
to be signifcantly more accurate and objective tools (ZAgisdottir et al., 2006; Hilton, Harris, & Rice,
2006), ashey eliminated any errors such as base rate neglestnmonfallacy arising from an
attempt toestimae a probability of an outcom&uinsey, Harris, Rie, & Cormier, 2006). A risk
assessment is now understood to be a-4x@ed measure that aims todgice the probability or
likelihood of reoffending.

Instruments measuring actuarial risk of recidivism use risk predictors identified through
published sidies and then devise a manner in which to code the presence or absence of those factors
to arrive ata score for an offender. This provides the professional user with a measure of probability
of reconviction for an offence over a specified follayp pefod. However not all risk assessments are
actuarial in nature. The probability of recidivism must baayated from followup data in order to
gualify as an actuarial to¢Camilleri & Quinsey, 2011)in the past, for aex offender population,
most of the risk predictors relied predominantly on static fa¢Resch, Fisher, & Thornton, 20Q3)
such as first age of offending. More recently, both IDD andiB@hresearch has specified three
main types of risk factors as associated with recidivism; static, dynamic stable and dynamic acute

factors (Hanson, & Thornton, 2000; Hanson & Bussiere, 1998; Thornton, 2002)
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Static factors are historic in nature, they canmoalbered or changed in a way that is readily
influenced, for instance through interventions (HarlérBeech, 2007)They ardfixed factorsthat
will not change through time, examples include aspects such as gandehildhoodexperiences
Such information is easy to record, usually objective and good for actuarial analysis, as such it allows
for risk to be defined in a quantitative manii@rubin, 2007) Some of the more popular risk
assessments based on static factors are the-S@tied Risk Matrix 2000 (frequently applied in
prisons across UK), as well as police and the probation services.

Dynamic stable facts are related to the psychological characteristics of an offender,
meaning their personality and learnt behaviours. Thegalled dynamic factors because they may
alter, and stable because change tends to be slow. As such these are the factors getiehadlye
the focus of intervention treatment (Ward, Polaschek, & Beech, 2006). Some of the more widely used
instruments ar&SVP, SVR20 and SARN, (applied within the UK prison services). Psychometric
testing can also be used to assess dynamic stdbfacters(Grubin, 2007) Dynamic acute risk
factors are the characteristics of an offender and his vulnerabilities; they are reflectveafa o n 6 s
current state and circumstance. They are considered to be triggers and last for short periods of time
(Hanson, HarrisScott, and Helmus, 2007). Developing risk assessment instruments that try and
guantify and qualitatively evaluate dynamic adaietors isdifficult as they are, by definition
constantly changinfQuinsey et al., 2006).

Factors that, in general, haveebedemonstrated as contributing to sexual recidivism in adult
men are ID, deviant sexual experiences, antisocial behaviour, initilsigh sexual arousal, and
sexual preoccupatiofEmbregts et al., 2010Risk specifically associated with relapse in an IDD
population has been found to include a range of actuarial data, for exampleyrager of sexual
convictions, and total criminal convictions of any kiiWdilcox, 2004) Further factors that have been
postulated to increase risk are the naturd@fsexual offences committed, and some aspects of an
individual 6s history (including relationship his

Risk assessments of ID offenders are becoming increasingly common, however their

development has been sl@arris & Tough, 2004; Lindsay & Beail, 2004h some cases, clinicians
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have been observed to use their own unvalidated risk asses§@anteri & Quinsey, 2011)

which, amongst other issues, leads to inconsistent definitions ofikigimen.

Actuarial Instruments in ID

There are somectuarial instruments with promising results for the ID population. The
Violence Risk Appraisal Guide (VRAG) is one such tool, dsved to predict the probability of
violent or sexual reoffending. Originally, the tool was developed with a heterogeneque shm
psychiatric and nopsychiatric offenders, but numerous studies have illustrated its ability to predict

recidivism in ID ofenders (Quinsey et al., 2004).

Dynamic Instruments in ID

Some of the actuarial tools have been criticised for their lackrocal utility as they are
constructed entirely of static items. Static factors are indeed correlated with recidivism, ad deriv
from historical events and stable characteristics, as such they do not predict changing imminence of
reoffending during adilow-up period nor do they identify treatment targets, whereas tools which
include dynamic acute items are able to assess shortisk. Dynamic risk tools have been
demonstrated to be correlated with recidivism too however their main criticism &kheflevidence
which demonstrates that a change in the dynamic risk factors results in reduction in recidivism. To
date, only onstudy has tested for this effect (Olver, Wong, Nicholaichuk, & Gordon, 2007).

A promising dynamic risk assessment tisaheAssessment of Risk and Manageability for
IndividuaLs who Offend Sexually (ARMIDILES) (Boer, Tough, & Haaven, 2004). It is speefly
developed for men with ID and it utilises some of the existing and acceptable items in relation to
dynamic risk, inclughg stable and acuteems but notably it also develops on this by distinguishing
between items relating to the offender anch@rtenvironment. The authors have argued that, for
men with 1D, the inclusion of environmental variables in a frameworkdeessing risk, is
paramount. This is because men with ID are, more so than men without ID, reliant on and have
regular contact wit external structures and support processes (Boer, McVilly, & Lambick, 2007)
such as care staff, as well as other professsonht predictive validity of thRMIDILO -S
instrument wasecentlyevaluated, against two other frequently useds, the stati risk assessment
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for sexual offending (STATI®9), and a static risk assessment for violence (Violence Risk Appraisal
Guide MVRAG]) (Lofthouse et al., 2013)n a sample of 64 sexual offenders with ID. Applying the
receiver operating characteristic (ROC) anader the curve (AUC) statisfithe researchers found
ARMIDILO -Sto outperform the other two on its accuracy of predictargial recidivism of the men
with ID (Lofthouse et al., 2013)
Lately, there has been an increased awareness of the negatngationssuch as
overlooking personatrengthproughtto surface in completing risk instruments based on the
approaches abovijus a new method has emerged which focuses on more positive aspects, a
personds strengt hs a nThishaeredulted iredevelopménsadt dtréengttma n, 2 0 C
based assessments, but more so in an adolescent ID population than for adultgBéttH) Craig,

& Browne, 2008; Griffin, Beech, Print, Bradshaw, & Quayle, 2008).

Treatment

Treatment of men who sexualtyfendhas evolved over the years from medical and
behavioural programsuch aghe use oantirandrogens anthe modification of deiant sexual
interests via procedures such as covert sensitisation, aversive therapyhabastsatiatiorand
biofeedback from a plethysmograph (Abel, Levis, & Clancy, 1970; Marshall, 1973) te facdétied
and comprehensive cognitiieehavioural intergntionswhich includerehabilitative features
(Marshall, Anderson, &ernandez, 1999; Marshall, Fernandez, Hudson, & Ward, 1998; SOIKZEC
2013). The transition between the two was in part driven by new research at the time, that linked
cognitive distoit ons, a ter m der i v e dfaultyrthinkingBandurd, 1986) bs con st
sexual offendergAbel, Levis, & Clancy, 1970; O'Ciardha & Ward, 201By doing so, new interest
and discussions were opzhup within the field of offender treatment and research, and it soon
translated into new sexual offender models such
(1984) four factor framework. s, the shift was made from a medical model that fmeersed on
restricting individuals to rehabilitative approaches of individdalsdsay, 2009h)

Overthe years aumber of metanalysis have been pulliisdreviewingthe effectiveness of

treatment 6(nonIDD) sex offenderg¢Gannon, Olver, Mallion, & James, 2Q1anson & Mortor
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Bourgon, 2005; Kim, Benekos, & Me, 2016; Langstrém et al., 2013; Schmucker & Losel, 2017b)
Although, across thpublicationghere is aragreement that due to the heterogeneous nature of
individual studiest is difficult to drawclear cutconclusions on the general effectivenessexf

offender treatmerpirogrammesthereappears to béespecially when restricting the analysis to

met hodol ogically sound research such as RCTs and
readuction in recidivism rates in the treated groupsh@IDD sex offendersjSchmucker & Losel,
2017a) specifically,Kim, Benekos, and Merlo (2016) found that behavioural, CBT, and
multisystemic therapy showedorepositive effects, similarly Schmuckand Losel (2017) who
included studies from acrosdfdrent countries, reported that cognitive behavioural therapy, as well
as small sample studies, with medium to high risk offenders, and more individualized treatment,
revealed better effects.

Focusingspecifically on prison populatioddews, Di Bella,and Purver (2017#neasured the
impact of the prisofbased Core Sex Offender Treatment Programme (30T Ehe reoffending
outcomes of sex offenders in England and Wales. The programme itself was designed by the HM
Prison and Probation Service (HMPPS)ifaprisoned men who have committed sexual offences. It
works on the principles of identifying and adsgsing known criminogenic needs of the maa,
cognitive behaviourajroupbasedreatment approaels. Itis available in approximately orsixth of
maleprison establishments in England and Wales. Applying the propensity score matching technique,
Mews, O Bella, and Purver (2017) matched 2,562 convicted sex offenders who started treatment
under the prisofbased core SOTP programme with 13,219 comparsonfienders who did not
take part in any programmes, as identified via Police National ComputedseS®@ TP treatment
records, and the Offender Assessment System database. The matched treatment and comparison
groups were then compared on an extensingaaf reoffending outcomes. The results indicated that
matched treated and comparison groups hadasingioffending rates across a variety of outcome
measures with some statistically significant differences detetitedted sex offenders committed at
least one sexual reoffence during the folop/period when compared with the matched comparison
offendes (10.0% compared with 8.0%). The finding suggested the prison managed Core SOTP
treatment programme was associated with little or no changes in sedua@sexual reoffending, a
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surprisingoutcomethat the researchers suggested might have resultecafrumber of variables and
factors, not controlled for (such as deviant sexual interest andegealftion problemgMews et al.,
2017)

A more recent, metanalysis on psychological treatment for nvém have offended was
published byGannon et al2019) The researchers reviewed 68des from which 70 independent
studies were extracted, describing the recidivism of 55,604 offerwi#ns22,321 treated, and 33,283
as the comparison grouannon and colleagues (2019) identified tbasexual offenders, a number
of key moderators ereassociated with significamind bettereductiongheir recidivism. Notably,
treatmeneffectivenass appeared improved wheaualified registered psychologists were present in
delivering theprograms and where anfacilitating staff were provided witblinical supervision
Groupbased treatment was also found to produce the greatest reductions imesgeivésm, in
comparison to one to one or mixed group treatments. Optimal outcomes were achieved by
programmes that also included some form of araesainditioning (opposed to none or unknown).

This, the most recent gold standard review by Gannon et al. (2019), offered new insight into the role
of specific treatment components and clinician attributes in minimisicigivismrates.

Fewerreviewarticlesare availabl@assessinghe efficacy of iterventions for sex offenders
with IDD. Historically, interventionwork for men with IDD tooktheform of behavioural
management that included focusing on iamproving n
sexual knowledge, extending relationshipsproving their coping skills and reducing inappropriate
sexuality (Griffiths, Quinseg Hingsburger, 1989). Treatment focus for men with IDD, has
subsequently carried on in this direction since, with someeafthin treatment principles still evident
in current practice.

Today, for men with IDD, cognitivébehavioural interventions are adapted to take into
account menés vulnerabiliti es-meripgditiesisichasASDp t hei r
ADHD etc. In a broad sense such adaptations incsirdelifying the content, using rehearsal and
repetition, avoiding abstract notions, and optimising engagement via use of concrete strategies within

sessiongHays et al., 2007; Keeling, Rose, & Beech,&00ndsay, 2009a)But before a review of
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current cognitive behavioural therapy practices is presented, some consideration is given below

towards alternative approaches to treatment.

Pharmacotherapy

Pharmacological treatments with sex offenders haea beed in order to decrease their
general lgel of sexual arousal, but medical treatments of this offender group have hae a long
standing, and ethically controversial past. Historically practices included unlawful, compulsory, and
norrconsensual treatmeribcluding sterilisation of men with IDD, dralthough it is an outdated
approach to treatment (as a principal method), the role and potential of pharmacological supplements
to treatment has been studied.

In practice it means that pharmacological treatmaght still be considered but usually in
conjunction with psychotherapeutic treatmégall & Hall, 2009) especially for certain typologies of
sexual offender (most commonly pagtiilia) (Garcia et al., 2013; Thibaut et al., 20183 such,
pharmacological treatment in the more recent years falls into two broad approaches i) drugs that are
used to reduce the effects of sex hormongsarts of the brain associated with sexual urges, or ii) an
indirect medical supplement intended for comorbid conditions such as impulsivity, aggression or
alternative psychiatric disorders which could influesexual disinhibition (Lindsay, 2009).

Given the longstanding ethical issues in using pharmacological medication most of the
research in its use for sexual offenders is limited to case studies. Two examples of studies in relation
to men with ID who dislayed HSB aréviyers (1991)andCooper, Cernovsky, and Magnus (1992)

In his case study Myerd991)examined the impact of 5 yekng treament with
medroxyprogestrone acetate (MPon a 26yearold man with mild ID. The author reported a
significant reduction of the mandés sexual drive,
treatment and it led to full cessation of any sexutivigg. However, this effect was tempoyaas the
inappropriate behaviours resumed once the medical dose was decreased. Apart from the issues around
theshott er m ef fects, the authors recognised there o

administeed on a wider scale, in having to take tmedicine on a day basis.
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On the other hand, Cooper, Cernovsky and Magnus (1992) examined the effect cyproterone
acetate (CPA) drug on a man with mild LD. With the participant acting as his own control, he took
part in three conditions for over 38 mostfThe conditions included the CPA condition, no treatment
condition, and a control condition (placebo). Authors found that at the end of 38 months the man had
reduced hormones and, setported sexual arousal ksg. It was noted that that lottgrm
administration of CPA produced enduring antilibidinal effects, which in some cases can be
permanent, however within three weeks of stopping the drug, all measures had returned to pretrial
levels. Furthermore, althoughe man himself did not report any sieféects, the researchers
cautioned the use of CPA for it may result in any of the following, weight gain, fatigue, mild diabetes,
reduced volume of ejaculate, and gynaecomastia.

More recent studies have been conduidtet predominantly on men without IDZourtney
& Rose, 2004and two main types of pharmacological interventions have been identified, the SSRI
treatment and hormonal treatme®ERIs have been found to be effectivpamaphilias associated
with obsessiveeompulsive disorders, impulse control disorders, or depressive dis¢fdédraut et
al., 2010) Hormonal treatments, on the other hand are consideretyreffective in paraphilias
characterized by intense and frequent deviant sexual desire and arousal. Included in this are
antilibidinal drugs, comprisingf hormonal drug that have a testosteresgppressing effect, and
northormonal drugs that affect ldo through other mechanisr(iBhibaut et al., 2010)

As for the methodological rigour of the research a number of literature reviews have
concludel that the overall quality of evidence in favour for pharmacological treatment is poor
(Courtney& Rose, 2004; Garcia et al., 2013; Thibaut et al., 203@)dies primarily aim tmmeasure
short term improvements, and often rely on-sefforts Schober et al., 2005)vith sample sizes that
are often fartoemallBr own & Thompson, 1997; O6Connor & Ros

Instead a large body tiferature has illustrated that cognitideehavioural techniques are of
superior efficacy when compared to either early behavioural or pharmacological interventions alone

in treatment of sexual offendgi@ourtney & Rose, 2004; Lindsa009b)
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Cognitive behavioural therapy for men with IDD

Although rehabilitativeapproaches to treatment for men with IDD who sexually offend,
started with behavioural management therapies, such as Griffiths, Quinsey and Hin{fsi@jer
andHaaven, Little, and PeteMiller's (1990)influential work, today thisias developed into full
cognitivebehavioural therapies.

The work of Haaven, and beagues (1990), much in the same manner of Griffiths et al.
(1998) composed of an integrative behavioural management regime for sex offenders. Where Griffiths
et al.(1998) designed their programme for community clients, Haaven et al. (1990) clients were
secure setting. But both included features within the programmes such as promotionegfutadion
in relation to the sexual behaviour and problsstving. Also, both focused on the development of
appropriate social skills and sociosexual functigrin their clients, as they were of the view that
people with IDD might have restricted social and sexual opportunities that caused them to develop
inappropriate chiges.

Stemming from this is a broader cognitive behavioural therapy (CBT) which has beseme
of the most studied approaches in offender treatf@naig, Browre, & Stringer, 2003; Hanson et al.,
2002) The application of cognitive and problesulving techniques within such therapy have
developed to a sophisticated degrehthe general population of sex offenders (Marshall, Anderson
& Fernandez, 1999) andhas also been successfully adapted for offenders with(Liddsay &

Taylor, 2005; Lindsay et al.0P2; Taylor, Novaco, Gillmer, & Thorne, 2002pcluding sexual
offenders(Courtney & Rose, 2004; Lindsay & Smith, 1998; Murphy, Powell, Guzman, & Hays,
2007)

The potentiahdvantage of the CBT approach is that it combines cognitive therapy, exploring

the thinking processes of the person, with behaviour therapy, examining and chahgvigws.

Some of the most common themes in CBT based treatment programmes for indivithu

include teaching men social and relational skills, developing their victim empathy, increasing their
sexual knowledge, improving their attitudes towardsiakselationships, increasing community

engagement and motivation, confronting denigb(@sent) and improving selfontrol, modifying
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cognitive distortions and improving relapse preven(Barron et al., 2002; hidsay & Taylor, 2005;
SOTSEC | D, 2010; T aBroxholire &SLindsay i2008; Craig & RuGlingan,
2005; Lindsay, 2005)urthermore, a group formaather than individual therapy, has been
established as a preference for both men with and withou(HaI, 1995 Haaven, Schlank, 2011,
Heaton & Murphy, 2013)

In the field of sexual offenders with IDD a number afdigs, in the course of the last 21
years, have evaluated adapted CBT interventions (Craig et al., 2006; Craig et al., 2012; Keeling et al.,
2006b, 2007; Lindsay, Mahall, et al., 1998; Lindsay, Neilson, et al., 1998; Lindsay et al., 2011;
Lindsay et al.1999; Lindsay & Smith, 1998; Murphy et al., 2007; SOTIBEC2013; Rose et al.,
2002; Rose et al., 2012; Heaton & Murphy 20M8jrott's (2017systematic review ofe¢atment of
intervention for sex offenders with IDD, summarises these as including cd&sstand groupased
interventions, with the mean length of treatment being 13.5 months (with the range be&een 4
months). The locations varied from being basecommunity, to secure health units and prison
settings. Those in community settings limed participants from a variety of living arrangements
such as assisted living situations and private homes, with many participants either on probation or 24
hoursupervision. In studies that conducted a fotigpy treatment gains were observed on kndgde
attitudes, cognitive, and behavioural measures (e.g. Lindsay, Marshall, et al., 1998; Lindsay, Neilson,
et al., 1998; Lindsay & Smith, 1998; Murphy et al., @0Rose et al., 2002; Heaton & Murphy, 2013).
However consistent collection of folleup daa is, in general an issue and only a handful of studies
collected both cognitive and behavioural assessments (Lindsay, Marshall, et al., 1998; Lindsay,
Neilson, efal., 1998; Lindsay & Smith, 1998; Murphy et al., 2010; Rose et al., 2002; Heaton &
Murphy 20aL3). FurthermoreCBT based interventionisave been criticised faverfocusing on the
ARi-N&kedd component sBoatd & Andrews, ROGFoverookihgtheindividual
circumstances of thgersonjn terms ofpotentialsacial and ecologicatawses of the offenc& his
relates to the ITSO modahdimplies that some offence related vulnerabilities are of the ecological
kind , meaninghey have a social and cultural basis that might lead to individuat$imgto commit

sexual offence@/Nard, Plaschek & Beech, 2006)he offencen such instances is considered to be
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often opportunistic, or the consequence of circumstaaaeas such theexual offences an act
committedin the absence of any significant psychological defmitgulnerabilites.

Behavioural outcomes consisted of documentation such as legal reconvictions, and data from
police officers, mental health workeend probation officers, cognitive outcomes on the other hand
included changes in sexual attitudes and knowledge, andahtecus of control. Notions of
treatment effectiveness is therefore a contested topic. Nevertheless, it is difficult to agsess the
effectiveness of these studies, as apart from lacking comparison groups, none used a randomized
controlled trial degin or adopted an intetw-treat analysis, and very few reported data on either

attrition or loss to followup (Cohen & Harvey, 2016lones & Chaplin, 2017; Marotta, 2017)

Summary

The aim of this initial chapter has been to introduce the theoretidajioamnd for
understanding men with IDD who sexually offend and to highlight the need for appropriate, adapted
assessment and treatment, in order to better provide effective intengeiati their maladaptive
behaviours. The difference between those men and without IDD who display HSB is still being
understood, but history shows that the needs of people with IDD have been ignored to a great extent
across service provisions. Basingatment approaches upon theory and evidence (that is person
centred) $ fundamental to good practi¢gtumey, 2004)especially in the case of offenders with
IDD.

The reasondr reviewing the literature on allsbefore moving onto adolescentswsfold,
and in partelatesto our growing understanding offender profiledut alsothe wider system
appro@&hesto development ofreatmentFirstly, in considering the offender giiles, empiricalwork
on adult sex offenders has several occasions recorded sedports of thenstarting toengag in
problematic sexual behaviour, in childhcad adolescendgindsay et al.200, Seto & Lalumiére,
2010 SOTSEC, 2019 Secondly, areviewed by a leading national cha(f§SPCC, 2014dn the
topic of adolescents who display harmful sexual behavidi®8), it is known that ofterintervention

modelsfor youngpeople who display HSEirebased on adult sexual offender ratsdFor these
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reasons it was imperative to acknowledge and sumntagseirrent theoretical and clinical
understanding of adults with IDD who engage in hafreéxual beaviours.

In the following chapter the aim will be to address the profiles of adolescentDmitiviho
display harmful sexual behaviours in detail, before moving on to considering clinical assessments

available for this vulnerable population.
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Chapter 2

Literature review: adolescents with IDD who display harmful sexual behaviours.

Chapter Overview

As discussed in the previous chapter, a proportion of all harmful sexual offences are
committed by men with IDD, with the exact figure contested, given the variations across study
methodologies. The newest thedmyegrated Theory of Sexual Offendind@ $0) in relation to
primarily neuretypical sexual offenders, integrates a number of interrelating causal variables to
present a framework explaining the onset, development, and maintenance of sexual of¥éading
& Beech, 2006)The theory holds a convincing argument for how the interactiaveleetthe
neurological (i.e. neurobiology), psychological and ecological factors (i.e. social and cultural
environment and personal circumstances) explain the clinical symptoms that arise, such as emaotional
problems and social difficulties in men who sekuaffend.

More often than not men with mild IDD and HSB report deprived childhoods, with
experiences of violence and abuse (Gilby, Wolf & Goldberg, 1989; Day, LBfisay et &, 2002)
accumulating in difficult and negative developmental experiences. Thus, poor attachments in
childhood, childhood maladjustment agheficits in social relationshigsave been found to be as
relevant to the IDD client group as to the netyqoical groups. Added to this, individual factors, such
as poorer problersolving skills, difficulties with emotional control and communication difficulties
are considered to make interaction for children with IDD more demanding and complex.

Yet, in comparison tthe significant body of research regarding adult offenders, fewer studies
have emerged exploring the experiences of adolescents (with and without IDD) who display harmful
sexual behaviours. Therefore, the current chapter reviews the literature rel#tiagtevalence,
abuse experiences, individual characteristics, offence characteristics and treatment programmes

available for adolescents with IDD who displayed harmful sexual behaviours.
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Adolescents

The potential impact of adverse anaumatic develomental experiences on children has
been studied extensively, and it is with a level of certainty that we now know such developmental
disruptions can contribute to personality difficulties which may lead the individual to develop an
antiso¢al means of resgnding to others and develop into risky behavidiues general delinquency)
in adolescence and adulthogdhnson Flood, & Holmes 2016)

The ability to pinpoint exact factors, or even experiences that might make a difference in the
outt o me o f s kterfife rawe daedsome of the driving elements behind this academic
research. Initial studies on the childhood experiences of sexual offenders were based on retrospective
dat a, col | e c-tepoded saccoanidindsayd2009a)Iuthfstudies found a relationship
between offence beh&wrs in adulthood, and adverse experiences in childhood, which resulted in a
Avictim to abusero hypothesis. Supportive of thi
and Runt21990)who found an association between sexual abuse in childhoadaladaptive
sexuébehaviours in adulthood (others include Langevin, Wright, & Handy, 1989; Groth, Longo, &
McFadin, 1982)Lindsay, Law, Quinn, Smart, and Smith (2004ksp found, in their comparison of
IDD sexual offenders, with IDD offenders of a re@exual nature, significant differences in reported
experiences offgldhood sexual abus#Vith sexual offenders significantly more likely to have been
sexually abused in childhood, while violent offenders were more likely to have been physically
abused. More recent research, however, has concludedthasaociationsra far from straight
forward, this is particularly evident from chil o
harmful sexual behaviours have been victims of sexual dBlesgon et al., 2005nd not all victims
of sexual abuse go on to become abu&tater etal., 2003) As will become evident from the
literature review, a number of factors have been considered in playing a role in determining these
trends.

A large proportion of sexual offending research has looked at the developmental trajectories
of ealy displays of happropriate and/or harmful sexual behaviours and their link to later adult

offending. FreemarLongo (1983), and Able et al. (1985) found, in their samples of retrospective
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accounts from adult sexual offenders, the onset of sexual destarted in adekcence. Self

reported rates suggest that as many as 50% of the adult sexual offenders committed their first offences
during adolescence (Groth, Longo & McFadin, 1982; Knight & Prentky, 1993; Abel & Rouleau,

1990). Consequently, it is novelieved that kisveen 30% 60% of adult sexual offenders engaged in
sexually inappropriate or abusive behaviours during adoles¢Bno®en, 2000)

Moreover, recent data from the Ministry of Justice (2013) found a 12.3% increase in juvenile
offenderscautioned for sexual offences since the year before, and empirical studies Raclicad et
al. (2011)found that two thirds (65.9%) of contact sexual abuse experienced by childrenged 0O
was perpetrated by another young person under 18 years of age.

All'in all, the adult seHreported data, criminal gtice figures and studies focusing on child
experiences of sexual abuse, suggest that there is a proportion of children and adolbscgisfday
harmful sexual behaviours.

Young peoplebs sexual behaviour silcantettas be cot
this can help identify key differences between the motivations and meanings of such behaviours at
varying stage¢Hanson, Flood, & Holmes, 2016Young people will have different motivators,
forces, factors, attitues and roles in society, in comparison to adults (Rich, 2009). In addition to
which, children and young people have been found to be likety than adults to have unrecognised
mental health problems (Bradshaw, Keung & The Children's Society, 2016)a#igfghose with
additional ID diagnosi§ O6 Br i e, and to BeOrdlighf) otihe wider family and community systems
of care. They reside in a world of different values, beliefs and expectations than adultsya&vho ha
more control and a more significant role to play in comparison (Calder, 2002). Consequently,
pathways and reasons thead to the display of harmful sexual behaviours have been suggested to
differ between adults and adolescg@eech, Craig, & Browne, 2009)

Some of the adolescents with harmful sexual behaviours have ID and to datelréses
suggested that there are more similarities than differences between adolescent offenders with ID and
those without ID/Almond & Giles, 2008; Haaven et al., 1990; Timms & Goreczny, 2002; Lane,

1991; Lane & Lobano¥Rostovsky, 1997)They display the sa@range of sexually abusive
behaviours, with similar arousal pattefémms & Goreczny, 2002and both groups indicate
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similar behavioural impairments, alondsisocial skills deficits (Swartz & Masters, 1983; Gable &
Warren, 1993). Nevertheless, a large body of this research has been bastkoalologically
limited studies. By their own admission, and in much the same way as research with adults often show
that issues with IDD diagnosis is present, inappropriate assessment tools are used and conclusions are
based on small sample sizes.

Therdore, the study of adolescents with IDD who display harmful sexual behaviours is an
emerging field in which research akidowledge is still accumulating. Although in the recent decades
a movement towards greater understanding of the issue of harmfulhsaxdee has been noted, a
gap, specifically in terms of the characteristics and developmental trajectories of adshesitent

IDD who display harmful sexual behaviours, remains.

Terminology

Early research and publications on the topic of adolescentsigglaydharmful sexual
behaviours (HSB) used a plethora of terms and labels to signify the behaviour. These incluged phra
such as o6échild perpetratorsd, O6chil dr ereaciveho mol €
chil drendé ( Aliffagntitermindl®@yp cfténled td toefusion over the exact nature of the
behaviour, and so in time, it was recognitieat none of the above phrases were accurate enough and
many failed to acknowledge the range of behaviours the young people might. émfaddition to
which, debates emerged in relation to the ethics of labelling a child as an offender (Lovell, 2002) an
the damaging consequences it produces, such as stigmatisation resulting in unhelpfulbgdevice
practices (Boyd & Blomfield, 2006/izard, Hickey, French, & McCrory, 200But also making it
more difficult to integrate the young person back into society. Notably at an individual level negative
labelling has the potential of impeding positive efforts practiced by the person, who wishes to change
their pathway following treatment.

Academics who focused specifically on the ID population argued that in addition to the
above, appl yiasglabélfas the @otentia tb implyeadevel of intent in the perpetrator,
when this might not necessarily be the case for those Wi(Ryison et al., 2003)They rasoned that

labels should not cast judgment on the individual, because in some instances, albeit negative, actions
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mightarise from naive knowledge and understanding, they might also illuminate underlying issues
such as a lack of understanding of socialnmiations, social boundaries and consequences of actions.
Critically, through the application of correct and effeetterminology, a positive purpose
could perhaps be achieved instead, allowing early identification of the negative behaviours and
creathng opportunities for the person to gain access to appropriate health care services. This debate
resulted in the creatioof a number of new terms including i) young people who sexually harm, abuse
or offend(Fyson et al., 2003)i) young people who sexually abuse (Boyd & Blomfield, 0Brooga
& Masson, 1999) and iii) young people who display harmful sexual behaviours (88h et al.,
2013)
Given that young people who display HSB is the preferred term of a number of leading
national agencies who focus on assessment and intervention work with children and adolescents
across the UK, such as NSPCC, AIM and NOTrrat is the term that will be appliédthe following

thesis.

Normal vs harmful and dangerous behaviours

Distinguishng between healthy sexual development in children and adolescents and harmful
or risky behaviours can be a complex undertaking. Childngiage in a wide range of sexual
behaviours, as part of a healthy development (Rich, 2009). Recent reviews on thavepic
concluded, however, that all in all we know more about deviant behaviours of the children and
adolescents than we do know abouinmative onegBarbaree & Marshall, 2006)

It is therefore paramounihen working with children and adolescents who display HSB to
consider their behaviours in the context of two predontinarf act or s, the chil dobés
developmental stage (Rich, 2009). These two factors carry implications within the justice dysyem, t
can have implications for different motivational underpinnings and developmental significances for
individuals. In adition, certain sexualised behaviours are considered normal when demonstrated in
pre- adolescent children, but will be of concern éyicarry on into adolescen(®yan, 2000pnd
vice versa where other behaviours are part of adolescent development but would be highlyirunusual

pre- adolescents.
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In order to address some of the issues and to promote consistency around assessments of

sexual lehaviours in children and adolescents, resources such as flow diagrams, models and visual

representations have been presented. Mostadigéexin the field recognise the behaviours as existing

on a continuum ranging from normal and developmentally apitego abnormal and potentially

violent behaviourgHackett, 2011)see Figure 1.
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+ Developmentally
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xval hehamiaurs m chddiren and young people

Within the UK, one of the more clinically accepted and recognised tools udesinguish

between healthy and concerning behaviours was developed by a sexual health charity, Brook. The

Br ook

identify, asses and respond appropriately to sebeta@viours in children and adolescents. It does so,

T r taol, devetoped by thé ahdrity, aimed to help practitioners and families to

by categorising sexual behaviours into one of three levels, as denotedddoyairs of traffic lights.

Each category can be used to help distinguish healthy sexual development from harmful behaviour

bas e d

on the

personds

age.

The

and red, each signifying an imase in severity of the behaviour, as following:

Green behaviours reflect safe and healthy sexual development. They are:

t hree

col

9 displayed between children or young people of similar age or developmental ability

9 reflective of natural curiosity, experimentationnsensual activities and positive choices
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Amber behaviours have the potential to be outside of safe and healtbghaviour. They may
be:

9 of potential concern due to age, or developmental differences

1 of potential concern due to activity type, frequency, domadr context in which they occur
Red behaviours are outside of safe and healthy behaviour. They may be:

1 excesive, secretive, compulsive, coercive, degrading or threatening

1 involving significant age, developmental, or power differences

1 of concern due tthe activity type, frequency, duration or the context in which they occur

With each of the colour categorie®gsible actions and additional information is also provided
for the benefit of the professional. Given that green behaviours are considerby &iedlhormal, no
further concrete actions are offered in these instances. For those instances where awibardeha
have been noted, the Brook team suggest further observations of the child, whereas in instances of red
behaviours immediate action andantentions are recommenddé&tkamples of appropriate responses
include consulting national guidance and orgaisal polices, identifying risks and needs of the
young person and potential or real risks they might present to ofisessiesource the Brodkaffic
Light instrumeniBrook Traffic Light Tool,2020 has already been applied and used across a variety
of service provisions and muliigency teams. Despite the high service needs and the demand for it, as
a tool it has not been peer reviewed norchemetrically validated. Furthermore, authors, at the time
of writing, had not yet specified or assessedthet 6 s appl i cability for an

In summary, children and adolescents display a range of healthy behaviours at different

developmentastages. It is when a child or young person behaves in ways considered to be outside
this range that their behiaur may be considered and named as harmful, given that it might be
harmful to themselves or others. At that stage further actions or obsesvaigint be required by the
parent or service providers. It is important not to pathologise the person bsgse tHweir behaviour

in the context of their individual social, emotional and cognitive development.
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Prevalence

Historically, prevalence rates wbung people who display harmful sexual behaviours were
based on adult selfeports, it is only in the mor@cent years that studies have attempted to gather
first hand data within and across communities.

In 2015, the National Society for the Preventad Cruelty to Children (NSPC®Bentley et
al., 2016)equested access to crime statistics under the freedom of information gcflfeintent
was to review records of sexual offences against young people, specifically those under the age of 18,
across England, Wales, Sautt, and Northern Ireland. The records revealed that the number of
sexual offences against children, underape of 18 within England had in fact increased sharply (by
39% between 2012/13 and 2013/14) although they had been stable over the precegaay five
period. Moreover, the data showed that in 4,209 cases the perpetrators were recorded as children and
yourg people under 18 (Bentley et al., 2018hfortunately however, thidatawas not presented in
the context of &roader recordallowing for a grcentage estimat®ore recent FOI data, as
requested by Barnardo's found that the number of sexual offegaiestaunded 8-year olds, by
underl8-year olds, recorded by police, rose to 9,290 in AElGni, 2016) The charity suggested
the true figure to most likely to be higher as 16% of the police forces did not respond to the request.
More recently still, an BPCC review of its helpline themes found 773 calls made in 2017/18 by
adults concerned about peer séyakause or children displaying harmful sexual behavitd8PCC,
2019) National data such as this helps contextualise the size of the problem, althougimdt ddks
exact figures.

The accuracy of national data and those extracted from empirical studififficut to
establish, for much the same reasons as the data in relation to adult incident rates and/or offences.
Reported figures are affected by aigty of factors including police recording practices, and
differences in definitions of sexual offerscén cases of crime statistics, it is important to bear in mind
they refer to offenders over the age of criminal responsibility and only to crimédstleabeen
recorded. Thereby, crime statistics represent a proportion of cases, and only specifisaltipdh

have been convicted of sexual harm or abuse. Furthermore, they also represent only the segment of
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cases that have been committed by childrem theeage of criminal responsibility, which is 10 years
old, in England and Wales. Crime statisticoale not represent thgroportion ofchildren and young
people who might be displayimoblematicsexual behaviour, who do not warrant action through th
criminal justice system.

Indicators suggest between a quarter and a third of all sexual abus&imitdteKingdom
involves children and adolescents under the age of 18 as the alleged abusers (Hackett, 2016; NSPCC,
2019). Some studies suggest higheesditetween 360% (Halperin et al., 1996; Horne, Glasgow,
Cox, & Calam, 1991; Vizard, Monck, & Misch95). Variation in these data stems from differences
in empirical methodologies and sample populations. In anegirded general population survey of
UK-wide maltreatment histories of young peojtadford ¢ al. (2011)interviewed over 6,000 young
adults, teenagers, children and parents of younger chiléis@he from finding that 1 in 5 children
experienced severe maltreatment, two thirds (65.9%) of the young people; BgewQorted
experiencing contdasexual abuse perpetrated by someone aged under 18. Four out of five children
aged 1117 (82.7%), whaxperienced contact sexual abuse from a peer, also reported they did not tell

anyone else about it. Thereby, suggesting data collected, in most cabesafficcted by a variety of

factors around the victimb6s decision but also at
The prevalence of young people with IDD who display harmful sexual behaviours, is an even

more complex matter. A number of misrepresentative irg&pons, if not inaccuracies have been

encountered in literature, offering misleading conclusions.dtiee examples are review papers,

based on adult samples (and adult-gselbort data) that have been referenced as reflecting younger

population.Ang ampl e of which has been O6Call aghanbés (1

experiencedinonespéci ¢ specialist service. I n the paper C

does so by reflecting on adult ID sex offender studies, and yet thishmgpbeen known to be

referenced as: filn general, | ear nadolegcerdses abi | i t i e

of fenders (0O&6Call aghan, 1998) 0 ( pkyson, 2087dwhéhe ne z i arn

this does not follow from the data.
Other examples, include erroneous references of older studiegsswaonk by Gross (1985)
andHayes (1991)They both have been cited in the more recent published literature as studies
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looking at prealence rates of children and/or young people with ID who display HSB, where in fact,
neither are releant. Gross (1985) reports on prevalence of an adult ID samples, as does Hayes (1991),
who considers this in the context of service provisions for thaseliv living in Australia.

The problem is similar in nature to the issues encountered in adult IDD offender populations,
a severe shortage of good quality craestional studies. Studies that not only apply, but disclose
details of appropriate diagnastools fa ID and ASD are rare. For these possible reasons, in the few
available studies, often young people with IDD are said to berepeesented (Hunter & Goodwin,
1992; James & Neil, 1996; Dolan, Holloway, Bailey, Kroll, 1996; Hackett et al, 20&B)e 3 ofers
a broad review of studies published and cited for their prevalence data on adolescents with IDD who
display HSB. Out of the 13 studies reviewed, only two specified the formative 1Q assessment tool

used on which the prevalence data wered@geard et al., 2007Awad & Saunders, 1991).
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Published studies containing prevalence data on adolescents with intellectual and developmental disabilities who difglagxsahbehaviours

_ _ Number of Cognitive _
Study Study location Study design o % of those with I.D.
participants assessment
Awad & Family court clinic, | Survey, in person 49 (100% sexual | WISC-R 6% (N=3) fell into the mildly mentally retarded

Saunders, 1991

Canada

offences)

range. Full scale 1Q of sexual offender sample w
significantly lower (FSIQVM= 8 5 )
del i n RSIQM19S) Gsed as control group.

t han

Kahn &
Chambers, 1991

Mix of community
and institution
based samples,
USA

Retrospective case

notes

221 (100% sexual

offences)

Not disclosed

39% considered leaming disabled.

Hunter &
Goodwin, 1992

Residential
treatmenunit,
USA

In person at site

39 (100% sexual

offences)

Not specified
apart from
irecent
psychological

eval uat

59.0% with a diagnosis of a learning disability
and/or Attention Deficit Hyperactivity Disorder.

Richardson,

Graham & Bhate,

1995

64% of parttipants
were assessed in
residential care
facilities, and 36%

were outpatients in

Retrospective file

review

100 (100% sexual

offences)

Not disclosed

44% held statemented undsction V of the
Education Act 1981, typically for a otination of

behavioural and learning difficulties.
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the community,

England
James & Neill, A variety of Epidemiological 34 adolescents Not disclosed | 58.1% of sexually abusive yowtreported to be
1996 statutory agencies,| survey using a postal | identified from the fibel ow average abil it

England

guestionnaire sent to

statutory agencies

within aregion

respondentacross
service providers
(response rate was
65%)

Dolan, Holloway,

Medium Secure,

Retrospective case

121 (94% index

Not disclosed

56.2% (N=68) required special schooling, 45% t

Bailey, Kroll, adolescent forensic notes offence of sexual learning difficulties (N= 55) with 38% (N=46)
1996 mental health nature) classed as mildlimpaired, 5.8% (N=7) moderatel

service, UK and 1.6% (N=2) severely impaired.
Manocha & Specialist Case files 51 (100% sexual | Not disclosed | 19.6% formally diagnosed as learning disabled (
Mezey, assessment and offences) 10) with 80% (N=8) qualifying as mild and 20%
1998 treatment facility, (N=2) as moderately disabled.

England
Farmer & Residential and Fieldwork reviewing | 250 (both sexually | Not disclosed | 41% reported to have learning difficulties.
Pollock, 1998 foster care, Englan{ casefiles abused and abusin

children)

Vizard, Hickey Fourthtier NHS Case files 280 (100% sexual | WISCHII or 37% of the sample were judged to be functioning
French, McCrory,| specialist servig, offences) DSM-IIIR or bel ow the 0aydd)rlLaagnng | ¢
2007 England DSM-IV disability (1Q< 70), present in 24% of the sample
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In addition, 45% of the samplad received a
statement of educational need, with combined
learning and behawiwal problems the most
commonly cited reason. Over half of the sample
(59%) had also required some form of educatior
assistance, such as classroom support, a schoo
support nit, or removal to an EBD (Emotional an

Behavioural Difficulties) school.

Boswell & Voluntary Interviews of ex 10 (100% sexual | Notdisclosed |8 0% ( N=8) hssall ashavengimild, a ¢
Wedge, 2002 chil dr en @ residents offences) moderate or serious | ¢
/specialist service
provider, England
Taylor, 2003 Child protection Meeting minutes 227 (100% sexual | Not disclosed | 36% (N=82) reprted to be, or were in the proces

strategy meetings
and young justice

records, England

recorded during
strategy meetings

offences)

of, receiving an educational statementl&arning,

emotional and behavioural difficulties.

Hackett, Masson
& Phillips, 2005

Child and
adolescent service
providers, UK and

Republic of Ireland

1Youth Offending Teams

Survey

186 services

Not disclosed

Among the 111 YOTs, 47 teams (53%) estimatec
that up to 25% of thegung people they had
worked with had a mildo-moderate learning
disability, and a further 16 teams (18%) reportec
even higher proportions. Nine teams (8%) report

that they hadvorked with young people with a
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severe learning disability. Out of the 58 @th
services in England and Wales, 26 services (49¢
estimated that up to 25% of the young people th
had worked with had a miltb-moderate learning
disability, and a further 2teams (40%) reported
higher proportions of young people with such a
disability. Thirteen teams (22%) reported that the
had worked with young people with a severe
learning disability.

Of the 10 Republic of Ireland services, four tearr
estimated that umt25% of the young people they
had worked with had a mith-moderate learning
disability, and a further three teams reported hig
proportions of young people with such a disabilit
One team reported that it had worked with young
people with a severedening disability.

Three out of the five services in Scotland survey
estimated that up to a quarter of the young peop
they worked with who had sexually abused had .
mild-to-moderate learning disability, with the oth
two teams reporting that betweequarter and a

half of their work load had such a disability. One
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team said that it had worked with young people
with a severe learning disability.

Hackett, Masson,
Balfe & Phillips,
2013

Nine specialist
service providers,

England

Retrospective case

recad reviews

700 (1@% sexual

offences)

Not disclosed

38% (N=273) identified as learning disabled via

case file reports.
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There are numerous problems with these studi
di sabilitiesd anengdifeultiesnsecpnd,same wereffrone verly specific services
where only the most worrying young people (as viewed bydferrer) are referred, so are a very biased
sample; thirdly, most studies did not meadurie e y o u n igtellpceia gbiliye Thes two studies,
which stood out because thieir attempts to assess for IDilgm the 13 reviewed were a Canadian CJS
study by Awad and Saunders (1991) and an England based case file review study by Vizard and
colleagues (2007).

Awad and Saunders (199fbcused on a sample of 49 young people who were attending family
court in relation to their HSB. Out of this sample 6%loet young peopl e met the <c
retardati ono a sR. This preyalence &gdire day oniwWhe 8dbisideredrafiection of a
subgroup of young people who were caught, charged and had either been admitted or been found guilty
in court.On the other hand, Vizard and colleagues (2007) completed a case file review of young people
attending a very specialist (tier HEB service. In this sample of 280 young people not all (only 19%)
had convictions or a criminal record for their sexual.adisst were referrals from social services with a
fifth being from health professionals. Following either a psychometric assessinaetlectual
functioning using the WISAI, or a clinical assessment using the Diagnostic and Statistical Manual of
Mental Disorders (DSMIIR or DSM-IV), 24% of the sample were found to meet the criteria for learning
disabilities, where the 1Q 70.

This discrepancy in figures might be present for a few reasons. Awad and Saunders (1991)
focused, on a niche population, mtified via the CJS process. Vizard and colleagues (2007) will have
collected data on a wider sample of young people including ttederred for displayingroblematic
sexualised behaviours. Moreover, Vizard et al. (2007) recruited their sample froimnalrgdecialist
community service, which may have implications for the types of referrals received, that were possibly in
some waymore complex (e.g. with added IDD diagnosis) resulting in an@@esentation of the
sampleVizard et al. (2007also appears to have relied on the clinical assessments DSiMIIIR or
DSM-IV, in certaincases, which has been criticised fewvilidity, in instances where usedasole

diagnostic instrument.
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In addition to this, the studies are set within differenintoes (conducted 16 years apart) ,aasl
will be discussed in chapter 4, within the Likferral pathways have been set for yopagple away
from the criminal justice.

However, the rest of the studies that have been consistently cited for their prevalence figures,
give no information on how the cognitive assessments were completed or much details péottining
definitonofa Al ear ni ng di f fofteisudading to an oVerepresentatiosis dest | i t y
exemplified by Vizard and colleagues (2007) who found that although only 24% of the Sam®®® (
cases) met the definition of ID, 45% of the full sample alsavede statement of educational need,
with acombined learning and behavioural problem, and an additional 59% had also required some form
of educational assistance.ikata illustrate how an overreliance on educational reports and
terminology might gre rise to elevated prevalence ratessThight be one of the reasons for the high
rates as found by Dolan et al. (1996, and frequently cited) who reported 56.2% of the sample requiring
special schooling and 45% having learning difficulties (exact didignm®cess not disclosed).

Therefore, rasons for drastic imbalances in prevalence studies are very similar to those in adult
research. More specifically, however, as a final point in relation to prevalence figures around adolescents
and children who didpy HSB, it is important to note they thck privacy associated with their living
circumstance, and they hold lower levels of sophistication in hiding or disguising the activity, unlike
(most) adults (Hackett et al., 2003). There is also an increasedieugpervisions in their care and they
hold a level of naivety about sexual activities. All of these factors may increase the likelihood of sexual

behaviours being detected whereas in adults they might go undetected.

Methodological issues
Research attepting to identify and discern characttigs that are solely found in one fixed
offender population is a complex methodological challenge, especially given that those children and
young people who display HSB are considered to be a heterogeneous gisupaiihissue particularly
in the IDD cdiort, where participant samples are generally very small and the nature of IDD is often
poorly defined as childrenbés services tend to be

factor theory is de to explain the reason and source odus¢ offending (Araji & Finkelhor, 1986) and
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no one distinct characteristic has been identified as a leading factor in sexual deviance (Sermabeikian &
Martinez, 1994). This has implications for the work with ad@ascand children as well, given thatythe
are more dependent on, and have regular contact with, wider systems (such as education) than adults.

Notably, recent studies have started to agree that adolescents of average intellectual functioning
share morea@mmonalities than differences with the ¢ffender sample (Almond & Giles, 2008; Fyson,
2007, 2009; Haaven et al., 1990; Lane, 1997; Regan, Spidel, Gretton, Catchpole, & Douglas, 2007;
Timms & Goreczny, 2002; Lane, 1991; Lane & Lobaftastovsky, 1997; Swiz & Masters, 1983;

Haaven et al.,1990T.he methods of data collection as well as the participant samples will have
implications however.

Much of the research on sexuality relies on-gelforts, which can be limited by issues such as
recall error andeporting bias, resulting in inconsistéa® (see Fortenberry & Aalsma, 2003). Different
types of questionnaire designs have also been found to have an impact on what and how much
adolescents choose to discloSapple, Aquilino, and Wright (199%und that adolescents were more
likely to reveal sensitive information about their behaviour to a computerdiiréing an interview, or
even a pen anpaper questionnaire. Furthermore, such designs have not yet been adapted for adolescents
with IDD. Reviews considering the issue of data collection within HSB and ID, consider it to be riddled
with invalid and unréhble measure@lanchard, Cantor, & Robichaud, 2006)

Oneway around the issues above is to attempt dataation through parental interviews and
reports, either via observations (by the parents/carers) or checklists and questiofimaiis@ften
encouraged by clinical instruments that will have both a young person and a parental version, exploring
the sare matter. However, often the parentalsien and data is meant to complent the young
personds and not replaces it, in cBramngonlybner e t he

observe data or solely on parental reports limits the datactzalle

Characteristics ofadolescents who display HSB
Even more so than adults, adolescents and their behaviours need to be considered in the context
of their social systems, such as the family environment and network. They are considered less as

independat agents in the senseadtablished thinking patterns and actions, and more as subjective
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beings whose social context and environment might mitigate the development of risky behaviours.
Developmentally, adolescence is a period of considerable transfomraith physiologicalland
psychologically, and based on a childds previous
being pathologised within specialist services, even though these issues might diminish or resolve without
clinical intenentions. In cases whereetle might be atypical development or psychopathology present,

the young personé6és reliance and contact with the

More recent synthesis and reviews within HSB research has found in the study of adolescents,
more ofen than not, family systes are broken and children will have a lgagn history of severe
neglect and abug&hani, 2016) A holistic cinical understanding of the impact of adverse experiences,
added to complexities of cases where adolescents have additional vulnerabilities, such as IDD, are
limited.

Studies into the characteristics specific to young peopledidpday HSB have suggestéhat
both ID and noAD adolescents exhibited complex cognitive and behavioural deficits, with a propensity
to engage in denial, display immature social skills, poor sexual skills, have a lack of assertiveness, engage
in high sdf-criticism, obsessive d@nt sexual fantasies, alongside poor empathy and poor impulse
control (Swartz and Masters, 1983; Timms & Goreczny, 2002). The social deficits will often be evident
through regular social and behavioural issues at school (Gikidy, €989; Day, 1994).

With an aim to establish a clear clinical profile of the male adolescents who displaypBeysB,
(1994)reviewed clinical literature paying particular attention to factors in relation to their characteristics.
The data suggested, as a whole, thatemtents who display HSBere socially isolated, lonely, had a
lack of age appropriate sex education, displayed academic difficulties around motivation and
compliance, lack of empathy for victims, lack of remorse and feelings of lovestelém as wellsa
gender inadequaci€kakey, 1994) The family systems were also often broken, with a large number of
studiedfinding that exposure ta@iolence within the home was common (Awad & Saunders, 1989;

Redlack, 2003; Richardson et al., 1995; Vizard et al., 1995; AlImond & Giles, 2008; NSPCC, 2016).

The exact nature and differences, in early childhood abuse and nésjlece$ between the ID

and nonlD cohorts, is still unclear. Some research suggests that adolescents with ID are more likely to

come from homes with a history of severe family problems and disruption of attachment bonds, there is
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usually separation fromgpents and placement awiagm home, with frequent experiences of sexual

abuse, neglect, or physical abuse, (Veneziano & Veneziano, 2002; Lindsey, Neilson, Morrison, & Smith,
2001; Thompson & Brown, 1998) whereas Almond and Giles (2008) fountDnadolegents to be

more likely towitness domestic violence in their homes.

Retrospective studies with setéports from adults have also been used as a means by which data
on adolescents can be collected. In a study by Lindsay et al. (2001) it was foundethabwipared to
nor sexualoffenders, men with ID who had sexually offended appeared to have been more likely to
report early sexual victimisation. Namely, 38% of the sexual offenders reported sexual abuse in their
childhood, in comparison to 13% of thetatzed control group of nesexual offenders with ID.

These implications, of adverse early childhood experiences and any differences that they might
produce in behaviours, were explored in a clinical sample of ID andDhadolescents by Fortune and
Lambie (2004). The authors ugied the Child Behaviour Checklist (CBCL) (Achenbach, 1991) that is
designed to assess behavioural problems and social competence of children as reported by parents. In
their sample of 24 adolescents with ID vs 131-fdmdolescats the CBCL results indited that those
adolescents with ID who displayed HSB had extreme levels of psychological dysfunction alongside
severe behavioural problems (including externalising and internalising problems). This mimicked the
clinical profilesof children who were victins of sexual and physical abuse (Edgeworth & Carr, 2000).
However, the low sample size of children with ID in the study limits the interpretations.

Given the diagnostic features of ID it is perhaps not surprising that earlyegasts note
adolescentwith ID often suffer from a range of additional social and psychological impairments, which
might lead to issues such as low sdfeem, loneliness, a fear of intimacy and poor social skills (Becker

& Abel, 1985).

Offence types

Some clear discrepancikave been found between adolescents with and without IDD, in relation
to their offence typeélimms & Goreczny, 2002)'hey range in severity from naontact acts, such as
public masturbation, to acts involving physical violenceape. More often tharoh the index offence

for which they have been referred to a specialist service, will not be an isolated incident. This might
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mean, that a number of incidents might have occurred with the one victim, or a number of other
problemaic or offence behaviourscourred (with other victims) prior to detection and/or referral.

Generally, specialist services are more likely to report on contact offences athengst
adolescent populatiahat is in contact with therfe.g. Fortune and Lamhi2004; Vizard et al.,2007
Hackett et al., 2013b) due to the nature of referral patt@tis isespeciallymore likely to be founéh
older studies when awareness was poorer. It is often found that a significant proportion of adolescents
who display HSBwill display more than jst the one type of HSB (Vizard et al.,2007; Hackett et al.,
2013b), and in some cases a review of the different service provider reports, such as schools or parental
interviews, can reveal behaviours which start in early childlasatbn contact acts buwith time they
escalate to those behaviours of concern.

As a general cohort, adolesceptesenting with HSB and ID are less likely to havestory of
engaging in wider delinquent behaviours prior to their HSB index offéinae their noAD counterparts
(e.g. Almond et al., 2006; Dolan et al., 1996; Gilby et al., 1989; Richardson et al., 1995) and they are less
likely to use alcohol at thtime of the offencéBlanchard et al., 1999; Brown & Stein, 1997; Lindsay et
al., 2002b Coleman & Haaven, 1998; Day, 1994; Glaser, 199faccarelli, Bowden, Coatsworth, and
Kim (1997)reported that up to 14% of the adolescent cohort in their studyewtegndex offence was
of a nonsexual nature, nonetheless admitted to committing @aseffence in their past.

Those with IDD who engage in HSB, have also been found to act on impulse (Tudiver & Griffin,
1992; Sternac & Sher i8dTanmms & GodedzBy, 2002 ;0HECkdtt,|2@0d)matm , 1 9 9
i ncreased chancesuiosfa ntcheebm teynpgea ghi enhga viino ubimdecents u ¢ h
exposure, stalkingnd voyeurism@Gilby et al.,1989; Stermac & Sheridan, 1993; Fyson, 2007; Gilbey,

Wolf & Goldberg, 1989; Almond & Giles 2008

Adolescents with ID have also been found tgage in fewer grooming behaviours, more
physical force and more verbal threats against victims (Fortune & Lambie, 2004), they have also been
found to be less likely taictimise an individual repeatedly over a long period of time, in comparison to a
nortID abuser (Almond & Giles, 2008given this, past research has concluded that some of their
victims and offence behaviours are associated with circumstances and appsrtatiner than sexual

preferences or deviances (Day, 1994), which is in line witllale collected from the IDD adult sample.



90

The suggested reasons for this have been based partly on the inherent difficulties and limitations

individuals with IDD havepn account of their diagnosis, but also due to their limited social networks and

lackd private space (0O6Callaghan, 2001).

Age of onset/referral

In one of the largest population samples to date, which included 13,000 juvenile sex offenders in

America,Finkelhor, Ornord, and Chaffin (2009pund a vast age range for onset, extending from 6 to
17-yearolds, with 86% being 12 years and above. In a study of a UK adolescent population of 700
children and young people with HSBackett, Phillips, Masson, and Balfe (201@)nd the mean age at
referral to be 14 years, and the modal age to
study of a North American population, where thedal age was 14 years. Hackett et al. (2013) also
noted that the newer cases includetheir study tended to have an increased proportion of younger
children referred in comparison to older cases. This was proposed to be a reflection of an increase of
awareness within professionals with regards to the existence and nature of HSBaéhiketmbod.

Overall, the age of referral will vary, in accordance with the type of services where data
collection is taking place. For instance, in a UK study withragge of 280 children and adolescents,
Vizard et al.(2007)found the averagege of referral to be 9.5 years, with the mean age of 13.9 years at

the time of assessmeirinkelhor and colleagu€2009)arguel that their peek represented the age at

which most of adolescents come to the attention of professionals for displaying HSB, not necessarily an

age during which mostdalescents might display HSB. Hackett et al. (2013) on the other hand suggest
that the oset of puberty might play a role in the development of HSB, specifically as this stage of

development might trigger conduct and interpersonal problems.

Onefactortat appears to have a relationship with

own gexual victimisation(Thornton et al., 20085tudies have consistently found that early sexual
victimisation increases the probability of the young person displaying HSB eatlifer, generally

before the age of 1Richardson, Kelly, Bhat& Graham, 1997; Taylor, 20081urphy, DiLillo, Hayes,

& Steere, 2001)Moffitt (1993)compared the characteics of adolescents who displayed HSB with an

6early onseto6 (HSB displayed pre 12 years of

age
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the 6ettdl grompehad higher | evels of perinatal co
behaviairal indicators of what the author called neuropsychological impairments, for instance
impulsivity issues, poor early temperament and aggression, increased mertigbtodddims and
callous unemotional personality traits thereby meeting some of the asigirequirements for conduct
di sorders. On the other hand, Moffitt (1993) fou
and psychological profiles, viittheir antisocial behaviours being less influenced by early developmental
factors.

Studies specifically considering the age of onset of HSB in adolescents with IDD have not, to the

knowledge of the author, been published.

Family composition and own aluse histories

As was noted, adult men with IDD who display HSB will often report sevegiect and abuse
in their childhood, experiences that have also often been recounted and recorded in cases of adolescents
who display HSB (Barbaree & Langton, 2006nklies of adolescents with HSB are often characterised
by domestic violence, physicabase, neglect (physical and emotional) as well as abuse, in its various
forms(Barbaree, Marshall, & McCormick, 1998Iywin, Struder, Reddon & Clellann@003 Almond,
Canter, & Gabrielle Salfati, 2006; Flood & Holmes, 2016)

In their file review of 700 adolescent cases in relation to HE&& kett et al(2013)reported that
two thirds of the children and young people, including those with ID, experienced at least one type of
abuseor trauma during their early years. Examples included emotional atmysze neglect, sexual
abuse, physical abuse, domestic violence, parental drug and alcohol use, parental rejection and family
breakdown and conflict. Similarl/izard et al.(2007) in a sample of 280 adolescents in a special service
for HSB, found high rates of victimisation, with 92% of the sample having experieitbedsme form
of abuse or been exposed to neglect or domestic violence.

Specifically, in relation to adolescents with ID who display HSB, Steand Sheridan (1993)
found the ID group to be four times more likely than4tidrgroup to have a history géxual abuse, as
victims. In the hope of understanding this better, the relationship between early childhood experiences

and later behavioural outcomédsndsay et al(2001b)compared the patterns of physical and sexual
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abuse histories of adult n@exual and sexual offenders. Thegarted that those who had offended
sexually were more likely to have experienced sexual abuse, hothewessearchers themselves
determined thiso bean overly simplistic conclusiodue to lowsample size What is clearer is that all
individuals with DD are at a higher risk of abuse than typically developing children and adolescents
(Cooke & Sinason, 1998Factors such as dependence on others for personal care, power imbalance
between the person with ID and their carer, immaturity, lack of sexual knowledge, difficulties in
communicating, and a lack of assertiveness are just somefefithres that contribute to the

vulnerability of children, and adolescents with ID (Sinason, 1993a,b).

Victims

Unlike nont ID adolescents, who have been reported as more likely to offend against females,
adolescents with ID appear less particular ingtieder choices of those whom they offend against
(Balogh et al., 2001; Brown & Thompsd997b;Gilby, Wolf & Goldberg, 1989Fortune & Lambie,

2004 Tudiver & Griffin, 1992) They are also more likelp offend against other vulnerable victims than
nortIDD adolescents ar@ankervis, Hudson, Smith, & Phillips, 2000).

Gilby et al. (1989) ngorted that adolescents with ID had higher rates of offending against their
peers, and were less likely to knoveithvictimsas they wer@pportunistic and impulsive in theictions
(Gilby et al.,1989; Ryan & Lane, 199Timms & Goreczny, 2002 Lane (191) also found the victim
selection to be limited and guided by proximity to the offender and accompanied by few grooming
behaviours. Reported clinical observations support this in often reporting victims to be more likely to be
someone the adetcent know, at school, recreational circles or family. When it is a stranger it is more
likely to occur in a situation that is a part of the daily routine of the adolescent.

Almond and Giles (2008) compared 51 ID and 51-lwadolescents who display BSThe
study reviewed the case files from two specialist services for HSB within UK. The authors did not find
any difference between the groups in their victim choices, victim demographic profiles i.e. age, gender
and relationship to the offender. Rathbe two graips displayed similar levels of contact offences and
they also used similar rates of coercion. But the ID group was more likelythévaon-ID group to

commit exhibitionism, and the nd® group more likely to use violence beyond, that deenssssary
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to control the victim. Furthermore, the episodes of abuse by thébnoohort was found to last longer
than the ID cohort, which might be a reflection of the higher levels of scrutiny and observation
experienced by young people with ID.

It is dear from he research above that there are both similarities and differences between the two
groups. There is a lot of data to suggest that those adolescents with ID who display HSB are generally

more opportunistic in their victim choic&itnms& Goreczny 2002 Fortune & Lambie, 2004).

Reoffending and risk assessments

From the research presented above it is clear that adolescents who commit sexual offences are a
heterogeneous group. There are diversities in their childhood experiences, they exbilstaraotioal
and behavioural problems, ranging from impulsivity, to conduct problems and they display a variety of
HSB. For those reasons it is now recognised that currently no one risk assessment tool is able to cover all
the possible risk factof$lanson, & Thornton, 200@orling, 2002).

Recidivism rates of adolescents who display HSB are different to those of the adults convicted of
sexual offending. It has been suggested that adolescents who had contact with specialist E&3Baservi
less likely to reoffend sexually, but interestinglpme data suggegtsey are still more likely to commit a
later offence of a different nature (Caldwell, 2002; Miner, 2008bet, Wilson, & Smallbone, 2004)
The exact rates for sexual recidivism in adolescents is unknosgind¢o questions around the validity
and reliability of existing risk assessment tools (Ca&ltivi2002,2007;Vitacco et al., 2009Risk
assessment instruments have often been criticised for over focusing on the risks of the individual and
being deficidriven,w t h | i ttl e understanding of the persong¢
protective factors.

Currently six main risk assessment tools, as developed for adolescents who displag¥SB
beenidentified from published research. These #re:Juvere Sex Offender Assessment Protelio(J-
SOAP Il byPrentky & Righthand, 2003Estimate of Risk of Adolescent Sexual Offence Recidivism
(ERASOR byWorling & Curwen, 2000)Juvenile Sexual Offence Recidivism Risk AssessmentITool
(JSORRATII by Epperson, Ralston, Fowers, & DeWitt, 2005), Juvenile Risk Assessment Scale (JRAS

by Hiscox, Witt, & Haran, 2007)Assessmenntervention Moving on (AIM by Henniker, Print, &
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Morrison, 2002) and MultiplexEmpirically Guided Inventgr of Ecological Aggregates for Assessing
Sexually Abusive Children and Adolescents (MEGAMigcio-Fonseca, 2009A small number of

additioral tools have been found eferenced by healthcare practitioners but those instruments have
predominantly a complimentary function which i
psychopathic features aat risk of violent offending (for istance the Structured Assesent of Violent

Risk in Youth, SAVRY, see Viljoen et al., 2008). Out of the six risk assessment tools only two, the AIM
Il and MEGA have been adapted or developed specifically for the ID HSB adolescent population.

The 3SOARII tool is a 28item risk asessmentHrentky& Righthand, 2003). The scale is
empirically informed to assess the risk of sexual violence and general delinquency among individuals
who have harmed sexually. It is specifically intended for male adolescestd2d.8 who have a
history of sexually coercive behaviours. It is made up of foursedles, two of which include static
factors: Preoccupation and Impulsive/Antisocial Behaviour, and two dynamic factors: Intervention and
Community Stability/AdjustmeniThe 3SOARII is regularlyapplied in UK services but with a
recognised limitation thahereis a relative lack of consideration of protect{ggength based¥actors
within the young person.

The ERASOR tool was developed in order to assess thefrsskual violence among
adblescents between the ages of 12 (Worling & Curwen, 200). Sixteen of the items tap into dynamic
risk factors, and 9 items focus on static factors. The assessment looks at five domains; sexual attitudes,
interests and behauio, historical sexual assiég) psychosocial functioning, family/ environmental
functioning and interventions. The authors have argued ERASOR is able to differentiate between first
time offenders and reoffenders. It is a popular instrument in the UK kzit ke the 3ISOAP Il therds
little mention of protective factors.

The 3SORRATII is an actuarial risk assessment tool for male adolescents aged betw&8n 12
years Eppersoret al, 2005. The tool looks at four domains: offending history and charestics, abuse
history, £hool history and interventions. It does not consider dynamic factors nor is it capable of

predicting reoffending rates (Viljoen et al., 2008).

S
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The JRAS tool was also developed specifically for adolescents who have commitid sexu
offenceqHiscox et al., 2007)lt contains five dynamic and nine static factors. The main limitation for
this tool is the lack of data available regarding its psychometric propgtgespel et al., 2013)

The AIM assessment is the only instrument developed in the United Kingdom. Since its
development it has been revised (AIM 11) in order to adapt it for adoleseéhtiD (Griffin, Beech,

Print, Bradshaw, & Quayle, 2008; Henniker et al., 20821 1l describes itself as an instrumehat
integrates static, aeidynamic and stable dynamic factors, and is underlined by risk and strengths
aetiology (Griffin et al., 2008). It is based on four domains i) harmful behaviours, ii) development, iii)
family and iv) environmenGriffin andVettor (2012)evaluated the predicivwalidity of AIM 1l in
estimating future sexual offences committed by adolescents with ID. The authors found that in
comparison to the original AIM instrument, AIM Il preformed equally well, and sexusifeading was
predictedsignificantly better thasubsequent nesexual offending. One of the limitations to this
assessment is the scarce empirical evidence base.

The last available risk assessment tool is the MEGA as developed in AfMidca-Fonseca,

2009. MEGA was developed specifically for ID adolescents. It comprises of four scales: a risk scale, a
protective scale, an estrangement scale hatdrical correlativepersisten{renamed fronsexual

deviancy scale The tool ha a constellation of statand dynamic factors. The intended cohort has an
uncharacteristically wide age range as it is aimed children and adolescents (ages 4 to 19) and the author
states it to be equally reliable for males and females. While the dexseliffibe tool have repode

strong evidence of good item consistency, no other independent studies have yet looked into the
psychometric properties of the tool. Furthermore, ethical concerns have been raised by potential users of
the tool, in thatcurrenly, completed measures hato be sent to the authors for the results.

In short, a handful of HSB risk assessment tools are currently available and used for adolescent
populations, with only two appropriate for an ID population, AIMnd MEGA, of whichthe latter has
received dticism within applied clinical settings due to its poor transparency in relation to scoring and
empirical data. Furthermore, the applicability and validity of existing tools are frequently critiqued

(Caldwell et al., 2008; Viljen et al., 2009; Vitacco,iNoben, & Petrila, 2009).
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Interventions

Given that adolescents who display HSB are far from alike, and there are significant variations in
problems experienced by the adolescents, this has implications for interventions asasigmaf
practitioners whavork within the area (Rich, 2015). There are no single set markers or defngd
risk factors and no definite developmental histories that set into motion a clear pathway into juvenile
sexual offendindNSPCC HSB framework, 2016). The pathways ardiragtermined and will often
involve not only the individual but also the family, peers, schools and community va(iladtiesrneau
etal.,2004) as well as the i ndi Snidetmaad0@ys sotioecorpmicsa ment  (
(Lipsey & Derson, 1998) and bipebdpe grglikdy®@dndinisen or &
the impact of theiactions or deny the HSB, they might also be resistant to change. The high attrition
rates in intervention programmes have been attributed to factors such as these.

Treatment needs to be holistic in its eggch, accounting not julir the reasons behirtte
HSB, but also facilitating change in the young person (Hackett, 2006) through a stresgthapproach
that will help equip the young people with skills, beliefs and vathshelp enhance their wiedlingand
meet their needs in prosocial walkog current intervention models, in working with young people who
display HSB, have been based on adult sexual offender modules (NSPCC, 2014). Such approaches might
not only be confrontational in nature, bigado not consider the learning styles of yourggople or
their own victimisation histories (Worling, 2004). The only certainty is that any assessment and
interventions undertaken need to acknowledge individual differences, account for the heteroftmeity
cohort and consider each young persoaramdividual, even when group work is undertaken. Currently
there is little research on robusvidence based interventions for adolescents with HSB (NICE, 2016).

To date, a number of published case swti@ve had a significant role in developing an
overview of key components in intervention work, in light also of the limitations that might be present.
Latham and Kinscheriff (2013) perhaps expressed it best, in stating that ultimately it is not only the
behaviour that an intervention is looking to addeather it is the individual engaging in the behaviour.
Thereby highlighting why individual details and

intellectual capacity, age, relationship with othéheir personal history and behavioural problems
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Within the UK, recently, a number of national service reviews, rdigtiplinary reports and
national recommendations have also brought to the surface the need for practice guidelines and
interventions ér young people with IDD who display HIBhani, 2016; Gilber2008; Hackett,
Holmes, & Branigan, 2017; Harrington et al., 2005; Mason & Prior, 2008; NG55,.20t6)of the most
viable treatment approaches in the UK has been argued to be Cognitive Behavioural (T&Tapy
although within the research evidence ba#se IDD cohort has been found to be one of the least
represented groups (NICE, 2016).

Nationally, there are no accredited treatment programmes available for adolescents with IDD
who display HSB, and altlhigh a few adaptations to the mainstream prograsrimage been published
there is limited data available regarding their effectiveness. These ii@thaahge for GoogNSPCC,
2014) andKeep SaféMalovic et al., 2018)Even internationally, the evidence base is scarce. Some
empirical evidence has been found forltingystemic therapy in USfBorduin et al., 2009; Letourneau
et al., 2009)traditional cognitivebehavioural therapy, psychotherapeutic approaches and strbagtts
approaches (NICE, 2016), the majority of whiskleveloped for adolescents without IDD.

The one sengthbased treatment approatiased in New Zealand, is specifically developed for
adolescents with IDD, theood Way ModglAyland & West, 200B Given the limited empirical
research that has evaluated the outcomes of these three programmes, only a brief summary overviewing
their treatment components will be provided here.

The Good Way ModeglGWM; Ayland & West, 2006) was founded on the earbtyrkvaround
relapse prevention drawing on rinkedresponsivity approachéAndrews et al., 1990)n response to
the unique cultural perspectis of the young people Ayland and colleagues worked with, as well as the
abstract concepts mented as part of the early work, a need for change was evident. In time the
community based GWM emerged as a model that encompassasegskapproaches, relagsrevention
and trauma therapy within it. The narrative therapy is stretgised and comped of
psychoeducational sections, creative tasks that increase participation and motivation, and it is also
inclusive of the adol elspmentaltinGgproach, dderesses e young k . It
personds trauma, ab u spnsiilitydor ang aplse ar harm ohothers renmaissu r e s

with the young person. It also emphasises the need for an individual approach within the context of the
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treatment. The model has been wradceived amongst the young people themselves (Geary & Lambie,
2006) but there is no recidivism data published yet. It is also resource intensive, as it involves whole
communities, excursions with the adolescents and the ievaiat of the wider networks that would be
difficult to facilitate within the current UK polital climate (2019).

Much closer to home, the treatment program@tenge for GoodMcCrory, 201} was
developed byhe NSPCC, based on the assessment and traaitmoek completed by their HSB specialist
team called Turn the Page. T@hange for Googrrogamme is based on the CBT model, and draws on
attachment theory, mentalisation theory, psychodynamic and systems theories (McCrory, 2011). The
approach is strenggtbasedand e s ponds to the young personbs HSB
and emotioal challenges they face. Although the programme was not devised specifically for
adolescents with IDD, the internal evaluation by NSPCC deemed it a promisitlgent model. The
Change for Googhrogramme is limited for a number of reasons, it has nat peer reviewed nor
published yet, it was not specifically developed for adolescents with IDD, its delivery is one to one
(which has cost implications) and itasly available to NSPCC services.

The more recent programme delivered within the UK, spatiififor adolescents with IDD who
display HSB, is th&eep Saf@rogrammegMalovic et al., 2018)It is also based on the group CBT
format, and it was developed with input from specialist practitioners from acrossdoothunity and
residential services within the UKeep Safés strength based, and has inaygied components of the
GWM (Ayland & West, 2006), as well as the adult based SOFEEg@ogrammgMurphy et al., 2007)
and the Good Lives Model (Ward & Gannon, 2006). It séekdso engage parents and carers of the
young people in the treatment framework, as there is recognition of their need to understand the young
per s on ds,ardéhbiraoleiincupporting the young people through the treatment process. This is a
promising treatment model, as both the young people and the practitioners reported a positive response to

the programme, however as of yet, published outcome daiekiag).

Summary

The aim of this chapter was to provide a literature review of the currgmtieshresearch on

young people with intellectual and developmental disabilities who display harmful sexual behaviour. As
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was illustrated, good quality reseaianlthe area is sparse and the understanding of the unique
vulnerabilities and characteristiofthis specific forensic population of young people, is limited. A
number of services reviews of statutory agencies (for instanepherd, 2013)s well as national
chaities (for instanceeports byGhani, 2016; Hackett, Branigan, & Holmes, 20t8ye highlightedh
lack of consistency in the availability of specialt¥B services across the country.

HSB covers a wide range of behaviours, many of which do not come to the attention of
authorities, and it is believatatthis is especially true for cases involving young people with IDD.
Although some attempts to estiraahe prevalence of HSB in an ICHdolescent population have been
made, the data suffefrom methodological limitations. It is more appropriate to collect data using young
peopl e and -repbried expereemcésof saxeal abuse by peers, andh@sdbrough services
which workwith children with HSB. However, collection and publication of such data is scarce.

There is little published research on the most appropriate ways of assessing young people
presenting with HSB, although there is genegaéament that assessments neddke account of the
whole circumstances of the child and their family. This includes consideration of any prior experience of
abuse and other behavioural issues (Hackett, 2014). There are a number of risk assessaiannpols
to assess the likelihoodaf chi | dés HSB persisting or escalatin
predictive measure of risk (Carson, 2017; Prentky et al, 2010).

In the following chapter the aim will be to systematically review assessmentnesiis

available for young peopladolescents) who have IDD and present with HSB.
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Chapter 3

Finding the right assessment measures for young people with IDD who display Harmful

Sexual Behaviour?

Chapter overview

In the previous chapter, a review of agsdents who display harmful sexual behaviours was
presented. Literature relating to the prevalence, personal and offence characteristics was introduced. It
was evident that the total population of young people visaly harmful sexual behaviours is a
hetrogeneous group, not only in terms of age, gender, ethnicity and disability, but also in terms of the
levels of personal and social vulnerabilities they experience, and in terms of the risks they present to
others.Adolescents are different from adultsamumber of significant ways. Their life experiences are
more limited. They are often less socially, emotionally and physically mature. Their cognitive and
emotional capacities and personality are not fully deweslopherefore, assessments of adolescents
especially those with IDD should be carried out in a way that is matched to the developmental or
cognitive profile of the young person. But also, assessments need to have a wider focus than just for risk
predicticns. They need to offer a holistic pictwkthe young person and their strengths and challenges.
In the current chapter literature relating to assessment tools used within UK for adolescents with IDD
who display HSB, is systematically reviewed. As wiltbme evident, no specific instruments éé&een

developed, peer reviewed, nor validated yet.

The importance of assessments
Reliable and valid assessment instruments are essential in constructing good quality client
formulations, and they are consideredae#pful guide for the whole team in casa holistic approaches.

Moreover, they are essential in evaluating the effects of treatment.

2 A version of this chapter is published Balovic A., Murphy G., & Coulton S.2020. Finding
the right assessment measures for young people with ID who display Harmful Sexual BeBauioai.
of Appled Research in Intellectual Disabilities, 33(101-110.
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The informatiorgathering process for an individual can take several consultations, and different
forms, depending omeé client group and the type of serviceldntervention (Davey, 2018).
Assessments might include psychological tests of stable characteristics, fweWashsler IQ measure,
or it might include clinical tools that have been developed empiridal/important to acknowledge at
this point,suchnarrative andpproackstowards assessment of lat@sichdogical variables is
embeded in the notion that an objective reality exists, which can be obsandecheasurkthrough
empirical study and diberation.Meaning thathroughuse of diagno#t classificationsmade via what is
perceivedo be reliable and valid assessment toddga can be collectexhd bemeaningfulin
determining what isndwhat is not, preserfGergen, 2001 )Validity, in this context idinked to
psychometricswherestatisticalresults are interpreted bodicate acorrespondence between test results
andanexternal criterionThis may leadonto wider philosophical discussions arouihe &€pistemological
notion of what is truth, which spabeyond the current thesié. too strongfocus on validity and
reliability in terms of itpsychometriconceptiondas been criticised fdeading toan emphasis on
testingandverification of knowledgerather tharan exploration and creative generation of new
knowledge(Kvale, 1995.

For these reasons it is more meaningful to carrasegssmentsith several purposefssessing
for anddetermiring a diagnosigould behelpful in indicatingeligibility for a service, such as Weschler
IQ assessments that are applied alongside AdaBghaviour questionnaires in finding out if an
individual meets the criteria for ID diagnosis. But also, assessmengpplied tdorm a pivotal part in
plannirg, monitoring and evaluating interventions. Most often empirical research will utilisenoeitco
measures, for the purpose of assessing changes in participants in response to a treatment or intervention.
Other purposes of assessments are to identify a essonp sy chosoci al strengths
will help towards effective clinical forntation and, in turn, this can inform psychological treatment
(Langdon & Murphy, 2010). Finally, within forensic settings risk assessment tools have been developed,
as discussed (Chapserand 2), for the purpose of calculating the probability of indivislbeoffending,
usually on a categorical scale from low to high.

Generally speaking, assessment tools can utilise one of the following methodological approaches:

interviews, observational systems, sedport measures and projective measures (Hunslegel 2006).
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They will also fall into one of several categories, such as cognitive measures, outcome measures, and/ or
risk assessments.

Considering adolescenigith IDD who display HSB, who may have significant difficulties with
expressive and receptivpezch, in addition to memory and understanding, assessments need to be
adapted in order to overcome these ¢ hadsdessmemtes an
wi || be multifaceted covering a -psychagsbogkfundidningar e a s
(Langdon & Murphy, 2010).

Specific to risk assessment, it is important to consider and examine factors that are thought to be
related to seual offending risk, including sociosexual knowledge and understanding, cognitive
distortiors, impulsivity, sef esteem and empathy (Langdon & Murphy, 2010). In the adult research a
number of these have been found to differ between cohorts of sexuadraseixual offenders without
IDD (Fisher, Beech & Browne, 1999 oweverwe have much lessformation about the adolescent

populations however.

Assessment tools for adolescents with IDD who display HSB

Even though assessments are considered a criticgloc@nt of treatment evaluation, there has
been very little focus on the development of a parhensive assessment approach for adults with IDD
who display HSB (Keeling et al. 2007a, 2007b), but this is even truer for adolescents. Therefore, this
study aiméd to investigate what clinical assessment instruments, apart from two known risk assessment
tools (AIM Il developed by @Map, 2012; and MEGA developed by Micditmnsea & Rasmussen 2009),
have been specifically developed or adapted for adolescents wilbdintal disabilities who display
harmful sexual behaviours. A systematic review was unkamayiven that it is considered a scientific,
replicable and transparent approach in evaluating and summarizing research evidence (Denyer &

Tranfield 2009). In adition, it allows for any gaps in the published literature to be highlighted.

Previous resarch
The clinical challenge of assessing and treating individuals with intellectual disabilities who
engage in sexually abusive or harmful sexual behaviour ig@gfnised in IDD services (Broxholme &

Lindsay 2003; Keeling et al. 2007a,b; Craig et Al@ SOTSEAD, 2010; Heaton & Murphy 2013).
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There is a growing societal concern about the issue of young people who display HSB. Data from the
police forces in Egland and Wales report that 9,290 children and young people under 18 were recorded
asperpegtat or s of sexual of fences against other chil
Over a fouryear period, there were 32,452 reports to police of ellegxual offences by children on

other children, which equates to an average of more thaases every day.

Within specialistservices for adolescents with HSB, it is thought that betwe#&na?dl 38%
have intellectual disabilities (Vizard et al. 200 @dKett et al. 2013), which greatly exceeds the estimated
population prevalence of intelleaiudisabilities in the general population of around 2% (Emerson et al.
2012).The reasons for this discrepancy have been discussed in the earlier chapter bthemosf
frequent explanations entail methodological limitations in assessment pradibest axemplified by
better designed studies such asAlad and Saunders (1991)yhose vigorous diagnostic testing resulted
in only 6% of the sample meeting tbeteria for mild ID.

As a cohort, adolescents with intellectual disabilities and HSBaargidered overepresented in
samples of referrals to sexual assessment and/ or
1998; Almond et al. 2006), inrms of them being both victims and perpetrators (Hackett et al. 2005;
Grimshaw 2008), yet dhe same time, they seem to be urdgresented in the practice literature and
research. There are also concerns about the extent to which proper measurdsctdiahisabilities

have been employed in many studies, such that estimates of the meeval¢DD may be exaggerated.

Recent interest in adolescents with IDD & HSB

It is clear that there is a paucity of research targeted at young offenders wittctingé|
disabilities and HSB. A number of UK national reports have resulted in reviewsithf gffending
services, and this in turn has highlighted the presence of inequalities and inconsistencies in assessment
and intervention work with young offenders w h | DD ( Of fi ce of the Childr
The Bradley Report (Bradley 2009) drattention to the issues experienced by offenders with
intellectual disabilities. The report concluded that limited understanding of child and adolescent
developmat and limited recognition, understanding and management of developmental and

neurodevelopm#al problems meant that often the young people and children are identified through their
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criminality, rather than t hei rionar®epdrs2014)nadpecisu | ner a
which should have been recognised beforehand. Specific shanggrsiich as a lack of eviderzased
assessments and treatments, have been identified within service providers and in research around younger
forensic groups thanclude children and adolescents (Youth Justice Board 2008, 2014). In response to
this, theNational Safeguarding Report (Ofsted, 2008) called for improved provisions for such young
people. The report specifically noted that the needs of children and geapte with intellectual
disabilities are neither well identified nor provided for.

Moreover, in terms of sexual offending, the Mukltigency Criminal Justice Joint Inspection
Report (2013) noted that despite the fact that children and young people with intellectual disabilities who
commit such offences form a small minority of the olterahort of those who offend, the impact of their
actions could be extremely destructive as they often involved other children and young people. The report
concludes with a number of recommendations, such as the call for all agencies to actively edatribut
assessments that are intended to inform decision making as well as planning for interventions, in order to

minimize the risk of recidivism (CJJI 2013).

Method

Search strategy

An electronic search for adapted measures for adolescents with intelthstimities who
display harmful sexual behaviours was conducted in December @®1athe end of December 2013.
Searcheincludedboth databases and platforms. The platforms includad EBSCOHost, PubMed,
Web of Science and ISI Proceedifitpe databasdsosted on these platformeluded:SCOPUS
Cochraneand IBSSA range of search terms for intellectual disabilities and sexual offending was
generated by consulting the literature to tifgrsynonyms (seéppendixA for alist of the search
terms). To maximize the number of results, an array of terms representing intellectual disabilities were
applied. Search terms were combined using Booleaatope(AND, OR) and truncation was
indicated by an asterisk (*) taetect words with various endings (for instance, offen* would capture

offence, offences, offending, offender). Articles which had the terms in their abstract or title passed the
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first screming step; if this was at all ambiguous at the time, the inclusidreaclusion criteria were
applied to the abstract.

Given the possibility of publication bias, where studies are not published for various reasons
including small samples or poor methodplothe authors were keen to consult with experts from the
field. Thus, prior to commencing data collection a{&sed advisory group was contacted for
consultationin which discussions were held in relation to existing instruments in use across specialist
providers.The Learning Disability Working Group (LDWG) was setin2008 in response to and in
recognition of the lack of adapted resources presently available in the UK for children and adolescents
with ID who display HSB. The group met2times a yar and was made up of health care professionals
and academics who wad within the fields of service provision, for both ID and#Brchildren and
adolescents, at community and residential, hospital and national levels. The focus of the group was on
reviewing, adapting and researching tools for assessment and outcdoai@wa for adolescents with

ID who display HSB.

Selection criteria

The selection process used in this review was to consider all abstract and full text, journal articles
(in English) hat have adapted a measure, instrument or assessment specificdhyforposes of use
within an ID adolescent population, where the young person with ID displays HSB. Published clinical
trials, case reports, editorials, guidelines and protocols wesedswed. Both grey literature and
unpublished work was excluded fincthe review, as were books and book chapters as well as non

English language and thesis publications.

Participants

The review focused upon adolescents with ID who display HSB. AdoleseéhtID were
defined as young people, aged between 12 and 17 gfeage, with an 1Q <70 and problems in adaptive
behaviours, meeting the classification of ID (DSMJIAPA, 2013). However, for pragmatic reasons this
review included studies where only treerage IQ was reported, provided this was <70, since most

studiesdid not report adaptive behaviours.
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Results

The search found no publications that met the selection criteria. The most frequently counted

reason (seAppendixB for a key to the reasons listed@ason number 9, for neimclusion was that the

publication fell into a category which did not i
HSB specific cohort, and it did not present an a
(numkers 10 and 5 respectivelyew e t hat it was not a publication

HSB, or adaption of -mPaandeBl 8B as(geerowdhdrtty.deeo honb a
Learning Disability Workingsroup (LDWG) was also able provide valuable input and feedback on
the research on the topic, within the UK and it was confirmed that they also did not know of any adapted
tools for this population, though some were beginning to be developed (see drelomhier details).

Flowchat 1

Records found through databaaed platformsearcles
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s Total number of items
2 identified from database
§ searchers
5
] Records = 525
38 Internal duplicate citations excluded
66 External duplicate citations exclude
A 4 .
421 Titles and Abstracts reviewed —> 414 titles/ abstracts excluded
4 Reason #1
0 Reason #2
1 Reason #3
5 Reason #4
13 Reason #5
2 0 Reason #6
§ 7 Reason #7
3 3 Reason #8
271 Reason #9
95 Reason #10
1 Reason #11
8 Reason #12
4 Reason #13
1 Reason #14
— 1 Reason #15
v
E 7 Full text records to be | ——— | 7 full text articles excluded
% reviewed 1 Reason #1
w 2 Reason #3
[ 3 Reason #4
1 Reason #12
3
3
E 0 Publications included

Where seven of the articles met the potential eligibility criteria, all where read in full but
excluded as well, on the basis of four reasons. The most frequegtrbason 12, which was thaeth
article did not include an HSB sample nor did it discuss adaptation of instrymihtdhe next, most

frequent eason 4being thathe articledid not discuss the adaptation of an instrument.

Sensitivity analysis

Giventhe results of the systemateview, a sensitivity analysis was undertaken, by expanding
the potenti al pool of the I|iterature by dropping
search terms and equating synonyms remained the sanenamdsearch was conductedtbe same

databaseand platform®ver the same period. The sensitivity analysis again yielded no additional results.
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Overall findings

No studies were found through the systematic review of published journals despite thartho s
strategies, one of whiclias less limiting and had a wider search scope. However, the author is aware of
selective grey literature as produced by the Learning disability Working Group (LDWG). This
collaborative group, engaged in research work wittnUK, has supported the adatain, for
adolescents, of three instruments previously used for adults with intellectual disabilities, through two
doctoral research projects. One instrument is an adapted measure of sexual knowledge, The Assessment
of SexudKnowledge (ASK by Galea etla2004), the second is an adapted instrument measuring the
level of cognitive distortions presentyoung people with IDD and HSB, the adapted Questionnaire on
Attitudes Consistent with Sexual Offending (QACSO, by Lindsa®l.,2007), and the third iwork on a
victim empathy measure, adapted from the Victim Empathy Scale (by Becket & B@84éy, All three
of the instruments are still in the early stages of psychometric data collection with adolescents with

intellectual disabilities across sites hetUK.

Implications

The lack of published studies is perhaps not a great surprise. Rather, the results of the systematic
review support the less stringent findings from the National Safeguarding Report (Ofsgd200inal
Joint Inspection Reports (201 3he MultrAgency Youth Justice Report (2013), as well as the Research
into Practice Report (Hackett et al. 2013).

The large gap in clinical assessment instruments available for adolescents with intellectual
disabilities who display HSB is evident andaddressing this gap in knowledge, arguably reseassus
to turn to the evidence base already established in the mainstream offender work. Historically,
conventional sex offender interventions and assessmantssh been medi ated by the
apprach (Day & Howells, 2002; Martinson, 1974; McGuire, 1995). In practice, this has meant that two
offender rehabilitation models, the RisNeedi Responsivity (RNR) model (Andrews et al., 1990) and
the Good LiveModel (GLM) (Willis et al., 2013), have bee&onsidered at the forefront of clinical
intervention work. Arguably, the same methods might be appropriate for use with adolescent intellectual

disability offenders. Both RNR and GLM have become instrumentgliiting service treatment models,
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for adultand adolescent services, but also, they have been influential in assessment planning and

development (Ward et al., 2007).

Risk i Needi Responsivity
The Riski Need- Responsivity model (Andrews et d1990) postulates that the principles of
risk, need ad responsivity (RNR) need to be adhered to in order to reduce recidivism in offenders
(Andrews & Bonta, 2010). The risk principle maintains that the intensity of treatment should match the
level of risk(for re-offence) of the offender, the needs priteipnaintains that for interventions to be
effective in reducing reoffending behaviour, they must specifically target the problem areas or needs
shown to be empirically associated with criminal behaviand the responsivity principle highlights the
importance of matching treatment modality with offender characteristics (Andrews & Bonta, 2010).
The Riski Needi Responsivitybased assessment approaches have focused on devising
instruments which measaithree factors, those addressing the risk, neatlseaponsivity principles
(Kraemer et al. 1995; CSOM 2007; Keeling et al. 2007a,b). The RNR approach has been widespread in
the study of adult sexual offenders but the development and adaptationsaifzgmbassessment tools
for any adolescents who glay HSB have been limited. In many studies, assessments of the factors as
above have met the specific needs of the young population by usingphdidic measures, but only a
very limited number of sidies have developeandardisedheasures (Frey 201Hunter 2011).
Furthermore, to date, all such developments have focused onriat@lttual disability offender

population.

Good Lives Model

The GLM on the other hand is embedded in positive psygkiols strengthdased and
maintains that whilst riskased models are needed, they are not enough in addressing the needs of sexual
offenders (Willis et al., 2013). Rather, it is argued, a treatment model needs to foster the development of
both internal ad external resources for the individual, in additi@promoting goals that reflect personal
identity (Ward & Gannon, 2006). The theory asserts that, when working with sex offenders, clinicians
need to focus the intervention towards helping individuisrafixed goods of value and importance

(such as god health, social support, etc.), in an adaptive and appropriate way.
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With the emergence of this new model, the focus of assessments has shifted from being risk
driven to including more strengtiased tols (Worling 2013). GLM adherents argue that the retxie
which risk based assessment tools have been used to date for informing both researchers and clinicians is
likely to have led both parties to make inaccurate judgments.

The Good Lives Model alsocegnizes the differences between adults and adolssiceterms
of assessment models. It calls for a departure from a purely bdséd frameworks and stipulates that
adolescents require a different model (Miner 2002; Rasmussen 2004). Adolescentdifiakenarole
within families and their wider commity (Rich 2003), and they experience great developmental
changes (Calder et al. 2001; Rich 2003) and generally have less established sexual preferences, attitudes
and interests (Hanson & MortoBourgon2005). It is recognized that the assessment focedsni®
differ from that with adults, according to the needs of the adolescents, and that it will need to be based on

the difficulties presented.

Discussion

As is evident from the literature reviewed, kxdoents with intellectual disabilities who display
HSB, much like their noimtellectual disability peers, are a heterogeneous group. However, in
comparison with their nemtellectual disability counterparts, adolescents with intellectual disabilities
appear to be more opportunistic, and less complexdin tifending behaviours (Almond & Giles 2008).
They are more likely to have troubled childhood experiences which might include abuse and neglect
(Kelly 1992; Department of Health, Social Services andiP$afety 1999). However, apart from some
of theseoutward (environmental) characteristics, clear systematic and offepdeific, as well as
reliable and validempirical data are absent. A small number of studies have attempted to compare and
contras the intellectual disability and neintellectual dsability adolescents who display HSB, and in
general, the only consistencies reported across the studies are their various methodological limitations
(Van Wijk et al. 2006). Such limited studies can gmgduce general commentary and limited inferences
onthe specific vulnerabilities and any protective factors of the young people with intellectual disabilities.
What therefore is required, and is highlighted by the present results, is the need foekbencient or

adaptation of validated instruments affidical assessment tools for adolescents with ID and HSB.
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In addition to the issues relating to appropriate instruments, another sigmfietrddological
limitation noted thraighout the research papers, as is evident in the exclusion criteria of draatist
review, is the inconsistency in the definition of the term learning or intellectual disabilities, an issue that
alsoarises frequentlin research relatg to adults (Lambrick & Glaser 2004).

Given that much less is known about the validity of-bislsed frameworks in the population of
intellectual disability adolescent offenders, mindful progress needs to be made in terms of future
directions. In the norintellectual disability populations, a shift away from a #iglsed paradigm, has
been made toards a strengthisased approach instead (Ward et al., 2012). It has been justified as a
positive ideology with an aim to provide offenders with motivatorsftiats away from aberrant
behaviours (Ward & Stewart, 2003). Therefore, conceivably the devehbprieew instruments for
adolescents should follow a similar direction, with a focus on the development of stieaggis
assessment tools. It is only thréug shared focus that appropriate programme evaluations could take
place.

This systematic revieWas some limitations. It followed a protocol, but it did not include book
chaptersunpublished paperand doctoral theses. However, through access to the@®@DMio are active
in a number of network collaborations and projects related to the presenapis the UK, it was
possible to confirm that no other published adaptations were known to exist.

The thesis aims to direct the spotlight onto an area df that is significantly underesearched.

It is hoped that this paper will stimulate new resiedocfill the vacuum by Kiclstarting interest and
spurring new ventures in adapting or developing tools which will offer some invaluable information

about thé vulnerable group of adolescents and, ultimately, assist in assessing treatment effectiveness.

Summary
This review chapter has systematically sought out empirical studies that have developed and/or
adapted assessment instruments specifically for useaditlescents with IDD who display HSB. The
findings highlighted the imperative need for suchddolbe developed. There is a growing interest in
this population, there is also a clinical understanding that the possible motivations for such behaviours in

young people with IDD, may be different to their A@D counterparts. Young people with IDD are
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more likely to have maladaptive experiences in their childhoods, also their social skills and social
understanding of appropriate behaviours might be limitedrefore, there is a need to assess cases
where young people with IDD present with HSB, appatpty and consistently across service providers.
A holistic assessment and approach towards understanding a person and their behaviours can only be
achieved whre the individual in question has a voice, a choice and is involved themselves as much as
possilte. Only by understanding them as completely as possible, can links start to be drawn between their
vulnerabilities and their behaviours.

In Chapter 4 two sidies are presented, reviewing current practices across and within specialist

services which acge referrals for young people with IDD presenting with HSB.



113

Chapter 4

Current specialist service provisions irthe UK and the characteristics of adolescentith

IDD who display HSB.

Chapter overview

The theoretical chapters highlighted the current body of research on adult men with IDD who
sexually offend. National practices in relation to these adult offenders include relativetiefiredid
assessment drireatment processes based on the princilask- need responsivity. Overall,
specifically in therecentyears the existing systems have tried to adjust to the specific needs of men with
IDD. By contrast, the literature also illustratibe lack of enpirical and subsequent theoretical
foundatios in relation to adolescents, specifically those with IDD who display HSB.

To date the main focus of young peopl eds r es:

types, onset and victims, with some gattvelopments around risk assessment, absesjuent
management. Less is known about national practices across specialist providers and whether there might
be differences in both the lived experiences and profiles of young people with IDD (in comparison t
those without IDD). The following chapterqvides an overview of the current state of knowledge about
the national consensus regarding principles of work and preferred approaches within the United
Kingdom. Two studies will be presented: study one, aesuof assessment provisions for adolescents
with IDD within specialist services and study two, a retrospective case series study focusing on a sample

of cases extracted from a commurdgsed specialist HSB service working with young people.

Specialist ®rvice provisions for adolescents

Young peofe who display harmful sexual behaviours were first considered as a matter of
national concern in the United Kingdom, in the early 1990sN§dd, 1992; Hackett, Masson, &
Phillips, 2005a; Masson & Hackett, 2003; Shepherd, 2013; Smith et al., Z0tidy there is a
reagnition that, nationally, the high profile@orded to child sexual exploitation by central government

has been beneficial, but has not yet been extended tqkt&B & Christie, 2018)Policy and practice
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around HSB cases have been found to vary, with little information available abetfetttereness of
structures and services. Although some evidence of appropriate multiagency area procedures is present
across different local councils, and authoritigscpdural reviews have found considerable variation in
document length and substanicelicating variations in referral practices across jurisdictions are also
presen{Smith etal., 2014) A recent review into the local commissioning of services addressing HSB
found that due to the current economic climate,
the independently generated income of voluntary and community §&¢€68) service providers (Kaur &
Christie, 2018)The use of shotterm contracts, aaverage of three yeas@solimits VCS scope, quality

and partnership/investment opportunities.

Young people within the Criminal Justice System

In the early 1990s, the policy guidelines within the UK devised a system of diversion of young
people away fsm formal Criminal Justice Systems (CJS). It was considered a more positive approach
benefitting young people, as evidence had suggested contiac@ 38 had a negative impact on outcomes
(Erooga & Masson, 2006ah\las such practices were shtivied (Muncie & Goldson, 20063s, by end of
the decade, due to changesofgavere nt and an introduction of the |
practices shifted from adopting a prevéneEemphasis, back to more formal and punitive responses
towards criminal behaviouf&rooga &Masson, 2006a; Fawcett et al., 2004; Salvatianulla et al.,
2011) Although at the time both Scotland and Northern Ireland were part of theperaiefocused
format, in the more recent years their national strategies shifted back towards advocappartd s
service{Smith et al., 2014)

Today, numerous UK nationehild protection guidelines specify the need for a unified response.
Government recommendations state thaingppeople who display HSB should be subject to
multiagency consideration, established via a strategy meeting, case conference or eqGivalent (
2016;HM Government, 2010; Northern Ireland Department of Health Socialcgsraind Public Safety,
2003; Scottish Government, 2010; Welsh Assembly Government, 2006), yet variatipressare and
not made easy by the presence of differences in child protection and criminal justice policies across the

jurisdictions of England, Nd¢hern Ireland, Scotland and Wales.
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The trajectory any one case might take varies and where HSB is detectedemight be either

processed undercriminal offenceor via the child protection pathway, and in some instances both.

Young people who displg HSB

On a national level, since the establishment of multiagency public protection arrangements,
further tothe Criminal Justice and Courts Services Act 2000, the majority of young people charged with
sexual offending (under the Sexual Offences Act 2@@3¥ormally risk managed and monitored through
adult orientated public protection systems (Sutherland, 2008&)e late 1990s the multidisciplinary
Youth Offending Teams (YOTS) were established with responsibility for young people who had
offended, inaliding offences of a sexual nature (Home Office, 1999). Following this, the Youth Justice
Board (YJB) for Engind and Wales was also set up to support YOTSs, with an overall aim to unify
nati onal approaches and addr e sigbehadoura Maspoa,@GDé).e s 6 n
Unfortunately, succeeding reviews found little unity in the responses astimdirtued to be a separate
child welfare and criminal justice system resulting in inconsistent responses to young people who display
HSB (Masson, 206)), an issue that still remains today (Smith et al., 2014).

More recently, a review of referral pathwaythin England, found that Child Services (in 6 out
of 11 local councils reviewed) and schools (in 2 out of 11) were the primary referral sowspesialist
service (Smith et al., 2014). But again, inconsistencies in these practices were highligtited via
appraisal process as set through the formulation of the NICE guidd\iG&h( 2016) In the NICE
national review (2016) of servigeovisions, it was found that a number of young people who were
charged with criminal offences in relatiamSB had in fact been, prior to their index offence, referred
to childrenbs services due t o har mfwadnotseeagnisad, beh
and in some cases even dismissed (NICE, 2016). Such findings have been corrobaneugiddn/
research which also confirmed inconsistencies towards understanding and assessing the harmful
behaviours leaving the young people aralrtfamilies confused, and also potentially subjected to unjust
treatmeni{Hackett et al., 2005a; Shephefd13) More recently, Kaur and Chtis (2018)have
suggested this issue might, in part, result from wider specialist providers not considering health agencies

and education providemas information partners.
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Young people with IDD who display HSB

A range of additional complexities arise whdSB cases involve young people with IDD.

Currently within England the service pathways for young people with IDD lead to one of two outcomes,
either the young person becomes detained by the Ministry of Justice (in cases of criminal charges) or the
cases processed under the Ment al Heal t h Act/ Chil ¢
types of service provisions offered, as illased best by Diagrath(found inAppendixC) devdoped by

Melvin (2016).

The pathway diagram was developed resulting from a review of a number of national reports,
documenting differencesinyoupge o pl e6s j our neys -stautorpsergiceswitldint ut or vy
theUK (Melvin, 2016). As it is illustated, such journeys can take a variety of different paths, although
the first step of the journey will most likely always involve Local Safegnagdi Chi | dr enés Boa
(LSCB), initiated via the Childrenods e$.dotably,] Ser v
how the LSCB manage cases and suggodfessionals to safeguard children at the earliest stage
following concerns being raised redang harmful behaviour, varies with each council, who have
developed their own practice guidance.

At an ealy stage in the process a case might be diverted from the CJS due to the complex needs
of the young person, in which instance the young persontimsggead become detained under the MHA
(2007 or Chi | q206)nChrseqdently, they will be subjeotrisk and specialist assessments,
and the subsequent service provisionsincléde c ur e Chi |l dr ends Homes, Me d i
(accessed via National Commissioning Groups), Inpatient Units or Community Services (Melvin, 2016).

On the other hand, where aseds deemed a criminal offence it will be processed by the YJB and
subsequentlyhe young person may be given either a custodial or acustodial sentence. Where

custodial sentences are issued the young person will be detained by the MoJ and wesigonis#ility

of YJBs. In such cases the service provisions include Youth Gffemaistitutions, Secure Training
Centres, and Secure Childrenbdts Homes. -@Gustodialhe ot h
sentence, they will receive eitherederral order, a rehabilitation ordercaution or they will be diverted

to community-based service providers (Melvin, 2016).
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In 2016, with an update in 2019, NSPCC developed and published an operational framework that
sought to address the patchy andaordinated approaches to service provisions across the country. The
framework amed to help local areas develop and improve ragjincy responses to children displaying
HSB, and it provided a coordinated, systematic and evideased approach to recoginig and
responding to the risks and needs of this vulnerable group (NSPCC, Bo¥#ver, it is yet to be
accepted nationally.

As is apparent, despite efforts made to provide structures, such as tiering, coherence, fairness and
availability of responsenidealing with HSB cases, at large, there is an absence of evidence of tais in th
cases of young people with IDD (Smith et al., 2014). The absence of a national strategy within England
specifically, is one reason for variations across services. Worryiaglgnly have recent reviews of
commissioning agencies reported that the volofdSB is on the increase, with services on the
decrease, there is also no consensus on appropriate outcomes measurement (Cark@ur 217,

Christie, 2018; Mcneish & Scott, 201§pecifically measuring and assessing personal growth and
change in individuals might ihude factors such as emotional wellbeing, improvement in relationship
with family and friendsandaccess to and benefit from positive alternative activities.

A sizable proportion of young people displaying HSB have a history of child maltreatment,
which is more frequently reported for young people with ID than witkan der Put et al., 2014)he
detrimental effects of such adverse childhood experiences can be captured and asseasatben of
neurobiological, psychological, and social processes. Adverse childhood egpstieve specific but
also cumulative effects leading to an assortment of negatitcomes including criminal and violent
behaviours (e.g.Brown, 2018Ballard et al., 2015; Duke, Pettingell, McMorris, & Borowsky, 2010;

Felitti et al., 1998; Finkelhor, Shattuck, TurnerHamby, 2015; Teicher & Samson, 2016). In addition
to such externalising behaviayiadverse childhood experiences have also been found to lead to
internalising symptoms, i.e. mental health problems. Specifically, in a study investigating the mental
healthexperiences of childhood sexual abuse in young people who displayed HSB thenzsdhars
found high rates of depression and travedated difficultiegMorais et al., 2018)Although not many

young people who are victims of sexual abuse will go on to abuse thesmdbé&/etudy does illustrate



118

that in cases where this is part of the young pérson e x peri ence, it has i mpl i
offered(Morais et al., 2018)

Overall it is recognised that those young people that perpetrate HSBs generally have other major
difficulties in their lives including childhood experience of physical or sexual abusglect,
witnessing domestic violence, a lack of positive male role models, or having parents with mental health
or substance abuse issues (Salter et al, 2003; Skus&23&| Glasser et al, 2001; Ogloff et al, 2012).
They are likely to have low sedfsteem, poor social skills and difficulties with anger, depression and peer
relationships (Chaffin et al, 2002). How frequently such issues exist for young people withl&3B is

well explored especially in the context of externalising behaviours sud¢BBs

Mental health of young people with IDD

National data reviewing the rates of psychi af
reported diagnostic rates of mertiaklth difficulties to be 39% higher among young people with ID than
without (Emeson, 2003). Diagnosable psychiatric disorders include conditions such as conduct
disorders, anxiety disorders, attention deficit hyperactivity disorder/hyperkinesis ansiyarva
developmental disorders (Emerson, 2003). Young people with ID are alstedefmobe 33 times more
likely than those without ID to be on the autistic spectrum (Emerson, 2003). Often an ASD diagnosis in
school aged children will be recognised as &igpheducational need (13.9%) and very few children
without special educationakeds have an ASD diagnosis (0.1%) (NH017). This means that
children with ASD make up a sizable minority of the special educational needs group as a whole (one in
seven).

Individuals with ASD have consistently been reported as having significantbaged rates of
mental health problems and higher levels of disruptive behaviour, even in comparisons to individuals
with ID (Bradley, Summers, Wood & Bryson, 2004; Breretbalg 2006; Chadwick et al., 2000; Gilliot
& Standen, 2007). The most frequentyported mental health issues are those related to anxiety and
depression (Abramson et al., 1992; Barnhill, 2007; Bradley et al., 2004; Ghaziuddin, Wislikimait &
Ghaziuddh, 1998; Gilliot & Standen, 2007; Howlin, 2004, 2005; Lainhart & Folstein, 1@2&noff,

Garcia, Clark & Lainhart, 2005; Palucka & Lunsky, 2007; Sterling et al., 2008; Tantam, 2000;



119

Tsankanikos et al., 2006). The national NICE guidelines (2013) estithatieup to 70% of individuals
with autism meet diagnostic criteria for at leasé additional mental and behavioural disorder, and up to
40% meet the diagnostic criteria for at least two disorders.

Reasons for high rates of poor mental health in yowogle with IDD have been listed as multi
faceted but they are associated withdes such as poverty, soes@onomic disadvantagas well as in
some instances problematic experiences in childhood. Communities with higher poverty rates have been
linked o higher incidence rates of both disability argjlect (Bywaters et al, 2016; Hughes and Avoke,
2010). Indeed, in comparison to those without IDD, children and adolescents with IDD have been found
to be over four times more likely to experience neglamgd et al, 2012). Individuals with IDD living i
lower-income households have also been recorded as more likely to have an emotional disorder,
depression, and conduct disorders (Emerson, 2003). Children of lone parents were also recorded as more
likely to experience emotional disorders, in additiohawing increased rates of depression, anxiety and
conduct disorders (Emerson, 2003).

Specifically, studies suggest the overlap of ASD with ID may exacerbate behavioural and
emotional problems. Employing Igitudinal methodolog¥stes, Dawson, Sterling, and Munson (2007)
investigated the relation betwetre level of intellectual functioning anttherisk for associated
symptoms in ASD. They demonstrated that longituliynehildren with higher intellectual functioning
and communication were more likely to exhibit internalizing behaviours, whereasflovationing
children (as indicated by standardised scores being bélpwéate more likely to present with
externalizingbehaviours (e.g., irritability, stereotyped problems, and hyperactivity). Such research
suggests that a wider awareness needs to be present of comorbid conditions in ASD cases, and the
potential associatdoehavioural profiles.

Other studies have triedt unpi ck t he sole i mpact of ASD on
emotional difficultiesTotsika and colleagues (20) did so by undertaking a cressctional stug of a
large populatiofrepresentative sample (18,415 cases) that included 5yteat®lds (mean age 10). An
age matched group without a diagnosis of ASD or ID was compared to three diagnostic cohorts: 51
children with a comorbid ASD and ID diagnosis,ahildren with ASD, and 590 young people with ID.

The authors reported that, when controlling for child age, gender, and any moderating effects of
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adversity, the presence of ASD and ID always significanttysiased the odds for behaviour problems
(Totsikaet al, 2011). Furthermore, presence of ASD (with or without ID) was associated with higher
rates of hyperactivity, emotional symptoms and conduct problems. Although the authors did not
differentiate level®f ID, they did identify a high level of emorbidity (52%) between ID and ASD, and
the contribution of ASD to behavioural and emotional problems was larger than that of ID.

Despite the established recognition that mental health problems are relatmetpoon ASD
and ID, it is still often the caseahchildren and young people do not get the specialist help they need as
quickly as required (McShane, 2015). Troublingly a review of specialist child and adolescent mental
health service provisions by theuality and Human Rights Commissioner (2017) fbthmat in parts of
England cuts in services accumulated up to 25% of available provisions. The implications are that the
mental health needs of young people are not being met, specifically for those witihatldiagnosis
such as ID and ASD. At the sanmme a report by NHSEngland and Department of Health concluded
that unidentified and nenreated severe mental health problems in young people have been associated
with an increased likelihood of engagim risky behaviourgof a delinquent natureyhich include risky
sexual behaviours (McShane, 2015).

In summary, across England, specialist provisions for young people who display HSB are patchy,
with little consistency in assessment and treatment puoesdAppropriate support and protection are
notalways granted to the young person. This is despite research findings that demonstrate high rates of
mental health issues in younger people who engage in risky behaviours and a growing understanding that
in such cases it can be a potential indicator dfchir e n6s own abuse histories
Assessments need to be holistic, relevant to the needs and challenges of the particular client group and
they should help identify strengthased therapeutic goaléet, little is known as to what types of

assessents current services offer, especially for IDD cases.
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Study 1

Exploring the specialist service provisions within the UK

Given that limited information is available as to the specialist service assegspmHses the
aim of this study was to undertafta evaluation of service providers across the UK. The methodological
approach taken was in line withackett, Masson, and Phillips' (20G&udy, which surveyed service
providers across the UK between 2002 and 20@th an aim to explore the service providers nature and
range of workThe curent study focused specifically on assessmeattjmes of the service providers in
relation to HSB cases. Thploratorystudy aimed to increase our understanding of the exact nature of
assessment provisions within services that specifically acceptatefior young people with IDD who

display HSB.

General ams

1 Explore if there are differences between services who perfehuugee diagnosis for ID and
ASD.

1 Explore if there is a relationship between seryicavidertype (for e.g. secure, community,
residential or charity based) and fi®/chologicabomains assessed (for e.g. trauma, resilience,
cognitive distortions etc).

1 Explore if there is a relationship between service pypiders(for e.g. secure, communijt
residential or charity based) atitk use of standardised taols adapted tools for IDD

populations.

Method

Design

Given the lack of published information, very little is known about assessment and treatment
practices across specialist servicethaUK for young people with HSB and IBSD. Therefore, a
survey of UK specialist service providers was conducted. A questionnaire was developed using the

Qualtrics system, allowing for anonymous online data collection. The data collection was only intended
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to be focused on provisions in retatito young people with IDD who display HSB. The link to the

survey was shared amongst known UK based networks of specialist service providers (as identified via
Peto, Dent, Griffin, & Hindley, 2015/SOTSECID?) online platforms (sch as Facebook pages, Twitter

and LD networks) as well as being presented at events (such as academic and service conferences), that
specialist HSB adolescent services would have access to. In inviting service groviddée part, an

information sheetvas first accessed, followed by the online survey.

Participants
The survey was devised to capture data in relation to service provisions for adolescents with IDD
(i.e. ID and/or ASD) who displayed HSB, only. The @spents to the survey were staff wadgiwithin

the service provisions.

Settings

In order to obtain a range of service providers, that would be generalisable to current practice,
invitations to the online questionnaire were sent across the UK to a \&rimith residential and
community sevice providers specialising in children and young people. Services contacted included: low
secure forensic inpatient units (for example Northumberland, Tyne & Wear NHS Trust), medium secure
forensic inpatientunits (fo ex ampl e St An didential&Gervicésdsach astbecare e ) , r e
Chil dr endés Ho-basesl ypecialistosenvicasr(for example Bristol Be Safe sersitdyputh
of fending teams and charities (f oycriteriafomasdérvice NSP CC
was i) that i provided specialist care for adolescents (undeyel8 olds) who displayed HSB, ii) that it

accepted referrals for IDD cases, and iii) that it was based in England.

Measure

The questionnaire was developed spedifidar the current study and compresef the sections
as outlined belowThe questionnaire wasodelled orthework by Dent, Peto, Griffin,and Hindley,
(2013)that sought to map national provision of tlienenunity forensic child and adolescent mental

health services (CAMHShut it also incoporatedhe appraisedinderstanding@f service provisionas

3 More details provided in Procedure section
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revisedby NICE guidelines (NG5 2016) Broadly it sought information on anonymised service user
demographic information and current practices within the service (a copy of the questioandie, c
found in AppendipD).
Sections

i) Section 1 sought to gain infmation about the service provider. It included questions around

service type, staff roles, number of young people with HSB and IDD supported by toe,seung

peopl eds age range, diagnoses and numbéussorof you

lookedafter/adopted.

i) Section 2 sought information regarding the types of HSB displayed by young people with
IDD. The IDD category was spiitito 3 categories: those young people with ID only, those with ASD
only, and those with a comorbid Ehd ASD diagnosis (IDD).

iii) Section 3 explored the referral rates
investigating potential differences inveeity thresholds for acceptance to service and treatment.

iv) Section 4 investigated the service asseent practices in terms of both their risk and
psychometric assessments.

Finally, participants were asked two opemded questions regarding any comtaers to

improvements or recommendations of assessments and interventions provided by their service.

Ethical approval

Ethical approval was sought through the Tizard Centre Ethical Committee, prior to commencing
data collection. An application was submittadthe 13th December 2017 (FggpendixE). A response
on the 22nd January 2018 sthtbat the application required amendments with regards to NHS
procedures. A suggestion was made that NHS Trusts would consider theniglfpaject more than just

an audit, and subsequently require NHS ethics permission. In response, advice wassaugBeinior

b

Assessor at the Health Research Authority and a check using the HRA decision tool was performed. Both

sources agreed that theject did not meet the criteria for research thereby sufficing for internal

academic ethical approval (s&ppendix- for the details of communication with the additional HRE
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bodies). Receipt of final approval from the diid Ethical Board was confirmed on the 5th April 2018

(seeAppendixG).

Procedure

Senvice Identification

The initial approach towards identifying specialist services was through the use of The Directory
for High Risk Servies (Hoare & Wilson, 2010) and the Community Forensic Child and Adolescent
Mental Health Services report (Dent et 2D13). A database was developed that included responses
from professionals who had expressed an interest in taking part in the prajlectethwere service
providers that had responded to an information email sent out across specialist mailing fistsvarics
(including Learning Disability network, ID network and ySOT-HL). ySOTSEGID is a subcategory of
the wellestablished SOTSED (Sex Offender Treatment Services Collaboratiirgellectual
Disability) collaborative network. Both groups (SOTSHZand ySOTSEGD) are made up of
professionals engaged in providing treatment for men (and in case of ySODS¥SLINg people) with
an IDwho are at risk of sexual offending. ySOTSE@® has a member sd net wor k
work within children andidolescent services that specialise in HSB.

In addition to this, a systematic search of the NHS Service Finder, the Care Quality Commissi
Service Directory and the Autism Services Directory from the National Autistic Society was also
undertaken. Suchdie ct ori es were trawled focusing on searc
iforensico, al ongsi diswheremievantto the database. dhg &outh dudticed i a g n
Board national directory (2018) was used for identifyffogith Offending TeamsYOT), and the Secure
Childrenés Homes (SCH) were identified using the
services were emailed with an invite to take part in the study via their publicly available contact details,
the emails wersent where relevantp service managers, clinical psychologists, directors and

therapeutic practitioners.

Qualtrics
The questionnaire/as hosted by the online survey software provider Qualtrics. Invitations to

participate and links to the questionnairere sent to individuals on the contact list through the Qualtrics
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system. Qualtrics allows for participants to enter data, then sawatidue their response at a later
time and date if necessary. Upon clicking on a link that directed those intéredtectudy to the
Quialtrics page they were presented with a study information sheet. Consent was granted by clicking to
continue onwarsl onto the survey. The debrief sheet and feedback form were presented at the end of the
guestionnaire, once the paigiant has submitted their final response

The Qualtrics storage system is in line with the EU Safe Harbour legislation; despite Qualtrics
being an international provider, all data were collected and stored on UK servers. Data and passwords
were all encrypte in line with the GDPR regulations (2018). Once downloaded, the data were stored in

line with The Data Protection Act (1998). All datke§ were password protected.

Results

Service Characteristics

The final data set comprised of thifiye service respnses (out of 65 services that opened the
link and reviewed the information shedt).total 129 potentialserviceproviderswere identifed,
meaning the response rate of those contairtadtal was 27%Although thirty-five respondents
completed the survey, not everyone answered all the questions, therefore each table presented will
specify the number of respondents it relates to. Thmretents were specialist practitioner staff, with the
most frequent respondents being clinical psyafists =11), followed by team and service managers
(n=10). Other respondents reported being in positions that included Special Needs Advisors, Bgychiatr
Nurse, and Mental Health Practitioner. The majority of the respondents were part afistiftinary
teams that varied in formation according to the service type (e.g. community vs resitiesriddre
teams reported to include YOT practitionamrses, education assistants, occupational therapists, speech
and language therapists, counsellonsl play therapists. Detailed information on this was, however, not
provided consistently in order for aggregation of data.

Given that this was an anonymaigvey, the service type waself- reportedcategorisation,
completedoy the participantdarticpants were asked to both select a classification category that best

applied to the service (e.g. include medium secure forengpaiient service, commity-based service
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or youth offending team) and to select which sector best represented their s#ihécestatutory, private
or voluntary.

Representativsefrom communitybased services were the most frequent respondents to the
survey, as can be obsedve Table4. Most services accepted referrals of both genders. The largest
service provider was thane youth offending institute (YOI), followed by respondents from youth
offending teams (YOT). Residential services tended to have fewer young peopt(2dpmper service,
than the other respondents.

Table4

Service types andhe referral criteria for young people

Total umber of

. young people Number of  Minimum  Maximum  Goger
Service Type reported at the services Age Age
service*

Communitybased

, 823 17 Under 10 Over 18  Male and female
services
Youth offending teams 581 8 10 18 Male and female
Residential services 97 6 Under 10 18 Male and female
Secure chil 160 3 10 18 Male and female
homes
Young offendin

J J 75 1 15 18 Male

institution

Note*estimaed numbers of total numbers of young people at the servipeo@sied by thgrofessionafespondent

More detailed review of the data revealed that statutory services were the most frequent
respondentsnE25), which inclueéd local authorities, social services and NHS. The second most frequent
responses were fromdtvoluntary sectomé& 6) and the private services were represented via 4
responses.

Thirty-three services (see Figuzgwent on to report their referral criitema, f or whi ch H

(2010) proposed continuum of sexual behaviours was used as a guiding reference.
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Residential service Community-based  Youth offending team YOI Secure Children's Home
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Figure2. Behavioural stage at which services would start accepting referrals.
Mostservices report their referral threshelca s at t he point when a you
considered inappropriate in nature, although the youth offending insépaetedaccepting referrals for
problematic behaviour@lefined as behaviours whichcinde instances where consent issuesiackear
or there is a lack of reciprocity or equal power, and/ or include some levels of compulsions, Hackett,
20100 Secure childrendsdé6 home and secure services

would accept referrals for.

ID, ASD and IDD cases

Respondents were asked to estimate the number of young people they supported in their service
at that point in time. In addition to which they were also asked to estimate how many of those young
people had aidgnosis of ID, ASD or ASD and ID (the IDcohort), irrespective of the presence of HSB.
OQut of 35 respondents, 7 providers reported not
meaning 27 services reported a total estimate of 1736 yowplepgsing the services, with a range3of

300 young people, at a single service, as illustrated in Bable
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Estimated figures of young people with intellectual and developmental disabilities.

Young people registered ¢ Estimated , Estimated Percent of
) o Diagnosis
the service (n=27 services n n Total Sample
Total Sample 1736
Young people with
Intellectual/Developmental 966
Disability
Intellectual Disability 603 34.7%
Autism Spectrum
_ 86 4.9%
Disorder
Comorbid Diagnosis* 277 15.9%

Note.* Comorhdity with ID of any type

Within the 27 services, an estimated 55% 966) of young people had a diagnosis of ID, ASD

or IDD. Specifically, respondents estimated up to 34.7% of young people had an ID diagnosis, 4.9% had

an ASD diagnosis and 15.9% hadlBiD diagnosis.

Next respondents were asked if they provided diagnassessments of ID or ASD at their

services, regardless of specifically HSB cases. Tatllsplays the number respondents who stated that

they did so across the different types of ggrproviders.
Table6

Diagnostic service pnasions of the service providers

Total number of

_ young people Number of services Number of services

Service type n _
reported at this type that assess for ID  that assesfor ASD
of service(s)*

Communitybased service 17 823 11 10

Youth offending team 8 581 3 2

Residential service 6 97 3 2

Secure chil ds3 160 1 1

Young offending institution 1 75 1 1

Total 35 1736 19 16
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Overall a greater number of services respondedtikgtdiagnose for ID rather than ASD-on
sitektExpl oratory investigations suggest Secure Chil
diagnostic assessments within their services.

A FisherExtract testvas completed to explore a potential assamdietween servicetyped
and in house assessment of IDBo association was identifiedtcordingto chi- square analysis, the
likelihood of completing an ID assessmeXt (4, N=35) = 4.56,p=.327) nor anASD assessmeiix? (4,

N=35) = 4.39, p=.386) did not very according to service type.

Psychometric assessment tools

Focusing specifically on cases of young people with IDD and HSB, respondents were asked to
provide data in relation to the domains they assessed within their service and to name trsetbfar
completing the assessments. Tabsimmarises the informan provided addressing the first half of the
guestion, as to the domains assessed. The service providers reporting assessments of the highest number

of domains were Youth Offending Tearand the Youth Offending Institute.

4 Categorisation as selfeported
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The domains assessed across 29 service providers.
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Domains assessed

_ - Emotional Life Sexual Cognitive Victim ]
Service type Resilience _ Attachment _ ) Trauma Risk
loneliness goals knowledge distortions empathy

Communitybased service
(n=12)

4 3 4 7 10 6 3 7 5
Youth offending team
(n=7)

4 3 5 3 4 5 3 5 7
Residential service
(n=16)

3 - 3 3 2 1 1 2 4
Secure childrends home
(n=3)

1 1 2 2 1 1 2 3 3
Young offending institution
(n=1)

1 1 1 1 1 1 1 1 1
Total

13 8 15 16 18 14 10 18 20
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Out of 35 respondents, 29 engaged with the question relating to assessments. Risk was the

domain reported to be the méstquently assessed fagkim 2 sought to explore, if an assadiie was

present between the service type and the domains assessed, a Peaisquésehest of independence

was performed. Assessments of risk were significantly associated with ser@o€ (4pN=33) = 12.42

p= .004. Community based services (adfddentified) were more likely to report hassessing for risk.

Youth offending teams (including the youth offending institute), were most likely tarepdrt using

risk assessments.

Respondents were also asked if any of the tools they usedgdbe domains, as above) were

standardisedyr if they had been developed in house, and if the tools were adapted to the needs of an IDD

population. Tabl& shows the responses recorded from 29 respondents who engaged with the question.

The most frequettt assessed domain in young people with IDBweported to be#auma, and sexual

knowledge. Assessment of sexual knowledge was also the measure that was most likely to be reported

adapted for IDD population.

Table8

Number of tols adapted and standardiséal IDD population across the eight main domains assessed at

service.

Domain assessed

(n=29 respondents)

Total number
of services

assessing the

Number of
services using a
standardised too

assessing the

Number of
services reporting
use of aool

developed in

Number of services
reporting use of tools
adapted for IDD

population, asses®)

domain domain house to assess the domain
the domain
Trauma 18 11 3 5
Sexual knowledge 18 8 8 10
Life goals 16 5 8 5
Attachment 15 7 6 5
Cognitive distortions 14 7 6 5
Resilience 13 6 3 5
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Victim empathy 10 5 4 3
Emotional loneliness 8 4 3 3
Aims 3 and 4 were exploredviaa<hiquar e analysis. Fisherodés exa

association between service type and assessmerugrfive distortions< (8, N=29) = 13.86,p= .037,
where youth offending teams were more likely to repee of standardised tools for cognitive
distortions, and communiyased services were more likelytousenim us e devel oped t ool
exacttest also reported a significant association between service type and assessments of atachment
(8, N=29) = 15.15,p= .003, with youth offending teams more likely to report usp®fchometrically
validatedtools for attachment, and communhigsed s&vices more likely to use irhouse developed
tools

Table9 shows the aggregated responses in relatiosg¢mfistandardised versushinuse
developed tools, across the service providers. 18 of the respondents (62%) reported using standardised
tools (acras the different domains) with 14 (48%) reporting use of tools develogenlise.

Table9

Aggregated responsestbitools used, across servieither standardised or developedhinuse

Service type Standardised tools Tools devéoped inr house
n=29 n % n %
Communitybased service
58% 8 66%
(n=12)
Youth offending team
5 71% 2 29%
(n=7)
Residential service
3 50% 3 50%
(n=16)
Secure chil dr
2 66% - -
(n=3)
Young offending institution
50% 1 50%
(n=1)

The youth offending institute reported usewéb different toolsoneof whichwasconsidered

standardised and others that had been developbduse Upon cleser inspection of the secure



133

childrends homes, i n r espo nfdéferentalonginsetsey compheted r e gar
0Structured Clinical Assessments6é and did not us
offending teams are most likely to complete standardised assessments, and colmaseditservices

were most likéy to report use of mhouse developed tools.

Named assessment tools

Respondents were next asked to name the tools they used, within their services in assessing each
of the domains, as above. Out of 35, 26 respondents completed this section, with Samfie
respondentalso providing freenand answers in namirfgdditiona) tools, which could not have been
categorised across the eight domains as provided.

Table D shows the responses provided by the 26 individuals. Where a tool was named more than
once (within the same domair)y the responderthis was not repeated the table belowThe Table
gives the domains named by the respondents as relevant to each assessment tool (often this is inaccurate,
see below for discussion).

Tablel0
The domains assessed and their corresponding instruments used at specialist services for young people

with IDD who display HSB.

Domain Title of assessment  Authors Original purpose of o
Population intended foi

assesse( tool tool

Trauma

Measures severity of Neurotypical children

Trauma Synptom posttraumatic stress aged 816-year olds
Checklist for Children Briere,1996 and related
(TSCO) psychological

symptomatology

Measures the impact Neurotypical adults
Impact of Events

Scale revised Weiss, 2007
(IESR)

experenced (18+ yearolds)
following a traumatic

event



Trauma and
Attachment Belief
Scale

(TABS)

Childrens Revised
Impactof Event Scale
(CRIES)

Life Goals

Sex Offender Risk
Appraisal Guide
(SORAG)

Questionnaire of
Attitudes Consistent o
Sexual Offending
(QACSO; version
unclear)

Assessment,
Intervention and
Moving on

(AIM2)

The Juvenile Sex
Offender Assessment
Protocol

(JSOAP)

The Estimate of Risk
of Adolescent Sexual
Offense Recidivism
(ERASOR)

Latency AgeSexual
Adjustment and
Assessment Tool
(LA-SAAT)

Pearlman, 200:

Yule, 1997

Harris, Rice, &
Quinsey, 1993

Broxholme,
2003

Griffin, Beech,
Print,
Bradshaw &
Quayle, 2008

Prentky,, &
Righthand,
2003

Worling &
Curwen, 2001

Rich, 2017

Assesses the long
lasting psychological
impactof traumatic
life events

Screen for Post
Traumatic Stress

Disorder

An actuarial risk
appraisal guid for
predicting violent,
including handson,
sexual recidivism
among men
Measure of cognitive
distortions

Risk assessment tool

Risk assessment tool

Risk assessment tool

Latency AgeSexual
Adjustment and
Assessment Tool.
Risk focused tool tha

assessed sexual
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Neurotypical children

aged 9 years and up

Neurotypical children
aged 818- year olds

Neurotypical adults
who sexually offend

(18+ yearolds)

Has been adapted for
men with LD who
sexually offend (18+
yearolds)

Neurotypical and LD
children and
adolescents (10+ year
olds)who display HSB
Neurotypical

adolescents ages-128

Neurotypical

adolescents ages-128

Neurotypical pre

adolescent males, age!
8-13 who have engage
in inappropriate sexual

behaviour
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behaviours and
adjustment in
children

A structured risk All young people, aged
Youth Justice assessment tool

Broad, 2014

10 to 17 years, who
ASSETPUs . ,
come into contact with

youth offendimg teams
Sexual Knowledge

Assessment of Sexual Assessment of sexue

Butler,

Adults with ID (18+

Knowledge Leighton, & knowledge yearolds)
(ASK) Galea, 2003 (questionnaire)
Assessment of the  Adults with mild ID
Sexual Knowledge, sexual knowledge, (18+ yearolds)
_ _ McCabe, _ .

Experience, Feelings, _ experience, feelings,

Cummngs &
and Needs and needs gbeople

Deeks, 1999 . o
(SEX KEN ID) with mild intellectual

disabilities

Sexual Attitudes and Sexual Attitudes and Adults with ID (18+
Knowledge Knowledge yearolds)

Authors
(SAK) Assessment

_ unknown

(plus psychoanalytic
assessment)
SocicSexual Wish, Sociosexual Adult with ID (18+
Knowledge Attitudes McCombs, & knowledge and yearolds)
Assessment Tool Edmondson,  attitudes test
(SSKAAT) 1979

The Assessent of
Risk and

Boer, Haaven,

Risk assessment tool Adults with ID who

sexually offend (18+

Manageability of _ yea-olds)
o . Lambrick,
Individuals with _
Lindsay,
Developmental and _
McVilly,
Intellectua
o Sakdalan &
Limitations who _
Frize, 213
Offend- Sexually
(ARMIDILO-S)
LA-SAAT As above As above
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ERASOR As above As above
JFSOAP As above As above
Cognitive Distortions
The Risk for Sexual Risk assessment tool Neurotypical adults
, Hart et al.,
Violence Protocol (18+ yearolds)
2003
(RSVP)
ARMIDIL O-S As above As above
Adapted QACSO As above As above
JSOAP As above As above
ERASOR As above As above
LA-SAAT As above As above
ASSETPIus As above As above

Victim Empathy

. Carich Victim empathy and Unclear
Carich-Adkerson
o Adkerson, remorse seffreport
Victim Empathy Scale _
inventory
Unclear but Neurotypical adults

assumption service  (18+ yearolds)

Beckett empathy scale Unclear
means the VAS

victim empathy scale

Adapted QACSO As above As above
LA-SAAT As above As above
ASSETPIus As above As above
AIM 2 As above As above
JSOAP As above As above
ERASOR As above As above
Emotional Loneliness

Social and Emotional Version is unclear Neurotypical childen
Loneliness Scale Unclear and adults
AIM2 As above As above
JSOAP As above As above
ERASOR As above As above
LA-SAAT As above As above
ASSETPIus As above As above

Attachment



TABS As above
TSCC As above
AlM2 As above
ARMIDILLO -s As above
JSOAP As above
ERASOR As above
LA-SAAT As above
ASSETPLUS As above
Resilience

Pearson's Resiliency

Scales forChildren Prince

Child and adolescent

profiles focusing on

and Young People Embuy, 2006 strengths as well as

(RSCY) vulnerabilities
AIM2 U12 As above
ARMIDILLO -S As above
JSOAP As above
ERASOR As above
LA-SAAT As above
ASSETPIlus As above

As above
As above
As above
As above
As above
As above
As above

As above
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Neurotypical children

9-18-year

As above
As above
As above
As above
As above
As above

olds

The responses from Tabl6, best exemplify, perhaps the misconceptions professionals hold in

relation to the objectives and role of risk assessment tools. These tools were some of fileg|neosty

listed and were named as relevant to many different domains, although only tifiz sis& tools can be

considered appropriate for an adolescent IDD population (who display HSB), the AIM2 and AssetPlus.

Furthermore, the Table illustrates hovamy tools are being used inappropriately for young people with

IDD, by either being age inapmpriate or not adapted given their vulnerabilititss worth alsonoting

that this table is at odds with Tablewihere professionals listed using a proportibadapted tools, a

frequency of which, in the light of information above, appears misleaNioigonly that, but they are

listing tools for domains the tool is not designed for, e.g. ARMIDILO for resilience, or QACSO for life

goals.
Finally, some ofthe es pondent s ( R)

i nf or mat i oasséssnseptx Theyspecified:

chose

t o

provide

f

r

e
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R1 reported: #tivienotidea toohfor M2 kida or ¢jirts though with clinical
judgement/discussion and case forrhuiaon it i s ok however, it is not
R2 r epor t e tametiic Sadidateon qf exigting measures and wjether [sic] they are
appropraite [sic] to use with the LD population would be helpful. There is a dearth of mepsoiés
to the LD population with HSB which is probl emat
R3 reported: fdsriénifeallyevalidased taolsfoaY® popuation with / without ID
due to the heterogeneity of the population plus difficulties in the rigour / recording ot edfavithin
criminal justice system. o0
R4 reported: iWhen | h ameats, | have koefoundahem® bea n d ar d |
suitable for children with LD and Autism and that they havent [sic] been able to include the context and

formulation for behavior s 0

Discussion

Summary of Findings
The study devised an online survey in order to inve&titied provisions available, in specialist
services across the UK, for young people with IDD that display HSB. Specifically, it focused on the

domains assessed atg corresponding tools utilised by the service providers.

Services and Service User Charaetistics

Statutory, communitypased services and youth offending teams were the most frequent
respondents to the survey. The majority of the respondents who tednble survey were clinical
psychologists. The bulk of services reported accepting botrsraatkfemales, from ten and under to the
age of eighteen. When asked abothause diagnostic assessment 45% of services reported assessing for
ASD and 54% repoed assessing for IAlthough no significant differences were identifieduyh
of fending teams and secure childrenbs homes wer €
services of this kind. I n ac c anajdrity ofcezvicesirepontedH a ¢ k e t

referrals were accepted upon the presentatibn fii nappr opri ated or HAprobl el
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Around one third of the young people who were in contact with the service had a diagnosis of ID,
with diagnoses of ASD clode 5% and comorbid ID and ASD representing around 15% of the sample

respectively.

Assessments

Although risk was reported as thesh frequently assessed domain, the survey did not ask as
detailed questions of the risk tools (regarding their appropdaaseand adaptation for IDD populations)
as it did of the other tools usemlassess other domair@uestions regarding risk assesahieols were
presented as tick box options, names were shown in a list to pick from. Whereas questions in relation to
the cetails of the other assessment tools required professionals to answer by writing their responses
(specifically in naming the toolsiNotably, risk assessment tools were frequently listed inaccurately as
assessments of different domains (as sedilite11). The finding that risk assessment tools were used
as extensively, as reported in assessment of number of domains will be fisthesed below.

Across services the most common doreéatiter risk) assessed were trauma and sexual
knowledge, followed byife goals and attachment. Assessment of emotional loneliness tended to be least
common, specifically in residential services. Bifnces between services and across populations were
noted.

Within specific services the (one) youth offending instituporeed the most consistent approach
towards assessments, by indicating they assessed for all the domains as proposed. Upa@peldgar,in
the | ead clinical psychol ogist from the service
undertaken at thegervice across the different domains but they did not specify tools. However, their
responses indicated most of the assessmeist (@d0) were developed-ihouse, with only the
assessment of trauma using a tool that has been standardised.

Withinthese ur e chil drenés home, responses indicat
domains that were most frequently assessed (100% sétliees). Across residential services these
were reported to be risk (33% of the services) followed by life goals, attatlame resilience (50% of
the services Youth offending teams also primarily completed risk assessments (100%) most frequently,

followed by trauma, cognitive distortions and attachment (across 71% of services). Finally, community
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based services most frezquly reported assessing for sexual knowledge (across 83% of the respondents),
followed by life goals and trauma (58% each). Risk weported as assessed in only 41% of the
community based respondents.

Interestingly, 62% of the services reported usmme standardised measures for assessments,
with 48% reporting using some tools that were adaptdémirse. Most likely to report ugj some
standardised measures was the youth offending institute (100%) followed by the youth offending teams
(71%). Most lilely to report use of ihouse developed tools were commuitigsed services (66%)
followed by the residential ones (50%).

Althoughmost services reported completing some assessments of different domains, only 16
respondents (55% of the full sample) reépdrutilising tools that had been adapted for an IDD
population. Most likely to be reported as adapted tools were assessmentgabksewledge (in 55% of
the cases), followed by trauma, Hifgoals, attachment, cognitive distortions and resiliehoth@5% of
the casegs least likely were victim empathy and emotional loneliness (16% of the cases).

Closer inspection of the data shedvon average around 9% (range 84.3) of services reported
being Aunsured i f the t oddDpdaphiation. Om averdge they diercomost N a d
unsure of the attachment tool (14.3% services, i.e. 5 cases).

Community based services % were most likely to report use of adapted tools, followed by
secure childrends homes (Edisgateprding losaikepdrts Weie kheyoyth t o U
offending teams (0%).

Most of the services assessed for the domains as proposedsimtey and although nine
services provided details of other assessment tools used, these could have been apprdplisgebdca

across existing categories such as risk assessments, sexual knowledge and cognitive distortions.

Interpretations

These fndings suggest that provisions within specialist services are patchy with little consistency
in internal processes. Althoughsignificant number of referrals for young people with ID, ASD or IDD
is reported, services appear to fail to take into accoeititieeds in completingsychological

assessmen{icluding diagnosis)Up to 48% of services surveyed offer diagnostiessments ihouse.
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Although this is a low figure, it is possibly a reflection of the collaboration between ag#dincies.

Good pratice specifies (in healthased service providers) that once a referral is received the service will
hold a multi agency neeting involving representatives from services who have had an involvement with
the case. This oft en ice edochtion] leealth anth any ather eetevast agenziesi a |
The objectives include identification and-ealination of goals aoss providers, as well as sharing of
information. Through this processhere a child has been classified as having Special EdoabNeeds

and Disabilities (SEND), often education provi de
(EHCP) plans In such instances the details of a diagnostic assessment will be made available to the
specialist service. Although this is of ledihto services who might lack the internal structures to support
(and afford) in house diagnostics it offers little costgncy, as types of assessments can vary across
educational providers. In addition to which, in many cases, it is recognised thdtyoung people that

require an EHC plans will have one in place. Where assessments are completed internally within
specalist services, often they will require access to a rdigitiplinary team that includes clinical or
educational psychologists, child and adolescent psychiatrists.

The current study identified that the most unified approach across services wasctigeorf risk
assessments. Risk tools were most consistently reported as assessments completethbytvere
reported asoolsutilised forassessments of more extengiggchologicablomains. In services where a
young person is detained underthe MoJsuch as the secure childrenos
institutes(per Melvin, 2016 flowchartthis might not be unusudlhey ae expected tdo so. But it does
leave them (meaningoyth criminal justicesystems) to vulnerable to potential criticison being toaisk
focused in their approaglCase, 2006)Specifically, as risk assessment tools often -ofggus on risk,
and underfocus on protecti factors.

A bigger concern, perhaps is the proportion of services who reported using risk assessment tools
in lieu of appropriatalternatives. AIM2 was one of the most frequently used, most likely as it has been
validated for an IDD adolescent cohortafmingly, however, the manner in which it has been reported
here implies risk assessments are being used across specialistemitiers within the UK to identify

a variety of young personds psycho odliat (clinisat)r e n gt
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formulation. Although risk assessment tools have evolved significantly over the last decade, they are not
meant to replace other clinical tools that might assess the widebwiely needs of the young person.

If considering even #only appropriate risk tool available, in that it was developed with young
people with IDD in mind, thé&IM 1l model specifies that is only intended aan initial assessment to
help with the first stage in gathering and analysing informattas meant to fit into a wider holistic
assessment approach, that in hand with additional assessments infosup@od practitioners to
considerappropriaténterventions. Fundamentally, its aim is to help identifyich, more specific
assessmerdre requiredH. Griffin & Beech,2004) and its limitation is a lack of sensitivity to variations
in risk (across cases).

The potentialssues with an oveaeliance on risk and risk tools has been acknowledged and
discussed in the NICE guidelines (2016) on young people who displayltHiSBpecifically stated, in
their review of available risk toglthat we still lack fully validated nmaels or frameworks (NICE, 2016).
Furthermore, if the level of predicted risk is inaccurate this could lead to aipaviive or over
restrictive aproach. In other cases, it could result in the young person not getting the appropriate support
needed to Eevent further harmful sexual behaviour, in so doing exposing them to risk, both to themselves
and others.

Aside from risk, theotherdomains repodd as assessed most frequently in young people with
IDD who display HSB, in descending order were traureausal knowledge, lifegoals, attachment,
cognitive distortions, resilience, victim empathy and emotional loneliness. However, at odds with these
wasthe number of tools reported ssecificallyadapted for young people with IDIh descendingrder,
theywere sexual knowledge, trauma, lifpals, attachment, cognitidistortions resilience, victim
empathy and emotional loneliness.

Given the resudt of the systematic review (Chapter 3) it is not surprising that most services did
not have adapted tools tise for an IDD population. An interesting finding, however was that sexual
knowledge tools were listed as the most frequently adapted tool (imbE4pondents). Upon closer
inspection of the questionnaire in which respondents named the tools, thestamassessment of
sexual knowledge were in effect adapted for adults (ages 18+) with ID (see Table 12). Such tools are not

appropriate for assessmt of adolescent knowledge or understanding relating to sexual relationships and
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the law. As noted in Chagr 3, however, recent developments in adapting an appropriate instrument, that
explores sexual knowledge in adolescents with IDD who display H®®jng undertaken by a PhD
student in Nottingham.

The results here also indicate there are some streag#itl land persenentred practice in
places, by services utilising assessments of trauma anddiiés. As noted, research has demonstrated
that aslescents with IDD who display HSB will often experience their own neglect and abuse in their
childhood (Amond et al., 2006; Alywin, Struder, Reddon & Clellannd, 2003; Barbree, Marshall &
McCromick, 1998; NSPCC, 2016). Evidence on possible risk factarstimtribute towards the
development and continuance of HSB in young people, proposes that intervemioidsn®t only target
the sexual behaviour but also the broader concer
trauma and abuse hisies (NSRCC, 2019) Therefore, appropriate assessment and an evaluation of the
impact of such experiences is an gmgtive element of a holistic case approach.

Furthermore identifying personal lifgoals utilises elements of the strengdsed Good Lives
Model (Willis et al., 2013)and moves the case out of a risk focused framewkds, all the tools listed
in assessment of this domain were risk assessment tools (Table 12).

Where prdessionals provided names of the tools utilised for assessments of the eight domains,
the results present a stark illustration regarding the intagsaissment processes and procedures across
specialist service providers. The tools listed are, by farqpptopriate given the age, needs and
vulnerabilities of young people with IDD. This exemplifies, how services are managing cases with young
people vith IDD where there might not be access to alternative, appropriate instruments.

This is an issue as mastthe tools listed, by professionals within this study will be instruments
that are validated for a different cohort of people. In some casenjitiiisbe an age appropriate cohort
but more often than not they are not validated for an IDD cohort aiduaals who might have a
difficulty processing, and understand complex information. As an example, the Trauma Symptom
Checklist for Children (TSCG¥hich was developed for childrer 86 yearsold, but has not been
validated for young people with IDD. €hnstrument itself is long and made up of questions that can be
difficult to understand, especially in cases where the young person might bectefigtete the

assessment independently (as per instrument instructions).
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Overall,the data relating to nanal assessment practices across service providers, in the current
study is concerning. National recommendations state that assessment resultbeslhdodsis for needs
assessment as well as decisions in relation to therapeutic interventions, treédoements and care
plans (NICE, 2016). Risk assessments to meet the needs of young people are not suitable for an approach

that is holistic in natu.

Limitations

Conclusions reached from this study must be ¢
characteristics, behaviours and practice reported might not be a reflection of the true wider cohort. Had
there been an opportunity to conduct digservations, egage in a focus group with practitioners and
review case files, a more comprehensive representation on practices would have been possible.

The small sample size is testament to the recruitment challenges encountered within this study.
The 35 services thabok part are unlikely to be generalisable to the UK specialist service system as a
whole, particularly as responses from different service agencies were unbalanced. This might have been a
reflection of the short time scales set on datkection but ale perhaps evidence of the topic being of
irrelevant to some services.

At times there was a high number of Anot sur
accurate conclusions. The reasons for this might be twofold; either theetaffer completig the
survey may not have had sufficient knowledge in relation to answering the question, although that is
improbable given the recorded respondents positions, or there is a lack of transparency within services
regar di ng vy ognoses orfhackgumdseConsparative alata from neldD cohorts may have
been helpful to identify differences in support available.

Onefinal, theoreticalimitation with the data, that might have biased and limit conclusions is a
lack of working definition {ith the surveyp f sda affndar di sed measur eo. Me ani
professional 6s own i nter pr et psychometrcally validated s ome ¢ o

instruments and others interpreting them as possitriyrbasedools.
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Study 2

Singleservice study ofadolescents with IDD who display HSB

In the following sectiona case study of adol e s-basedspscialistwi t h |
service for adolescentsod6 with HSB, referrwomd for
what is known about the nature of the psychopathology present in adolesitienBDwho display
HSB, to understand how they are assessed in a service, and to further expand the knowledge base of the
characteristics of this group. Although studies h@gorted of high levels of psychopathology including
co-morbidity found in adolscents with IDD, there have been very few UK studies that have focused on
the possible nuances across the characteristics within such a population. Namely there have been
studiesthat look to explore any descriptive differences between young peoplédywith. ASD vs. IDD
diagnosis. The methodological approaches of the current study were adapted from the Bladon, Vizard,
French and Tranah (2005) aHdckett, Masson, &fe & Phillips (2013) studies.

In their studies Blandon et a12005) reviewed case fidof a tier 4forensic specialist service,
that received referrals fassessmerind treatment of children and young peopl®wlisplay HSBThe
study focused on the demographic and psychiatric data asteollora community cohort afhildren
during an 8 year period@he focus of the work was to expand empirical knowledge and understanding of
t hese speci f i cchiatriodisorderspeopl ebds psy

Hackett et al(2013) also reviewedationalcase files,pertaining to nine different service
providerswithin the UK,and spanning a 1992000 time period. The focus was on individual, family and
abuse characteristics, with a samgilee of 700 young peopl&éhe outcome of the review confirmed that
children and young people who display HSB ahetrogeneous cohort, with diverse and complex
motivators at play, as well as childhood experiencesr@$marchers did also identify thosih ID as a

diverse, and specifically vulnerable sgiooup in need chdapted interventions.
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Method

Service and Sample

Data were obtained from a communitgsed specialist service working with children and young
people who have displayed HSB. The NagibSociety for the Prevention of Cruelty to Children
(NSPCC),istheibrggest UK childrenés charity working in
offers a range of services from preventing child abuse, to offering assessments and intefoe thioses
at risk of offending. One service offeraince 1992is aspecialist service which will be called here
Service A

Service Aocuses on working with children and adolescents who display harmful sexual
behaviours. The service accepts childrelya@ung as 8 years old and a range of older adolescents, up to
the ageof 17. All referrals have to meet inclusion criteria and the children/adolescents have to have
exhibited persistent sexualised behaviours prior to the index behaviour that prormgfeedah The
service offers assessments, treatment, and a professimsalltation for a wide range of organisations,
including local authorities, youth offending services, courts and CAMHS. The majority of referrals made
toServicerare fromSOki laddlr Sedsy i ces, with others al so
and health professionals.

The majority of referrals t8ervice Asought assessment reports only, with a small proportion of
cases progressing onto treatment. Such sequences wereghawasy, as commissioning of treatment
varied in accordance with fundj available from the referring organisation. A -ooié professional
consultation was also an option, but the processes involved were not as detailed as assessment reports.
Consultatbns would produce shortened assessment reports, which in some casésntoomore

comprehensive assessments.

Ethics
Ethical approval was sought and provided at the data collection site. As a charity, NSPCC have
an internal ethics committee asthndardiedethicalapplication process, which was followed. A copy of

the appoval can be found in th&ppendixH.
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Multidisciplinary Team Reports

All the data here has been extracted from the internal Multidisciplinary Team R@pDT$ at
Service AThe MDT reports were written by the mullisciplinary team, following the completion of a
holistic assessment that included the young person, their family and wider professional network. As
noted, where the MDT have been commissiotieely can provide either full assessments or a (shortened)
consultatio assessment (MDT reports are not written for treatment cases). Where they are for the
purposes of a consultation, the MDT report is less detailed, often lacking a holistic assetgmerg o
p e r s o nhikiag andédr an assessment of the wider network.

The full MDT reports are based on the assessments completed at the service by the clinical team.
Thed i ni cal team included trained s pstasodal wokdr,ac hi |
clinical psychologist, an assistant psycholbgisd a psychiatrisThe reports involve (when possible and
appropriate) interviews and assessments with wider agencies who have had contact with the family and
young person, the biadical parents (or carers, in alternative cases) and the young pengomepbrts
compose a case history based on compiled records and/or reports as shared by other agencies such as
education, social care, criminal justice system, as well as parentalénteicompleted inhouse. They
also include an inhouse assessmentthe young person, that will vary in nature according to the needs
and vulnerability of the individual (as will be detailed below), and finally a risk assessment will also be
included n the report.

As the MDT reports are composed with contributions feonumber of varying, external
professionals and individuals, and given that the contribution from each young person varies according to
their abilities, the final MDT reports do différ respect of access to and consistency of information

across cases.

Design

The current retrospective case series study used a cross sectional design and descriptive statistics
to analyse anonymised diagnostic and demographic data extracted from alepti»{E where an
assessment had been conducted by the specialist teases where the young person had an IDD

diagnosis and was referred due to presenting with HSB. It is important to recognise that the study relies
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solely on case files, which is a liraiton. The files weraeitherwritten nor gathered for the purpose of
scientific research, therefore the consistency with which information is recorded, with variation between
cases, was present throughout. The study does aim however to follow the wlumiotogical

approaches of two publishgoker reviewed pape(Bladon et al., 2005; Vizard, 2014)

Procedure

An electronic trawl was carried out on thehiouse electronic database system. The search
looked for cases that included key words such as autism, learning disabilities (the term ID was not in use
attheservicat t he ti me) and sk&efpypearg kisih@ortantdownate that cases thato u r
did not mention either an ID, ASD or IDD diagnosis, were excluded. The data selection period was set
from thestart of 2012 to April 2017. The reason for tlegipd selected was that a new format of MD
reports was introduced in 2012. The older format was less accessible, with significant variations in how

each case was recorded.

Data extraction form

For the purposes of the current study, a data collectiond@sdesigned and used tecade the
MDT reports into binary data. The form, completed for each individual case, was composed of sections
which recorded the presence (or absence) of specific variables. The variables, determined prior to data
collection, vere informed by existing empiricaldtature(seeTable 1 for a review of domains assessed
in adult offenders, and thmutcomes of Study T,able 7)as well as the content of the MDT reports. Data
variables recorded included demographic characteristieaasf case, family composition, young
personsé® school hi story, own abuse history, outc
details regarding the index behaviour for which referral had been made. As indicatedhthes@
clinical assessents of the young people completedhat service varied between cases, as it depended on
the age and cognitive ability of the individuals. The widest range of assessments and corresponding
instruments, available was for the neurotypical, adolescent Dagte 11 details the range of tools @n
their corresponding psychological domains.

Tablel1

List of clinical assessments available at the service



149

Domain Title of assessment Original purpose of o
_ Authors _ Population intended for
assessed instrument instument
Cognitive ability
Wechsler
Intelligence Scale _
_ Wechsler, Full scale intellectual
for Childreni 6 years to 16 yeaplds
2004 assessment
fourth ed.
(WISC-IV)
Mental health
Chorpita,
Revised Children's Yim,
Anxiety and Moffitt, Chil dr ends Average ability 8to 18
Depression Sale Umemoto& Depression Scale year olds *
(RCADS) Francis,
2000
Beck, Evaluates children's
Beck Youth -
_ Beck, Jolly and adolescents' Average ability 7 years
Inventories ] .
BY)) & Steer, emotional and saal to 18yearolds
2005 impairment
Trauma
Trauma Symptom Evaluates acute and
Checklist for Briere, chronic posttraumatic  Average ability 3 years
Young Children 2005 symptomatology in to 12yearolds
(TSCYC) youngchildren
Trauma Symptom
_ _ Evaluates acute and .
Checklist for Briere, _ ~ Average ability 8 years
_ chronic posttraumatic
Children 1996 to 16yearolds
symptomatology
(TSCC)
Miscellaneous
11 years to 1§ear
Strengths and Goodman, o
o ) , olds. Noted that it is
Difficulties Meltzer &  Behavioural screening _ _
) , _ _ _ appropriate for children
Questionnaire Bailey, guestionnaire ] ) )
with mild learning
(SDQ) 1998

difficulties.
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o Millon,
Million , N _
Millon, Identifies early signs of .
Adolescents _ _ ) Average ability 13 years
o ) Davis & Axis | and Axis Il
Clinical Interview- _ _ to 19yearolds
Grossman, disorders in adolescent
(MACI)
1993
Novaco Anger
Scale and Anger experience and .
_ Novaco, L Average ability 9 years
Provocation situations that provoke
2003 _ to 84year olds
Inventory it
(NASI-PI)
Parent and carer assessments
N Attention deficit
Conners 3 edition  Conners, o 6 years tdl8yearolds
hyperactivity disorder
short form 2008 (completed by parents)
assessment
_ ) Chorpta,
Revised Children's
) Yim,
Anxiety and _ _ R
_ Moffitt, Chil dr ends 8tol8yearolds
Depression Scale _
_ Umemoto& Depression Scale (completed by parents)
parent version _
Francis,
(RCADS P)
2000

Strengths and

Difficulties _ )
) o Goodman, Behavioural screening 11 years to 14earolds
Questionnairé

_ 1997 guestionnaire (completed by parents)
parent version
(SDQ)

_ Assessment of a wide
Child Sexual o
) Friedrich,  range of sexal 2 years to 1¥earolds

Behavior Inventory . .
(CSBI) 97 behaviours as displaye (completed by parents)

by young person

Note.* Found to be too developmentakiylvanced for use with young people with learning disabilities, but has been

found to be useful for sonehildren and young peopleith mild learning difficulties (Law & Wolpert, 2014).
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For a typical case, up to nine assessments were available for asesmo€ neurotypical young
people (ages 117). These assessments cover a range of domains that include mental health, trauma,
psychosocial functioning and characteristics of young pets@ s e x u a | behaviour s.

The service did not offer any instrument gpeally developed or adapted for young people with
IDD. Therefore, in the cases examined here where a young person had limited cognitive abilities the
range of instruments was reduceghgicantly. A clinical judgement (led by consultant clinical
psychobgist) would have been made on each individual basis to decide, in the instance of IDD, if the
young person could either be verbally supported to complete the assessment (usualssisyaam a

psychologist) or if they could be supported to completertbigiment independently.

Results

The MDT reports

The data extraction identified 19 cases of young people with ID/ASD/IDD who were assessed at
Service Aetween 2012017. It was decidetb only include full assessment cases; consultation and
treatment caes were rejected (overall, very few treatment cases involved children and adolescents with

ID/ASD/IDD?).

Demographic profiles

It was decided to include only cases where young pdé@uldD/ASD/IDD and were aged
between 1217 years, at the time of refatr Although 'young people' refers to those aged 10 to 18 (and
includes people up to 25 with special educational needs or a disability) and the age of criminal
responsibility in the UKs 10, it is generally accepted across service providers that thosethedge of
12, referred to HSB services, make up a distinct subdifeingelhor, Ormord, & Chaffin, 2009)
Specifically young children, where the onset of the behaviour is under the agbafeltieen identified

to have different psychosocial and behaviourafilg®to the adolescen(¥izard et al, 2007)

5 During the course of the data collection period this entailed only three cases and was linked to Malovic,
Rossier & Murphy (2018) study.
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Subsequently, out of the 19 originally identified cases éases were omitted as they related to
children aged 11year at the time of referral (age rang&l9. Fifteen cases remained and have been
included as they related to adolescentbatpoint of referral (range 1¥7). For more details in relation
to the ages and gender of the cases see Table 1

Tablel2

The 19 IDD cases from Service A

. . - Children*  Adolescents
Diagnostic characteristics

n=4 n=15
Age
Mage (range) 9.5(911) 14.4(1217)
Gender
Male 2 14
Female 2 1
Diagnosis
Autism Spectrum Disorder (ASD 2 3
Intellectual Disability (ID) 2 6
Intellectual and Developmental disability (I
and ASD) - 6

*Note.thesecasesvere not included ithe data reported below

Out of the full cohort (15 cases), six had a-&dhk 1Q (FSIQ) score available, Mdn= 68, (scores
range 40109). In other instances, although a WiBChad been completed the FSIQ score was
unavailable due to the variability fountthe subcategories. People with ASD often present with uneven
IQ profiles,due to variations across the different cognitive skills (usually across verbal and performance
abilities), as measured by the WIBC subtestqOliverasRentas et al., 2012Where the case had an
ASD diagnosis, the presence of ID (and thereby categorisation as IDD case) was made only where either
an alternative cognitive assesnent (such as BAS3), was reported t
subcategoriesf the WISGIV were reported in the very low ranges, such™ge@rcentile(see Appendix
).

ID diagnoses were in some cases madgeatice Aby reviewing existing files, completing
clinical interviews and completingppropriate diagnostic assessment such as the WAS$h most cases
such processes were either carried out or overseen by thateon clinical psychologist. In instances
where the ID diagnosis was already present at refer&gice Acare was taketo accept it only if

diagnosed in the previous 18 months (at most). ASD diagnosis were exclusively assessed and diagnosed
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prior to referral to the NSPCC service, as this was not availaBleraice AFinally, the notion of an
IDD diagnosis, was not used Service Aather it was applied by the researcher in cases where the young

person had comorbid ID and ASD diagnosis.

Case piofiles

Out of the 15 cases that qualified for inclusion, three cases related to young people with an ASD
diagnosis (without amorbid IDs), six additional cases were identified as young people with an ASD and
comorbid ID (IDD cohort), and six ID cases (dut ASD) were also identified. The demographic
characteristics of each of the subcategories such as age, gender and |@scures] in Table3l

Tablel3

Characteristic details of the 15 intellectual developmental disalsitises.

Characteristics ASD P PP
n=3 n=6 n=6
Mean Age(range) 14 (1215) 14.17 (1217) 15 (1416)
Gender
n male (%sample) 3 (100%) 6 (100%) 5 (83%)
n female (% sample) - - 1(17%)
FSIQ profile
Median FSIQ score 109* 70 53
n of cases with a complete 3 5
FSIQ score
n of cases where data was 3 4

too varied for a FSIQ score

Note * notM as data for one sa available only

Apart from the one case, the rest of the cohort (93%) were male. The age of referral was similar
across the three groups, and this was not significantly different across the groups (as assessed by Mann
Whitney test). The 1Q profiles demstrated variatiobetween the three groups, however, due to the
variability in the WISC scores it was not possible to obtain a FSIQ score for all. The 1Q data between the
three groups was a study limitation.

Some points to note, although it appearsAB® cohort had thaighest 1Q score, this was based

on the one case only and is therefore not a mean score. Closer inspection of the reports revealed the other
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two ASD cases did not disclose a FSIQ score and instead commented on the variability ofithealndi
cognitive pofiles. As the researcher did not have access to the raw data, interpretations of these scores is
limited.

The lowest group mean 1Q scoMdn= 53) was found in the IDD cohort, but critically this again
was based on a very small samgilee of two: One 46-yearold girl (FSIQ=66) and one a jearold
boy (FSIQ=40). The ID cohort, with a mean FSIQ scMdrE 70), was composed of three adolescents.

The next area of exploration within the dataset, across the three cohorts was thHamibyvn
compositons t he young personds own histories of wvictdi
Table 4 illustrates the number of incidents within each cohort, as counted by applying binary coding
(not/present) for each case.

Table14

The fullService A sample

Own experience and the Full sample  ASD ID IDD
index HSB displayed n=15 n=3 n=6 n=6
Gender (male) 14 3 6 5
Mean Age 14.4 14 14.17 15
ADHD 5 2 - 3
Socially isolated 2 1 -
Bullied 1 - 1 -
Paretsseparated 7 3 - 4
Looked After Child 4 - 2 2
Care of the extended family 4 - 2 2
Witnessed DV at home 5 1 2 2
Victim of online grooming 1 - 1 -
Victim of sexual abuse 7 2 2 3
Victim of physical abuse 7 2 4 1
Victim of emotional abuse 3 1 1 1
Victim of neglect 6 - 4 2
Known use of pornography 9 3 4 2
Index behaviour contact 8 3 3
Index behaviour involving

5 1 1 3

siblings

Note."Domestic violence
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Specifically, with theService Acohort the cases can be reviewed on the basis of tmgyou
personds past experiences and their presentation
provisions in relation to their clinical profiles.

Service Adata suggests that a third of the véhsdmple have an additional diagnosis of ADHD,
with it being the most prevalent in the group where ASD is also present. A high rate of parental
separation (46%) is evident across the overall cohort, with it being least prevalent in the cohort of
adolescergt with ID.

All those with ASD cohort (100%) had been ribtes having experienced parental separation.
Also, with the IDD group, two thirds (66%) of the sample had parental separation noted. Within the 1D
cohort, two thirds (66%) of the sample were victims of physibake and neglect, but abuse and neglect
wascommon in all groups. More than half of the sample were noted to use pornography. Given the data
here, exploratory analysis was completed to test for an association between the diagnostic cohort and
parental sparation. A Fishers extract test suggestetktivas a relationship between the cohort and
presence of parental separatki(2) = 9.25 p< .05, with separation less likely to be reported within the
ID cohort.

The data above can be reviewed in more be@itwo main categories i) own victimisatiamd

i) index behaviour (that led to referral).

Own victimisation

It is important to note on the following dat
experiences of victimisation was collected by neeaf two processes i) via reports as shayeeiernal
agencies during the initial case management meeting, including the wider professional network) and ii)
via clinical interviews with the young person. Neither process is particularity objectiveotmard
subject to (un)standardised recordprgcesses, and willingness to disclose. The data, therefore should be
considered in the light of such limitations.

Table 4 illustrated that out of 15 cases, 13 (87%) had reported experiences of own viatimisati

in childhood, including experiences of @fént types of neglect, abuse and (witnessing) domestic
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violence. Only in two cases (one ID and one IDD) was there no information relating to experiences of
any victimisation.

Out of the 13 who had reportedlad information present in their case filesund own
victimisation, on average this was at least two types of experiences, with the rangedeixuetiences
recorded. The two cases that had reported up to 4 types of experiences of victimisatibotiwerthin
the ID cohort. Sexual and physieduse were the most frequently reported (46% of all the cases),
followed by reports of neglect (40% of all the cases). A third of the whole sample reported withessing

domestic violence (DV) in the parentalrhe.

Index offences

Overall, there was a higlate of pornography use across the cohort, with up to 60% of the whole
sample admitting the use of it. A high rate (53%) of index behaviour, across the three cohorts, included
physical contact with the victim. iiin each cohort this equates to 66% of ASBeas and 50% of each
of the ID and IDD cases. A third of the index behaviours (across the full sample) involved a sibling (as
the victim). This was most frequently reported in the IDD cohort where 50% ofdér lorehaviour

involved a sibling.

Assessments
Next, the domains assessed and the instruments used in the IDD caseSerite Avere
reviewed As previously noted, up to nine different instruments were available for use within the service.
Table Billustrated the instruments reported as usediwthe three cohorts of young people with IDD.
Tablel5

Tools recorded as completed across the 15 cases with IDD

ID

ASD IDD
n=6
Measure n=3 n=6
(% of
(% of sample) (% of sampe)
sample)
RCADS self
Did not complete 1 (33%) 2 (33%) 3 (50%)

Completed 2 (66%) 4 (66%) 3 (50%)
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Normal range - 4 (66%) 2 (33%)
Within the clinical threshold 2 (66%) - 1 (16%)
RCADS parents
Did not complete 2 (66%) 3 (50%) 3 (50%)
Completed - 3 (50%) 3 (50%)
Normal range - 1 (16%) 1 (16%)
Within the clinical threshold - 2 (33%) 2 (33%)
Data missing 1 (33%)
TSCC/ TSCYC self
Did not complete 1 (33%) 2 (33%) 2 (33%)
Completed 2 (66%) 3 (50%) 4 (66%)
Normal range 1 (33%) 3 (50%) 1 (16%)
Within the clinical threshold 1 (33%) - 3 (50%)
MACI self
Did not complete 1 (33%) 3 (50%) 6 (100%)
Completed 2 (66%) 3 (50%) -
Normal range - 1 (16%) -
Within the clinical threshold 2 (66%) 2 (33%) -
SDQ self
Did not complete 3 (100%) 4 (66%) 6 (100%)
Completed 0 0 0
SDQparent
Did not complete 3 (100%) 5 (83%) 5 (83%)
Completed 0 1(17%) 1(17%)
SDQ teacher
Did not complete 3 (100%) 5 (83%) 5 (83%)
Completed 0 1(17%) 1(17%)

Note.RCADS= Revised Children's Anxiety and Depression Scale; TSCC/TSCYC= Tymptom Checklist for
Children / Trauma Symptom Checklist for Young Children; MACI= Million Adolescents Clinical Interview; SDQ= Strengths
and Difficulties Questionnaire

Across tle full sample of 15 cases, it is evident that both young people and theitgaarers
were provided with opportunities to complete a number-boinse assessment instruments. Information

as to the nuances and reasons as to why the proportion ohtp&eted assessments was low, was not

available. There was no record of thaases who were offered but declined the opportunity to complete
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assessments, or those who might have been supported but the assessment was incomplete (due to ability),
or any othe plausible reasons.

The data collected reported that apart from the Wi&t&(e completed irhouse), four
assessment instruments were completed at most across the 15 cases. The instruments assessed four
different domains that included mental health (depion and/or anxiety), trauma symptomology of
young person, a clinical iewtory (used for the purposes of identifying early signs of Axis | and Axis Il
disorders in adolescents) and the strengths and difficulties questionnaire.

Out of these four the asssment least likely be completed was the SDQ, followed by MACI.
Overall,around two thirds of cases completed a mental health assessment, both teeaeland
parental reported versions. Out of the ones who completed the RCAPf&gett measurdahree (33%)
young people, scored within the clinical threshold of a memattn diagnosis. Those within the IDD
cohort were least likely to report a completed RCADS saifessment (50% of the IDD cohort). None of
the ID cohort met the threshold for dgi@osis. The parent version of RCADS was completed by six cases,
and 66% ofthose who completed it scored the young person within the clinical threshold for anxiety
disorders.

The self reported Trauma Symptom Checkilist for (young) Children (TSCC/ TS®¥XSS)
reported as completed by nine of the 15 cases. This was most likeleiilnér an ASD (66% of the
cases) or IDD (66%) case. In 44% of the nine cases the young people met the clinical threshold for acute
and chronic posttraumatic symptomatology. Alttee ID young people who completed the assessment
were recorded as withirormal range.

The Millon Adolescent Clinical Inventory (MACI) assesses personality patterns as well-as self
reported concerns and clinical symptoms. This was completed by fiee @iher ASD or ID) out of
which 80% (4 cases) were recorded within theichl range meaning they met the criteria for a
diagnosis as assessed by MACI.

The Strengths and Difficulties Questionnaire (SDQ) is a brief emotional and behavioural
screeningjuestionnaire for children and young people. This was recorded as conmplsted13%) of
the cases, and in both instances, it was completed by the parent/ carer and teacher. As this is considered &

screening questionnaire it is known that the senvidendt prioritise its application.
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Discussion

Summary of findings

The stug was a case study of a service for young people with IDD who display HSB. They were
all referred for assessments to a commubéged specialist provideédervice Aas run by NSPCC. The
aim of the study was to review the internal assessmentsogiathe specialist HSB service as well as
illustrating differences between the diagnostic cohorts, and their clinical profiles. The 15 cases identified
were split into three diagnostic groups, those with an ASD diagnosis (3 cases), those withegmdBisli
(6 cases) and those with a comorbid diagnosis of ID and ASD, the IDD group (6 cases). Multidisciplinary
team reports were read and coded by the researcher using a binary coding system in accordance with the
presence or absence of certain behaviantdorexperiencesService As a fair representation of a
communitybased specialist HSB service for young people, given that it is run by one of the largest
childrenés charities in the UK. It i sstrainngas a ser
well as consultancy to a significant number of other agencies thereby impacting on wider practices and

knowledge sharing.

Cognitive assessments

Overall,the data available in relation to the cognitive ability of the sample was limitedf, it o
15 cases only six young people had a-fdale IQ score, although a cognitive assessment had been
completed in all cases. As noted, this is not unusual in cases where a young person has ASD. Although
not all had a FSIQ score, the MDT did report dgialitatve descriptive categories of the young person
profile (e.g. extremely low). The data in relation to the FSIQ scores was split between the three cohorts,
however due to the low numbers available the results were not very informative.

The reports @l demorstrate that abervice Acognitive tests were completed eitherhouse or
by external organisations (prior to the case referral to the service). In cases where an assessment was
completedithey oung personés past , réacentiSe-b/iasesamentwas ¢ o mp
based on the recency of the past assessment (if completed less than 18 months prior, it tended to be

accepted). This clinical decision was based on t
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cognitive profiles are st developing during adolescence, and cognitive abilities might either peak or
plateau at different points in time.

Where 1Q tests were accepted based on prior assessments the instruments used might not have
been goldstandard WISC tools but instrumentith an equivalent capability to estimate the cognitive
ability of the testee. As an example, in some cases the British Ability Scales (BAS3) waasitlsad a
sole assessment of cognitive ability is not sufficient to diagnosed ID.

Although, the dat offeral from the MDT reports was limited, when compared to existing
literature, what is remarkable is the consistency with which cognitive assessments were carried out by
Service Alssues in reporting accurate data in relation to IDD diagnosis anditbegsienimpact this
has on prevalence rates, was exemplified by the data as displaiedulé® (Chapter 2)The kack of
appropriate assessments completedhidquseas well as incorrect and misleading labelling of diagnosis
(i.e. refeence to learning difficulties) will have an impact on the wider understanding of the IDD cohort,
within this specific forensic group. With this in mind, clinical information as extraobea current MDT
reports in relation to the IDD cohort, can be coesid fairly representative of the cohort, albeit it would

have also been subject to Type | error, had any inferential results been extracted.

Family compositions
In 46% of the caseparents were reported as separated, those categorised as ID caseasivere
likely to report parental separation (0% of the cases). Just over a quarter (26%) were looked after children
and the same proportion were in the care of the extended familygs@aemties and grandparents).
A third of the full sample reported wigéssing domestic violence between the adults in their
home. Existing literature suggests a high rate of parental separation and incident rates of domestic

violence in the homes of youmpgople who display HSB (Day, 1993).

Young peopl e6s oftrauma addkapuseg i enc e s

Where information was available about their trauma histories, it was on average two types of
experiences. The majority (86%) of the cases had some trauma or abteskerperiences recorded.

In the current sample just under hal6%4) of the full sample had a record of experiencing sexual

and physical abuse with 40% also being victims of neglect. These rates are comparable to the figures
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reported in larger casddireview studies, such as the Hackett et al (2013) study of 70@leaseho

reported up to 50% of their full sample reported experiences of sexual abuse and up to 38% physical
abuse, as well as the Richardson et al. (1995) study with rates being d Bafamrquivalent. Others

report lower rates such as in the ManochaMedey (1998) study of 51 case files where 29.4% of

reports included sexual abuse and 23.5% physical abuse. Dolan et al. (1996) also reported similar rates
with 25.5% recording experiees of sexual abuse and 30% of physical abuse.

However, as none of ttetudies above looked at specific experiences of the IDD populations in
comparison to their full sample cohort, a studydiyiond and Giles (2008% a more fitting comparison.
Theauthors explored differensbetween those in the ID and ntid cohorts in young people who
display HSB. They found in their sample that young people without ID were statisticallyikebtré6%

Vs 24%) to witness domestic violence in the home. Expesgeotsexual and physical abuse between the
groups was not significantly different but overall the rates were lower for thtbngioup (25% vs 33%

for sexual abuse, and 31% vs 33%phbysical abuse). The authors also had data on experience of
neglect, vinich was not often recorded. In their sample of those with ID 35% experienced neglect,
comparable to current study in which 40% of the sample recorded it.

On the whole, in the currentusly a large proportion of the sample (86%) had a record of
experienang some type of abuse or neglect in their own childhoods. This is a rather high figure and
resonates with thBladon et al., (2005tudy that found similarly high (96.5%) rates of abuse éapee

in their sample.

Index behaviour

Overall, across the full saple 53% of the index behaviours suggested that offsEgainst
siblings were more often victims of childhood sexual abuse and were more likely to have a younger child
in their families Dolan, Holloway Bailey, and Kroll (1996)eported a similar finding, in their
comparison of adolescents who had sexually offended anataaidnot histories of their own abuse as
well. They found a significant difference in incidents of sibling abuse between tlgrdwos, such that
the group where their own experience of abuse had been reported, were more likely to offend against a

sibling.
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This is an interesting finding of a potential relationship between own abuse and-sibksg
that could be further expled in a future study of a larger sample of IDD adolescent offenders.

Within the current cohort 66% of the ASD sample was recordédrhang engaged in contact
based index behaviouFhis can only beompared to some of the existing literature on aduit wigh
ASD who sexually offend, as no specific data exist yet, to the knowledge of the researcher on the
adolescents with ASD who g¢ilay HSB. NamelyHeaton and Murphy (2013¢ported in their followup
of adult sexual offenders with IDD, whadh undergone treatment, that men with ASD were less likely to
engage in nowgontact behaviours. Whereas in the current sample oésaiit ASD cases two thirds
engaged in a contact behaviour. Furthermore, if the ASD cohort was to be combined with tudndtD
(given that this is a sample of young people with both ASD and IDD) and the sample size increases to
nine cases, 55% of thetwart is reported as engaging in contact index behaviours and 44% of these cases
involved a sibling.

There is no existingmepirical data comparing index offence types across IDD cohorts of
adolescents. This finding is a novel one, and purely an obseraatiois point.

Known use of pornography was recorded in 60% of the full sample, and in 53% of the sample the
index behawur (for referral) was based on sexual behaviour of contact nature. Unfortunately, no record

was made of how the young person migienaccessed the pornographic materials.

Clinical assessments

A proportion (30%) of the full sample were reported to feaeecurrent diagnosis of ADHD.
None of the young peopieithin thelD category had an ADHD diagnosis. However, ADHD was not
assesseimternally at the service. The assessment practices, where completed internallGertite A
changed in accordancettte needs and cognitive profiles of the young person.

The MDT reports revealed that fewer assessments (four at most) were affgoethg) people
with IDD than those without (up to nine instruments were available). Most of the instruments used would
havehad a demanding cognitive and processing | oad,

processing of verbal and written informatidn addition to thissome items within the instrument were
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also rather abstract, an example includes a question fronDRG@H#at asks the young person to score
how much they agree wiltkanhetf ohli aoki cd easratyédment
Theselection of instruments presented to the young person would have been done on an
individual basis, and based on professional clinieddjjnent. The acting consultant clinical psychologist
would take into account the cognitive abilities of the young pessmas not to overburden and
overwhelm them with assessments and challenging questions.
Overall, however, across the full cohort ofd&ses there was little consistency as to which
assessment tools were offered and recorded as completed, irrespestiee aff the experiences the
young person might have been subjected to. Though the data fremegetts suggests a large
percentaged7%) of the sample recorded experience of abuse in their childhoods, only 60% of the cases
were recorded as having corefdd the trauma assessment instrument. Out of those who completed the
selfassessment for trauma (usually supported by a member &driliee Ateam), 44% scored within the
clinical threshold for posttraumatic symptomatology. Of the five young peoplalsba@ompleted the

MACI, with support, 80% of them met the threshold for Axis | and Axis Il disorders.

Details of the mental health proifles across the three groups

ASD cohort. The data fronBervice Aotes that out of the full ASD sample 2 young peoplewe
offered the opportunity to complete the RCADS anxiety and depression assessment. Although, there is an
adapted version of the RCDA& accommodate characteristics of young people with ASD (the Anxiety
Scale for Children, AS@SD) this was not availabl® the service. Instead, the general-selport
RCADS was used, and interestingly both of the young people met the cut off criteria fo
psychopathology.

Within this cohort thene young person met the criteria for depression and the other for both
anxidy and depression. The parental version of RCADSas also offered to one of the cases, but not
the other (reasons for which are uncjearespective of which the parental scores were not recorded.

For the TSCYC measure, the one case met the threfem@dxiety, depression, anger, PTSD

and sexual concerns. This was the same individual who met the clinical cut off on the RCADS self
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reported measure for both anxiety and depression. The other young person did not meet the threshold for
any of the TSCYCubscales, and the scores were within the normal range.

Two of the young people with ASD also completed the MACI measure, with onefimgseith
elevated scores on the disclosure and debasement scales, aghvesdeislemeaning, doleful, inhibited,
oppositional, and borderline scales. The other young person had elevations within the peer insecurity
scale, anxious feelings scale amgpessive affect scale, but that same young person had not completed
the RCADS nor MACI measures. None of the young feenpr their parents, or teachers completed the
SDQ questionnaires, as these were not offered.

ID cohort. None of the young people witompleted the RCADS (66% of the sample), met the
cut off for the clinical threshold for anxiety and/or depression. Exsly in two of those cases, the adult
carers scored the young person as meeting the threshold for some of the subscales includiisgdene
anxiety, depression, social phobia and OCD.

Five young people were offered the opportunity to complete therTS@easure. Four scored
below clinical cut offs for any of the subscales, and one was completed by a grandmother, on behalf of
theyoungper son, and whose ratings did not meet the
very high for the underespnse scale, indicating he would have downplayed his difficulties in
completing this questionnaire.

Three young people completed the MiAftiestionnaire, with one scoring within the normal
range when compared to peers, and two meeting the criteria fectiaebf subsets. One of these were
the scores of a young person who achieved an extremely low disclosure score that is indiaative of a
adolescent who is defensive and unwilling to bring forth personal attributes and concerns. The other
young person sced highly on confideceand outgoing within their emerging personality patterns scales,
and disruptive behaviours as well as attentieficts within the current clinical signs scales.

The majority of the young people and their families, as well aseesatid not complete the
SDQ questionnaires, as these were not offered.

IDD cohort. Half the IDD sample was offered to complete theA®S self reported measure.

In one case this resulted in scores that fell within the normal range. In this case¢hessggested the

young person was in the borderline category for separation anxiety only. There was some variation in
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who completed thRCADS parental version within the IDD cohort. In the three cases this was done by a
grandmother, key workerandstep her . Their parental scorsechk di ffe
discrepancies in scores have been fourgténious researchas well(see Harigan, Goodman, &

SouthamGerow, 2011)Within the current cohothe results indicated that the responsesnefof the

youngpeople placed thein the clinically significant range on the social phobia, depression, as well as

total anxiety and depressi@ategories. The second young person was scored as meeting the threshold for
clinical cutoff for generalised anxietyigsbrder and obsessihmmpulsive disorder. The TSCYC was

completed by 50% of the sample by the yopagple and in one case it was colaigd by a family

member. One of the young personds scores was abo
sares of all the other cases were within the normal ranges. None of the young people with IDD were

offered the MACI assessment nor the@D

Interpretations

These findings suggest that most young people with IDD at a comnrhasgd specialist service
for HSB, have either an ID or IDD diagnosis rather than simply ASD. They are predominantly male and
aged around 14 at the point of referfidde types of behaviours they display are difficult to separate
meaningfully across categories of HSB, but a propostiere referred to the service on the basis of
engaging in contact behaviours. A large proportion of the full cohort were reported rag hadiadverse
childhood experiences.

Yet, from the clinical assessments offered, and at odds with how many repmeeidrses of
abuse and neglect, not many of the young people, where assess#tk criteria fomental health
diagnosis. Plausibly ihis because the assessment tools on offer were not adapted for the needs of the
young people with IDD. Parental reppend assessments were more likely to score the young person
over the clinical threshold for mental health needs, tharreetfrt meases, but apart from the RCADS
instrument, no others had validated parental response tools.

A high proportion (60%) oftte Service Acases reported use of pornography, which in
comparison to other empirical studiesigherthan recorded previously. A 20 UK survey found that

48% of 11 16-yearolds reported viewing pornography, with boys being approximately twice ag dikel
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girls to have actively searched for it (Martellozzo et al, 20L6¢. high rate of thASD cohort admitting
to viewing pornograph{100%)might reflect the disinhibition young people with ASD have in relation
to reporting what others mighonsider taboo or shametuthaviours. However, for some young people
there may be a link between viewing pornography and subseqapptopriatdehaviour (Beech et al,
2008; Leukfeldt et al, 2014This is a link that needs to be explored some moraigitrogorously
designed studie®ne UK study that explored bothonlhea ci | i t at ed HSB and pure
found thata developmentally inggropriate use of pornography had a trigger effect for offline HSB in
more than half of cas€Belton & Hollis, 2016) Overall, the use of and the impact of online pornography
is still considered fairly new area of research, in terms of young people, especially those known to
forensic and specialist services, meaning as an area it reglitasiore empirical attention.

Previous studies, have also suggested the limited social networks fopul2fpans usually
resulted in HSB being perpetrated against a narrow pool of victims (Almond & Giles, 2008), which might
include siblings. Othergtdi es have |l inked sibling abuse to the
neglect in the hom@Vorling, 1995) One common finding that appears to arise in cases of child sexual
abusgby adults) is that it will rarely be the only type of abuse experienced, in solidarity. Therefore, any
hypotesised pathway to offending (ordisplaying HSB in adolescence) becomes one of a complex
nature which if omitting the emotional and psychologligmpact such experiences might have had on the
young person, would be unjust and a flawed represent&@eere maltreatmeims associated with

poorer emotional wellbeing, and delinquent behavi@adford ¢ al., 2011)

Limitations

There are a multitude of limitations present in collecting data via case reports, some of which
have been acknowledd already. As the study was based on file review it relied on accurate recording of
information in files, wich would have been contributed to by a numbaetiiéérentindividualsand
professional®ver the years. This introduces the possibility of vemmbetween the quality of reporting
and human error.

For instance, during the process of data collecttomas noted on a number of occasions that the

MDT reports would include information collected by services that had previous contact with the cases.
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This, at times, included previous education psyc
howe\er, during the course of the assessment process by the specialist team, it would be unearthed that
diagnoses at times were conflicting, or evenghared with the family. For instance, in one case an ASD
diagnosis was made but not shared with the fawihgn it came to the surface via the data gathering
process for the MDT report, the independent diagnostic service retracted the diagnosesvahred
the child. In another instance ID might have been strongly suggested by the wider service cahert, but
diagnosis had not been officially made.

Another limitation, of collecting data via case reports is that detailed information about the nature
of reported maltreatment of the young person was not consistently available for these analyses.

Also, in theabsence of a matched control group it was not possible to determine which
characteristics are specific to those young people with N, it isknown thelevel ofvictimisation
experiencedy these young people are higher than what national data ssiffgegbung people across

the UK currently(Radford et al., 2011)

Overall discussion

The two snall- scale studies, as above explored the specialist service provisions and the
characteristics of young people within the wider IDD cohort, wkpldiyed HSB. The first study
identified variations in assessment processes with clear evidence of podieceysieross service
provisions. One aspect of such inconsistencies were differences across the IDD-HMIO poovisions,
in that a bigger seldohn of assessment tools are typically available forhoB D cases, incl ud
standar dd @aentakhsatthnfRojalinsRowef Kasdan, Moore, & van Ingen, 2011). The current
studies, indicated that no equivalent gold standard tools are avéiatiie IDD population (Aman,
1991; Sturmey, 2007). The wider implications of such practice are that,edaspitnber of both charity
and statutory service recommendations, the holistic needs of the young people with IDD across specialist
service for HSBare not being assessed, and consequently not recognised. Data from Study 1 also
suggested that there isemtlency to use risk assessment tools inappropriately as clinical indicators of the

well-being of the young people.
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Although the full sample wasnhited, variations in the service agencies that took part in Study 1,
meant that some indication was providedelation to specialist provision, across sectors. lasyever,
aconcern to find a lack of standardisation in assessment processes wdlrecyeto overely on risk
assessments. Comprehensive, offespecific assessments can have distinctivegaes at different
stages in the legal process and/or management of a case. In cases where a young person has been
sentenced this should incorp@at holistic process that considers-gentence (risk, placement and
prognosis), post adjudication (treatm@eeds), preelease or discharge (risk, placement, community
safety) and monitoring (risk, ongoing treatment needs) (Worling & Langton, 20a2hoBstic
assessments of the wider needs of these young people are also crucial if any specialistonseaverid
be efficient. It is not appropriate to ignore any of the experiences the young people might have had of
childhood abuse and neglect,thsy are significant contributors to lothasting psychological problems
(Browne & Finkelhor, 1986).

In Stuly 2, a large proportion of young people with IDD were found to have experienced abuse
and neglect in their own childhoods, experiences that aiktlprofound effects. A more recent study
investigating the effects of child sexual abuse (CSA) on younggadm go onto display HSB
themselves, states that although the crossover from being a victim to being a perpetrator is low, some
differences whergompared to those without a history of sexual victimisation, were identified in relation
to psychological fuationing (Morais, Alexander, Fix & Burkhart, 2018). Young people with a history of
CSA were found to be more likely to be diagnosed with majoredsjon and posttraumatic stress
disorder than those who did not report a history of CSA. It was also igdrtiit a history of CSA was
positively correlated with risk for sexually offending and with specific offence patterns and consensual
sexual behawiurs. Overall findings indicated that the individuals who experienced CSA had unique
treatment needs, sometgithat is not necessarily identified well in the IDD sample.

There was some evidence of services using the most appropriate risk assesstiwerartdbD
population, the AIM2. However, in Study 1, same tool was repeatedly reported as used for assessments of
wi der domains of i ndi vi dalthad aftechment).mpart fraorhisteing ( f r o m
inappropriate practice, another importéadtor to mention is that risk assessments differ on one key

aspect from other clinical assessments of-yeihg. Risk assessment tools do not require the person who
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competes them to engage in an interview or conversation with the individual who gsdssiessed.

They can be completed in isolation and on the back of existing reports relating to the case. Therefore,
even i f they are the 0§ nsascessibleaithe seoviga, solaly relying dn then e
for information will skew the dta obtained.

The implications of the current studies, much like the one by Morais et al. (2018), are that past
adverse experiences should bear a role in the consideratimmassessment of immediate needs and in
treatment planning. It is not approgedo treat the subsequent maladaptive behaviours in silos without
considering the young peopleds wider needs.

Finally, currently studying young people with ASD separdfegn those with other
developmental disabilities should be pursued further, agutdimprove the literature base. In
agreement with Suttin et al. (2013), there is an indication, limited by the sample size that young people
with ASD exhibit unique sympimatology that requires more focused and often adapted intervention
programmes. Thefore, future research to determine the specific vulnerabilities and needs of young
people with ASD who display HSB, for the purpose of guiding treatment intervention sleo

prioritised.

Summary and future directions
The results, that emerged fronettwo studies here, deliver a strong argument for the need of
holistic assessments in specialist service providers. Assessments that not only focus on the risk of the

youngperson but also their wider psychosocial functioning are needed. There is exisdigrgce that

such assessment practices are already in place for young people without IDD (as reviewed and published

within anumber of national reports), but with the tatadies above, there is also evidence that these
practices fail young people with ID Namely, although a large proportion of young people with IDD

who present with HSB haveadalso adverse childhood experiences that will impact on their

psychosocial furtmning, services fail to assess for this adequately. Most services focus thesnasses
around risk instruments, and in cases where they also include assessments of wider domains, the tools

that are used are inadequate.

a
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In terms of future directionshese findings, although limited in some respects, make a clear
argument for the deopment of assessment tools specifically for an IDD adolescent population, to be
used within forensic, HSB services. Psychosocial assessments that aim to identifyaangédaf needs
and vulnerabilities, such as mental health, family and social ciranoes are necessary. Assessment
aims should include identification of the needs and vulnerabilities of the young people, which will offer
the opportunity to identify facterthat will need addressing within treatment. Treatment programmes that
takeintoac ount young peoplebdbs specific experif@ances

the young -frenwsllbem@s | ong
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Chapter 5

Tool selection andadaptation.

Chapter overview

Results from Chapter 4, Study 1 indicate variations iassssent practices across service
providers with differences in the types of tools utilised for assessing key domains in young people with
IDD and HSB. Although mostrpviders reported assessing a number of set domains acred3Mon
cases, for example seadlkknowledge, cognitive distortions, sogffective functioning, attachment,
victim empathy, and resilience, the utility of the majority of those tools were sigmtifydimited, by not
being psychometrically validated for adolescents with IDD, and byangeting the topic participants
thought. Study 2, illustrated that the abuse and neglect experiences of the young people, and their mental
health, were not beingsessed aptly by existing tools in services where they should be used. The
proportion of yung people whose MDT reports described experiences of maltreatment did not equal the
proportion of the same cohort of young people who met the clinical cut offrive sf the possible
mental health issues experienced. This does not align with the atliméaal understanding of the
possible impact of neglect and abuse on children, in the short and long term, and therefore it was possible
that these domains were rastsessed as effectively, by the existing tools, in cases where the young
person had IDD.

Having worked in a clinical capacity for a number of years and within a specialist HSB service,
Vizard (2014) contends that assessments of young people with ID@isglay HSB should be rooted in
the same principles and practice which inform assessrémionorIDD counterparts. In the same
review Vizard (2014) also makes the point that assessment approaches should take into account take the
wide range of canorkid social, emotional, cognitive, neuropsychological and behavioural problems
which the yomg people often present. The data from Study 1 and 2 in Chapter 4, however, suggest this is
simply not the case in instances where young people with IDD were asaedsedervices. Rather than
assess the various domains individually (as was reporteglttee practice for neldDD cases)

practitioners reported an oveeliance on risk assessment tools for IDD cases. In some instances, the
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reported tools used for aasregarding young people with IDD, were instruments developed for adult
men.

The following chapter will review and present what good practice means in terms of assessments
within a specialist population, and it will present three tools, two of whichedeeted for adaptations in

the current thesis, as assessment instruments for appliétiidm specialist HSB service providers.

Evidence Based Practice

In their scathing review of correctional practices, Gannon and Ward (2014) present a compelling
argument that, as of late, practitioners across adult services, have become too focuséRisinNieed
Responsivity (RNR) ModdlAndrews & Bonta, 2010Jue to an overarching pressure to meet the needs
of risk and securitypased policies of correctional systems. Thiddspite the wider systems
understanding that the RNR model was never intended to reqgaeetional (meaning professionals
trained and registered to conduct independent psychological practice within correctional settings)
psychol ogi st soéofgocvlieirnniicnag npordaecltsi c e . Rat her it wa
focus for correctinal policy in the form of programme selectigmdrews & Bonta, 2010)Gannon and
Ward (2014)argue such oversight has led to unintended and unfigumisalignment in service
practice, by security and risk concerns becoming priorisgh@ugh they are therapeutic issues.
Subsequently, the authors deduce this has |l ed t
user so0 wi deutin BvelenceBasadsPrastieet(EBP), the APA endorsed governing model of
best practice impplied psychology, at least in the USBoodheart et al., 2006)

EBP sets out three principles that should be followed inegbglinical practice. They state: i)
research evidence is considered a fundamental guilihgo good practice, ii) clinical expertise and
decision making should be used when applying research to clinical situations in which the research base
is a poor it or unavailable, and iii) client individuality in the form of preferences and valuesdshe
considered when allocating interventidhgienfeld et al., 2013)If applied appropriately EBP principles
encouiage and support standardised and defensible expert psychological practice that isvitligned
mainstream psychology and incorporates client values and preferences. The role of the psychologist

expands into an active practitioner who bridges the gap batvesearch and practice through expert
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interpretation, adaptation and applicat{tilienfeld et al., 2013)The overriding notion of EBP is that it
promotes effective psychological practice, improves patiettomes, and applies empirically supported
principles of psychological assessment, dasaulation and intervention, as well as relationships. By

being overreliant or toe focused on the RNR principles, specifically around treatment practices,
psychol@ists are at a risk of prioritising security and risk concerns over therapeutic neeaxdtsishi
conflict with the EBP princi pl epsovideSSausefulcontexd fiord War
considering the role that assessments play in EBfnayjouth offending practices, in meeting the

specific needs of young people with IDD kit specialist HSB serviceShe results of the survey of

specialist services (Chapter 4, Study 1) indicated that, due to a lack of alternative tools, assessments are
focused around those that are available, although not always appropriate, and ary piskfocused
instruments. This finding raises concerns as assessments are used to guide treatmentgsisessntent
instruments are part of the clinical formtiten process. By relying primarily on risk assessment tools and
forgoing a holistic apprad to assessing the needs of the young person, service providers, commissioners
and policy makers risk failing to understand the specific needs and vulnerabilities®fyoung people

with IDD who display HSB. This in turn can lead to wider processingr€and managing case issues in

terms of the criminal justice response, as suggested by Gannon and Ward (2014).

Characteristics of good assessments
Approaches to otical assessments for young people who display HSB in specialist services
might vary butshould follow the general guidelines as set by professional bodies silngBaisish
Psychological Society or APA. Good clinical assessment for young people bledudded on the EBP
model, and differ from adult practices, as the developmental diffesdretween adolescents and adults
affect offender needs, behaviour, culpability, and responsiveness to tre@to€otd et al., 2001; Rich,
2005)
O6Reilly (2001) reviewed and identified 18 f¢
assessment practi of adolescents who display HSB. The author maintained that in hand with EBP,
assessmesineed to be theoretically informed and guided by research, as well as aiming to build a

holistic understanding of the vyhoeu nogt hpeerr shoanndds, |Q 6f
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(2002) specifically focused on the assessment needs of yoaplg péth ID who display HSB,
identifying nine key areas, the view being that all of these areas should be integrated into a formulation
thatin turn providesabasssf a treat ment plan. The nine areas

1 Biological famil/, meaning history of the family of origin. This was to include information on
parentsé and siblingsd | evel of i ndlitg(partieuadyinal f un
respect of the child with an ID); and current family relationshgpsgvell as level of contact.

2 Young personb6és health, that covers history
might include brain trauma, and use ofdieation, in addition to information about specific known
genetic conditions such as Flagg X, Downés syndrome, ASD etc.

3 Young personb6s devel opment al hi story. Thi s
developmental delay was identified and other behaslqaroblems that have been following a
developmental trajectory.

4 Young p eist@ayInfdmation ® bessoulght in relation to bonding and attachment
experiences, any problems related to loss or separation (for example, respite, substigjticabichre),
any care concerns that might include abuse, neglect, trauma, and theaedguarents to their child
being identified as having an ID.

5 Young personb6és educational hi story. Il ncl udeé
mainstrean or special school, details from the Statement of Special Educational Needs, withtioforma
about their academic and social experience of schooling to date, as well as behaviour within the school
setting.

6 Assessment of general cognitive functioning, meaning @d¢ale 1Q assessment.

7 Social functioning. This was to be anassessmentmung per sonbés access t
activities and opportunities, their relationships with peers, and adaptinaiburs.

8 Psychesexual history in relation to sexual maturity. An assessment was to include information
about the psychesexual deviepment of the young person including known experiences of sexual
victimisation.

9 History of problematic sexual behawr. This was to include detailed information about the

range of behaviours demonstrated, be it exposure or contact offences withadetiilims and their
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relationship, alongside details of what responses adults and involved agencies made to preiebemadt
behaviours to date.
An understanding, as provided through appropriate assessments, of presenting psychopathology

was also condered an essential component of treatment planiiingpga & Masson, 2006)

Psychometric assessments

The existing empirical research has evidenced the need for the use of psychometric assessments:
as tools they provide users (be it clinical practitioners or services) with standardised comparison groups,
normed samples for statistical comparisons and lthigyato measure change pre and post intervention
(Beech, Craig, & Browne, 2009A range of sources of information can be used in an overall assessment
process, includingedf- reports, behavioural observation, collaterdbrmation contained in documents
shared by service providers who have had contact with the young person, and direct psychological
testing. Arguably, objective instruments such as psychometric tests estibgnaires have more ability
to provide accuratand reliable assessment of individuals than the more subjective methods, such as
clinical interviews (British Psychological Society, 2016). Empirically based assessment methods involve
using standardised@cedures to collect, interpret and describe in&dirom with the aim of helping
clinicians form judgments and make decisions about clients based upon replicated methodologically
validated studies. Part of this process needs to focus on understandicgjdgecal systems (i.e. friends
andfamily oftheyoung person) that have shaped the young
on which s/he continues to depend for structure, guidance and nurturance. Determining the YPs level of
overall psychologicalbehavioural and social functioning, includingitleapacity of seKregulating his/
her behaviour can help provide an understanding of their behaviour in a holistic framework.

In the area of forensic and mental health service provisions and resbarelis no shortage af
range ofpsychometric agssment tools available for néDD populations; in contrast, as discussed,
there is a paucity of such measures available for populations without IDD. The lack of an equal amount
of resources and existiragsessment measures for individuals with IDD has lobserved as impeding

accurate assessment and treatment provision aimed at positive change in this population (Craig &
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Lindsey & Browne, 2010). Access to adapted tools for the IDD population, for wss apecialist HSB
services, has been slow to deyel

To the best knowledge of the author, at the time of writing, only two tools have been adapted for
adolescents with IDD who present with HSB. The two tools focus on assessing offence specific features,
which albeit an integral part of a clinical assessn t neither assess features
emotional domains. Orteol is an adapted measure of cognitive distortions in young people with IDD
(QACSO; Cygan, 2015) and the other is an asaeat tool, of sexual knowledge and risk in young
people with IDD (ASKA,; Richards, 2018). At the time of the data collectiontf@current project, the
adapted QASCO for young people was published in a thesis, whereas the W&Kundergoing data
collection. The author was made aware of the work thnchey affiliation with the Learning Disability
Working Group (LDWG) as noted in Chapter 3 and further discussed below.

Therefore, a clear need for more adaptations of strévagthd tools, as used in AGDD

populations, was presented.

Tools selecteddr adaptation

The rationale for choosing the three selected tools in the current thesis, two for adaptation and
one for validation in an IDD sample, can be broadly categorised into the following fiveemajithe
domains the three tools assess have lieked to the development and maintenance of HSB in adults
with IDD (subsequently they are posited to play a role in adolescents with IDD), ii) two (out of three)
measures selected are freely availabtd, therefore more likely to be used by service jtens, iii) all
three are in a selfeport format, iv) all three are strengths based, and not risk focused, and v) they are
already in circulation across specialist service providers (see chapter 4).

Information derived from the selected assessment toaésthe potential to offer insight into the
young personbés soci al a n d affective furictmming has $pecificalty beern i n g .
suggested as a key component in the onset and maicéecobHSB(Keeling et al., 2009)The link
between high emotional loneliness, social skill deficits amincreased risk of HSB (Becker & Abel,
1985), las been researched extensively within the adult (both IDD antDinpopulations. The role

that social difficulties play in the development and maintenance of HSB is recognised within the
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Integrated Thery of Sexual Offending (ITSO; Ward & Beech, 200Bxperiencing problems in areas
such as emotional loneliness is suggested to clinically reflect a dysfunction in the motivation and
emotional systems which, in turn, might lead to adult attachment profiéard et al., 1996). In the
research on adult seXuzfenders, both intimacy and loneliness have been found to be problematic
(Seidman et al., 1994). Ward et al. (2000) postulated that the fear of rejection links intimacy and
loneliness by preventing seadwoffenders from seeking appropriate intimatetrefships, leading to
emotional loneliness.

It is also recognised that distal ecological factors such as adverse childhood experiences
(especially such events as abuse, stress, and rejection) play iaaigmdle in producing possible
biochemical changein the neuropsychological system that underlies and modulates attachment
behaviours (Beech & Mitchell, 2005). Notably, Marshall (1989) suggested that parental attachment styles
experienced during childled impact on intimacy in adulthood, insofar asdkegelopment of an insecure
attachment style can lead to relationship problems. For adults who display HSB this has been then
associated with emotional loneliness, low -setinfidence and poor social skill. Essentially,
(1989) hypothesis statdsat poor attachments and poor seaffective functioning could be a potential
pathway to offending. Experiences of maltreatment in childhood, such as negative family disruptions and
experiences of violece and abuse may contribute to poor parentalrattants and deficits in
interpersonal functioning, which may, in turn, predispose to a coercive style of interpersonal interaction
(Barbaree, Marshall, & McCormick, 1998). This in turn can lead to develajair@oblems in forming
intimate relationships arldw empathy in adulthood leading to social disability syndrome, as coined by
Barbaree et al (1998), which results in deviant sexual interests and behaviours.

Studies have also linked individuals with I@nerally to poorer attachment, as well as poorer
socio-affective functioning (Dagnan & Jahoda 2006; Dagnan & Waring, 2004) but not in the context of
adolescents who display HSB. In childhood, low intellectual functioning has been identified as a risk
factor for poor attachments, as a consequence of @renping (Baxter et al. 2000; Stolk & Kars 2000),
sexual abuse (Lindsay et al. 2001) and physical abuse (Hayes 2002). Overall, empirical studies focusing
on adults (with and without IDD) have identifiechidiness and attachment as important factors in the

development of HSB. However, the role of these factors in adolescents with IDD who display HSB is less
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understood. How they might develop and when (if) they might come into play is less clear, which
suppats the need for further empirical work in studythgse factors, which can only be done aptly by
the use of appropriate assessment tools. Interestingly, more recent studies on the dfetth@link
betweenadverse childhood experiences and late@ernalising behaviours, suggest resilience has a
important role to playFougere & Daffern, 2011)

The potential role of resilience as a protective factor needs to be better understood within the
IDD population of young people within forensic servid@ssilience as a concept has been suggested to
be an umbrella term and a dynamic process associated with positive adaptation following exposure to
adversity(Olsson et al., 2003}t does not imply an invulnerability to stress, rather an ability to recover
from negative events. In terms of the role resileplays in young people, this has been studied across a
number of contexts including exposure to maltreatrf@aliishaw et al., 2007)mental health (see
Southwick, Litz, Charney, & Friedman, 2011) a&ing in cargsee Hines, Merdinger, & Wyatt, 2005)
Resiliency has been suggested to play a major role in models of risk and can improve the prediction of
outcomes (Troy & Mauss, 2011). Empirical studies have reported that around 70% of children considered
6at riskdé in fact aatmajerdevelopnoentdl disruptiens @QJogarc200d)e s wi t h
indicating that a sole focus on risk factors does not provide an adequate model.

Furthermore, the tools chosen have been selected as they have a-bisadtfocused for
assessments. Recent developmantle treatment and assessment of adolescents (with and without
IDD) has shifted towards strengitfased approaches, in part, perhaps, as a result of the Good Lives
Model (Ward, 2002; Ward & Stewart, 2003). Resiliency in particular has the potentiahliglttig
positive characteristics present in the young person, which in turn may inform stpasgth
interventions aimed at reducing recidivism rates and enhancing successful outcomes. The recently
developed National HSB Framework (NSPCC, 2019) recomntéedsse of strengthased approaches
for delivery of interventions.

In the current study, the decision was made to find and adapt assessment tools that were of a self
report nature, asthesetfeport f or mat i s best apfetiecacedtkensad.,s ess
1996) Data, as collected in Chapter 4, suggested service providers currently use a variety of instruments

in order to complete holistic assessment of the young people across HSB service providers. Some
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instruments were selfeport format and otlie engaged with the parent or caretaker. Amongst the self
reported instruments in circulation and use, werdtihsed University of California, Los Angeles
Loneliness Scal@JCLA-R) andKerns Security Scal@SS). These two instruments were used in orde
to assess some of the se@dfective domains that were listed as points of interest to practitioners in a
range of HSB services, including residential, community based, forensic and charities.

However, neither thRevised University of California, Lésgeles Loneliness ScqldCLA-R;
Russell, Peplau & Cutorona, 1980) scale of loneliness, ndteires Security Scal@SsS, Aspelmeier,
Gentzler & Grabill, 2001) of attachment, have been adapted for use with adolescents with IDD. Equally
so, there were nother adapted tools tapping into these areas of adolescent development, in use. In
addition to this, a prexisting measure of resiliencRédsiliency Scales for Children and Adolescents
RCADS; PrinceEmbury, 2008was also reported as frequently used across teams.

Therefore, these three tools were selected, with twioeofi to be adapted and psychometrically
tested for their applicability within a population of adolescents with intellectual and developmental

disabilities, and the thirdssessed for its applicability within an IDD cohort.

Adapting tools
In developing oadapting assessment tools aimed at individuals with IDD a humber of
considerations need to be kept in mind. Executive function deficits, memory deficits, speech, language
and communication deficits (Blasingame, Creeden & Rich, 2015) and difficulty comgdiedpenore
complex language are all challenges faced, in different ranges and degrees by individuals with IDD. In
order to facilitate the personds understanding s
Kolton, Boer & Boer, 2001; Lindsey, 20; Lindsey & Taylor, 2009). Psychometric tools and
guestionnaires need to be constructed or modified to use short sentences (Kolton, Boer & Boer, 2001),
avoid the use of passive voice and negatfizeSath, Sixsmith, Cannon, & Kelly, 20Q3)ut also
preferably include visual reinforcement via the inclusion of sigyrmbols, drawings or images which
facilitate communication and convey meaning (Cl 8
Some common response biases in respondents with IDD include a tendency to acquiesce

(respond to most questions in the affirmative), and repiored truthfully due to a desire to please the
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interviewer and provide what they think is the desired resp@wamins, 1997)but also in some
instances there might be a tendency tosey (respond mainly in the ndiy&) or to select the last
option stated (DO6Eath et. al, 2005). Additional!/l
are at an increased vulnerability to suggestible responses to leading questions (Clare, 1993).
With this in mind, it ismportant to consider if a significant proportion of assessment tools used

within services, might be inappropriate.

Overview of the tools

Background to the measurement of loneliness

Loneliness is a complex construct that is $aidrise and be definedhan there is an incongruity
bet ween an individual ds actual and pef(Dagel ved exp
Wayne Russell, 1982As an emotion its associated with negaé affect and can result from an
unfulfilled desire to have friends, an understanding of the gap between an actual and desired social status,
and a lack of affective bondin@auminger & Kasari, 2000]t is a complex emotion that is intrinsically
related toand relies oppeer influences.

Two different forms of loneliness have been ssig as part of its theoretical formulation,
emotional and sociaognitive(Weiss, 1973)Emotional loneliness is a perceived lack of affective
bonding with otlers, and it can lead to sadness, fear, restlessard feelings of emptiness. On the other
hand, sociatognitive loneliness results from cognitive processes such asvadifation, selperception,
and social comparison. In children it will often arilsm when social relationships are perceived as
unsatisfactory, or when children do not have accessible social networks or peer groups. Unlike the
sadness or emptiness arising from emotional loneliness, social cognitive loneliness gives rise to feelings
of exclusion, meaninglessness, marginality, angdom(Weiss, 1973)Research has found that school
aged children can understand both forms of loneliness, one in relation to being alone (i.e., absence of
closeand intimate relationships) and the other linketh being sadAsher et al., 1984; Margalit &
Levin-Alyagon, 1994; Renshaw & Brown, 1993)

The UCLA- R (Russell, Peplau, & Cutrona, 1980; Russell, 199@&ne of the most frequently

used standardiseélér e port scal es for an individual 6s subj e
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validated across number of populations, including typical adolescents (Shaver & Brennan, 1991), sexual
offenders with ID Keeling, Rose & Beech, 2006) and general offendeNew Zealand (Hudson &

Ward, 1997)The earlier versions of the scale were developed containing negative statements only, which
was later revised and resulted in the current@® instrument (UCLAR) with a more balanced question
format (Russell etlg 1980).

Respondents read descriptions of subjective feelings of loneliness and are required to report how
often they feel that which is descri bdad,drea.wn.6,6.:d
Each item is rated on apbint Likertscale according to the rate of frequency, ranging from never (1) to
often (4).Tenitems (1, 4, 5, 6, 9, 10, 15, 16, 19, 20) are reverse sddredcale is not a diagnostic tool,
and there is no officiatut off score for loneliness, rather higher seaeflect greater levels of loneliness
(Russell et al., 1980).

The UCLAR has been found to have high internal consistency across various populations with
Cronbachoés U i0®&h(Busselbet gl1980;minight, GhiSholm, Marsh & Godfrey, 1988).

The majority of studies to date have tended to supportthreinshe nt 6 s r el i abil ity an
by way of testing for significant correlations between the UGR.And alternative loneliness tools

(Vassar & Crosby, 2008). More so, Vassar and Crosby (2008) also tested the aggregated estimate of the
reliability of the scale over time and in a variety of populations by utilising a method referred to as
reliability generalisation. The authors reviewkd tnean internal consistency across a number of

different study populations finding sizable variability of repdrinternal consistency. They identified

four factors that impacted significantly on the variability of the reported coefficient alpha $cecese
standard deviation, ii) article type, iii) adolescent sample, and iv) separation from a social network.
Notably, studies applying the UCLR on adolescent populations tended to produce lower reliability
estimates, yet the authors found the UGRA0 be a widely used tool for assessment of loneliness in both
children and adolescents (Vassar & Crosby, 2008).

Exploratory factor analyses (EFA) have supported both &etmr and a thredactor structure
of the UCLAR scale. Some models have suggestedwaofactor structure to be constructed around the
positive and negative wording of the items (Knight, Chishd/arsh, & Godfrey, 1988) whereas others

have found evidence of a thedactor structur€Shelvin et al., 2014)composed of isolation, relational
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connectedness, and collectivennectedness factors. Conversely, although the tool has been used as a
measure of both emotional and social loneliness (folrelgnd & Power, 2004; Vaux, 1988he
majority of the researchers on IDD offenders have utilised the URIs&ale as a one factor scale that
measures the subjective feelirgjdonelinesgKeeling et al., 2007)
Background to the measure of secure attachment

Attachment theoryBowlby, 1982)providesa concepual framework for understanding and
studying the nature and significance of chittbther bonds. To say that a child is securebychied to a
caregiver signifies that the child is confident in the responsiveness and availability of that figure
(Bowlby, 1977,1979). Where and when the attachment figure is perceived as responsive to experiences
of distress, the child is more likely kearn how to regulate his or her own distress using strategies that
involve seeking support and comfort from the parengair&, which in turn results in the development of
secure attachmefhinsworth, 1979) On the other hand, if distress signalsrast with insensitivity and
inconsistency from the attachment figure, there is an increased likelihood that the chédmvitol
associate distress with aversive consequences, and might develop coping strategies, contributing to an
insecure attachmerithe frequency and intensity of attachment behaviour towards a primary caretaker
declines withtheage of the child (Bowlbyl1979), but the attachment bond is maintained well into
adulthood (Ainsworth, 1990). Although the physical proximity to the caret®@mes less important in
adolescents, the attachment figure(s) become the primary providers of social @@paret al.
2001a) Parents continue to play a significant role in protecting the child, with the attachment system
becoming activatt when an attachment figure perceives that the child is in danger or distressed (George
& Solomon, 1999). The attachment figurethdror e needs to be aware of th
adolescents, empirical studies have suggested the qualityafratat relationships is important as
protective or risk factors for later psychological adjustment and for the quality of pelnsiagis
(Batgos& Leadbeater, 1994&40bak, Cole, Ferengillies, Fleming, & Gamble, 1993)

The Kerns Security Sca((&SS;Kerns et al., 199&erns et al., 2001a$ a 15item selfreport
guestionnaire desi gned toosofnattaahsnent securityrinitie daregived s o0 wn
relationshipKerns et al(1996) specified that items on the KSS tap the degree to which children and

young people believe a selected attachment figure is responsive and agadableg . 6 some ki ds
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theirmum/dad may not be there when they needhim, but other kids are sure theium/dad will be

there when they need her/himd), and also their t
stress (e.g., O6some kinunsladfor helpl, but dther&kidsgshynk ghardtoc o u nt ¢
countontheimum daddé), and childrends reported ease and

attachment figure ( e. mumdaddmtthaearekhinking orlfeelikgebuttathd | i n g
kids do not like telling theimum/dadwhat hey are thinking or feelingd)
The response options are based on the Harter($talter, 1982)n which chidren are presented
with two possible responsasd are asked to indicate which of the two responses they feel they belong
more to; itisaforcecc hoi ce f or mat . This is in order to decrt
sociably desirable maen (Harter, 1982). The scoring of KSS is damea 1 to 4point system (range: 15
to 60), with higher scores reflecting a more secure attachment. The KSS can be used to assess perceived
attachment security both across childhood and adolescence (van Rygire 82012).

Although the scale is predonzintly used as a single construct meadiisherman, Dyle, &
Markiewicz (1999Xdemonstrated that KSS can be treated adastor scale with items arranged into the
subscales of 6dependency6 (e.g. whet heri laabdHiiltdy
(e.g. whether a child worries thaparent will not be there when needed). In such cases higher scores can
reflect a greater dependency on parental help and greater availability of parental Bgusist al.
(2017)on the other hanfibundsupport for a thregéactor model composed of reliance, availability, and
autonomy support factors.

Brumariu, Madigan, Giuseppone, Movahed Abtahi, ardK (2018rompleted a recent meta
analysis for the purposes of evaluating the psychometric properties of the K&8idm to a number of
factors which included its stability over time and association with moderator variables. By stability over
time, the authors specified it to be the attachment stability within childhood or from childhood to
adolescence (towards amed caregiver). The effect size, which was transformed into correlations for the
purpose of reporting mean effect sizes, was found tadmerate = .51 [95% CI: 0.3%0.71]. Although
significant correlations investigating association between securdaahment and a number of other
factors were also identified the mean effect sizes were rather weak. The authors reported on an

associabn between security of attachment and school adaptation (k = 8; r = 0.25; 95% €29),21
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emotional competence (kH; r = 0.17; 95% CI: 0.10.22), peer social competence (k = 22; r = .20;
95% ClI: .14 26), externalising behaviour (k = 18; r29; 9946 ClI.-.15 to0-.23), selfesteem (k = 10; r =
.31; 95% CI: .2040) and internalizing behaviour (k = 26; r.23; 95%ClI: -.17 to-.29).

Overall research suggests (eMarshall, Serran, & Cortoni, 200Cortoni & Marshéd, 2001)
that issues in the development of early emotional attachment contribute to low emotional intelligence,
redued empathy for others, low sagteem and emotional loneliness and a failure to establish intimate
relationships in later life, suggedgtiit will be useful to explore this further in young people with IDD and
HSB.
Background to the measure of resiliene

Resilience is a multidimensional concept that includes an interplay between internal factors and
the environmen{PrinceEmbury, 2010)It is considered to be dynamic, rather than fixed, making it
flexible to the demands of different environments and it can adapt ovefRiitippe et al., 2011)
Historically, resilience was considered to be wledi using a dichotomy, whereby individuals were seen
to be either resilient or n@Naglieri et al., 2010)Via the use of Likert scales, however it is possible to
conceptualise and analyse rigsite in a graded manner, although this too has limitations, as use of
Likert-based scoring in the measurement of resilience may increg@iescence bigéljemdal et al.,
2006) Selfr e port ed measures of resilience provide acc
experienceRrinceEmbury,2006), albeit respores are then also more susceptible to distortions through
socially desirable responding.

TheResiliency Scales for Cldiren and Adolescents (RSCA; PrirEebury, 2006)s a
published measure, normed on an American population. It has a suite of threeafaoteasured by the
three selreport scales: Sense of Mastery, Sense of Relatedness and Emotional Reactivity. The scales are
devised to also be capable of computirigegource and Vulnerability Index, which the author suggests
usefulfor screening pumpses. The Resource Index is a combined score of the two stieggt scales
into one, and it represents an estioesPRrieceof t he vy
Embury, 2011) The Vulnerability Index is calculated by subtiact g t he young personos

Reactivity Scale from the Resource I ndex score.
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vulnerability as the relatevdifference between their combined gmtceived resources (the Resource
Index) and thie fragility as described by emotional reactiviBrinceEmbury, 2011)
In total there are 64 items which measure-sghbrted strengths and vulnerdi®k related to
resilience for children and adolescents aged 9 to 18 years. Each itgadisn a foint Likert scale,
with response options ranging from 0 (never) to 4 (almost always). It is written at-ajthild reading
level, corresponding to éhlevel expected for a child of approximatetlyears old. The Mastery scale
comprises th subscales Optimism, Séfficacy, and Adaptability. The Relatedness scale comprises of
the subscales Trust, Support, Comfort, Tolerance, and the Emotional Regacidatale includes
Sensitivity, Recovery, and Impairment.
The manual provides scalestores, cumulative percentages, and subscale ssatgds for;
males, females and the total sample. Scorings are differentiated beth&ged olds, 1214-year olds
and 1518-year olds. Scale scores cannot be added to provide an overall measuresategsiistead
scores from all three scales contribute indepenoca
Resiliency theory proposes that young people who parceemselves as having sufficient personal
resources will be more resilient and lesgljkto develop psychopathology, in contrast to those who
experience themselves as having insufficient per
scalestih scores indicate resilient resources. For
vulnerability. Furthermore, young people with high scores on the Resource Index are likely to be more
resilient than those with low scores (Prisieambury, 2011).
Al pha coefficient s -dcdle}s acrossagg ansl gehderrgroup betweshage e
9 and 14 are as following: Sense of Mastery Sdale.85 0.89. Sense of Relatedness alpha .89
0.91. Emotional Reactivity) = .9® 0.91. Testetest relability correlation coefficients for the three
subscales scales ranged from79 to .95.
Concurrent validity of the RSCA scores has been provided through correlational studies looking
at the association between RSCA scores and the Beck Youth Inve(@ttid; Beck et al., 2005).
Results suggest that the RSCA Vulnerability Index and Emotional Reactivity scores correlate strongly
with measures of negative emotion, whereas RSCA Sense of Relatedness, Sense of Mastery, and the

combined Resource Index coatd strongly with measures of seteem.
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The RSCA was not adapted for this study, for two of reasons. Firstly it is writtégiraGe
reading level (equivalent to 8 yeaids), and it is a clinical and diagnostic tool that has been standardised
on rormative samples stratified by parent education level and race/ethnicity within age and gender
groups, using T score metric, with the norms available by gender and within the mentioned three age
bands; 9 11, 121 14, 15i 18. For these reasons, and beeaof the large body of existing published
empirical work on the instrument specifically focusing on adolescents (that include clinical samples), it
was decided to focus the current work on evaluating the instruments use in both a forensic and an IDD
sampé without adapting it.

In summary, the three tools in focus here were selected on the blasth tiepublished
pragmaticunderstandin@f currentspecialistservice provsions as well aghe outcomefrom Stug/ 1
(within Chapter 4). The DWG had beenand wast the timejn the process of supporting thdaptation
of two offence specific instrument®QACSO; Cygan, 2015ASK-A; Richards, 2018for young people
with IDD. It was clear from Study 1 that servicesre&vassessing young people with IRBros a number
of widerdomains, but that appropriate and adapted instruments were |a€Ripgical research had
linked certain socioemotional characteristics of young people (without IDD) to onset and maintenance
of HSB (e.gSeidman et al., 199&Keelinget al., 2009Ward et al., 1996but it had not possible to
systematically explre this, in detail for the vulnerable IDD cohd@¥ focusing on thelevelopment of
tools that would allow empirical study of ttieee domains, more could be added to our rstaleding of
the role of distal ecological factairsyoung people with IDD who present with HSB.
Consulting with experts by experience and practicig professionals

In adapting the other two original tools (UCHRand KSS) for an IDD population three
conslltations were carried out during the course of 4 months. The three independent consultations
involved i) the Tizard Researching Altogether Group @}, ii) the Learning Disability Working Group
(LDWG) and, iii) a Speech and Language Therapist (J.B.)tAree sources were each considered to be
experts in their areas offering meaningful feedback and contribution towards tool adaptations. On the
whole, the feedback received and processed concerned adjustments and adaptations to questionnaire

items (organisidon), formatting and item wording.
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Tizard Researching Altogether Group.The RAG group was a working PPI (public and patient
involvement) Tizard grup made up of service users with IDD whose role included helping researchers in
designing and running acade& research. Five RAG members attended the present meeting where they
were provided with the original and an adapted version of the two selectedUCLA-R and KSS).

The RAG members were consulted in relation to the question and item wording, andstienpaire
response formats. In addition to the primary meeting, that led to subsequent alterations to the adapted
guestionnaires, the new verssoof the tools were shared again with the members, for a final review. The
RAG feedback primarily informedhé new response format of the tools, and the wording of the reverse
response items.

Learning Disability Working Group. LDWG is a multi agency, wdking group of specialist
clinical professionals whose purpose is to investigate, review, and adapt ass&ssinénm better assess
risk and treatment outcomes for young people with IDD and problematic or harmful sexual behaviour.
The group is composed dlinical and forensic psychologists representing a variety of agencies and
organisations involved in assassnts and treatment of young people, with and without IDD who display
HSB. The group meets two to three times a year to review, investigate ahdedidhfe tools to assess
risk and treatment outcomes for young people with IDD and HSB. Further detailatian to the
aetiology of the group, member details, and the organisations they represent can be Apyed dind.

The LDWG provided not only meaningful feedback on the planned modifications of the two assessment
tools, but also their professional opinions on the tools selected for the current®vesal, the group
provided feedback around the layout andialgpresentation of the questionnaires, as well as to some of
the wording of the questions.

Speech and Laguage Therapist.A professional speech and language therapist who specialises
in individuals with IDD was also consulted to feedback on the final version of the two adapted
guestionnaires. This resulted in the last minor modifications of the two questesim relatiorto the
wording in the adapted questionnaires, but with consideration of the need to adhere to the underlying
constructs.

Copies of the original and the final versions of the adapted UR{4) and KSS{A) are

provided inAppendixXK, in addition to a copy of the RSCA scales.
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Adaptations

UCLA -R modifications

The new adapted version of the UCIRAwas renamed as UCLARA (A standing for adapted).
From the feedback provided by the three consultations, the fofiawodificationsvere made to the
UCLA-R tool: i) the original Likert scale response format was changed to a continuous format, ii) the
wording of items was revised and simplified, and iii) photo symbols were introduced to help with
response comprehension

i) The changén response format meant that the response options transformed frpoird 4
Likert scale to 3oint scaleWhere the original UCLAR asked individuals how often they might report

feeling a certain way readaged OQLARA was modified oaskif 6 t o

0

C

individuals agreed to statements made, with poss

This modification was supported by previous studies that have found more complex point rating

scales to be consing for people wh an intellectual disabilityBlasingame, 2018; Chachamovich, Fleck,
& Power, 2009; Fang et al., 201 Bpecifially, Fang et al(2011) recommended reducinggmint

scales, for adults with ID, down te Boint responses, to which they are more likely to respond more
consistently.

i) Based on the feedback from all three consultations the language of the &iylna@l A-R

items wa reviewed and adjusted. Both RAG members and the specialist speech and language therapist

helped refine the item wording of the adapted tools. Specifically, the aim was to make sure items were

worded in a manner to increase likelihood of independent gestionnaire completion. Published
guidance was also consulted to help formulate each question structure maximising its simplicity and
avoiding the use of technical vocabulé@fnlay & Lyons, 2001) Additionally, the text was made larger
to increase the accessibility of the measure (Stekfedse, 1997).

iii) Finally, three symbols (images) were added to the three responsesutaited tools toeip

reinforce their meaning (thumbs up for O0yeséb,

knowd). Studies suggest that a | arge proportion

communication such as signs or picture bpta(Cameron & Murphy, 2007)

t

h
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In order to examine the effectiveness of the changes above, the readability of the new and
changed items were assedaising the Flescformula (1948, cited in Ley, 1977). Microsoft Wasd
employed in calculating the formula by takiting average sentence length and number of syllables per
100 words into accouninordert o pr ovi de an i nTdiecarangefrofiasece df® ng e a ¢
(very difficult) toa score ofL00 (very easy). The Flesh calculation produced a reading ease score of the

UCLA-RA as fAvery easyo (90%).

KSS modifications

Permission to adapt the original KSS was sought and granted by thel&ainerineK e r n 6 s
(email dated 18February 2014found in AppendixL). The new adapted version of the KSS was re
named to KSSA (A standing for adapted). The meeting with the three consultee groups, resulted in a
differentset of adptations for this tool. Across the groups the main limitation of KSS regarded the
ambiguity of some of the items. For this reason, the modifications to the original KSS were i)
introduction of vignettes, and ii) use of photo symbols.

i) The fomat of theadapted KS\ was adjusted to include three adolescent characters
(introduced at the start of the questionnaire) and vignettes. Characters were used in order to help with
comprehension, and the use of vignettes allowed the question to be walited{ emoving some of the
ambiguity. Therefore, each KSSquestion starts with one of characters telling the reader a short story
that describes a scenario relating to the question in hand. An example:

Original KSS item: Sote kids feel like thainumbutts in a lot when they are trying to do
thingsor Other kids feel like themuml et s t hem do t(ttvo stagments).Anotdérei r o wr
respond, the young person is required to decide which of the two statemgragrered with, and then
theyneed to decide to what degree they agree or disagree with the statement.

Adapted KSSA item (same as above): J amal and you are playing v
keeps walking into his room. Jamal tells you his gran usuallyebsthim a lot. Other timeshal might
try and help with the washing up or with folding washing, but his gran will try to help him. He wants to
do thingslaoanohderowondrespondJamhe welkegyhparabout

responseew forced f ®o maoubeeemi hgke® your __ doesn
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ownorDo you f eel ' i ke your _ _Aswihehe sriginaloversiod of KS8Shi ngs
the young person also needs to indicate how much they agreteir response by circlina
di chotomous reply that is worded fAa | otodo or dAa |

These changes to the original KSS, were supported by published research that has established it
can be challenging for people with IDD to understand contextual iatiglits, and as an alternativés
recommended that questions refer to specific events, it being an approach that is considered more
effective (Finlay & Lyons, 2001; Hurley, Levitas, Lucavalier & Pary, 2007). Research has also indicated
that when askingl@ut sensitive content it @nsidered more beneficial to ask about specifics rather than
generalities (Finlay & Lyons, 2001).

i) Each of the characters was accompanied by a drawn character representation as sourced in the
Change Picture Bank®©. Such wé cues can also be helpfuith minimising response ambiguity.

Before young people responded to the KSS attachment tool, they were instructed to name the
relationship they had with the caretaker they were closest to (e.g. mother, father, grandnratbestcu
and to think of theperson in completing both the versions of the attachment scales. A proportion of
young people in forensic settings named a unique caretaker relationship, such as adopted parent or foster
carers, as they were not in contactiwtheir biological family.

The Flesch formula (1948, cited in Ley, 1977) demonstrated the reading ease, of the adapted

KSSA t o be fivery easyo (90%).

Psychometric assessments of the adapted instruments
In order to evaluate the appropriateness obathagpted tools, as will be disssed in Chapter 6,
the original and adapted instruments were subjected to psychometric assessments. Within psychometrics
there are a number of principles whereby the quality, of a newly developed assessment is evaluated.
Thes include i) reliability, ii)validity, and iii) freedom from bias. In addition to this, specifically in
evaluating adaptations of existing instruments, it is of pertinence to also consider the tools factor
structure. To this end, the following chapterganats tests evaluatingtheeaadt ed i nstr ument 6 ¢
validity, bias and Confirmatory Factor Analysis (CFA), these being compared to the original instruments,

across four populations of interest.
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Reliability. Reliability has traditionally and isibtoften referred to as arsaessment of (an
i nstrument O6(Goplican, 20LE)as & tefera to he accuracy and precision of a measurement
procedure (Thorndike, Cunningham, Thorndike, & Hagen, 1991). With regard to psychometric properties
of psychological istruments, reliabilityisasss s ed wi th respect to the pop!
the results obtained with an eval ua®Grontumd&iLinnst r u me
1990) In essence it means that it is not the instrument itself that is assessed for reliathibtythe
consistency at wibh an instrument performs in terms of the function of properties of the underlying
construct being measured, the assessment itself, the cohorts being assessed, the testing environment, and
the purpose of assessment. Asses®hgbility of an instrumentherefore becomes a process by which
one evaluates the degree to which the instrument of interest is free from measurement error. Albeit error,
or a degree of inconsistency is present in all measurement procedures, ancetbarefot ever be
expected tde entirely eliminated.

Reliability has been assessed though a number of means, includimgteestt parallel test forms
and by internal consistency testing. Cronbachos
estmators of internal consistey, i.e. reliability of an instrument. While it has been subjected to some
critiqgue from increasing numbers of researclieeppink, 2019) alpha has also been used as a means of
checking for unidimensionalifyand validity. Internal coristency assesses the interrelatedness of a
sample of test items, whereas unidimensionality refers to its homogeneity. A unidimensional measure is
confirmed as such when it measures a single latent trait or construct. Intersiatency is a necessary
but not sufficient condition for measuring homogeneity in a sample of instrument(if@wvekol &
Dennick, 2011)

The acceptabl e v alUueesvary, buCirhasrbéen prdpdsed toadnge firam (
0.70 to 0.95Bland & Altman, 1997) The reasons for a low alpha value are varied but might include a
low numbe of questions, poor interrelatedness between items, or heterogeneous constructs.

Validity. Validity traditionally has been viewed as a process by which an evaluation is made of
if, and how wellan instrument is measuring an attribute it was developetbésure. The process entails
appraising the relationship between the observedhas, and the latent attribute, that is of interest. This

def i nilstheatest medsurifig what | thinkidgs, has however changed wit!@t
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responsed work by Cronbach (1971). Much in line with his work on reliability, Cronbach dstrated

that the focus of validity was actually the characteristics of the people assessed and the scores they
obtained. Meaning the validation process is not an assessfitbattests integrity, rather it is about the
inferences that can be made abbwet¢haracteristics of the people who have produced those results. To
validate a tool, is to demonstrate an instrument to be valid with a specific group of people in@a specif
context, in which they were tested. Consequently, it is amiss to ever claate aosbe validStreiner &
Norman, 2008)

Validity can be referred to as a unitary construct but it snoflivided into three: content
validity, criterion validity and construct validity.

Content validity is the degree to which the items on a scale are representative of the latent
construct, the instrument seeks to measure, often assessing this-satstical process and involves
discussion with experts in the area.

Criterionvaldi ty i s a process by which one evaluate
s t a n dessiordobthat toollt is demonstrated by assessing, via means of correthgarelationship
between the scores from the two measurement proceingiserlin & Winterstein, 2008)The pocess
by which the relationship between two instruments, where both instruments are measuring the same
construct, is ssessed, is also a technique by which convergent validity and concurrent vedidégtad
(Polit, 2015)

Finally, construct validity is an alencompassing term, that cannot be prodwiza singular
assessment or test, but rather is much like a revding evaluatig process to which a measure or
instrument is subjected to each time it is used. It has been subdivided into a number of subtypes including
convergent validity, discriminawvalidity, trait validity etc (Streiner & Norman, 2008).

Bias. Bias occurs whenceres on an instrument change in accordance with group membership.

An instrument is said to be biased when its use results in adverse impact on one or more groups when
compaed with others. Bias can be present in a multitude of forms, arising from pamticgtated factors
such as responder bias, to factors related to the tool composition and question characteristics, an example

of which is intrinsic test bias. Specificallgertinent to the current thesis is the level of agreement
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between the two versisrof the same scales, which can be assessed via aAtarah plot(Altman &
Bland, 1983)

Where correlations quantify the degree to which vaables are relatethe Bland Altman
analysis uses a graphical approézlscatter plotjo illustrate a quantified agreement between two
guantitative measurements bynstructing limits of agreement. These statistical limits are calculated by
using he mean and the standard deviati8B.j of the differences between two measurements. It is
recommended that 95% of the data points should lie witlZi8-of the mean diffeence(Altman &

Bland, 1983) The analysis produces a scatter plot graph, in whiclf #xés illustrated the difference
between théwo matching measuremer{s-B), and theX axis characterises the average of these
measure$(A+B)/2). Meaning, the difference between the two paired instruments is plotted against the
mean of the two instruments. The first aspect to consider in evalagtiagment between the two
instruments, has been recommended to be the average of the défebetween the paired data
(Giavarina, 2015)it is considered of interest to evaluate this difference at different magnitude of the
measured variable, and if neither of the two methods is a point of refbaddifference should be
compared with the mean of the two paired values.rdleeof thelimits of agreementon the other hand

is toquantify the biasand a range of agreemetitat represent85% ofthe differences between one
measurement arttie othe.

Confirmatory Factor Analysis. CFA was completed in order to assess the instruments pre
determined factor structure within the context of the current populations. The test allows for an
assessment of how the tools perform in accordance with thexjating models. CFA in this context is
considered a progression of Exploratory Factor Analydiese role is to identify the factor structure.
CFA, on the other hand will aim to identify if the structure is maintained across different populations.
The appliation of CFA requires a strong empirical and conceptual foundation to guide the specification
and evaluation of the factor model. The new model was evaluated by goodness of fit tests and by the

interpretability and strength of the resulting parameter estisn(Brown, 2006) it produced.
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Summary

In this chapter three assessment instruments wisetesa for adaptation for use with an
adolescent IDD population within HSB services. The instruments picked were selected as they assess
particular psychologicalomains that have clinical value in specialist HSB services as identified in
Chapter 4, Studg. The specific areas of the tools selected are thdsaalfness, secure attachment and
resilience. Two of the tools required modification: the one of lorsdimed the secure attachment
measures. Both high levels of loneliness and poor attachmenbéandinked to offending behaviours
within neurotypical populations, which, to date has not been sufficiently evaluated within an IDD
adolescent population, prioing a basis for the adaptation as above and in Chapiéeéefore, the
instruments as salted were modified with help and feedback from service users as well as practitioners
within the field.

The third tool, the resilience instrument was not modifiethas been included because of the
relevance of the concept to this group of young pegjplen the new, more strengliased practices that
are being implemented within forensic, youth services. The resilience tool, although it has been used
across nurer of providers and has been standardisedavittmber of different populations, has not
bee subjected to any psychometric testing within forensic, or IDD popugation

Chapter 6 will next present two studies that are concerned with the psychometric properties of all
three instruments. The aim of the research was to have developed reliabdel ani@iptthat could be
applied within specialist services, and used to infarstrengthbased, holistic practice for a specialist

population.
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Chapter 6

Psychometrics and validation of selected tools.

Chapter overview

Empirical studies (see review @hapter 2) have found young people with IDD, in general, report
higherrates of mental health symptoms, display poorer saffective skills and experience higher rates
of adverse childhood events, than theirl@D age matched counterparts. Natiomaports suggest the
challenges associated with poor sediffective skls, as exacerbated by high rates of mental health
issues might be particularly pertinent in cases of young people who go onto engage in risky behaviours in
adolescence such as harngakual behaviours (Ghani, 2016). Where young people with IDD present
with HSB, they might be referred onto assessment and treatment services via either the criminal justice
system or through health pathwags the NSPCC HSB framework (2019) recogniskd,dxact
pathway is determined on an individual basis, and theré¢lésdiansistency across cases, and specifically
across services. Crucially, however most service providers for young people with HSB accept referrals of
young people with IDD, regardles$§theability of the servicet supporting the young person
adequatly during the assessment processes. The consequences of which might have a bearing on the
treatment provisions, as referrals lead to assessments, via case formulations, that umltinrcese
reports which feed into treatment recommendations.

However as illustrated by results in Chapters 3 and 4, specialist HSB service providers lack
adequately developed, or modified assessment instruments for young people with IDD. In thewsplace
noted in Chapter 4 services report the use of risk assessmaragdbk primary source of assessment
information, specifically for the IDD cases. As such, providers fail to consider the full socioemotional
profiles of young people with IDD who digty HSB. This is not only at odds with the provisions that are
in placefor young people without IDD at the same service, but also with national recommendations and
guidelines set by reviewing bodies, as well as clinical practice guidance as set up doydBAZA.

In response to the current lack of appropriate, and adagsiedments, Chapter 5 presented three

instruments selected for adaptation and modification in the current thesis. The tools selected, if deemed
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appropriate, within the current chaptan be made available across the service networks and will allow
for abroader assessment of psychosocial functioafrtjose adolescents with IDD within specialist
HSB services.
The following chapter will present two studies: Stddyetails the psychoetric validation of
two adapted measures, taiversity of CaliforniaLos Angeles Loneliness Scdkevised (UCLA R)
and Kerns Secure Scale (KSS), and Stidgll assess the utility of the Resiliency Scales for Children

and Adolescents within an IDD afakensic adolescent population.

Aims

Two original aims of the Studyand Study4 in the project as established at the outset of the
work, had to beevised in time, due to challenges encountered with data collection. However, all the
aims are givem full here and adjustments in the aims are explained.

Aim 1: originally aim 1 was to compare the results of adolescents who display HSB against
adolescents who display other types of risky behavidgrsgeneral delinquendyut not HSB), on the
two adated measures across the two diagnostic cohorts (IDD vdDign However, participant
recruitment, across specialist HSB service providers, especially of young people with IDD proved to be
problematic. Issues with access, drops in referral rates taBgeproviders, changes in referral
pathways, and challenges in (obfag) a diagnosis led to adjustments in the study design. Consequently,
instead of focusing solely on HSB services, participant recruitment was expanded to include participants
across aange of forensic services.

Aim 2: the original aim 2 was tasses theest retest reliability of the adapted measures by
completing data collection at two time points (approximately two weeks apart) with a selection of
participants. However, due to igsuwith access to service providers merely three participants were able
to take part in the testetest, subsequently the testest reliability was not completed.

In response to the above difficulties, the aims of the following chapter were reftedhata i)
examination of the psychometric properties of the modifiedsures, including proportional bias, ii)
exploration of group differences between four cohorts (IDD;Idh, forensic and nonforensic), and

iif) examination of the suitability of &tRSCA measures for the IDD and HSB cohorts.
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Therevised and adjusteadms of Study3 and4 arethereforeas follows:

Study 3. Explorethe psychometric properties of thdaptedneasure$UCLA-RA and KSSA)
in comparison to the performance of the orddjiwersions of the measures (UCGIERand KSS) across
four participant chorts (DD, nonIDD, forensic and norforensiq . Explore the instru
factor structurgvia Confirmatory Factor Analysis (CFA)jthin the context ofour cohorts, and aess
the presence gidroportional biawia Bland Altman plots

Study 4. Evaluatethereliability of the resiliency subscalegross four participant cohorts (IDD,
nonIDD, Forensicand norForensig. In addition to thisgroup differences werexploredin relation to
their performancenthesubscales of RSCA.

The crucial differences of these aims from the original aims wast&atidy 3 the group
differences were tested between forensic and fawansic participants (as opposed to HSB versus non

HSB), and testretest analysis had to bleopped from the original aims.
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Method

Design
This was a crossectional questionnaiieased study that applied correlation, regression and
confirmatory factor analysis in order to investigate the suitability ofrtbéified instrument across four

cohorts. Proportionalbias was assessed via the Blaitmanplots

Ethics and governance

In planning for and completing data collection for the current project, the code of ethics and
conduct as set out by the British Eeglogical Association (BPS, 2009) was adhered to. The ethical
principles ofrespect, responsibility, competence and integrity were observed.

The research materials were designed based upon feedback from service users as detailed in
Chapter 5. The projegtas reviewed and approved by an NHS Research Ethics Committee (L-ondon
Camda & Kings Cross. Reference: 15 LO/0688). Local Research governance approval was obtained
from the Oxleas NH&oundation TrusfAppendixM). As chalenges emerged in relation to recruitment,
additional local approvals weretained from a number of charibyased services, private organisations
and specialist service providers, according to the ethical review processes of each organisation.

For data ollection in educational settings approval was typically sought from Hehdtesaafter
local approval was obtained via the Tizard Research Ethics committee.

In due course, approval was also obtained from the National Offender Management Service, via
theNational Research Committee in order to include data collection at a yferkiaf) institute
(AppendixN). In total nine ethical committees granted approved for data collection across a range of
sites and service providers

Gaining consent Forensic service providersFor adolescent participantader 16 years of age,
not Gillick/Fraser competent, informed consent was obtained from next of kin of the participants, and
assent from the adolescents. Where the adolescentlveaked After Child the Local Authority was
approached for consent. For adaent participants under ¥&ars of agand Gillick/Fraser competent,
informed consent was obtained from the adolescents themselves, using the accessible information sheets

and onsent forms. For adolescent participants oveyekss of ageinformed conent was obtained from
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adolescents themselves, using information sheets and consent forms. If they were deemed unable to
consent due to a lack of capacity, a personal (or nominadedultee as specified in the Mental Capacity
Act (MCA, 2005), was sought.
Gaining consent Non- forensic service providersFor adolescent participants aged18,
regardless of ability consent was sought with their parents/ legal guardians, andrth@gople
provided assent in taking part. This decision was based on psee®earch within schools, and on the
advice of headteachers, as this is often considered good practice and the preferred method, by most Heads
of schools. For any capacitous agkgents aged 16+, consent was sought with them individually, but
parents anguardians were sent information sheets about the study. For angapacitous adolescents
aged 16, consent was sought with parents and guardians, and the young people &ssakitagl part in

the study.

Participants
Inclusion Criteria

The followinginclusion criteria were applied to the study:

i) Participants, male or female aged betwgamd inclusive ofl2 and 17 years (this was later
adjusted to include participants age®lin YOI and those aged 11 in education);

i) Participants within the IDD @hort needed to have an ASD and/or intellectual disability
diagnosis. This was defined by an existing clinical ID diagnosis, or wheresz&ld IQ was present
with IQ <75° as neasured by the Wechsler Abbreviated Scale of Intelligence (WASI; Weclg9é, 1
and in line with the BPS guidance on ID diagnosis, and/or an ADOS report for those with ASD;

iii) Participants were only required to have the capacity to provide assenetoarhkn the study,
as in most cases parents/ legal guardians providddgally required consent for participation (further

details are provided in the Ethics section);

61n line with Whitake®® €013 body of work, t is acknowledged that currel@ tests do not measure 1Q to a level of
accuracy of one point: there is a margin of erypically considered to be five points either side ofdhéained 1Q, which
should be taken into account wheraking a diagnosis of ItHe American Association on Mental Retardati@002).
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iv) For participants in the forensic cohort, they need to have engaged in offengiroblematic
risky (where based in specialist services) behaviours @tSBher), with any relevant criminal
investigations completed.

v) For the nonIDD cohort, there was no record or clinical/ professional suspicion (if applicable)

of the young peson having ID or an ASD diagnosis;

Exclusion Criteria

Two exclusion critei were applied:

i) Participants were excluded if there was a significant risk of psychological harm, identified, if
exposed to the questionnaires (e.g. those with a severe lubt@yual abuse themselves);

i) Participants were excluded if they were bleato provide assent and/or relevant professionals

felt that the participant did not fully understand the study information provided.

Site recruitment

Participants were recruidn two parts, i) the first part of recruitment focused on the specialist
forensic and mental health service providers, this included the Youth Offending Institute (YOI), and ii)
the second part of recruitment was completed at favansic services, i.secondary schools.

Recruitment was completed across eight sites in tdtad.fBrensic sites and three nrdarensic sites
took part.

Recruitment of forensic samplesThe forensic services that partook in data collection were
located across the UK wittrovisions in South East, Midlands and West counties. Contact and service
details of potential sites were obtained through various means including an (expired) Forensic Child and
Adolescent Mental Health Service list as published by Dent, Peto, Griffinliadtey (2013), the
ySOTSECID network collaborative, and a list of charityased services in England (as devised through
data collection in Chapter 4) with provisions for young people who display HSB. At the time of the
project, no publicly available li®f all forensic service providers within England, for young people who
display HSB, was available for consultation.

Records showed that over 150 forensic professionals were contacted electronically with

information sheets in relation to the projeansce managers and team leaders, where possible, were
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contacted initially wth a brief email informing them about the research. Subsequent interest in the study
was expressed by over 30 sites. Where more information was requested this was providezkiiiega m

phone call or by email. In instances where service wide consebekadyranted by the manager, a
presentation of the research study was made to the clinical and staff teams. Where a presentation was not
possible, this information was disseminalgrthe team managers via a more detailed information sheet.
Following this,17 sites requested and received full study assessment packs.

However not all 17 sites decided to take part after receiving the comprehensive questionnaire
packs. Services declidego take part, due to a number of reasons, including the demands dati#zocolle
might have on staff, and young people. At fdorensic sites staff and management consented to support
the data collection. The clinical team was subsequently asked tifyider contact potential
participants who matched the inclusion criteria. In the early stages of the project the focus was
reciuitment of young people with IDD who displayed HSB. This was later adjusted to include wider
cohort of young people who displagky behaviours (as identified by specialist forensic services), in line
with the recruitment challenges experienced.

Once poential young people were identified by the service team they were invited to participate
in the study. Easy read informatioresitis and consent forms were made available to all the young people
(see AppendixO). If the participant expressed an interest in taking part, they were invited to ask
guestions of the service team to help them decide. Mies@pted to take part completed a consent
form.

Following on from this, dependiran the service provider, the researcher and a site
representative agreed the next steps. Either the researcher, osstteeteam, supported the young
person in completig the assessment packs.

One forensic service (service five), although expresgirigtarest in the project, declined to part
take as a data collection site. Instead the site manager agreed to share some existing data, as-collected in
house, with the resrcher. Namely, the specialist community service for adolescents who display HSB,

were unable to support data collection in relation to the modified and original scales (i.€3)SBudy

7 A fifth forensic site agreed to support the research in a different capacity as detailed in Study 2.
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the site had been assessing young people as referred to thew,aesing the RSCA instrument. The
team agreed to share the data collected (itioelto cases that met the study inclusion criteria) on the
RSCA instrument which made up part of the sampttuay 4 This is further detailedncluding ethical
consideations involvedjn the method and results sectionStfidy 4

Recruitment of a nan- forensic sample.The process for the second wave patrticipants in
secondary schools was similar to above. Details of local schools were obtained from online Kent County
Councilwebsites. The first stage involved electronically contacting Headteachex&rdE5 schools,
with study information. Depending on the preference of the individuals, further information about the
study was provided either in a meeting, via phoieocdoy email. Once consent from Headteachers was
granted, a presentation regardthg study was made to the school staff and teachers. Three secondary
school§ consented to taking part in the recruitment for the project.

SENCO teachers were asked teritify young people in their classes who matched the inclusion
criteria, and to inike them to participate in the study. Teachers would provide study information sheets
and consent forms to individual pupils and their carers and/or parents. Consenassetitveresought
from both young people and their carers and/or parents (askaebabove). In most cases this resulted
in a whole class in a year group taking part (where consent was granted by parents).

The format of data collection was adjusteditire lwith needs, requirements and preferences of
the school. The two data collectitormats used were either i) the researcher attended a class and
collected data in person, or ii) the teacher supported individual pupils in completing the assessment
packs.In instances where either a service representative or a teacher supported dheepmlm without
the presence of the researcher, a training session was provided to the teacher, in how to administer the

assessments without compromising the validity efttiols.

Participant characteristics
In its full capacity, participant recruitmewas completed between December 2015 and January

2018. As noted in the section above, dludtrated in Tablel6 and due to issues in recruitment of HSB

8 Details of whichare found in Table 21
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sample, the origial aims of the study were adjusted in November 2016, which meant an adjustment in
the four original participant cohorts.
Tablel16

Initial cohort characteristicawvith data collectedbetween 2012016

- Number of _
Participant cohort Mean age (SD) Service type
young people
IDD displaying HSB 2 16.50 (0.70)  Specialist HSB service

IDD displaying other types of o _
_ , 17.67 (0.58)  Specialist HSB service
offending behaviours

Non- IDD displaying HSB 1 17.00* Specialist HSB service
Non- IDD displaying other types of 1

_ _ 18.00* Specialistforensicservice
offending behaviours

Note. *this is the age of the one participant.

Despite considerable recruitment efforts participant recruitment became stagnant, as evident from
Table B, reasonsdr which were discussed above. In essence, one of the ksgsclor it was identified
to be the requirement for a very nighepulation of young people with HSB.

In agreement with the PhD supervisory team, the HSB cohort was extended to include a more
general forensic population of young people, as identifiegovéar t i ci pant 6s recruit me
community based forensic services. By expanding the HSB cohort and recruiting forensic participants, by
recruitment of a norforensic population (wich was signified by recruiting young people through
educatimal providers).

The final sample oStudy 3 consisted of 65 adolescents, age rang&8 gearsi =15.09,SD=
2.19), composed of 54 males (83%) and 11 females (17%), as detailed in Tabtiyfouped in
accordance with the site of recruitment.

Tablel7

Sample characteristics of the participant witldtudy 3cohort acrossix sites

Number of young Mean age Gender Young people

Sample sites _
people (SD) (male) with IDD

9 Participants details for Sdy 2 are located in section 2 of the chapter.
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Young Offending Institute 17.32
19 19(100%) 5 (26%)
(n=1) (0.67)
Specialist Service$E3 16.21
_ _ 11 11 (100%) 6 (55%)
services combined) (1.42)
Special SchoolsE2 schools 13.67
. 21 16 (76%) 8 (38%)
combined) (1.56)
_ 13.29
Mainstream SchoohE1) 14 8 (57%) 1 (7 %)
(1.54)
15.09
Total 65 54 (83%) 20 (30%)
(2.19)

Exploratory data analysis was completetdthe data within Table7lcheckng for differences
between sample sites. Krusk#lallis test of variance indicated that therere significant differences
between the ages of the young people across the four data sampleStively i§c*(3, N= 65)= 41.01,
p<.001) with a mean rank age &i?.11 within the YOI cohort, 42.59 for the Special Services, 21.21 for
the Special Schools and 17.21 for the Mainstream schAddbanferroni post hoc test found a significant
difference in ages betwedmet Mainstream school and Specialist service colfpts005), Mainstream
school and YOI cohortg€.001), Special School and Special service cohprs@13) and Special
school and YOI cohortgp€ .001).

A Fisher's exact testdicated a significant dérence betweethe gender p= 0.002) and the IDD
and non IDD distribution(p= 0.055) across the four data sample sites

The overall impact of these factors (age, gender and colmorgyms of the impact on the
par t i cdoneswastfudtter explomviathe moderation analysis 8tudy 3(seeModerdion
analysi3.

Categorisation

The original intention was to divide the full sample into four mutually exclusitegoriesas
follows: i) non- IDD non- forensic cohort, ii) nonIDD forensic cohort,ii) IDD non- forensic cohort, and
iv) IDD forensic cohortAs Table 8 illustrates, the grouping in accordance with these four cohorts
resulted in unequal participant numbers, making it difficult to complete meaningful comparisons across

the cohorts and #reby increasing the risk of Typediror occurring (as a result of the small numbers).



Table18

Total sample size as split into four preliminary cohorts
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Number of participants

Cohort N=65
Non- IDD non forensic 26
Non- IDD forensic 19
IDD non- forensic 9
IDD forensic 11

Instead, it was deciddd categorise the four cohorts based on the combination of two aspects i)

the type of service location of participants, and ii) the diagnostic features of the young perseing, the

maximising the size of the cohorts. Accordingly, the grouping of the pamtitspvas: i) young people

with Intellectual and Developmental Disability (i.e. IDD cohort), ii) young people without IDD (i.e. non

IDD), iii) young people recruited within fensic services (i.e. forensic cohort), and iv) young people

recruited through sawls (i.e. nonforensic cohort), see Tabl® for details.

Tablel9

The four cohortsested across the study

Cohort n Details Recruitment site
Young people with an IDD diagnosis

IDD 20 where either ID or ASD has been Mixed (forensic and norforensic)
diagnosed

Non- IDD 45 Young people without an IDD diagnosi Mixed (forensic and norforensic)
Young people as recruited from Forensic services; includes those

Forensic 30 specialist HSB service providers or detained by the MoJ, and those
youthoffending institute detained under M

Act
Non- Young people as recruited from Specialist ad/or mainstream
Forensic 3 educational service providers secondary schools
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Of note, between the groups (non/IDD and non/Forensic) some cases overlap, a proportion of
young people with IDD were based within forensic services, and a proportion were based in educational
settings.

The full detailsof the study sample (acroSsudy 3 identifying the recruitment site, the site
categorisation and the cohort the participant might be identified through are illustradue20.

Table20

Characteristics of the eight sites$udy 3and Study 4

Site Participant . o .
Type of service Participant cohort recruited
category n
Study 3
Forensic 19 Youth Offending Institute  Forensic, nofiDD and IDD
Forensic 6 Spec.:lallst HSB service Forensic, noDD and IDD
provider
Forensic 4 Spe(.:la“St HSBservice Forensic, nofiDD and IDD
provider
Forensic 1 Speglallst HSB service Forensic, nofiDD
provider
. . Non- forensic, norDD an
Education 6 Special School IDOD orensic, no and
Education 15 Special School :\E)O[I;}- forensic, norDD and
Educaton 14 Mainstream school :\[I)OS forensic, noADD and
Total 65

Thus, the final full sample @tudy 3was based on 65 participants as recruited across seven sites.
IDD cohort

The specific diagnostic distribution and features of the IDD saautss the services is
illustrated is Table 2

Table21

The full sample dbtudy Jparticipants split in accordance to their diagnostic categories.
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_ _ ) _ , Comorbid No known IDD
Site ID diagnosis  ASD diagnosis _ _ _ .
o diagnosis diagnosis
(n of participants) n=6 n=38
n=6 n= 45

Young Offending Institute n=

, 2 - 14
19 (forensic)
Specialist HSB Services .
n= 11 (forensic)
Special Schools 13
n=21 (non forensic)
Mainstream School

13

n=14 (non forensic)

Thelargest proportiorf50%) of ID cohortwithin the current study sampleas based in thene
youth offending institute, the largest (75%) cohort of the ASD population was based in the special
schools, and the largest proportion (85%) of the cohort wittmedaid diagnosis wabased across
special HSB serviceFhemajority (82%) of the IDD cohortn=9) were male. As is evident, the split of
those with and withoutDD within the specialist HSB services is close to even (54% and 46%

respectively).

Procedure

Data collection wa completed in person, with one to one support where necessary. A large
proportion of data collection was completed by the researcher, although issues with accessing some of the
specialist service providers meant a proportion of dataatan was done bglinical staff at servicedn
Study 4 the dataharedvashistoric, as it formed a part of tlexistingassessment practices of the
service This meansheanonymisedRSCAdatg sharedor the purposes of Study 4, wesllectedby the
cliniciansatthe onespecialistservice.

For each participant a front sheet in relatd.i
offence (where applicable) andditional information, was completed. Where recruitment was completed
in forensic settings, the fronheet was completed with help from the clinical team, reports and case

notes. Where data was collected in schools, the front sheet was completed hydhe 65cs 6 Speci al

Educational Needs Coordinator (SENCO). The two front sheets did vary according twitetgpes,
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due to ethical sanctions. In educational settings the ethics committee stipulated that it was not acceptable
to ask if any problematic HSBehaviours had been noted, nor if the young person had wider mental
health issues (apart from a diagrsa@r ID or ASD.

At the start of each meeting with the participant the researcher (or a representative) reviewed the
study information sheet with theto, ensure continued assent was granted. Participants were given
another opportunity to ask questiomslavere informed that they could request a break or stop the
assessment session at any time.

A block randomisation process was utilised in the admatisin of the assessment instruments
with order ofpresentation athe adapted and original instrumewas administered at randoach
participant completed a demographic information sheet (5 mins), a URCe&#otional loneliness scale
(bothoriginalandadapted), followed by Kerns Secure Scaletli KSS,the original andadapted), the
RSCA scales, and apen questions feedback section. The details of all scales were provided in Chapter
5. The completion of the full assessment pack in one sittingdldstween 3575 minutes depending on
the young personb6s abiliti esavail&lemponsofreddng young
guestions out loud. However paraphrasing questions to aid understanding was not permitted, but
repetition was. If thequng person did not comprehend the question, they were instructed to either
answer it to the best of thainderstanding or to leave the item unanswered but accompanied by a

guestion mark next to the question.
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Study 3

Data Analysis

The analyses were riged out using SPSS package Versions 25, and 26 (2019, 2020; SPSS Inc.,
Chicago, lllinois, United Stated America). Data collected from the questionnaires were entered into
SPSS. The first step was to test the variaiolexplore the distribution arabsess the underlying
assumptionsf parametrianalyss. After which descriptive statistics wederived ad presented, to help
examine the distribution of the raw data, and identify any missing data and outliers.

In order to explore thpsychometric mpertiesof the instruments a set of reliability and validity
anal ysis were r un. nt€{Combach dI1 wereause tb assessahe intermakt i e
consistency of the instruments, épearman'sankcorrelation(Spearman, 1904yas used to agss the
convergent validity of the instruments. BlaAttman plots (Bland & Altman, 1997 were derivedin
orderto examine proportional biaand thea priori factor structure of the original and adapted scales was
assessed via Confirmatory Factor An&y€FA).

Finally, a moderatioranalysis was completed in order to explore the interaction effects of

gende, age and diagnostic group (IDD,RbnbDD) on t he i nstrumentsd score

Data preparation
Outliers
Prior to analyses, the data collected whmoughly inspected for outliers. Raw déta.
individual scoresilistribution was visually inspected using bigtams and baplots. Preliminary
normality analyses using a sample of 65 participants identified four outliers. Upon close inspection, the
outliers were recognised as individuals who scored high or low on the measures, with no unusual scoring

pattern deteted. A decision was made to retain these cases as part of the data set.

Normality
Data collected were subjected to univariate normalitynigsising total scores of each scale.
Normality assumptions were assessed using the Shagiliotest. This test @&s selected iheu of

KolmogorowSmirnov test, as Shapiwilk has been reported more appropriate for small sample sizes
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(Zimmerman, 2003)Thenull hypothesestatedthescore distributiono benormally distributedand this
was not rejected for the ginal UCLA-R Total €ore p =.095) Thenull hypotheses, was rejectéat

the remainingscores of all the instruments.

Missing Data

The SPSS command for Multiple Imputation and Pattern Analysis, as well lsstieg
Completely at Random (MCARests wee utilised for revewing missing data. This procedure allowed
for a review of the extent of the missing values as well as analysétefnsn the missing caseH.
values are systematically different from cases without missing values, the resbiésroateadingThe
process highlighted where the missing values were locatesther pairs of variables tesdito have
missing values in individual cased vhether data valuesereextreme WhereMCAR significance
falls p> 0.05this indicateghe missng valuesare to beconsiderecismissing arandom(SPSS, 2019).

All items across the four instruments were reviewed, these being the original-BCaid KSS,
the adapted UCLARA and KSSA. Specific consideration was taken to review the any differemctei
presence of iesing data between the IDD and ABD populations, as that might be a limitation of the
instrument. The threshold for detecting missing data was set to be very low at 1% (whereby the output
reports any values where more than 1% of @ataissing).

Original UCLA- R (N=65)

The original UCLAR measure of loneliness performed well, overall. Less than 3% of all values,
across the scale were identified as missing. The variable summary chart identified the variable and
percentage of the masequently missing& |l ues, this being Item 12 AMy
superficial 6. The missing value patterns showed
indicating no systematic patterns in the missing values. A Missing Valudgsiniadicated
thatLi tt 1 eds (1988) test of Missing CodlbaN=t6BFY at
283.04 p=0.102.

IDD cohort (n=20)
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Within the IDD cohort the original UCLAR performed well for missing values, where 1.25% of
all values, across theeale are missing. No specific variable was identified as most frequently missing
and tere appeared to be no systematic pattern to the missing values.

Nor IDD (n=45)

The missing data patterns for the A@D cohort mirror the results of the overall pmrhance of
the UCLAR tool, with 2.8% of all values, across the scale identified asmgisThe variable summary
chart identified Item 12 AMy soci al relationship
missing values. The missing values weo¢ organised in a systematic pattern.

Adapted UCLAR (N=65)

The adapted UCLAR questbnnaire overall, contained fewer missing values than the original
version. Less than 0.5% of all values, across the scale were identified as missing. The variablg summar
chart did not identify any specific variables as most frequently missing, with@sattern visible to the
missingvaluesA Mi ssing Values Analysis indicated that
significant,&® (55, N= 65)=53.1Q p= 0.55.

IDD cohort (n=20)

Within the IDD cohort no missing values were found within the adapted URAA
NonIDD cohort (n=45)

Within the nonIDD cohort the adapted UCL-RA 0.56% missing values were found, across the
scale. No spefic variable was identified as masequently missing, nor a pattern identified.

Original KSS (N=58)

The original KSS$erformed less well, overall. Around 13.9% of all values, across the scale were
identified as missing. The variable summary chart ifledt4 variables as containing the most frequently
missing values, with Iltem 2 most frequdteém 2 requires anagreemé wi t h ei t dome st at e
kids feel like theimumb ut t s i n a | ot wh e n otr@teykidafeekliketdktr mumng t o
|l ets them do t. Hheraappearedro be o aystematic\pattérn to the missing values.
MissingvVd ues Anal ysis indicated that Li tc410%N=-58)( 1988
=12037,p=0.145.

IDD cohort (n=20)
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Within the original KSS, 10% of all values within the IDD cohort, across the scale were
identified as missing. Nspecific variable was identified as most frequently missing. There appeared to
be no systematic pattern to the missing values.

NonIDD cohort (n=38)

Within the original KSS, 15% of all values within the AGD cohort, across the scale were
identified as rssing. Four variables were identified as most frequently missing, with Item 2 (as above) in
the lead. There appeared to be no systematic patténe distribution of the missing values.

Adapted KS& (N=62)

The adapted Kerns Secure Sqadeformed bette overall. Around 6% of all values, across the
scale were identified as missing. The variable summary chart identified one variable asngptitaini
most frequently missing values, Item 7 most frequiésitn 7 requires an agreement with either statement:

fiDo you wish you weordAckogeu happyguwith hoiw cl os

A Missing Values Analysis indicated thattLt | e6s (1988) test @fl1I7TMIEAR was
62)= 13398, p= 0.136.
IDD cohort (n=20)
Within the adapted KS3, 6% of all values within the IDD cohort, across the scale were
identified as missing. No specific variable was identified as fnegtiently missing. There appeared to
be no systematic pattern to the missing values.
NonIDD cohort(n=42)
Within the adapted KS8, close to 7 % of all values within the ndldD cohort, across the scale

were identified as missing. One variable was idieatias most frequently missindtem 7 (as above) in

the lead. There appeared to be no systematteq to the missing values.

Managing missing data
Across the UCLAR original and adapted scales, where missing data was pitesesttreated as
missirg at randon{and subject to listwise deletion). This decision was based on the finding that there

wasa low frequency of missing values across the items (as noted above).
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However, given that the attachment measure KSS was subject to a significant @nagforti
missing data (up to 13%a the original scale and 6% on the adaptad well as both diagnosttohorts
of young people, it was deemed necessary to manage it. Missing data within KSS were replaced using the
Hot Deck imputation procedure (Myers, 201Hot deck imputation is a recognised and publicly utilised
method for handling missing data, in whieach missing value is replaced with an observed response
from a respondent with similar characteristic on-gegermined ancharariables (i.e. anchonin
variables). The two anchoring variables in the current study were i) site type (i.e. foreng)caoidna)

IDD classification (i.e. if the young person was or was not classified as having an IDD).

Withdrawal
No participants with or without IDD witlrdw from completing the questionnaires. But one
participant opted out of completing the KSS and ¥SScales due to a very turbulent relationship

experienced with their primary carer. This was noted in the dataset.

Adapted UCLA-RA- calculating new mean
Total scores or averages for the measures were calculated according to the original test
instructionsWhere the scoring format was changed on a modified instrument, thetanedardised
scoringapproach was developed (and detailed belbw to the modifiations made to the scoring of
the adapted UCLARA measure, a nestandardised meamas calculated fathis instrument.
Calculating the new mean for adapted UGRA
Within the original UCLAR instrument each item is rated on-paint Likert scale accordinigp
the rate of frequency, ranging from never (1) to often (4). Although there is no cliniedf sabre for
diagnosing loneliness, the tool was designed to have higher scores reflect greater levels of loneliness.
The modifications made to the origindCLA-R resulted in the Likert scaling being changed to
anordinalresponse format. The UCRAhasa Yes/ No/ Dondt knowsoborilgcal e,
approachmean needed to be calculated, so that higher scores on the adapted tool could also reflect
greater levels of loneliness. In the same manner where higher scores, in the original scale are given t
negative responses (which support the notion of loneliness) so has the adapted scale been formulated.

The scoring procedure for the adapted UGRA beame as following:
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- Yesresponses equal a score of 0
- Noresponses equal a score of 1

- Dondt (DKnresponses equal a score of 0.5

The new mean is calcul ated bynadrdultiplingtbegmn t he
by score of 1. Theyareaddedp t o t he t ot al o f pk)owbDich@ré multigliaddoyw r e s p ¢
score of 0.5. The suwf the two totals is then divided by total number of questions. With this the new

UCLA-RA total mean formulae becomes:

Zp Z i
CMo Ol 0 QF ¢ i

Therefore, as with the original UCLR, in the new adapted tool, UCLRA the higler the new
mean the lonelier the respondent is feeling. Some of the reasoning behind the notion of scoring DK
responses is provided below tidiately, as it is uncertamwhy participants might have selected a DK
response, their value is that of a half spanse (in either direction).

The above approach to calculating the mean does, however present a potential limitation and a
risk that DK reponses caused a bias in the results.

In order to assess this, a sensitivity analysis, utiliSinge a r ma ntiorswasadmministereda

The process required a second new mean to be computed, in which DK responses are omitted, as below

2 p
CmoQi o0&

The second new meanés association with the fi
assessed via a Spearmanés correlation amtaal ysi s,
direction in the results, and a positretationshipbetveen the two. The results of tBep e ar man 6 s

correlation analysis found the relationship between theNiwento be significanj =.954,p<.001.

6Dondét knowd respRAnses within UCLA
The meanig and the significance (both mathematical and clinical) ofthe n 6 t (DKh o w 6

response has been debated comprehensively in the statistical literature, and the value of capturing or
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recording a DK response is a contentious topic. This is primarily bedagssery difficult to

(quantitatively) understand the mearg

suggest that DKs might result for a number of reasons including ambivalence, question ambiguity,

behind

a respondent 6s

satisficing, intimidation, and #eprotection. As a result, the argument is that data quailitg dot

selectio

improve when such options are explicitly included in questions. However, research has also found that

the DK option is often a preference of individuals with more limited cognitivis gkifosnick, 1999).

from the consultancy groups (specifically RAG) but also the DK response is found in other adapted

measures (for adult populations), for instiitds used in the QACSO, a measure of cognitive distortions

The reason for the inclusion of tBeo nkéawresponse option was the feedback as received

in adults with ID who sexually offend. Therefore, DK was included as part of the RCin&dification,

and its value will be considered within this chapter.

First, however it is importanttocen d e r

how

often the

AfDonot

if this has a relationship with the presence of an IDD diagnosiDThe 0 t redponses; across the

whole cohort, were not normally distributdddn=2, range @L7). Table22 details the respors as

provided across the IDD and ndDD cohorts.

Table22
Percentage freqguency of #fADondét knowo
the UCLARAacross the two cohorts
Percentage

Percentage frequenc

to response

frequency to

ltem response

Response In[i[z)O Nor-IDD
n=45

| am good at telling what my ves 60 76

friends and family are feeling No « 15 11
Donot 25 11
Yes 70 73

I dondét have No 20 33
Donot 10 4

I dondét havte ves 70 n

when | feel sad or lonely * No > 24
Donot 25 5

I donodt feel ves °5 42
No 40 51

kno

responses t



I have a group of friends who
are nice to me

My interests and hobbies are
same as other people Idw

I have afriend who | can tell
all my worries and secrets to

Ot her peopl e
same interests and ideas like
me

| am a friendly persowho
likes to talk to lots of people

When | feel worried or sad
there are lots of people | can
talk to

| feel like other people leave
me out

Whenl feel sad | can talk to
people lknowpb ut | d
think they would help me

My friends an
know me very well

Most days | feel left out, like
people forget | am around

If | want to | have people | cal
always speak to or spend tim:
with

| have friends and family in
my life who understand me

I am unhappy
talk to many other people

| feel different to people
around me

If | feel happy or sad, | know
there are people who | can ta
fo

Don

Yes
No
Don
Yes

Don
Yes
No
Don
Yes
No
Don
Yes
No
Don
Yes
No
Don
Yes
No
Don
Yes
No
Don
Yes
No
Don
Yes
No
Don
Yes
No
Don
Yes

Don
Yes
No
Don
Yes
No
Don
Yes
No
Don

(@)

(@}

(@}

70
20
10
40
25
35
55
25
20
40
25
35
65
25
10
70
25

55
30
15
50
30
20
65
35

65
25
10
80
10
10
95

80
10
10
45
50

70
20
10

80
13

60
18
22
71
22

27
36
38
64
24
11
58
29
11
56
27
13
56
24
20
60
22
18
67
24

76
18

89

73

22

58
38

76
16

216
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There are people whaill help ves ?8 37
me if | have groblem Donot 10 4

Note.* Significant at <.05

Across the two cohorts, the frequencybod n 0 t (DK)mespenses varied. Within the IDD
sample, the percentage frequency of DK response was equalliove 25% in the following four items:
I am good at telling what my friends and family are fee{ltgm 1), I dondét have peopl €
feel @d or lonely (reversed)tem 3) My interests and hobbies are same as other people | {teaw 6),
andOt her people doné6ét have t(hee 8)9Nbthinghe nomIDB sam@et s and
the percentage frequency of DK response above 258ewdent for one itemonl®t her peopl e d
have the same interests and ideas likglheen 8).

An exploratory chisquare test of independence was performed to examine the relation between
responses to the questsand the IDD and netDD cohorts, orthe UCLA-RA measure. A Pearson's
chi-square test of independence was performed to test the potenias s oci ati on. The r e
exact test found one significant correlation in the positive direction,onlttm3don 6t have peo
to when | feel sad or lonely<® (2) =8.27, p= .02. The norIDD cohort was more likely to not agreétiw
this statement whereas the | DD cohort was most |

diagnostic cohort and question responses, wasifoun
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Participant characteristics according to the four study cohorts

The full IDD cohort

Out of thefull sample of 65 adolescents, 20 young people (30%) were categorised as part of the
IDD cohort. This cohort was made up of young people with either an ID, ASD and/or comorbid (ID and
ASD) diagnosis. The categorisation was based on either adalk IQ(FSIQ) assessment score (where
present), a confirmed ID diagnosis, or an ASD diagnostic report.

Out of the 20 young people within the IDD cohort, six participants had an ID diagilagis (
=17.00,SD=0.89), eight had an ASD diagnosM.¢.=14.50,SD=2.33), and six young peopl&éan
age=15.67,SD=1.97) had a comorbid ID and ASD diagnosis. Out of the full cohort of 65 participants, a
FSIQ score, was available in seven cases, ranging freB3 Mesio= 68.29,SD=13.65). Two cases had
an 1Q scoe that fellin the lower normal ranges of 82 and 83 respectively, these two cases were not
included in the IDD cohort and were categorised as young people without an IDD. Unfortunately, for a
large proportion of the IDD cases (12 cases, 62%) an exactdeBr® wasot shared nor made available
to the researcher. However, based on clinical ob
performances, it was decided to include them in the IDD cohort.

As illustrated byTable17, 56% of the IID cohort was recruited via the forensic services, and
44% via the nonforensic services. Notably, in the full sample, out of those in forensic services 23%
were also within the IDD dwort, and of those in nemforensic services 36% were also within théID
cohort.

In the following section the IDD cohort is broken down further, with details of each specific
diagnosis as recorded.

Young people with IDSix young people had an ID diagnosis, out of which a FSIQ score was
available only for two young peopleh@& two FSQ scores were 70 and 72 respectitfellyive of the 6
(83%) were male, with one femalergad). Four ofe young people with ID (67%) were located within

forensic services with two (33%) recruited from nfmrensic services (i.e. secondary schools).

101n accordance with Whitaker (2013), the DSMandthe BPS 1Q scores should be interpreted watimargin of
measurement error generallyfafe points,meaning thatan intellectual quotient afp to-75 canindicate intellectual impairment
(Cooper, Henderson, JacchsSmiley, 2016)
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Young people with ASDThe eight young people in this category all had an official ASD
diagnosis confirmed with the researcher. A FSIQ score was not available for any of the young people in
the ASD cohort. Seven were male (87%) and one was female (D8 Quarter of the ASD cohort was
recruited from forensic service and some three quarters fronferensic services (i.e. secondary
schools).

Young people with a comorbid ID and ASBix young people were in this category and all had
a confirmed ID and\SD diagnosis. Three cases had details of a FSIQ wherditkhe=57.00 SD=
12.53), with a range between-89. The majority (83%) were male, with one female (16%). The
majority of the young people with a comorbid diagnosis (83%) were located withimlsgiddSB
services with 17% recruited from ndiorensic services (i.e.secondary school).

The full non-IDD cohort

Forty-five young people were categorised into the-lidb cohort. They were primarily male
(80%) and had Ma4=14.87 E§D=2.21) years. Aart from the two FSIQ scores (in the 80 range), as
discussed above, no dawere available in relation to the cognitive performances of this cohort, a
recognised limitation. Slightly more (58%) young people in theldh cohort were recruited through
non- forensic services, with 42% recruited from forensic services.

Forensic ®hort

Out of the full sample of 65 participants, 30 young people (46%) were categorised as based in
forensic services, and consequently they were the participants who made upribie foshort within the
current study. Nineteeaf theseparticipants (63% were recruited from secure accommaodation for
young people in custody (i.e. a youth offending institute), and 2%)&om statutory specialist services
providers for HSB. The spalist service providers were a mix of both residential and commbai&d
provisions. The forensic cohort was fully male (100%) wiM.g—=16.93 ED=1.11).

The details of the proportion of young people within the forensic services with a diagna@sis wer
asfollows: 13.3% had an ID diagnosisH4), 67% an ASD diagnosifng?2), and 167% had a comorbid
diagnosis 1t=5). In total 37% of the participants<11) across the forensic cohort were also categorised
as belonging in the IDD cohort.

Non- forensic cdort
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Out of the full sample of 65 participants 35 young peopd@o)swerecategorised as based in
non forensic services. Twerdyne of the non forensicparticipants were recruited from special
secondary schools (60%), and 14 from mainstream secondmyis¢40%). The average age of the
cohort wadMage=13.51 ED=1.54)yrs,, with the majority male (67%).

The proportion of young people across the-famensic services with a diagnosis was as follows:
5.7% had an ID diagnosie<2), 17.14% an ASD diagnasin=6), and 2.85% had a comorbid diagnosis
(n=1). In total 25.71% of thparticipants 1t=9) across the naeffiorensic cohort were also categorised as
belonging in the IDD cohort.
A note on the HSB sample

An original aim of the study had been to focus riggrent on a target population of young
people (with and without IDD) whoisplay HSB. However, recruitment of this population proved to be
very challenging, and despite a significant amount of effort, out of the full sample of 65 young people, a
very smallproportion (=9, 14%) of the full IDD sample, displayed HSB as categdtigea specialist
service provider (see Table 23). Out of the nine, all (100%) were based in specialist.services

In Study 3 out of the nine who display HSB, the average ageMvgs 16.22 SD= 1.40), with
all being male. Two of the young people who displayed HSB had an ID diagnosis, one young person had
an ASD diagnosis and one a comorbid ID with ASD, meaning that in total four participants (44%) with
HSB (out of the total of 9 alteether withHSB) were part of the IDD cohort.

Given the small sample size of the HSB cohibmjas notconsidered to be large enough to
undergo testing as andependentohortwithin Study 3.

Table23

Number of cases who disptyharmfulsexual behaviours at each the four providers.

Site HSB No HSB on recorc
n=9 n=55
Young Offending Institute 3 15
Specialist Service 6 5
Special School 0 21
Mainstream School 0 14

11 Study 4 on the other hand has an HSB cohort, as will be detailed later.
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Additional diagnosis of thosa the IDD cohort

Out of he 20participants within the IDD cohort, 55% were reported to have additional diagnoses
(n=11). These included a range of issues including ADHD, PTSD, ODD and additional social, emotional
and mental health (SEMH) needs. In eight of the cases (40%) thezegnorts of the young person
having been a victim themselves of neglect and/or abuse in their childhood. All eight of these cases were
recorded as based within forensic services, with an even split between specialist HSB and YOI services.

Three youngeoplewithin this cohort were also recorded as looked after children and one

classified as a child in need.

Study 3 results

Reliability

Internal consistency reliability for the original and adapted instruments was measured in a
number of waagphal CFonbaabkdsinstrument, Cronbachos
item if removedthe average inteitem correlation, the range of intdéem correlations, and the individual
inter-item correlations of thenstrumentP e a r s o n & s coeffioiegns (6 &ra reporbed.
Internal consistency

Hypothesis1: the adapted versions of the instruments will perform equal to, or better than the
original instruments on test of internal consistency

Results, as found in Table 24 were interpretecbrdingto the recommendations by Cicchetti
and Sparrow (1990) who outline criteria for excelldit ¢ .90), good (= .80-.89), fair U= .70-.79)
and unacceptabléJE < .70) levels of internal consistency. George and Mallery (2003) suggest an alph
of U=.80 is representative of g ooffscalédeveleps aim | cons
for.

Table24

Internal consistency of the scales across the four participant cohorts

Alphas
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Full IDD Non-1IDD Forensic Non- forensic
Measure
sample cohort cohort cohort cohort
UCLA-R .85 .87 .85 .62 91
UCLA-RA .86 84 .87 79 .89
KSS* .84 .87 .83 .84 .85
KSSA* .88 .88 .87 .89 .87

* Note.Hot deck data was utilised

The original UCLA- R (overallU =  althdugh across the full sample the instrument
performed in the good category, it also performed at an unattepevel within a forensic cohort.

Specifically, the instrument performed in the excellent categddy@1) inthe non- forensic cohd (i.e.
across the schotlased population) but in the unacceptable category in the forensic cobleet A 6 2 ) .
more dé¢ailed table of the performance of the forensic cohort can be foulgpiendix P.

The adapted UCLARA( over al | U= .86) performed in the
cohorts and was just short of good in the foult performed best withinthenohor ensi ¢ cohort
.89), and poorest withimte f or ensi c cohort (U= .79).

The original KSS( over all U= .84) performed consistent
the good category across the four cohorts.

The adapted KSS( over al | U= .88) also performemd consi
the good category across the four cohorts.

Across the full sample, both the original and adapted versions of the instruments demonstrated
alphas in the good categorpfigeUs 0.84- 0.88). Hypothesis 1was supported. The results illustrate
both origiral and adapted instruments demonstrate a good level of internal consistency across the full
participant sample, with the adapted measures performing more consistenthtteefoss cohorts.

Inter - item correlations

Cronbacho6s al pusatoassessfthe intétémecarrelationa across the original
and adapted instruments. Clark and Watson (1995), advise averageinteorrelations should fall
somewhere &weernr= 0.15- 0.50.

Hypothesis 2 Theadapted versions of the instruments wéiform equal to, or better than the

original instruments on test ofter- item correlations.
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UCLA- R and UCLARA Two clusters of questions were created for both ther@igind
adapted UCLAR instrumentsThe clustes werecomposed of reverse scored itemnslividual itemscale
analyses bylusters, for botlversions of instruments af@ble QlandTable Q2as found inAppendix
Q.

The resuks indicate lie original UCLAR produced a number pbsitive andsignificant
correlationsacross both cluster®neitem, item 4 ( do not feel alongpreformed less wellyith a mange
of intercorrelationg="0.012 0.132 indicating no significant rationships. But overall, the scale
performed well. Conceptually, the item makes sense with the question group and does not decrease the
guality of the scale considerably.

The resul indicatehe adapted version of the UCLRA alsoproduced a number of pitive and
significant correlations, across both clustdiwo items, iem 2 and 8 performed less well. teml2 (d o n 6 t
have many friendgdisplayed no significant correlations walrange of intecorrelations of= 0.09%

0.234 whereastem 8(Otherp@ pl e dondét have t he sweddnarash est s
any significant associations with a range of iterrelations between= "0.016 0.125.Overall, the scale
performed wellwith the two items remaining as they mot decrease thauqlity of the scale

considerably

KSS and KSSA Two clusters of questions were created for both the original and adapted
UCLA-R instruments. The clusters were composed of reversedsitems. Individual iterscale
analyses by clusters, for both versiongnstruments ardable R1land Table R2as found inAppendixR.

Overall, the items on the original KSS produced a number of positiveigmficant correlations
with a good range. One item, itemSofne kids feel like thainum butts in a lot when they are trying to
do thing3 performed less well, with no significant correlations and a poor nangk084 0.221,
however as for the sameasons as above it was not removed from the instrument.

The adapted KSSA also produeda number of positive and significant correlations with a good
range Iltem 6 Some kids do not really need their mum for mpenformed less well, with no significant
correlations and a poor range (0. 0.027- 0.069.

OverallHypothesis2 was suppogdd. The results illustrate both original and adapted instruments

demonstratea goodrange of interitem correlationscross the full participant sampWhere individal
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items did not perform that well, these items were different across the two verktbassame instrument
but their impact didchot decrease the quality of thestrument, in questioronsiderablytherefore they
remained in the scale.
Item- total correlations

Cronbachoés alPpeha sarealisywere ssedeassdss thitemtotal
correlations of the instruments. A number of markers have been suggested as cut off points of the
corrected itertotal correlations, adapted here are guidelines as suggested by Clark and Watson (1995).
The researchers recommended thaan inér item correlation within the range if 0.15 0.20 are
appropriate for instruments that measure broad characteristics, and betWe& 0.50 for those
looking to assess narrower ones.

Hypothesis 3 The adapted versions of the instrumavitsperform equal to, or better than the
original instruments on test of iterotal correlations.

UCLA-R and UCLA-RA. The results of the item total correlations are illustrated in T2hle
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Cronbach©és aging HGA-R and adapteccUChRAI across the full sample
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UCLAR UCLA-RA
n=47 n=62
Corrected Cronbach's Corrected Cronbach's
Item Item-Total Alpha if Item ltem-Total Alpha if
(original wording) Correlation Deleted Correlation  Item
Deleted

1. Inl‘(;el intune with tlke people around 0.566 0.843 0.360* 0.859
2. | lack companionship 0.324* 0.851 0.430 0.857
3. There is no one | can turn to 0.461 0.846 0.271 0.862
4. | do not feel alone -0.047* 0.869 0.367* 0.860
5. | feel part of a group of friends 0.731 0.833 0.433 0.856
6. | have a lot in common with the 0662 0.837 0518 0.853

people around me
7. 1 am no longer close to anyone 0.248* 0.855 0.456 0.856
8. My interests and ideas are not share 0,295+ 0.855 0.0073 0.872

by those around me
9. | am anoutgoing person 0.130* 0.857 0.574 0.851
10.There are people | feel close to 0.662 0.838 0.506 0.853
11. feel left out 0.489 0.844 0.585 0.850
12 My social relationships arc superficic 0.263* 0.853 0.303* 0.862
13.No one really knows me well 0.445 0.846 0.529 0.853
14 feel isolated from others 0.517 0.843 0.625 0.848
15.iltcan find companionship when | wa 0.445 0.846 0.546 0.853
16.There are people who really 0.590 0.840 0618 0.853

understand me
17.1 am unhappy being so withdrawn 0.524 0.844 0.441 0.856
18.People are around me but not withr  0.369* 0.849 0.423 0.857
19.There are people | can talk to 0.648 0.839 0.569 0.852
20.There are people | can turn to 0.672 0.836 0.729 0.849

Note. *where itentotal correlation is less than <80
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Within the original UCLAR items 7 items (2, 4, 7, 8, 9, 12 and 1&)duced, what is
considered poor to weak correlations (range0.05 0.37). HoweverCronbach's Alpha if ltem
Deletedindicated that removing any one of the four items would only improw he over al | L
negligibly, therefore they remained in further analys

Within the adapted UCLARA scales the results indicated 5 items (1, 3, 4, 8 and 12) produced a
range (= 0.00 0.37) of poor to weak correlations. However, the improvements on thalldewith
their removal would be negligible, therefore the iteamained part of the instrument.

Hypothesis 3was supportetbr the loneliness instrumentshe results illustrate both original
and adapted instruments demonstrated a good rarigenetotal correlationsacrosghe whole sample
Threeindividual items(4, 8 and 12perforned, consistently poorly across both versions of the loneliness
scale. Overall, the items producing weak correlatthdshot decrease thmverallquality of the
instrumens, therefore they reaned in the scale.

Given thepoor perfornanceon the internatonsistencyf the forensic cohorspecificallyon the
original UCLA-R instrument, aexplorativeCr onbacho6s i t e mompletaduth theaimal y s i s
to explore differences r andUbetween théorensicandnon forensic cohds (TableS1in Appendix
S). Thenon forensic sample produced weak correlations in 4 items (4, 8, 9 and 12) with a range of
0.20- 0.34. On the other handhé forensic sample producednsiderably weaketem- total corelations
on 17 itemgranger=-0.01 0.38)).

KSS and KSSA

Table 26 illustrates the item total correlations on the full sample, between the original and

adapted KS&\ scales. The worthumwas used in the Table 26 as a representation of the most

commonlylisted attachment (care) figure.
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Table26

Cronbachés alpha for th-A original KSS and adapt e

KSS original KSS adapted
n=65 n=65
Corrected Cronbach's Corrected Cronbach's

Item
o _ Item-Total Alphaifltem Item-Total Alphaif ltem
(original wording)

Correlation Deleted Correlation Deleted

1. Some kids find it easy to trust themum 0.602 0.826 0.635 0.866

2. Some kids feel like thennumbutt_s ina 0.109* 0.855 0.344* 0.877
lot when they are trying to do things

3. Some kids find ieasy to count on their 0.484 0.833 0.625 0.864
mumfor help

4. Some klo_ls thln.k theimumspends 0.459 0.834 0.560 0.868
enough time with them

5. Some kids do not rea_lly _Ilke telllng' the 0.611 0.823 0.592 0.865
mumwhat they are thinking or feeling

6. Some kidslo not really need themum 0.343* 0.840 0.280% 0.882
for much

7. Some kids wish they were closer to th 0.413 0.838 0.266* 0.882
mum

8. Some kids worry that themumdoes
not really love them 0.608 0.827 0.603 0.865

9. Some kids feel like themumreally 0.589 0.826 0.764 0.857
understands them

10.Some kids are really sure theium 0.361* 0.838 0578 0.866
would not leave them

11.Some kids worry that themummight 0.557 0.827 0.571 0.867
not be there when they need her

12.$ome kids think theimumdoes not 0.728 0.816 0.793 0.855
listen to them

13.Some kids go to themumwhen they 0.467 0.834 0.603 0.865
are upset

14.Some kids W|_sh the_nnumwould help 0.414 0.836 0.382* 0.875
them more with their problems

15.Some kids feel better when theitumis 0.497 0832 0.524 0.869

around

Note. *where itentotal correlation is less than <@0
In the original KSS scale only 3 items (2, 6 and 10), produced a weakatiincorrelation
(ranger=0.12-0. 3 4) . However, as indicated byscadehe U sc

would have been negligible if the items weideted
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On the adpted KSSA scale itemtotal correlations indicated poor correlations on 4 items
(2, 6, 7 and 14) with a range 15f0.26- 0.38. Again, the effect on the overlivas negligible,
therdore the items remained a part of the adapted scale.

Hypothesis 3was sipported for thattachmeninstruments. The results illustrate both
original and adapted instruments demonstrated a good range ofdtehtorrelations, across the whole
sample. Two individual items 2 and6) performed consistently poorly across boghsions of the
attachmenscales. The items producing weak correlations did not decrease the overall ghalitgver

of the instruments, therefore they r@ned in the scale.

Validity
Validity of the original and adapted instruments was measuredSvip @ a r raknofredation
(1) . Spear maead forstestim@tie totat and individual items correlations theasbgssinthe
convergent validity across the instrumehtgpothesis4. Theoriginal andadapted versions of the
instruments willdemonstrate a strong association.
UCLA-R and UCLA-RA
Total score correlationA positiveandsignificant relationship was found between original
UCLA-R total scores and the adaptedll4CRA total scores)(s (62) = .723, p <.001), 95% Cls [0.5,
0.84] taken as a medium effect size (> 0.5, Cohen, 1988; 1982)two toolshare 8.83 % of the
variance in the ranks.
Individual item correlations. A positive and significant relationshis found between mbef
the individual UCLAR items and the adapted UCHRA items (13 items). A tablérable T1)of the
Spearmanés correlation bet we e mppendieT. Tha stvewriierdsu a | it
that did not produce significant correlation were items 3, 4, 7, , 17 and 18 as detailed in Table 27.
It is imperative to keep in mind that the response request changed fomdi cati ng how oft
statements bel ow i s todidDoocrymppdguediohdf agheepews 6 h] €
Table27

The wording of the seven items that did not produce a significant correlation beh&een
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Item wording within original instrument

Item wording withiradapted instrument

3.There 8 no one | can turn to
4.1 do not feel alone
7.1am no longer close tanyone

8. My interests and ideas are rsbtared by
those around me

12. My social relationships arsuperficial

17.1 am unhappy being so withdrawn

18.People are around me but not with me

I dondét have people to te

I dondt feel |l onely

I have a friend who | can tell all my worries and secrets

Ot her people dondét have t
me

When | feel sad | can t al
think they would help me

lam unhappy because | don

| feel different to people around me

KSS and KSSA

Total score correlationsA positiveandsignificant relationship was found between original

standardise®&SStotal scores and adaptethndardisetkSStotal scores)(65) = .747p < .001) 95%

Cls [0.58, 0.87], meeting the criteria for a medium effect size (> 0.5, Cohen, 1988; 1992). They share

55.80% of the variance in the ranks.

Individual item correlatbns TableU1 S p e a r ocoaataios between the individual items on

the origiral and adapted KSS can be found inAlppendixU. A positiveandsignificantrelationship was

found between theastmajority (14 items) of thindividual KSS and the adapted K®9tems. The

correlation was not significafor item 2 fnum butts i } §(65) = .145,p = .250.

Hypothesis4 was supported by the total score correlations for both loneliness and attachment

scales Thetotal scores of the original ardlapted versions doth of theinstrumentsproduced

significant correlations of a mediueifect size.

The majority (14 out of 15) of individual items, as compared between original and adapted KSS,

also displayed a significant relationship. The individual item correlations did not perform as well, on the

original and adapted UCLAR scales, whre only 13 out of 20 demonstrated a significant association.
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Confirmatory Factor Analysis

Theexisting, underlyinglimensionality of the original (and corresponding adapted) instruments
weretested via Confirmatorydetor Analysis (CFA). CFA utilises@ determined factor structure(s),
meaning the model it tests is based on aepisting empirical and conceptual understanding. The
acceptability of the newly specified model is evaluated by goodness of fit statiadityy the
interpretability and strggth of the resulting parameter estimates (Brown, 20G6jor the acceptable
sample sizelte recommended ratios of number of peopleuimbers ofmeasured variabéoften are
within the range of 10 to 20 peopdervariable (Thompson, 2004). Specifigathis stems from the work
by Gorsuch (1983) who suggested that "an absolute minimum ratio is five individuals to every variable"
(p. 332). WorthingtomndWhittaker (2006) note this has been widely cited in coumggfisychology
research through the ysar

In the following data set, the factor structure of the original UG,Ahe original KSS, and the
modified UCLARA and KSSA scales are tested. The procedure has been adapted from guidelines as
published by Barcsind colleagues (2017), Schreiber, Sta{jeg, Nora, and Barlow (2006) and Brown
(2006). Eight sets of CFA were performed, with an aim to not only test the factor structures of the
original instruments, within the context of the existing (full) sampleataa assess the same factor
structureof the adapted instruments.
Criteria for comparing modeldata fit in CFA

Five goodnessf-fit indices were applied to assess the degree of fit between the proposed models
and the sample data: model specificationdai estimation (fitting the model), @wation of fit, model
modification, and interpretation of loadings and related statistics. The goafrfdsadices include: (a)
the 62 statistic; (b) the clewsnennanedfivirdexf(TLI}); (d)i nde x
the root meancpiare error of approximation (RMSEA); (e) the Akaike information criterion (AIC).

It is worth acknowledging that even though a+samificantp value ofc Zorresponds to an
acceptable fit, it is also known that the3tatistic is very sensitive to salasize, it has been argued to
be no longer a reliable basis for acceptance or rejection (Schreiber et al. 2006, Vandenberg 2006). Instead

the CFl and TLI vlues can be used for interpretations, whereby values greater than 0.95 suggest an
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acceptable fit (Brne, 2016). Here the Tucké&ewis nonnormedfit index (Tucker & Lewis, 1973)
measures the improved fit in a manner alike the CFI, but with an adjustmém filegrees of freedom in
the model. For the RMSEA, a eaff value ranging from 0.05 or lowerditates a good model fit and
values up to 0.08 represent a moderate model fit (Brown, 2006). Finally, the Akaike information criterion
(Akaike, 1974) was atsincluded. When two models are compared on this statistics, smaller values
suggest a better fit.

The following statistics and recommended-paints (Maroco, 2010) were applied to evaluate

overall model fit: Normed Ché q u a?rdé<5< agceptable; Arlukle, 2008), Comparative Fit Index

(CFI O0.90= good; Bentler, 1%90natiRmnot RWSERN Bq O

O.08= acceptable; O.10= poor; Browne & Cudeck,
All of the eight CFA analyses were performed through the AMOS vstatstical packages.
Hypothesis 5:The model fit of the current original versions of the instrtaavill be in line with
previous studies (Zakahi & Duran, 19&82eberman, Doyle, & Markiewicz, 199%helvin, Murphy &
Murphy, 2014 Barcsi et al., 2017).
Hypothesis6: The overall model fit of the adapted instruments will be in line with the origimsiores
of the tools.
Original UCLA -R
The original version of the UCLA was that of a unidimensional instrument of loneliness (Russell,
1982). Zakahi and Dan (1982) were one of the first to test its psychometric proprieties, including the
dimensionalityof the scale. The authors found the scale to be composed of two factors, intimate other and
social network in a cohort of university students. It is suggethtat one set of items relate to the intimate
relationships and the other to a lack of groupriehfds (social network).
Later psychometric studies by Hartshorne (1993) and Kim (1997) proposed-dabteemodel
in samples of older participants iiffdrent countries. More relevant work was completec®hglvin et
al. (2014)who tested the threéactor model on a population of adolescents in Northern Ireland. Shelvin
et al. (2014) found a thretactor model, composed of isolation, relational cotedeess, and collective
connectedness factors, to perform best. The authors specify the is@atmrchptures feelings of

aloneness and withdrawal. Thedational connectedness correlates to more social aspects of loneliness

1
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and refers to social netwa with others, and the third factor, collective connectedness relates to group

cohesiveness.

Andytical Plan

Two models of the original UCLAR were tested in accordance with the findings of previous
literature. Model 1 tested the twiactor structurén accordance with Zakahi and Duran (1982) study,
and Model 2 tested the thrdiactor structure asstablished by Shelvin et al. (2014). A maximum

likelihood estimation procedure was run with estimate means and intercepts.

Original UCLAR results

Prior to confirmatory factor analysis, the individual UCIRAitems were assessed and met the
criteria fornormality. The fit statistics for all models are repoitedable 30.

Two- factor model

Displayed in Figures 3 are tstandardised factdoadings, that equate to the correlations

between the latent variables. The covariance between the two latablesirs illustrated ithe

proposed two factemodel
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Figure3.UCLA-R two factor model displayingtandardised factor loadings
The significant factor loadings in the twiactor model are denoted by an asterisk in Table 28.

As can be seen 14 out of the 20 items were statistically significant. The two factors are based on the a
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priori labelling, namedntimate Other, composed of 10 items, and Social Networks, composed also of 10

items.

In the Intimate Other 7 outofthe e ms | oaded moderately (O 0. 4(

2, 4 and 7 producing the weakest factor loadings. As for the SodiabNs 6 out of the 10 items loaded
moderately onto the factor. The weakest loadings were from items 9 and 12.

For the overalimodel fit, the normed 21.414 suggests a good fit of the model, to the data.

However, given the limitations of the elsiquarestatistic other model estimates also need to be reviewed.

The CFl is considered good wwodactor@odelsisalsh i c h
supported by the poor performance on the TLI. On the RMSEAaffcualue ranging from 0.05 or
loweri ndi cates a good model fit with values of
achieved by the current the twiactor model of the UCLAR scale.
Three factor model

Displayed in Figure 4 are the standaedi factor loadings, of the progped threefactor

model for the original UCLAR scale.
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Figure 4 UCLA-R three factor model displayy standardised factor loadings
The labels of the three factors are Relational, Collective and Isolation loneliness. Table 28

disgays the factor loadings for the model, with 16 out of the 20 items statistically significant.

S
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All of the items loaded moderae | 'y (O 0. 40) on the Relational
also loading moderately on the Collective factor. Item 9 pratitle weakest factor loading. Finally, 7
out of the 11 items loaded moderately on the Isolation factor, with items 4, 7paoduging the weakest
loadings.

In evaluating the overall model fit, the norme®1.233 is suggestive of a good fit of the mipde
to the data. With a CFl= 0.899, the thrésctor model performs very close to good, however the TLI
does not reach its terria to the same level. On the RMSEA, the model is close to meeting b cut

value for a categorisation of a good fit WheldREA O. 05= very good).
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Table28

Factor Loadings of two models of the UCLA Loneliness Scale.

Two-factor model Threefactor model

Factor 1 Factor 2
Factor 1 Factor 2

Item Intimate Social _ _ Factor3
Isolation Relational Collective
Other Network
| lack companionship .223 A70%
There is no one | can turn to .409* .560*
| do not feel alone .042 126
| am no longer close to anyone .287* .321*
No onereally knows me well A421* .504*
| feel isolated from others ALT* .645*
There are people | feel close to .809* .798*
There are people who really understa
.807* .812*

me
There are people | can talk to .833* .832*
There are people bo turn to .865* .886*
| can find companionship when | wan
_ .525* .496*
It
| am an outgoing person .225 .196*
| feel in tune with the people around r .691* .661
I have a lot in common with the peopl

.816* .814
around me
| feel part ofa group of friends .894* .937
My interests and ideas are not sharec

.328* .302*
by those around me
| feel left out A37* .569*
My social relationships are superficial 222 .307*
I am unhappy being so withdrawn .343* .482*
People are aund me but not with me AL17* .545%
Factor covariances
Factor 1 1.00 1.00
Factor 2 0.69 1.00 .66 1.00
Factor 3 -- - 51 .65

Note. ¥ <.05.
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Adapted UCLA-RA

Analytical Plan

The same two models as tested for the original U #ere also assessed for dapted
UCLA-RA loneliness scales. Model 1 tested the Zakahi and Duran (19822anst@r structure and

Model 2 tested the Shelvin et al. (2014) thifeetor structure. A maxiom-likelihood estimation
procedure was run with estimate means and intercepts.

Adapted UCLARA results

Prior to confirmatory factor analysis, the individual UGER items were assessed and met the
criteria for normality. The fit statistics for all modelse reported in Table 30.

Two- factor model

Displayed in Figure$§ are thestandardisedactorloadings, that equate to the correlations

between the latent variables.
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Figure5.UCLA-RA two factor model displaying standardidadtor loadings
The significant factor loadings in the twiactor model are denoted by an asterisk in Table

As can beseen 14 out of the 20 items were statisticsiliynificant. The two factors are based on the a
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priori labelling,as noted in the aginal UCLA-R namel Intimate Other, composed of 10 items, and
Social Networks, composed of 10 items.

In the Intimate Other 6 out of the 10 items loaded moder@tédy Oon thedr Jactor, with items
3 and 2 producing the weakest factor loadings. As for the Social Net@orksof the 10 items loaded

moderately onto the factor. The weakest loadings were from item 8.

For the over al mh68 sggests & good fittofthee model rtonlee datac 2
However, with the CF.90, and the poor performance on the Tklwall as RMSEA the overall model
failed to demonstrate a good fit.
Three factor modeadf adapted UCLARA

Displayed in Figures 6 are tistandadised factotoadings, of the proposed thrdactor model

for the original UCLAR scale.
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Figure6.UCLA-RA three factor model displaying standardised factor loadings

The significant factor loadings in tlleree factor model arelenoted by an asterisk in Tal2@.
As can be seen/lout of the 20 items were statistically significant. Tineefactors are based on the a
priori labelling, as noteah the original UCLAR scale, and they armmedsolation, Collective and

Relationalloneliness.
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Al of the items | oaded mandQollecivedactoy with®outdf 4 0)

the 7 items also loading moderately on tiselationfactor. Iltem8 produced the weakest factor loading.

For the overall model fit, the normed2 1.51suggests a good fit of the model, to the data.

However, with the CF£.90, and the poor performance on the TLI, as well as RMSEA the overall model

failed to demonstrate a good fit.
Table29

Factor Loadings of two models of the adapt&cl A-RA Scale.

Two-factor model Threefactor model
Factor 1  Factor 2
a.C or ac.or Factor 1 Factor 2 Factor 3

Item Intimate  Social Isolation Relational Collective

Other Network
| am good at telling what my friends
and family are feeling 506 485
I d bametnany friends 283 307
I dondét have peo
feel sad or lonely 246 267
[ donot f eel |0n302 373
| have a group of friends who are nic
My interests and hobbies are same :
other people | know 630 .703
| have a friend who | can tell all my
worries and secrets to 378 229
Ot her people don
interests and ideas like me -.060 -.031
| am a friendly person who likes to
talk to lots of people 450 446
When | feelworried or sd there are
lots of people | can talk to 576 559
| feel like other people leave me out 654 740
When | feel sad | can talk to people |
know, but [ donod 428 434
help me
My friends and f

478

very well 971
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Most days | feel left out, like people
forget | am around 619 .846

If | want to | have people | can alway
speak to or spend time with .559 541

| have friends and family in my life
who understand me .856 .878

| amunhappy because |dort  t a .648
many other people 516

| feel different to people around me 410 512

If | feel happy or sad, | know there au
people who | can talk to 564 543

There are people who will help me if
have a problem .934 .956

Factor covariances

Factor 1 1.00 1.00

Factor 2 871 1.00 .768 1.00
Factor 3 -- -- 175 .697

Note. *p <.05.

Overall, with the current sample thieee factormodelfit of the original UCLAR instrument
could be considereaidequateln comparison to the twfactor model, théhree factor model produced a
better fit for the current data 2 (=dd7) = 205.839; CFIl =.899; TLI =873 RMSEA= 060 This is
comparabled Shelvin et al. (2014) study that reporee@if = 167) = 478.13, p < .05; CFIl = .980; T%lI
.978; RMSEA = .054Meaning that the best factor fit for the UCHRAwas the one tapping into isolation,
relation and collective (sense of loneliness).

A similar trend towards a better model fit was also observed for the flacter module of the
adaped UCLA- RA scales. Although, the model did not meet the criteria for an adequate&fifz A&7)

=252.388 CFI = 786, TLI = .731; RMSEA= 089.



Table30

Goodness of Fit Indices for two models of UGRA

Goodness of Fit Index

Models G 2 df CFI TLI AIC RMSEA
Model 1 (Two factor model)

UCLA-R 239.012 169 |.819 775 | 361.012 .080
UCLA-RA 284.463 169 |.711 .640 | 406.463 .103
Model 2(Three factor model)

UCLA-R 205.839 167 | .899 873 | 331.839 .060
UCLA-RA 252.388 167 |.786 731 | 378.388 .089

240

Note.CFIl = comparative fit index; TLI = Tuckekewis index; AIC= the Akaik information criterion;

RMSEA = root mean square erroragproximation; Cl = confidence interval
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Kerns Secure Scale

Lieberman, Doyle, and Markiewicz (1999) were one of the first to examine Kerns Secure Scale
in terms of its ability to measure twantensions of attachment security in a sample of two adaiesc
populations. The results supported a-factor model of the scale, composed of dependency and
availability factors. The authors specified that the first factor, dependency, reflected whetbscents
themselves sought or valued parental help, vesetiee second factor, availability, reflected whether they
perceived parents as available.

A more recent paper by Barcsi et al., (2017) reviewed the factor structure in view of a Hungarian
populaton of primary and secondary school aged children. Theomifbund support for a thrdactor
model composed of reliance, availability, and autonomy support. Barcsi et al., (2017) support the
reliability of the dependency (same as reliance) and aviétijafaiCtors but they also specify a new factor
labelled asautonomy support. Autonomy support involves feelings ofrediince, in cases of when
children are assumed as autonomous persons with personal wishes, motivations and roles, respected by
the parats and admitted when seeking reunion with their own famili
Analytical Plan for the original and adapted KSS

Two models of the Kerns Secure Scale will be tested in accordance with the findings of previous
literature. Model 1 will test the twdactor stucture in accordance with Lieberman et al. (1999) study,
and Model 2 will test the thredactor structure as established by Barcsi et al. (2017). The two version of
the KSS the original and the adapted, were analysed separately.

Prior to confirmatory fator analysis, the individual KSS items were assessed farality. The
items exhibited considerable nraormality as measured by skew and kurtosis. The skewness statistic of
four items (1, 3,8,10) falls outside of the recommended valuésafd +2 (withmean of-2.118) and the
multivariate nomormality, wherekurtosis > 7 (Byrne, 2016). This was not an unexpected finding but the
implications are that it is nenmormally distributed data, which results in an inaccurate assessment of fit
(particularly thechi-square test). The model may erroneously be rejectath¢B2016).

Consequently, it was decided that the CFA would operationalise the raw data and utilise the

Bollen-Stine bootstrap method using 2000 bootstrap samples (Bollen and Stine, 1992) witlumaxi
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likelihood estimation. The CFA required an assessmiegdad model fit which was determined by a

nonsignificant BollerStine chis g u a? tleat wap = .236.

Original KSS results

Two- factor model

Thestandardiseéactor loadings for a twdactor model on the original KSS are shown in Figure
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Figure 7. Original KSS twafactor model displaying standardised factor loadings

Table 31 displays the factor loadings outlining for the-tactor model of the origindlSS. The

two factors were labelled, Dependency and Availability. Overall, 14 out of titerd§ were found to be

statistical

The model fit indices are displayé Table33.

Three factor model of original KSS

Figure 8.

y significant.

Al

apart

from

Il tem 2

Thestandardisetactor loadings foa twafactor model on the original KSS are shown in
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Figure7.0Original KSS threefactor model displaying standardised fact@adimgs

The threefactor model of the KSS was composed of Reliance, Availability and AatgnAs

displayed in table 31, the factor loadings were significant and of moderate size, apart from Iltem 2.

Overall model 2 showed an improved fit to model 1, withast all measures within acceptability and

RMSEA on the verge of acceptability.
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Factor Loadings of two models of tbhgginal KSS
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Two-factor model

Threefactor model

ltem

Factor 1

Factor 2 Factor 1 Factor 2
Dependency Availability Reliance Availability

Factor 3
Autonomy

Some kids find it easy to trusteir
mum

Some kids feel like their mum butt:
in a lot when they are trying to do
things

Some kids find it easy toount on
their mum for help

Some kids think their mum spends
enough time with them

Some kids do not really like telling
their mum what they are thinking ¢
feeling

Some kids do not really need their
mumfor much

Some kids wish they were closer ti
their mum

Some kids worry that their nm
does not really love them

Some kids feel like their mum reall
understands them

Some kids are reallyure their mum
would not leave them

Some kids worry that their mum
might not be there when they neec
her

Some kids think their mum does ni
listen to them

Some kids go to their mum when
they are upset

Some kids wish their mum would
help them more with their problem
Some kids feel better wheneiin
mum is around

Factor covariances

Factor 1

Factor 2

Factor 3

720*

143

.604*

.594*

A403*

.735*

.755*%

.596*

610*

1.00
.65

.826*

.661*

.486* A491*

.502*

.801*

.695*

420* 456*

749*

579*

.570*

.675*

1.00
1.0 A48

.552*

794*

.761*

.581*

1.00
74

154

.641*

A75*

.858*

1.00

Note. * p<.05.
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Adapted KSS results

Two- factor model

Table 32 displays the factor loadings outlining for the-tacior model (made up of Dependency
and Availability) of the adapted KS5.
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Figure8.A two-factor model of the adapted KSS
As can be seen from Figure 10 all the 15 items produced a significant fit, with most (apart from

item 7and item 6 producing moderate factor loadings. Model 1 showed a fair fit, overai Herovodel

indices.
Three factor model

Figure 10 displays the factor loadings outlining for the tfiaetor model (made up of Reliance,

Availability and Autonomy)f the adapted KSS\.
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Figure9.A three factor model of thadapted KS$\

As can be seen from Table 32 all, apart from items 7 and 6, factor loadings produced a significant
fit, with most of a moderate size. However, model deaakd overall a poor fit with almost all indices
outside of the parameters of accepigbillhe standardisefactor loadings for a twéactor model on the

original KSS are shown in Table 32.



Table32

Factor Loadings of two moteof theadaptedK SSA
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Two-factor model

Threefactor model

Factor 1

Iltem

Factor 2 Factor 1 Factor 2

Dependency Availability Reliance Availability

Factor 3

Autonomy

Some kids find it easy to trust the

.643*
mum
Some kids feel like #ir mumbutts
in a lot when they are trying to do .418*
things
Some kids find it easy to count or

17
theirmumfor help
Some kids think theimumspends
enough time with them
Some kids do not really like tellin
theirmumwhat they are thinking .631*
or feeling
Some kids do not really need the

.306*
mumfor much
Some kids wish they were closer
theirmum
Some kids worry that themum
does not really love them
Somekids feel like theimum

.836*
really understands them
Some kids are really sure their
mumwould not leave them
Some kids worry that themum
might not be there when they nee
her
Some kids think theimumdoes

_ .895*

not listen to them
Some kids go to themumwhen

.657*
they are upset

.666*

724*

.614* .563*

327* .269

713* .682*

.804*

7122* .612*

.686* .644*

.609*

440*

.637*

.295*

.919*



Some kids wish themumwould

help them more with their 432*
problems

Some kids feel better when their

mumis around 9567

Factor covariances

Factor 1 1.00

Factor 2 .81 1.00

Factor 3

248

449*

564*

1.00

1.01 1.00

.96 .82 1.00

Note. * significanfactor loadings where p <.05.

Overall results of factor analysis

The threefactor model produced, overall, a better fit for the original KSS imstni, as

supported by the results of the five indices of goodness of fit seen in Table 33. The resultyparalie

to Barcsi et al. (2017) who reported their thfaetor model to be 2 (=@&7) = 319.17; CFI = .834; TLI

=.799; RMSEA= .111.

On the obher hand, the twdactor model was a better fit for the adapted KSBstrument, as

indicated by the goodas of fit statistics. The twdactor model overall showed an adequate global fit

between the proposed model and dat2, (=@7) =135.862 CFl =.865 TLI = .837, RMSEA= 094.

Table33

Goodness of Fit Indices for two models ofjpittd KSS

Goodness of Fit Index

Models G 2 df CFI TLI AIC RMSEA
Model 1 (Two factor model)

KSS Original 159.167 89 776 .735 221.167 111
KSS Adapted 128.365 89 .891 872 190.365 .083
Model 2 (Three factor model)

KSS Original 133.627 87 .851 .820 199.627 .092
KSS Adapted 135.862 87 .865 .837 201.862 .094

Note.CFl = comparative fit index; TLI = Tucketewis index; AIC= the Akaike infor@tion criterion;
RMSEA = root mean square error of approximation; Cl = confidence interval




249

Overall CFA results

Hypothesis5 was supported. The overall model fit of both the loneliness and attachments
instruments was found to be adequate for the origix@ions of the instruments. The performances of
the instruments, in the context of the cuatriill sample was in line with the pexisting factor structures
as developed in previous empirical studies.

Hypothesis6 was supported for the adapted K& strument but not the adapted UCIEA
instrument. The overall fit and the twiactor model othe adapted KSSA were in line with the results
of previously published structure. This was deemed an adequate global fit by the fit statistics, although it
wasnot in line with the (better fit) factor performance of the original instrument within the §aurrent)
sample. Conversely, the two models tested for the adapted {R2 failed to meet the requirements for
an adequate fit. The adapted UGEA factor loadhg were noin line with existing published findings

and it was noin line with the finding of the original versions of the scale, within the current sample.

Bland- Altman plots

In order to assess the level of agreement between two instruments prestree of bias
between mean differences, a Blafitinan plot analysis was run. The Blam&ltman method retains the
virtue of interclass correlations by separating the bias of the instruments from random error. The method
is considered helpful in poteatly alerting of systematic differences or systematic error.

The analysis indicates whethgthe relationship is linear, i.e. as scale A increases, does scale B
show a proportional change; ii) there is a systematic difference, that is, do both szatEB Atart at
the same point and is the difference independent of the size of Ithes;vand iii) the random
difference is sufficiently small (Bland & Altman, 1983).
Hypothesis7: The instruments will not display the presence of proportibizal as assessed via the
Bland Altman plots.The level agreement between the methods wiliigh.
Analytical Plan

The differences between two total scoresBare plotted against the average of the two
instruments (A+B/2)The adapted version of tiestrument was subtracted from the original version for

both the UCLAR and KSS scales.
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The ied line indicates the mean of the paired differences, and its distance from zero provides an
estimate of the bias between the two methods. The blusitieatethe estimated limits of agreement
as well as the confidence interval limits.
UCLA-R andUCLA-RA

The mean difference between the UGRAand UCLARA was small, aiMgi=0.0406 but the

limits of agreement were rather wide 95% Cls [1.245164] as can belwserved in Figure 11.
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Figure10.Bland Altman plotdemonstrating agreement levels between the UBLand UCLA
RA scales

The Bland Altman results suggest there is poor agreement between the-BGInA UCLARA
instruments, howear that poor agreement is not systematic because it occurs across the popgdatio
evident from Figure 11, difference in values, resulting from the two versions increases in proportion to
the average values.
KSSandKSSA

The mean difference between t8S and KSSA was small, aMgi< 0.000 but they produced

wide limits of agrement 95% Cls [12.568;12.568], as observed in Figure 12.
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Figurell Bland Altman plot demonstrating agreement levels between the KSS amdl KK
scdes
The Bland Altman plot illustrated there is poor agreement between theaR8KSSA. Figure
12 illustrates that at lower values there is poor agreement but this agreement improves at higher mean
values, suggesting the presence of systematic bias.
Hypothesis 7was not supported. Some presence of proportional bias between daelsetfs of
the measures, was identified via the BlaAtiman plots.The level of agreement between the two

versions of each tool, wadsonot high.

Moderation analyses

Theresults from thé&ruskal Wallis analysigseeTablel7), identified an association between
the gender and age as variables across the four cohorts (IDD-UBDpas well as forensic and non
forensic). Hence this provided the grosridr carrying out a moderation analysis t@abkshwhether
gender and age act as moderators in the relationship betwegressdived loneliness and attachment
scores on the original as well as adapted instruments.

Prior toanalysisbeingundertakenmulticollinearityand distributiordiagnosticsvere run by
analysing variance inflation factors (VIF; Myers, 1990)e VIF output suggested there no problems

with multicollinearityacross the variables. On the other hand, skewness was identified beradapted
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UCLA-RA (positive skew), the origin&SS and adapted KS& (negative skew for both). The variables
were managed as follows:

Thepositive skewwithin the adapted UCLAR was adjusted via agarithmical(log*®)
transfomation, a process thabmalises the distributions and equaéisthe variances (Benoit, 2011).

The negative skew within the original and adapted KSS/A were managed via a reflection process
followed by a square rottansformation (Field, 2019) HEe three operations normalised thgtributions
as confirmed upon review.
Hypothesis 8gender and cohort have a moderating role in the relationship betweandalgaeliness
scores.
Hypothesis 9gender and cohohtavea moderating role in the relationship betwageandattachment
scaes.
Analytic Plan

The data were analysed witHaPSS v. 26 (2020), with the use of PROCSS v.3.5 micro (Hayes,
2020). Using Model 2, within PROCESS, a set of eight double moderation analysis were carried out
separately, as presented below. In eatdlyss age was the independent variable; the moderators were
gender and cohortlfagnostic or forensichnd the outcome was the version of the instrument (original or
adapted, UCLAR or KSS).
Original UCLA -R results
Diagnostic cohort

The predictors in eaanodel for the outcome (score on the original loneliness scale) were young
person's age, gender and diagnostic cohort @b@nonIDD). The purpose of the analysis was to
control for the potential moderating effeaf diagnostic cohorts and genderosshe age of the young
people

The analysis indicated thaist under28% of the variation in the dependent variable (i.e.,
loneliness score on the original instrument) could be explained by the main and thedonteffextt

R’=.28,F(5, 41) = 3.14p=.017. Table34 displays the results of the UCLR.
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Table34

Results of Multiple Regression Analysis by IDD and-izib cohorts

b SE t p F df p adj. R
Overall model 3.143 5,41 .017 277
Age -3.01 .979 -3.08 .004
Gender (Male) -106.2 42.86 -2.48 .017
Cohort (IDD) -52.23 18.50 -2.82  .007
Age* cohort 3.31 1.19 2.77 .008
Age* gender 7.99 3.11 2.57 .014

Note The outcome variableastotal UCLA-R score

Main effects

Ageis a significant predictor of the logarithm of UCHR scorep=-3.01,t(41)= -3.08,p= .004
Gender predicts overall score on the origiresion of the UCLAR loneliness scalle= -106.2,t(41)= -
2.48,p= .017. Cohorts a significant predictor of the logarithm of UCHR scoreb=-52.23 t(41)= -
2.82,p=.007.
Interaction effects

Age by cohorinteraction predicted the original versiontbélogarithmUCLA-R loneliness
scaleb=3.31,t(41)= 2.77,p= .008. The addition of the interacti®i(5,41)= 7.68p= .008, change
R’= .14

Age by gender interaction predicted the original version olodpaithmUCLA-R loneliness
scaleb= 7.99,t(41)= -2.57,p= .014. Addition of the interactioR(5,41)= 6.61p= .014, chang&= .12.

Forensic cohort

The predictors in each model for the outcome (score on the original loneliness scale) were young
person'sage, gender anfdrensiccohort Forensicandnon Forensig. The purpose of the analysis was to
control for the potential moderating effectfafensiccohorts and gender across the eaeable

Theoverallmodel was not significan®{= .15, F(5,41) =1.47, p=.221,with details of the main

effects ad interactions displayed ifiable35.
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Table35

Results of Multiple Regression Analysis by Forensic andor@msic cohorts

b SE t p F df p adj. R
Overall model 1.47 5,41 221 .15
Age -0.34  1.56 -0.22  .827
Gender Femalé -102.79 48.3%6 -2.13 .040
Cohort fon- Forensi¢ 21.83 32.38 0.68 499
Age* cohort -1.55 2.06 -0.75  .456
Age* gender 7.80 3.53 221 .033

Note.The outcome variable was total UCLRscore
Main effects

Age did notpredictthe overall score on the original version of the UGRAoneliness scalle=
-.34,1(41) -.22, p= .83. Gendedid predct overall score on the original version of the UGRA
loneliness scalb=-102.79, t(41)= -2.13, p= .04. Cohortdid notpredid overall scoe on the original
version of the UCLAR loneliness scale= 21.83, t(41)= .68, p= .50.
Interaction effects

Age by ohort interactiordid notpredictthe UCLA-R score b=-1.6, t(41)=-.80, p= .46. Age by
gender interactiodid predictthe UCLA-R scoreb= 780, t(41) 2.21, p= .03.
Adapted UCLA-RA

Diagnostic cohort
The predictors in each model for the outcome (soartheadapted log transformedneliness

instrumen} were young person's age, gender and diagnostic cohort (IDD afiBDan
Theoverall model was not significar®®= .114,F(5, 56) = 1.44p=.224.Table36 displays the

results of theadaptedJCLA-RA.
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Table36

Results of Multiple Regression Analysis by IDD and-izib cohorts

b SE t p F df p adj. B
Overall model 144 5/5 0.224 0.114
Age -0.10  0.05 211 .040
Gender Femalé -2.16 153 -1.42 162
Cohort fon- IDD) -1.67 083 -2.00 .00
Age* cohort 0.11 0.05 2.2 .049
Age* gender 0.17 0.11 1.49 142

Note The outcome variable for all regression was total i@nsformed UCLARA score

Main effects

Age predicted overall score on the origimalaptedf the UCLARA loneliness scalb=-.10,
t(56)=-2.11, p= .04. Gendedid notpredict overall score on ttelaptedsersion of the UCLARA
loneliness scalb=-1.16, t(56)=-1.42, p= .16. Cohort predicts ovellascore on thedaptedsersion of the
UCLA-RA loneliness scalb=-1.67, t(56)= -2.00, p= .05.
Interaction effects

Age by cohort interaction predicted the UCIBA score b= .11, t(56)= 202, p=.049. Age by
gender interactiodid notpredictthe UCLA-RA score,b= .17, t(56)= 1.49, p= .14.

Forensic cohort

The predictors in each model for the outcdiswore on the adapted log transformed loneliness
instrument) were young person's age, gendefaedsiccohort Forensicand nor Forensic)

The overall modl was not significant?®= .09, F(5,56) = 1.12, p=.36, with details of the main
effects and interactions displayed in TaBle

Table37

Results of Multiple Regression AnalysisHaoyensicand non forensiccohorts

b SE t p F df p adj. R
Overall model 1.12 5,56 .363 .091
Age 0.07 0.07 0.93 .357
Gender Fenule) -1.9%6 1.65 -1.19  .239

Cohort fon Forensi¢ 1.25 1.38 0.91 370
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Age* cohort -0.06 0.09 -0.73 A72
Age* gender 0.15 0.12 1.21 .232

Note The outcome variable for all regression waal log transformed UCLARA score
None of the main effects, nor interactions were significant in this model.
Original KSS

Diagnostic cohort

The predictors in each model for the outcome (scoreaaritjinal square roadttachment
instrument) were young person's age, gender and diagnostic cohort (IDD ai)omhe purpose of
the analysis was to control for the potential moderating eftéatmgnostic cohorts and gender across
the age of the yang people.

The overall model was not significaf®€ .14, F(5,56) = 1.86, p=.12, with details of the main
effects and interactions displayed in TaB&

Table38

Results bBMultiple Regression Analysis by IDD and Ad@D cohorts

b SE t p F df p adj. R
Overall model 1.86 5,56 .116 142
Age -0.03 0.11 -0.22  .825
Gender Femalg -2.24 3.99 -0.56 577
Cohort fonIDD) -2.63 2.01 -1.31 197
Age* cohort 0.19 0.13 150 140
Age* gender 0.15 0.30 0.49 .624

Note The outcome variable for all regression was t®qalare root transformd€SS score

None of the main effects, norteractions were significant in this model.
Forensic cohort

The preditors in each model for the outcome (score on the original square root attachment
instrument) were young person's age, gendefa@edsiccohort Forensicand norForensig.

The overd model was not significanfR= .16, F(5,56) = 2.14, p=.07, with detals of the main

effects and interactions displayed in TaB&
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Results of Multiple Regression Analysis by Forensic aneFRmoansic cohorts

b SE t p F df p adj. R
Overall model 2.14 5,56 .074 .160
Age 0.39 0.17 2.3 022
Gender Femalg -1.85 4.15 -0.45 .657
Cohort fon Forensi¢  4.21 3.26 2.5 .202
Age* cohort -0.21 0.21 -1.04  .303
Age* gender 0.11 0.31 0.35 731

Note. The outcome variable for all regression was square root transformed KSS score

Main effects

Only the one main effect, age, was significant, by contributing uniquely to the attachment score,

b= .39, t(56)= 2.35, p= .02. No other significaneffects were identified.

Adapted KSSA

Diagnostic cohort

The predictors in each model for the outcome (score oadhptedsquare root attachment

instrument) were young person's age, gender and diagnostic cohort (IDD aion

The overall model wassot significant R2= .12, F(5, 56) =1.46, p=.22, with defails of the main

effects and interactions displayed in Tafle

Table40

Results of Multiple Regression Analysis by IDD and-izb cohorts

b SE t p F df p adj. R
Overall model 146 5,56 .218 115
Age -0.01 0.13 -0.04 970
Gender Femalé 545 471 -1.16 251
Cohort fon- IDD) -2.11 2.37 -.89 .378
Age* cohort 0.16 0.15 1.08 .285
Age* gender 0.42 0.35 1.19 .238

Note The outcome variable for all regression was square root transformed E&8e

None of the main, or interaction effects in the model were significant.

Forensic cohort
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The predictors in each model for the outcome (score oadaptedsquare root attachment
instrument) were young person's age, gender and forensic cohort (Forensic-&agdamsic).

The model indicated that abal@% of the variation in theutcome varible (i.e.,attachment
scoreon theadaptednstrument) could be explained by the main effects of Bge.19, F(5, 56) = 270,
p=.03, with details of the main effects and interactions displayed in Hible

Table41

Results oMultiple Regression Analysis by Forensic and-+ieorensic cohorts

b SE t p F df p adj. R
Overall model 2.70 5,56 .030 .194
Age 0.43 0.19 2.26 .028
Gender Femalé 3.64 4.71 -0.77 443
Cohort fon Forensi¢  3.42 3.70 0.92 .360
Age* cohort -0.13 0.23 -0.55  .583
Age* gender 0.27 0.35 0.76 451

Note The outcome variable for akgression was ledgransformed total KS& score

Main effect
Age predicted overall ste on theadaptedrersion of theKSSR scaleb= 43, t(56)= 2.26,

p=.03. No other effects were identified.
Implications

Overall, the moderation analysis indicated the presence of interaction effects impacting on the
scores of the loneliness and attachimestruments, for both the original and adapted versions.

Hypothesis 8was supported, to some extent. The results stegjdsat the interactive effects of
diagnostic cohort (IDD vs neiDD) and gender, on the original lonelinesalesdepend on agé-or the
adapted loneliness instrument,iateractive effect of diagnostic cohort (IDD vs réDD) and agewas
present effecting the outcome on the scale. Gender did not appear to moderate the relationship between
age and UCLARA scores.

Hypothesis 9was not supported. devidence of a moderan effectof cohort or gendewvas

identified for either original or adapted KSS instrument
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Discussion

The aim, ofStudy 3was to explore the psychometric properties of the adapted measures{UCLA
RA and KSSA) camparing their performances to the oridimarsions of the measures (UCHAand
KSS) across four participant cohorts (IDD, A@D, forensic and nonforensic). This was carried out by
tests of reliability and validity and explored in more detail via Gordtory Factor Analysis (CFA),

Bland Altman plots and multiple regression analysis.

The reliability assessments implied the adapted instruments performed equadigtivell
original tools, across the four current cohorts of participants. The outcornss tie tests of internal
consistency riter item and itemtotal correlations suggests that the adapted instruments perform reliably
(and mostly consistently in comparison to the original instruments) across the four cohorts identified in
the study. Som variations in the inteitem and itemdtal correlations were identified but these issues
appeared to be present across both versions of the tools (original and adapted) within the four participant
samples. The one surprising finding was that UeR £ooldoes noappear not to be appropriate fse
within forensic settings, plausibly #seitems pertain to feelirgyofisolation, relation and collective
loneliness (as supportdy the CFA.

The validity of the instruments was initially assessed vid sotare and individual item
correlationsThe resultsmplied goodperformances across different versions of the instruments. This
was further explored, via CFA, which tested the overall fit of existing models within the current (full)
sample, across bothe original and adapted versions of it@ruments. The outcome of the CRA
suggested both the original instruments, UGRANd KSS performed in line with the existing theoretical
models. The identified factor structures were in line with the modelsvatoged in previous studies
(Zakahi & Duman, 1982; Lieberman, Doyle, & Markiewicz, 1999; Shelvin, Murphy & Murphy, 2014;
Barcsi et al., 2017). The adapted k&%lso performed, in agreement with the tdactor model as
proposed for the original versionoirthese measures that fitted into thesemxg theoretical models, it can
be suggested, they verified the existing factor structures of the instruments, within the full sample as

made up of the four cohorts of young people.
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For theoriginal UCLA-R, thethree factor modelproduced better mod@&r, within the current
sample This was found to be in line with the existing factor structure propos&tdiyin et al. (2014)
who assessed the instrument ipogoulation of adolescent$his factor structure gigests the UCLAR is
composed of threetiant variables that arealation, relationaind collectiveconnectedness

Feelings of aloneness and withdrawal are captured by the isolation factor, collective
connectedness relates to group cohesiveness areldtienal connectedness is thought tptaee the
social aspects of loneliness, in relation to social networks with others.

Conversely, the adapted UCHRA failed to meet the requirements for an adequate model fit, as
assessed by the same two or thretofastructure models (derived from thégimal version). The
adapted UCLARA was not performing the same way as the original instrument, implications of which
are that the adapted UCLRA is not measuring the same latent variables (as identified thrbegh t
original version) and possibly not tilee same degree as the UCRA

For the original KSS instrument, also a thriaetor modeproduced, overall a better,fiis based
on the work byBarcsi et al(2017. Suggesting, the original KSS items correlaih three main factors
described areliance, availability and autononny relation to a caretaker.

Reliance is suggested to reflect whether adolescents themselves sought or valued parental help,
and availaility, seeks to assess whether they perceiaedmnis as available (Barcsi et al., 2017).
Autonomy support involves feelings of sedfiance, in cases of when children are assumed as
autonomous persons with personal wishes, motivations and roles, egdpetihe parents and admitted
when seeking retion with their own families. It is possible to postulate that the adaptedA&isSter
responded to a twdactor model composed of dependency and availability (defined in the same manner
as reliability and @ailability) (Lieberman et a].1999 as it is @ instrument adapted for young people
with IDD, and those young people would be experiencing less autonomy than thédlDon
counterparts. This might be best explorediore detail, through additional datallection andurther
analysis whereby the Ck performance can be compared acrosswlzecohortdn a meaningful manner.

Bland Altman plots weralerivedto assess for presence of proportional bias between the two
versions of each instrument. The déswere suggestive of some systematic diffeesrimetween the

UCLA-R and UCLARA, as well as KSS and K& The implications of the results being that the
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agreement across the instruments was not very high across the sample. Some variation was present in
how the young people were responding to thedifferent instruments.

The explorative KruskaWallis analysidound significant differences between cohorts in age
and gender distribution, the impact of which was further explored via a moderationaifégsaiim was
to assess whether scores on thigimal and/or adapted instruments could be moderated by either gender
or cohort inclusion (IDD/no#iDD or Forensic/ notiorensic). The results implied that the diagnostic
cohort (IDD and nonlDD) impacted @ the outcome on the loneliness instrumentacitordance with
the age of young person. Though, within the original UGR Astrument, gender was also identified as
moderator, albeit not for the adapted UGRA. On the whole, however all the models weeak, as
indicated byR?< 50%, implying thetesta main and interaction effectgere not accounting for majority
of the variation in the dependent variable (irstrumentscores). Furthermore, a significant interaction
effects were noted in the origirend adapted KSS instruments.

The outcomes dbtudy3 suggest that, overall, tlaglaptationsnade on the UCLARA where less
successful than the changes made on the adapted\KB% UCLA-RA was not as consistent in its
assessments of reliability andlidity. It also failed to follow in suit with ta performance of the original
tool, across the same populations. Implications of which might be that the alterations made to the adapted
instrument hadn impact othei n s t r watidity) tel@atdy and fator structure.

Generally, the adapted KSSperformed more so, in line with the original version of the
instrument (KSS) across the present assessments of reliability and validity, as well as factor structure.
Arguably, less proportional bias was alsanitifieed between these two instruments, thanldneliness
ones. Keeping in mind, these implications can only be made in the context of the current sample of
participants. As was evident from the regression analysis, certain sample characteristiceththenc
self reported scores.

The suggested ffierences between the performance of the adapted URAAnd KSSA could
be suggested as attributed to the scale of adjustments and changes made to the instrumeifité. UCLA
underwent more of a change in itausture via the adaptations than did K&STheadapted UCLARA
included changes in the wording of its questions, as well as alternations to its question format, with this

changing from a Likert scale amordinalanswer format. The adapted k8%n theother hand, did not
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change answer formats, ratht introduced short vignettes to help with understanding of the existing
guestions. The overall results from Sti8lywvould suggest that the adaptations to the original KSS were
more successful, than thasethe UCLAR. Also, the adaptations to the K$fad less of an impact on the

overall scale performance as assessed through the psychometric tests here.
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Study 4

Aims and Data Analysis

The aims ofStudy 4focused on explorinthereliability of theresiliencysubscalescross four
participant cohds (IDD, norIDD, forensic and norforensig, with a specific focus on the performance
of the IDD cohort. In addition to this, group differences, in their performance on the subséaBEAf
were explored

In Study 4the analyses were carried out usB®SS package Version 25 (2019; SPSS Inc.,
Chicago, lllinois, United States of America). Data collected from the questionnaires were entered into
SPSS. The first step was to test thealalds in how they met the assumptions for parametric analyses.
After which descriptive statistics were presented, to help examine the distribution of the raw data, and

identify any missing data and outliers.

Dataset

The participant dataset, for Studynd the RSCA analysis, is larger than for Stidyne of the
data colletion sites, an HSB adolescent specialist community service, shared their RSCA dataset for
analysis in the current thesis. The site supported the ongoing research but due to conisitenathle
assessment processes already in place, declined offeringpdieeassessment packs (as usestirly 3
to the young people at the service. In its place the team agreed to share, an anonymised RSCA dataset.
The service hath the recent pastated using the RSCA scales as part of their internal assessment
procedires, and they had consequently accumulated some data they were able to share. In addition to
providing the RSCA scores, for eggéirticipant the site also completed project specifietnformation
sheet that identified young people as having or not hain@®D (and gave basic demographic data such

as age and gendeseeAppendixV).

Ethics
As a private service, the data collection site, requestedgharacher to share the existing Ethics
application, and supplementatgcumentation as provided to tN&lS Research Ethics Committééhe

local team reviewed the approval as provided.éwydon- Camden & Kings Cros@Reference: 15
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LO/0688)and granted acceto data collection as adjusted specifically for this site. Spakyfithe team

agreed to share with the researcher, a set of anonymised, existing resiliency profiles. No data collection

was completed arsite by the researcher or any other individeglresenting the current research.

Participants

In addition to thes5 participants as identified and discusse8turdy 3 theStudy 4dataset
cont ai
collected at specialist community service for adolescents who display HarmfulabBehaviours

(HSB) located in England. The full and final datasetStudy 4 focuses on the RSCA scales and

ned

an

addi ti

onal 19

pertains to 84 participanfsee Table 2).

Table42

Characteristics of the participants acroStudy 3and Study 4

participants.

The

Site Participant _ o _
Type of service Participant cohort recruited
category n
Study 3
Forensic 19 Youth Offending Institute Forensic, noiDD and IDD
Forensic 6 Speqallst HSB service Forensic, nofiDD and IDD
provider
Forensic 4 Speglallst HSBervice Forensic, nofiDD and IDD
provider
Forensic 1 Spec.:lallst HSB service Forensic, nofiDD
provider
, . Non- forensic, noADD and
Education 6 Special School IDD
. . Non- forensic, norADD an
Education 15 Special School IDOD Orensic, no and
. . Non- forensic, norADD an
Education 14 Mainstream dcool IDOD OfENSIC, NO and
Total 65
Study 4
Forensic 19 Spe(.:lallst HSB service Forensic, nofiDD and IDD
provider
Total 84

19



265

The ageange of the 84 participants was-1&yearold (M =15.05,SD= 2.08), with the
majority beingmale (87%)andpredominantly identified ashite British (46%).

With the inclusion of the data from an HSB specialist service the spread of participantshecross
recruitment sites and the four categories changed, as detailed in thd3Jable

Table43

Characteristics of the full sample $fudy 4

Young people Young people
Sample N Mage Gender with IDD displaying HSB
(and n of sites) (SD) (male) (% acrosdull (% across full
cohort) HSB cohort)
Young Offending
_ 19 17.32(0.67) 19 5 (6%) 3 (11%)
Institute (n=1)
Specialist Services
30 15.40(1.73) 30 8 (9%) 25 (89%)
(n=3)
Special School (n=2) 21  13.67 (1.56) 16 8 (9%) -
Mainstream School
14  13.29 (1.54) 8 1(1 %) --
(n=1)
N total (% across full
84  15.05 (2.08) 73 22 (26%) 28 (33%)

cohort)

The largest change, fro8tudy 3 was the number of young people within the specialist service,
which increased from 15(udy 3 to 30 Study 4. Within that cohort there was also an increase of
young people with IDD (from 6 to 8 ilmtal) and the number of young people displaying HSB (as
recorded within specialist services) also increased from 9 to 28 in wiak{@asan sample size).

The full sample was split into the same four cohorts &udy 3 the IDD, non IDD, forensic
and non forensic cohortsOverall an additional two young people were identifiebelenging tahe

IDD cohort from the additional specisiliservice.

Young people displaying HSB
Twenty-eightyoung people (33%) out of the full sample of 84 young [eafsplayed HSB.

All of those with HSB wersampled fronspecialist services.
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Out of the total cohort of 28 young people who displayed H®Baverage age was 15.3DE
1.72), all mal&, with six (21%) individuals also having an IDD diagnosis. TheH&8 sampler=56)
were predominantly male (80%), with 16 (29%) young people having an IDD diagnosis.
An exploratory ManAVhitney test did nbreject the Null Hypotheses of mean age acatisé
groups being equgU = 711.50p= .487,r= .076).
A Chi- square analysis found that there was a significant association between gender and HSB
categoryX?(1) = 6.33,p=.013, V=.274 with maled®eing more frequent in the HSB cohort. A Ciguare

test found no significant association between IDD classificatioraaacbrd of HSB.

Data preparation

The RSCA instrument defines personal resiliency within children and young people, in terms of
three core developmental constructs, composed of Sense of Mastery (MAS), Sense of Relatedness (REL),
and Emotional Reactivity ([®A) (PrinceEmbury, 2007). Sensd mastery and sense of relatedness are
considered to be protective factors whereas Emotional Reactivity is proposed as a personal risk factor.
The overall score can provide a mfdeaiguaderstgpdamhi ch t
the wholewhereas the subscale scores and subscale profiles provide more detailed information helpful
for use in treatment planning and evaluation.

As the instrumenis normed(using a generic population of adolescertt® threesubscales can
be examined with spect to each other using thescore metric. Tabld4 displays thel score ranges,
across all three subscales.

Table44

The MAS, REL and REA categorisations of scores

Ranking T score range
High >60
Above average 56-59
Average 46-55
Below Average 41-45
Low <40

12 All female participants remained categorised wittiie non forensic (i.e. nonHSB) cohort as they
were all recruited from educational sites.
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For the MAS and REL scores in the average ranges and above, are suggested to indicate the
young person experiences relative strength in these areas, with the scores in thedralgsvcategories
indicating they do not.

For REA, on the other hand, scomeshe average or above categories indicate the young person
might be vulnerable. Below average scores on REA are indications of young person who does not have a
vulnerability orissues in emotional reactivity.

The instrument also allows forthe caldulae on of a young personbds Vul
Indexes. The Indexes were developed in order to quantify the profile differences as found between the
clinical and norclinical samples of the adolescents.

The Vulnerability Index (VUL) is thetandardied differencebetween the Emotional Reactivity
T-score and the Resource Index, whereas the Resource Index (RES}asitlaedisedverageof the
Sense of Mastery scale and SeofsRelatedness scalescores. The scoring guide for the VUL and RES
notes that & score on the RES that is <45 is below averagelasubre <41 is low. AT score on the

VUL that is>55 is above average and acae >60 is high.

Normality

Theassumptias of normality werassessedia the ShapireWilk test. The Null Hypotheses that
the scales are normally distributed, was not rejected for the Emotional Reactivity §RESkplef =
.348) and the overall Vulndpdity Index (VUL index) score{=.221) The Null hypotheis, thatthe
scales are normally distributed, was rejecrdhe remaining subscales, Sense of Relatedness (REL),

Sense of Mastery (MAS) subscale as well as the Resource Index (RES) score.

Missing data
The same approach to missing datalysis, as used Btudy 3 was adapted fdstudy 4 with
the threshold for detecting missing data set to 1%lultiple Imputation and Pattern Analysisas run
within SPSS that identified and inspected the migsases within the dataset. It was ndteat one
participant (as recruited withigtudy 3 opted out of completing the RSCA scales for unknown reasons.
The RSCA measure of resilience performed very well overall. Across thecaléds 1.95% of all

values are identified as missing. The variablamary chart did not identify a specific variable as the
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most frequently missing. There appears to be no systepadtern to the missing values. This was
mirrored across both the IDDandrbrDD cohort sdé data. Given the | ow
across the items, where missing data were present it was treated as missing at random across the analysis

carried &out below.
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Study 4results

Reliability

In line with the reliability analysis iStudy3 t he current data set was
alpha and correlational analysis.

Hypothesis10: The three RSCA subscales will show good internal consistency (above r = .80;
Cicchetti & Sparrow, 1990) across the full sample, as well as the four cohorts.

Cronbachés al pha an alegutswere intargreted accordingtaltheo ut a n ¢
recommendati ons of Cicchetti and Sparrow (1990) wh
=80-.89), fai7r9)( an=d .umnlacceptable (U = < .70) | eve

Cr o nb ac lsdoresaradhevh ia Tabld5 across the fourrgups.

Table45

Cronbachés alpha scores across the RSCA subscal e

Alphas

Full IDD NonIDD  Forensic  Non- forensic
Scale

sample sample sample sample sample
Sense of MasterfMAS) .92 .90 .93 74 .95
Sense of Relatedne@REL) .94 .92 .92 .88 .96
Emotional Reactivit{REA) .93 .92 .93 .95 .92

The RSCAMASs u b s ¢ al edemofstiated overall excellent internal consistency apart for

one population, the for endevet( Lt=o h.o7r4t) whno apcecrofrodranme

Cicchetti and Sparro@i990 criterion.
The RSCARELs u b s c al e smofstiated ovéraiXcelleht internal consistency apart
from the forensic population, who met the good c
The RSCAREAs u b s ¢ al edemofstated ex8eBeht internal consistency across all the
cohorts.

Item- total correlations
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Hypothesis10: The item total correlations will demonstrate good internal consistency across the
IDD and non IDD cohorts, by not containing items that fall belowd.30 (Boateng, Neilands, Frongillo,
MelgarQuifionez, & Young, 2018).

Item- total correlations, &ween théDD and non IDD cohorts were calculated using
Cr o n b a c hadalysisaThexdsdts of the analysis are displayed in $dileW2 andW3, in the
AppendixW.

Within the IDD cohort natems fell belowr<0.30 onthe MAS subscale, with only one item
(Item 17)doing so on the RES subscale.280), and the one (Item 18) doing so on the REL2(2).

For the noADD cohort, the performancexross the subscalegre slightly different. @ the
MAS subscale the cohtgproduced one weak correlation (Itenr4.266), as did one item (7=.266 on
the REL subscale. But on the REA subscale, three items produced poor associations. Item 4, in particular
produced a correlation 0f=.007, with iems 5 ( =.273) and 18r(=.293) just on the outside of
acceptable limits. However, the deletion of any of these items would have negligible effect on the overall
performance of the scale.

OverallHypothesis10wassupported as the RSCA subscales demonstrated good to excellent
levds of internal consistency both on the full sample and across the four cohorts. The Sense of Mastery
results, for the forensic cohort suggested a less adequate outcome on the rehiabilltyyas iom, o6f ai r

Cronbachos al pha.
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Group differences

The reasn for exploring group difference between the current cohorts, was based on the
knowledge that both i) a clinical and academic interest in the resiliency profiles of young people who
display HSB was growing, and ii) specialist HSB service providers (wlth{h were already assessing
resiliency profiles of the young people in house (see outcomes of Chaptadyl). Therefore, the
current study sought to investigate group differences sithesRSCA.

Given the distribution of the data, most of the arialygs nonparametric. A MannWhitney
U-test was completed for the subscales of Sense of Mastery (MAS), Sense of Relatedness (REL) and the
Resource IndetRES) Index. Whereas, ddst was completed for Sense of reactivity (REA) and the
Vulnerability Index (VUL).

The group comparisons completed were those of IDD vs.lBd@hcohorts, Forensic vs. Nen
Forensic cohort, and seeing as the HSB sample was lar§ardy 4 a group comparisoof HSB vs.
Non- HSB analysis was completed.

To achieve a power @.8 and medium effect size a post hoc power analysis revealed 60
responses as necessary for avoiding type Il error (Claskter, 2004).

Hypothesis 11:The subtests of the RSCA will idéfigtgroup differences between the four
samples.

Full sample scores

Before any tests of group differences were completed the scores of the full S4mBi (vere
aggregated and transformed into norriiestores. The descriptive data of the full samplesthe three
subscales and the two indexes can be found in Béble

Table46

Mean T scores across the full cohort on the RSCA subscales

RSCA subscales Full Sample(N=84)

N M (SD)
MAS 83 43.31 (11.99)
REL 83 43.08(12.29)
REA 83 56.33 (12.12)
RES Index 82 44.34 (11.49)

VUL Index 84 56.25 (L0.44)
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With regards to the normed samples, as illustrated in Zabblae current sample mean for the
Sense of Mastery and the Sense of Relatedness subscales were in the below average category, with the
mean scores on the Emotional Reactivity sulesiceabove average category. The Resource Index scores
are categorised d®low average and Vulnerability Index scores as above average.
IDD and non-IDD samples

To assess for group differences between the IDD andD@iDrcohorts group comparison
analyss was completed for each subscale and index. Each of the three subswaleasthe two index
scores were calculated and are illustrated in T4hle

Table47

The mean and median T scores across the IDD andiB@hsamples onite RSCA subscales

IDD Non-IDD

RSCA IDD Sample Non+ IDD Sample
_ Sample _ Sample

subscales N  Median (range) N Median (range)

Mean (SD) Mean (SD)
MAS 22 45.50 (14 58) 61 43 (12 70)
REL 22 45.50 (1759) 61 44 (4 69)
RES Index 22 45.50 (1359) 60 46 (10 73)
REA 22 55.14 (10.32) 61 56.75 (12.76)
VUL Index 22 56.09 (9.19) 61 56.31 (10.91)

A Mann-Whitney U tests was conducted to compare the scores on the MAS subscale between the
IDD cohort Mdn= 45.50) and the nenDD cohort (Mdn=43). The ManAWhitney U tests indicated the
differences were not significarit€ 632.50,p= .691,r= .044).

A 2-sided, ManrAwhitney U tests indicated that score on the REL subscales were not greater for
the IDD cohort Mdn = 45.50) than for the nedDD cohort Mdn = 44), U = 628.50p= .661,r=. 048).

A 2-sidedMannWhitney U tests indicated that score on the RES index were not greater for the
non- IDD cohort (Mdn = 46) than for the IDD cohorMdn = 45.50), U = 657,p=.975,r=.003).

The independent saie ttest did not reject the Null hypotheses that the average mean REA

subscalescoresare equal across IDD and rtipD (t (81) =-.534,p= .594,d= .139).
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An independent samplegdst was conducted to compare meared#fice on the VUL index
scores, bsveen IDD M = 56.09,SD= 9.19) and nottDD (M = 56.31,SD= 10.91) cohorts. The
independent samplegdst was found to be statistically nsignificant ¢ (82) =-.083,p=.934,d=.022).
Forensic and nonforensic sanples
To assess for group differessbetween the forensic and néarensic cohorts, group
comparisons were completed for each subscale and index. Each of the three subscales as well as the two
index scores were calculated and are illustrated in Bdble
Table48

The mean and median T scores across the forensic andarensic samples on the RSCA subscales

Forensic Forensic Non- Forensic Non Forensic
Sjacs:fales Sample Median Sample N Sample Median Sample
(range) Mean (SD) (range) Mean (SD)
MAS 49 45 (25 68) 34 42.50 (1270)
REL 49 44 (2% 59) 34 45 (469)
RES Index 49 46 (25 62) 33 46 (1673)
REA 49 55.82 (11.52) 34 57.06 (13.07)
VUL Index 49 55.20 (8.55) 35 57.71 (12.60)

A MannWhitney U tests was conducted to compare theescon the MAS subscale between the
forensic cohort (Mdn = 45) and the ndarensic cohort (Mdn = 42.50). The Mafithitney U tests
indicated the differences were not significddt(740,p= .389,r= .0%).

A two- sided ManAWhitney U tests indicated thatare on the REL subscales were not greater
for the non forensic cohortildn = 45) than for the forensic cohoNldn= 44), U = 813.50,p= .857,
r=.02).

A two- sidedMann-Whitney U tests indicated thatore on the RES index were not greater for
the forersic cohort Midn= 46) than for the narforensic cohortidn= 45.50), U = 798.50,p= .925,

r=.010).
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An independent samplegdst was conducted to compare mean difference on the REA subscale,
betweerforensic M = 55.82,SD= 11.52) and noffiorensic M = 57.06,SD= 13.076) cohorts. The
independent samplegdst was found to be statistically nsignificant ¢ (81) =-.457,p= .649,d= .101).

An independent sampleddst was conducted to compare meéference on the VUL index
scores, between forengid = 55.20,SD= 8.55) and notffiorensic M = 57.71,SD= 12.60) cohorts. The
independent samplegdst was found to be statistically nsignificant ¢ (55.76) =-1.02,p=.311,d=
. 233) . Ltecjectad Bl bBypathesss of equal variandes §.05 p < .05), therefore degrees of
freedom were adjusted from 82 to 55.76.

HSB and norHSB samples

To assess for group differences between the HSB andH&® cohorts, group
comparisons were completed for each subscale and ifideX1SB cohortr{=28) comprised of the
young people who hadisplayed HSBas detailed in the participant section. The-itd8B cohort (=
55) were the remaining young people from the full samgte4). The group means and mean ranks can
be observed in TabKk9

Table49

The mean and median T scores across the HSB antbrammsic samples on the RSCAstales

HSB Non- HSB
_ HSB Non HSB
RSCA N Sample Median N Sample
Sample _ Sample
subscales (range) Median
Mean (SD) Mean (SD)
(range)
MAS 28 45 (25 68) 55 43 (12 70)
REL 28 46 (23 56) 55 43 (4 69)
RES Index 28 46.50 (29 62) 54 46 (10 73)
REA 28 53.93(9.29) 55 57.55 (13.24)
VUL Index 28 54.21 (8.44) 55 57.27 (11.23)

An independent samplegdst was conducted to compare medfedince on the REA subscale,

between HSBNI = 53.93,SD= 9.29) and no#HSB (M = 57.55,SD= 13.24) cohorts. The independent

samples-test was found to be statistically nsignificant ¢ (72.77) =-1.44,p=.153,d= . 39) . Leven
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test rejected Null hygtheses of equal variancgs= 4.15,p < .05), therefore degrees of freedom ever
adjusted from 81 to 72.77.

An independent samplegdst was conducted to compare mean difference on the VUL index
scores, between HSBA(= 54.21,SD= 8.44) and notSB (M = 57.27,SD= 11.23) cohorts. The
independent samplegddst was found to be statistically nsignificant ¢ (82) =-1.27,p=.208,d= .31).

A two- sided,MannWhitney U tests was conducted to compare the scores on the MAS subscale
between the HSB cohoidn =45) and the nonHSB cohort Mdn= 43). The MansWhitney U tests
indicated the differences were not significdot695.50 p=. 472,r=.079).

A two- sided, ManAWhitney U tests indicated that score on the REL subscales wegecatdr
for the HSB cohdr(Mdn = 46) than for the nerHSB cohort Mdn = 43), U = 749,p= .840,r=. 022).

A two- sided,MannWhitney U tests indicated that score on the RES index were not greater for
the HSB cohortNldn = 46.50) than the netdSB cohort Mdn= 46), U = 717,p=.703,r=. 042).

Hypothesis11 wasnot supported by the data. No significant group differences identifiedon

the scores of resilience across the subscales between the cohorts.

Discussion

The first aim, ofStudy4was t o assess t hlabili $thAcontextotthefuline nt s
sample as well as the individual cohor-ttesm. The ar
correlations supporteaypothesed4 0. Results suggested that the internal caesisy of the RSCA
instrument is of gootb excellent quality within the current sample, this was in line with previous
findings (PrinceEmbury, 2008). The internal consistency of the instrument was tested across the four
cohorts (IDD, nonlDD, forensic ad non forensic), most of which, aparom forensic cohorts
performed in good to excellent categories.

A set of item total correlations were completed to assess the internal consistency of the items
across the IDD and neitDD cohorts. The results of wth found thabverall,the items perfomed well
across both cohorts. Some weaker correlations were identified for both cohorts, hoovevbad a
severe effect on the overall performance of the scale. The weakeditaincorrelation(= .007) was

achieved within the nonIDD cohortonlten4( get very wupset whathe t hi ngs
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REA subscale. However, given the small impact the deletion of the said item would have on the overall

scale U, it was decided to retain al/l i t ems.
The secod aim, ofStudy 4 examina group diffeences of the RSCA subscales and its index

scores, across the cohorts. The scores indicated that, as a full sample the young people in this study

scored below average on the Sense of Mastery and the Sense of Refaseitiseales. They also scored

in the dove average range on the Emotional Reactivity subscale. Their Resource Index scores were

categorised as below average and their Vulnerability Index scores as above average.
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Overall discussion

Summary of findings

In the two studies a humber of validatiand reliability assessments were completed in relation
to three instruments, tools specifically selected for their use within forensic adolescent service provisions.
Out of the three instruments, two (UBIR and KSS) were adapted for an IDD adolescepuladion, as
detailed in Chapter 5. The third instrument (RSCA) was not modified given its already accessible format,
as reported by the authors, for a young population (REmnckury, 2008).

Together, th instruments assess three psychosocial domaatotdscent development,
emotional loneliness, attachment and resilience. These domains have a clinical function (that feed into
identifying treatment needs) and they should therefore form a part of tchadisessment process, within
specialistserviceproviders Despite this, as illustrated by Chapters 3 and 4, assessments of these and
other strengthbased domains, form part of a less frequent assessment practice for young people with
IDD, due to a laclkf availability of instruments.

The instrumentshosen for adaptation were the UG and Kerns Secure Scale. The
Resiliency Scales instrument was not adapted but its reliability was examined for application within an
IDD adolescent population. Togethbese instruments wetestedfor their applicatbn within four
populations, the IDD, the neiDD, the forensic and nerfiorensic cohortsDue to challenges
encountered in participant access and recruitment, it was not posshigléoout and test anSB
cohort.

Study 3examined the performance ofthdapted instruments, across a number of reliability and
validity analy®s, whereasstudy 4reviewed the reliability of the resiliency scales across a specific
population and explored group differencesheir performances.

Study 3presented divergingesults in terms of the validity, and reliability between the original
and adapted loneliness and attachment instruments. On the assessment of reliability both the adapted and
original UCLA-R, and KSS scalgzoduced, overall, good internal consistency ssitte four cohorts,
although the forensic cohortodods reliability was r

The results of the confirmatory factor analysis, although overall supportivesthg theoretical models,
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was not of a satisfaaty level for the adapted UCARA instrument. Furthermore, the Blan&ltman
plots suggested the presence of proportional bias between the two versions of each instiiimsente
variations in how the pticipants scored the two version$iefmoderatiomnalysis suggest that cohorts,
and gender moderated the relationship between age anpbsmived loneliness, as well as age and
attachment relationships.

On the other hand, the existing reliability bERSCAsubscales was supported across the four
cohorts. The instrumengerformedn the excellent category, with a minor divergence created by the
forensic cohort of young people on the Sense of Mastery subscale. The between group tests did not

demonstra any significant differences, between the cohastexplored.

Interpretations

The current two studies, especially Study 3, sought and completed a set of analysis assessing the
adapted instruments applicability beyond past works within the area. Nafiadlye statistical methods
employedwithin Study3 amore indepth evaluation of the two adapted scales and their applicability, as
well as appropriates for use in IDD adolescent populatiwas presentedrhe two directly comparative
projectsthat also sought to adapt and evaluate the use of adagtedriants for young people with IDD
who display HSB, havimcludedtheonefocusing on an instrument of cognitive distortions (QACSO,

Cygan, 2015)andthes econd on devel opi ng relatiomshippsandsexuad f y o u n
knowledge (ASKA, Richards, 2018).Both did so, by carrying out only the more traditional tests of

validly and reliability checks, and although they were successful in obtainingetest data, their

respective statistical assessments were restricted to these psychometrimasalliae current work, on

the other hand addressed some of these limitations by including assessment of bias, evaluating the

existing factor structures tiie instruments and exploring the plausible interactions, at play within the

data set obtained. Gaw this, the current studies have provided new boundaries which could and should

be explored in future empirical work of psychometric assessments of adegttachents.

As for the finding, by expanding beyond some of the more traditional means ofseagséise
reliability and validity of the adapted instrumeritge instruments within the current thesis were evaluated

in more detail offering some interex findings and implications.
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As notedby VassarandCrosby(2008 the UCLA-R scale iswvidely usednstrumentfor
assessment of loneliness in both children and adolesgetstudies have presented conflicting
reliability results for these populatiorfductuations in how the reliability of the instrument performs
across populations have bedwcumetted In the light of which, théinding in relation to the
performance of the forensic cohort on the original UER Avithin Study 3were not surpsing. This
would suggest that for assessments of emotional and or social loneliness this instrument roghésiot
placed in forensic setting8lternative instruments should possibly explore loneliness in the context of
the incarnated or residentiakisegs, these young people find themselves in, via question items that
explore the impact of such circumstaacspecifically.

Interestingly, theadapted UCLARA did perform better within this population but the outcomes
of the confirmatory factor analysisuggest that this might be because the adapted instrument is tapping
into a different set of latent variadd. This needs to be further explored in future work. Of nidezling,
Rose,andBeech(2007) havesuggested that majority of (adult) IDD resednels primarilyutilised the
UCLA-R as a one facta@tructure scalesuggesting thisnight be a better fit fathe adaptethstrument

The current study did offer some support towards the reliability and validity of the original KSS
(Kerns et al., 2001k use of adolescents with and without IDD, as well as those in forensic and non
forensic settings. The existing thrieéactor structuréBarcsi et al., 201Ayas also supported by the
current findings of the CFA. Furthermorbetadaptation to the&SA did not appear to compromise the
internal integrity of the instrument. Yet, it did respond better to the two factor str{cigiperman et al.,
1999) suggesting that ineasuresittachment in a different manner to the original instrument.

Although, proportional bias was present between the two version of the KSS, as well as UCLA
R, suggsting that young peoglwere not answering the questions in quite the same manner, across the
two versionsThis, to some extent might be assignment to the fact that they possibly understood and
answered the questions differently, according to their geaddrcohort.

Integral to the interpretation of the results across the two studies herein, is a requirement to first
and foremost offer an acknowledgment of the implications the significant difference in age and gender, as
present between the four cotorAlthough the initidintention was recruitment of matched pairs, across

the four cohorts, due to a variety of challenges experienced and discussed earlier, it was not achieved,
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leaving the raw data collected subject to unavoidable Bresimplicationof this are discussezhd
managedvithin eachdata analysisection separately, batsummary is also offered below.

On average participants in the forensic cohort tended to be older than participants within the non
forensic cohort (i.e. those recruitddough education puaders). The oldest participants were recruited
in the YOI, followed by the specialist HSB services, and interestingly the largest proportion of the IDD
cohort (55% of full cohort) was based in these forensic settings. A numbesohsdar this may be
consideredthe age of the youngerson mighinfluence whether they are seen and receive a diagnosis,
with older adolescents being more likely to get a diagnosis, or it might be an illustration of the over
representation of the IDDobort within forensicettings, or finally it might be an expected outcome of
one of the original aims of the study, later dropghd 6riginal aim being to recruit participants with
IDD from HSB specialist providers). A closer review of the recruitmiges ®f the IDD cohorillustrates
that although the largest proportion was recruited from HSB services (due to intentional participant
recruitment drive), whereby 54% of participants from HSB sites had an IDD diagnosis, the next largest
proportion (38% amentified with IDD)were located within specialist schadl$iis means some overlap
was present across the four cohorts, as debated earlier.

Additionally, the gender split was uneven across the four cohorts, as all the females were located
within the na- forensic settingscphort). The impact of thedactors was explored in the moderation
analysis, the results of which suggested both age and gender to influence the outcome on the instruments.

In considering participant characteristics, it was foumd within the IDD cohd, over half
(55%) were reported as having additional seeimotional difficulties and diagnosis. This result is in line
with the findings from both Chapter 4 and previous empirical studies (Emerson, 2003; Emerson, 2007).
Furthermoe, within the forensicohort 20% of those with IDD selfeported being victims of abuse and
or neglect. But this is a limited finding, and should be interpreted with some caution, as it was not
possible to collect the same quality of information acrtsherecruitment sés. Namely, within the one
mainstream schooh€ 14), the SENCO, despite copious reminders, did not complete the participant
sheet in relation to the additional difficulties experienced by the young people.

Although the original KS$hstrument presente@dsiemissing dataequiringhot-decking

imputation an analysis of the missing data suggested there was no pattkis(&ven between the IDD
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and non IDD cohorts). A hypothesised reason for this is suggested to be down to thieobgoginal
KSS, whth is of a format that is rather busy, with a number of items per page. Where a participant
completes one question, and if they look away, they might miss their place on the page, and subsequently
accidentally miss answering the nexiestion. As part ohe modification process, on the adapted
version of KSS each question was deliberately placed on individual pages. The percentage of missing
data for the adapted instrument was subsequently lower than the original instrument,daumetill
remained. Reasarfor missing responses here might have included pages sticking together. With pages
sticking together two items/ questions are easily overlooked.

Where the original UCLAR was modified with feedback from experts by experience, the
response format changédma4poi nt Li kert scale to a yes/ no anc
format. The inclusion of the DK responses is contested and the analysis of the responses on the adapted
UCLA-RA suggests this response was used with some freglgrboth the IDD andor IDD cohorts.
The highest frequency DK items (wi25% of the respondents selecting it) wéram good at telling
what my friends and family are feeling, |l donoét
interests ad hobbies are sameast her peopl e | know, Other peopl e
ideas like meThese were items that tap into the isolation and collective loneliness factors in-a three
factor modelShelvin et al., 2014)Objectively they are ab, predominantly quéens in relation to the
wi der soci al net works of the young person, and r
of themselves, which might be reasons for the frequent DK response. They might be challenging for the
younrg persons to evaluaie terms of a definitive and categorical Yes or No response. Two (items 3 and
8) of these four items also produced particularly low30) inter item correlations, lending evidence
towards them being particularly difficult for youpgople, in the currérsample, to assess.

Overall, the results from the analysis of the UCRAuggestthat although loneliness is an
important domain to assess, the UGRAmight not be the best choice of instrument in forensic settings
and instead othrdools for assessingneliness (perhaps with a different factor composition) should be
considered. Furthermore, the adapted version, the URAAonNtains limitations in terms of its

reliability and wider construct validity as assessed in the currenisamp
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The analysis ofhe reliability and validity of the KSS lend themselves to somewhat more clear
implications. The results found that the adapted version of the KSS performed in line, and in the direction
of the original, and the regression analysigsuted the hypothesd ability of the adapted scores
predicting the direction of the original, for all but one item.

The CFA findings support the use of the thriaetor models for scoring the original UCLR
and KSS instruments, in a heterogenous gauyoung people. Thiaree factor models of both have
been established in a number of previous studies using exploratory factor analysis (Barcsi et al., 2017;
Shelvin et al., 2014) and have been replicated ¢ adapted KSSA, however produced a ltet fit
within the two factor model. Regrettably, the adapted UCGRA was not pdorming in the same
manner as the original UCL:-R within current sample. The adapted instrument did not achieve a good fit
model, the implications of which are thas an istrumentit is not mesuring the latent factors to the
same degree as the original.

Finally, although no significant group differences were found on the RSCA scales, the overall
results of the resiliencsubscales suggested the current participexpierence some challenges. The
overall sample means on the sense of mastery and relatedres e i n t he 6bel ow the
with their emotionateactivityr e sul t s wi t hin the 6dabove averageo
sampleis above agrage and their resource index is below average. Overall, these results indi¢hte that
sample, as a whalbad a poor resilience profile, they are classified as vulnerable to some extent with a
low ability to access their resources at times of nagabtential reason for this, might have been down to
the recruitment sites. Referringdikato Table 42, it is clear that although some coutt@iance was
attempted via recruitment of participants from both forensic and educational provisions, what esnerges i
that the sample recruited via educational provisions was composed primarilyasfcahis from special
schoolgonly n=14 young people were from mainstream schodlsjs is of significance because, in the
UK special schools specifically cater educadiiqorovisions for young people with additional needs and
vulnerabilities in any of t following areas; communication and interaction, cognition and learning,
social, emotional and mental health, as well as additional sensory and physical needs. Téu@inspdic

which are that their resilience profiles should reflect these additioadkrama/ulnerabilities.
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Limitations

A number of limitations will have impacted on the results and the possible data analysis of the
current studySmall sample sizes regsent one main and recurring challenges in conducting research
with niche populatios, and replication of findings is essential in validifying the current findings.

Thus, theprimary limitation of the studyasthe small and selkelected samphithin. The
small sample limits the generalisability of the resuliddifional participantsvould have been involved
in the two studies representing more variety of the service provisions.

Secondly, young people with IDD were somewhat umdpresented (i.e., 3186 Study 3and
26% inStudy 4 and may have marginally biased the findings whergutbep comparisons were
completed. What is more in the current study, due to challenges experienced with data collection it was
not possible to undertake testest analsis, which may neetb be addressed in future studies.

Some issues are also preserthe design of the studies. It was not always possible for the
researcher to collect the data, hersmif to variations in service accebeaningit was not possibl&o
know how much support and help some participants might have had in compleimgjrimaents
Finally, the study could have benefited from employing a measure of social desirAbBig&gsment of
socially appropriate responsa®, in some instancagegrated intanstruments themselves (such as the

Trauma Symptom ChecklidBriere,2004) but it was not included in the data collection within.

Summary and future directions

In the two studies presented, two adapted instruments were evaluatedr fiealithigiity and
validity and one assessed for its suitability for an IDD populafibe resultssuggest that some of the
alternations were more successful than others, with the adapted attachment scale performing overall
better than the adapted lon&#s instrument. Moreover, the resilience scales appear to be suitable for use
and appcation with young people with IDD. Together these assessments were able to evalwaderthe
psychosocial functioningf young people within specialist services, theyrevespecially intended for use
within HSB provisions. As demonstrated in the eadlepters, currently practices are too risk focused,
especially when it comes to young people with IDD, as there is a stark lack of appropriate instruments to

use for a hlistic assessment. The analysis completed within Study 3 and 4, within Chapteglt,teou
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address this. The results are supportive of the use of the adapted attachment (KSS) instrument and the
RSCA within such services. Less evidence, was found forhication of the original and adapted
UCLA-R/A instruments.

Given these findings ture empirical workshould focus on developing further instruments for
the IDD populations. It is clear from the resilience outcome profiles, that this is a completx cidiese
are only the starting steps towards meeting the needs for these vuliredafidieials. Further
assessments need to be adapted and/or developed to help inform appropriate treatment work, that will

opti mi se t he yterm wajbeipgead tseeatmedtoutdores. g
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Chapter 7

Implications and Future Directions.

Overview

In the final chapter of this thesis the findings of the literature reviews and empirical research
conducted are summarised. In addition, the wider implications of thesrésudtpplied practice and
future research is considered. Finally, included in tlatdr are reflections of some of the challenges

experienced and the broader limitations of research in this field.

Thesis Overview

Research has identified that a projmrtof sexual offences are conducted by men with
intellectual and developmental didiles. Studies looking at childhood experiences of the men often
report family discord, violence, poor parental control and neglect (Day, 1994; Fortune & Lambie, 2004).
In addition to whichbehavioural disturbances at school, psystcial deprivation, and psychiatric
illness are also frequently reported (Awad, Saunders & Levene, 1984; Caparulo, 1991; Winter, Holland,
& Collins, 1997).Men with intellectual and developmigl disabilities (ID), unlike the men without
IDD, tend to be less discriminating in their victim choice and appear to be more likely to assault those
individuals who are accessible to them in terms
Langevin & Curnoe, 2008)Characteristics such as poor coping strategies (Lindsay et al., 2010) and
mental health problems (Murphy, Holland, Fowler, & Reep, 1991) in men with IDD, have been
postulated to predict later involvement with the CJS.
A proportion ofadult men with IDD wo sexually offend, have also reported engaging in
sexually abusive behaviours before the age of 18 years, although with only a few being convicted of it
(SOTSECGID, 2010). Recent national crime reports from England, indicate thauthber of reported
sexual offences against children, under the age of 18 within England had increased, with a proportion of
incidents perpetrated by other children and youn

between a quarter and a thoflall sexual abuseiithe United Kingdom involves children and
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adolescents under the age of 18 as the alleged abusers (Hackett, Holmes, & Branigan, 2017). The exact
prevalence rates of young people with IDD who display harmful sexual behaviours (HSBhiested

topic, with most studies offering figures suffering from different methodological limitations. The general
indication is that between% (Pullman & Seto, 2012; Vizard, Hickey, French, & McCrory, 2007) of
young people who present with HSB drale been identifiedia CJS routes, have an IDD diagnosis.

Young people who present with HSB are different to adults who display HSB as they have
different roles in society, different motivators behind their actions, as well as forces, factors, attitudes
(Rich, 2009)No only this but heir sexual behaviour needs to be considered within their developmental
context, which can give an indication of the motivations of such behawidatescence is a time during
which drastic changes take place both physgickl and psychologad. Specifically in instance where
the young person has IDD, it leaves them more vulnerable to different forms of abuse and neglect.

In more recent national reviews of adolescents who display HSB, research has found, more often
thannot, family systems$o be broken and children having a letegm history of severe neglect and abuse
(Ghani, 2013; Alond et al.,2006; Alywin, Struder, Reddon & Clellannd, 2003; Barbree, Marshall &
McCromick, 1998; NSPCC, 2016). Case file reviews, frontigfist HSB service qoviders consistently
find the majority (between 680%) of the young people (with and without IDD) referred to the service
will have a history of at least one type of abuse or trauma in their childhood, examples including
emotional abise, severe neglesgxual abuse, physical abuse, domestic violence, parental drug and
alcohol use, and parental rejection (Hackett, Phillips, Masson, & Balfe, 2013; Vizard et al., 2007).
Notably, some research has suggested ID adolescents to be mgreHadw®the nodD group to have a
history of sexual abuse, as victims (Lindsay, Law, Quinn, Smart, & Smith, 2001).

The types of behaviours and offences committed appear to be similar across the IDD-and non
IDD cohorts. They both display a variety of bglours in terms ofange, with most of them, once they
are in touch with specialist services, having engaged in more than the one type of behaviour. Although,
IDD adolescents have been found to be more likely to engage icaomtact behaviours, and dess
likely to engagen grooming behaviours (Gilby et al.,1989; Stermac & Sheridan, 1993; Fyson, 2007;

Gilbey, Wolf & Goldberg, 1989; Almond & Giles 2008).
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Notably, in comparison to the research on adults who sexually offend, and adolescents without
IDD, very little is known about those with IDD, apart from the fdoty comednto contact with specialist
HSB services. The reason for a lack of clinical knowledge and understanding is dowryt@ [aek of
appropriate assessment instruments, whichrimmeans a weaknegssthe holistic understanding of the
person and their circumstancesich lead them down set pathways to displaying HBs is despite
data, on nonIDD cohorts leading to hypothissuch as there being an interaction between pratsamt
of HSB in adolscents and wider vulnerabilitiess well aexperiences of maltreatment (Clements,

Holmes, Ryder & Mortimer, 2017A lack of knowledge and understanding of IDD in mental health,
care, education as well as the criminal justice settihgwever is not agw national failing, as was
demonstrated byalbot (2007)and Emerson & Baines (201®or a long time now, there are continual
research findings showingthato ung p e o p | e 6 sin serwieescentriuingto tme avider me t
hedth inequalitiesacrassthe UK for those people with IDD

In order to assess the potential impact of such negative life experiences, it is important to explore
and recognise the function of psychological assessments. Assessments completed in the context of
specialist, applied services need to be robust, appropriate and adapted to the needs and vulnerabilities of
the person they are assesgibaw & Wolpert 2014) The data collected not only contributes towards the
case formulation in a clinical sense anstdy of treatment responsiveness factors, but also, helps
expand our empirical understanding of the young person in the context of the HSB they displayed. It
offers a means by which systematic data can be collected for the development of theoraiaal offe
models. This in turn leads into informing better adapted and developed intervention and treatment
programmes. Professional, clinical judgements are strongly mediated by construct validity of assessment
instruments, as such instruments provide datatwchelinical judgements are made (Haynes, Richard,

& Kubany, 1995).

In order to find and collate all the adapted or specially developed assessment tools, and
instruments for young people with IDD who display HSB, a systematic review was completed ier Chapt
3. The focus of the review was on identifying strerggised tools, and moving away from a risk focused
approach, as facilitated by an ovegliance on risk instrumenta limited practice that is often identified

as prevalent in specifically forensettings But this was alsdriven by the knowledge that there already
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existed risk assessment tools for young people with IDD who display HSB, as well as two instruments
that were being developed at same the time as this thesis, focusing on the moecooffehaviour
based aspects. These included the AIM Il a risk assessment instrument, the QACSO that explores
cognitive distortions, and the ASK, a questionnaire exploring sexual knowledge and understanding of
the young people with IDD. Although greydiature was not included in the systematic review, through
access and communication with a national network of practitioners based in specialist HSB services in
the UK as well as communication with a specialist assessment focused development group ,(tH2WG)
researcher was aware that no alternative tools were available. The systematic review identified no
instruments that had been specifically adapted (or developed) for young people with IDD who display
HSB and were available for use.
Consequently, asstussed in Chapter 4 a survey was developed exploring assessment practices
of service providers who might receive referrals of young people displaying HSB. The aim was to
explore how the young people with IDD within specialist forensic services wersatksehat tools
were applied and for what purpose. The susfscifically enquired about thesychological domains
assessed, and the corresponding tools utilised, by the service providers. The findings of Chapter 4, Study
1 suggested that provisions wittgpecialist services were patchy with little consistency in internal
assessment processes. Even though services reported receiving a significant number of referrals for
young people with ID, ASD or IDD, they also appeared to neglect taking into accohrytogung
peopleds needs in their assessment practices.
The most unified practice reported across services was a focus on risk assessments with risk tools
most consistently reported as utilised instruments. Conspicuously, risk assessment tools were also
reported to be used in lieu of appropriate alternatives, supposedly to measure psychological constructs.
Although services reported assessing for a variety of psychological domains, including resilience,
loneliness, and attachment, their selection of ttaled to reflect such a holistic approach. Too
frequently, the answers provided suggested the instruments applied were used for assessment of a variety
and diversity of domains, which did not always correspond to the original purposes of the instrument(s)

in question.
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The issues with an oweliocus on risk and risk tools has been acknowledged and discussed in the
NICE guidelines looking at HSB in adolescents (2016), where it is stated that we still lack a fully
validated model and framework for young pkowho present with HSB (NICE, 2016). An ovircus
on risk might lead to an ovg@unitive or ovefrestrictive approach towards the individual, but also in their
usual format, risk assessment tools do not engage with the person, but are constructdeviech
shared, multiagency documentation and reports. Furthermore, not only does suctiianensional
assessment approach not offer much insight into the strengths of the person, it also does not compare
fairly to the large (in comparison) numberasisessment instruments available for the HobD cohort.

As Lindsay etitisanbtunre@asoriadledtg assurnetthatsabuie and deprivation in
childhood may be an indication of difficulties in attachment and family relatioriship6 p 6 &s0it} , but
as above indicate that specialist provisions, currently fail to acknowledge this via their assessment
practices. Consequently, any intervention work with young people with IDD, might fail to move away
from significantly targeting the sexual behaviand also focusing on the broader concerns within the
childbés family and potentially unresolved trauma

A second study, within Chapter 4, was compl e
psychopathology, with doser lookat how they were assessed in a specialist HSB service. The study
was a retrospective case series based on a number ofdiadgipplinary team reports in a single, leading
specialist service. It was found that young people with IDD referrdtetepecial HSB service were
predominantly male and on average 14 years old at the point of referral. A proportion of the cohort were
referred to the service on the basis of engaging in contact behaviours, and a large ratio of the cohort was
found to haveaxperienced adverse childhood experiences. On average most had experienced more than
two types of traumatic childhood events, with the majority also having abuse related experiences. In
terms of the number of assessments on average offered to the yoplegwitolDD, it was found that
around half otheinstrumentsavailable to those without IDD were offered to thadelescentswvith
IDD. The selection of instruments presented to the young person would have been decided on an
individual basis, and based professional clinical judgment. In analysing the cases included in the
review it was clear there was little consistency as to which assessment tools were offered and recorded as

completed, irrespective of some of the experiences the young person mighelea subjected to.
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Despite a significant proportion of young people having a record of abuse and reedjgast over a

half were recorded as having completed the trauma assessment instrument, with even fewer being offered
to undertake an assessmeintlepression and anxiety. Reasons for this primarily pertained to the
instruments being too complex and too wordy for the young people with IDD to engage with.

On the whole, the literature review, the systematic reviewttsanata chapterl and 2
collectively presented an overview of the specific vulnerabilities of the young people with IDD who
display HSB. Adolescents are different to adults who present with HSB, and their pathways to offending
is less well understood. In comparison to their medabunterparts, those with IDD are more likely to
have experienced abuse and neglect, but the impact of such experiences is less likely to be assessed
within specialist services. Furthermore, there seem to be a lack of available and appropriate assessment
instruments, for specialist service providers to sdiliin their place there appears to be an-aediance
on risk assessment tools, that although holistic in nature (such as AIM Il) are limited, as djsnubssed
not intended for use in evaluatingw@p e o p | e-Gmotienal wellbeing.

Given these findings, Chapter 5 described the process of adapting two existing tools focusing on
the socie emotional wellbeing of the young people. The two instruments were selected as loneliness and
attachment wreconsidered important aspects of ¢hel o | e svelldeing.dndaddition, it was known
that there were already two tools in development, focusing on offgresgfic aspects in relation to
young people with IDD and HSB. These were instruments expltrayresence of cognitive distortions
in young people with IDD (QACSO; Cygan, 2015) and their understanding of sexual behaviours and risk
(ASK-A; Richards, 2018). Furthermore, findings from Chapter 4 indicated other psychological domains
were being regalrly assessed in services for adolescents without IDD, including those of emotional
loneliness, attachment and resilience. For this reason, a tool of emotional loneliness (th&)EZI0A
measure of secure attachment (the KSS) were adapted whereaditheydsiol (RSCA), was selected
for an assessment of its suitability in use with an IDD population. Prior to trialling adapted instruments,
service users with IDD, a speech and language therapist and a group of practitioners with a special
interest in ingument adaptations for young people with IDD who display HSB, assisted with the

adaptation of the instruments to be used (U And KSS).
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Chapter 6, subsequently detailed the psychometric analysis of the selected instruments via Study
3 and 4. Theoolswere testedextensively in anore detailed manner than previous publicativexs done
such as Cygan (2015), Richards (2088)d Keeling, Rose and Beech (200IH)e instruments were
subjected to assessments of validity, reliability, bias, and factatweuTheir utility was assessed
across the IDD, nerDD, forensic and norforensic adolescent populations.

In summarytheanalysis completetbundthe three tools perforeaat varyinglevels in terms of
theiradequacy for use both for IDD and forenggpulations. Although the original loneliness
instrumentoés reliability, overall, was good, it
Identified, were inconsistencies in how young people, based within forensic services, were responding to
theitems within the existing UCLAR tool. This questioned its applicability and use within forensic
servicesafrequentpracticeasidentifiedto occur across service providéseeChapter 4, Study)l
Further data collection might offer more insightbithe presence of nuances but it would appear, from
the data collectedhat adolescents within forensic settings were inconsistent in their responses to the
guestions on the UCLAR. Although, the reliability of the instrument (within the forensic setjng
improved with the adaptions made, its factor structure was not in line with the existing litarature.
confirmatory factor analysis (CFA) data of the original UGRAdId find support for an overall better fit
for a three factor model, composed 8fdational, Collective and Isolatidiactors.The change in the
answer formatwhich meant that the adapted UCIEA became an ordinal scale, might have caused this
deviation,needs to be further explored with additional d&wpportive of this was the outoe d the
Bland Altman plotlooking at the agreement in scores across the original and adaptedRIBLAhe
resultsaresuggeste of a lack ofagreement between the responses across the two instruRieally,
the results of the moderation analyisidicaedthat the outconmon the UCLAR instrument between the
IDD and non IDD, as well as forensic and noforensic cohorts, was influenced thyeage and gender
of each cohort.

As for theattachment tog| the originalKSS produced good reliability ses the sample also
supported the threéactor model fit (eliance, availability and autonomyn line with this, the adapted
KSSA was also of better quality as an adapted instrument, for both reliability and validity, although the

CFA for the adapteHSS-A found support for the twactor model i(e. for the model that specifies
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dependency and availabil)tyather than théhreefactormodel. Finally, overall, BlandAltman plot

suggestea better performance in terms of agreement in scores (asetrencreased so did agreement).

The moderation analysis, suggested both versions of the instrument were influenced by the same variable,
theyoung personds age.

Finally, Study 4 reported on awerall excellent reliability of the RSCA across the four
formulaiedcohorts.This instrument appears to be appropriate for use with IDD adolescent populations.
Moreover,althoughno group differences were identifigtljs might havdoeen an outcome tiiewider
lack of variation in thesample Namely, @ detailedn thedescriptive sectioof Study 4,a large number
of participants were identifiedia special schools, schools which will specifically work with young

people with variousomplex social and emotional negdéose resilience profiles might be weaker.

Limitations

Limitations associated with each study are discussed in detail ircleapterthere arehowevey
some limitations arising from the combined findingshef currenthesis which requiracknowledgment
Firstly, the presenthesis as well astherprojectsand published researatthis field, hafocussedn
adolescenimaleswho display HSB Generalisability tahildrenandfemaleswith IDD who might display
HSBis not recommended and wikquirefurtherempiricalexploration.The behaviour of adescent
females with IDD who might engage in problematic behaviours, is even less studied and understood than
the current, niche cohort. In addition, the present research, did not differentiate betieerand in
person acts thahight be consideredsky or harmful, on the continuum of HSB. This is due to the
variety of challenges experiertteith participant recruitment but it would be worth exploring further.
Access to anthe potential negative impact of pornography online vgefi-documented andrgwing
concern, recognised across national <childrends &
done in assimilating data and information in rel
especially in instances wreeadditional vulnerélities are present, such as IDD andéaperiences of
maltreatment.

Secondlyalthough the issue of the sample sizes was acknowledged witlsepgamtetsdies

above, it is important to discuss this challenge and its implicafltmsughout the reseenr journey of
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the thesis the researcher madsgaificant effort in networking, disseminating information about the
research and establishing professional partnershifis was a process in which a consensus was voiced
by professioals within HSB servicg that there was an imperative need for adapted instruaretds
significant demand for empirically validated instruments to become available for use in assessing young
people with IDD. Professionals, across service provisionsperiently from each bér, voiced
concerns around current lack of appropriate instruments and the impawighisave irntheir work with
the vulnerable adolescents. Yet, once the opportunity, via current studies presented itself to support data
collection, addressing thissse themajority of the services declines to cooperate. In some instances, this
might not have been through a fault of theirs. The national approach to specialist service provisions was
undergoing changes, at different times of tawdollection periodlhis might have meant changing
from a Tier 4 to a more general service provider. On the other hand, there were a number of large
services that declingdking partdue to the professional commitment this might have entaileédein
opinions. Despite nuarous attempts to collaborate, and find a solution in such instances, this did not
materialise.

Relatedly this presented various recruitment problems, resulting in small numbers of
participants, especiallpr group comparises in Study3. Although thiswas addressed, at the time
through creating a wider forensic cohort of participatis,in itself is problematic due to thimitations
it creates for psychometric analysis. This is an inherent problem with research intopotdcted, and
hidden population. However, in the light of the current work there might be an opportunity to carry on
these research collaborations, in the future.

Finally, in the current thesibére was no opportunity to checkhie UCLA-RA and REA
instrumens weresensitive to treatment changéhis would entaikevaluatingan intervention programme
specificallytailoredfor young people with IDD who display HSBevelopment work that that hasly

recentlytaken placehe UK (see Malovic, Rossit& Murphy, 2018).

Implications for Practice

The current thesis sought to explore, justify and adapt instruments for a forensic cohort

(specifically focusing on those displaying HSB) of young people with IDD. It was evident that current
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applied practicedr adults with IDD was basemh more empirical work and a better clinical
understanding than the current practices were for adolescents. Although it is understood and agreed that
individual with IDD process information, both written and auditdlifferenty to non IDD individuals,
the current studies suggest there are inconsistencies in how these specific needs of the young individuals
with IDD are assessed and subsequently met within specialist services.

The outcome of the literature review, and theligsi exploring current praces provided
empirical and clinical evidenceupporsthe requiremestand demanslof the studiednstruments. The
empirical work on th@dolescents/as in its infancy, such that the current studies suggested an overlap in
assessment practices fapsewith IDD and without IDD The implications of this are thatlack of
recognition is present in how additional vulnerabilities might impact on thermre®f HSBmearing
young peopl ed s leatiagtapsactiaes thabniributeto widet heath inequalitieften
encountered in service delivery for individuals with IDIhe case study, and the data collected for the
psychometric analysis tiie instruments, supports the earlier findings of the IDD cohort being a
particularly vulnerable groujn comparison to their neiDD peers Accordingly, this needs to be
assessed, and explored in more detail within specialist service providersyithalte clinical
understanding of the offence pathways, which might be different for those adolesteiatsdwvithout
IDD. The tools selected for an evaluation here stem from a drive to move towards a strength focused
treatment and intervention withiiSB service providerd.he results suggest the adapted instruments for
attachment and loneliness, as veathe applicationof the Resiliency Scales for Children and Young
people(PrinceEmbury, 2015)might be suitable for the IDD cohort in the specialist servirehand
with each other they can offer anpmptunity for wider, more person focused clinical intervigiwdake
place.Theyareinstruments that offered the young person an opportunity to engagseHassessment,
and the information derived from them can help balance out the curresetimece on risk assessment

tools with young people with IDD.

Implications for future research
As a whole, the current thesis sought to presehioagtheoreticalargumentandempirical case

for a needor adapted instruments within specialist HSB servibas work with young people with IDD.
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Access to suctoolswill help shift the current over focus on risk assessments that is specifically
prominent incases where the young person has IDD. It will also offer an opportunity to empirically
explorethe roleand the function of abuse and neglect on those young peipltbD who display HSB.
A standardised approach to assessments will also pramigigharcedunderstanding of what treatment
needs these young people might havtichin time will support the evelopment of more strength
focused intervention programmeairthermoreby adapting assessment instruments to the needs of
young people with IDDthere will bean opportunity to explore any differences in the profées
offence pathways, between thasgigh and without IDD is created.

The implications of the current work, are that there is a need for adapted instruments, and much
more research and work is neededven out, the current inequality in terms of assessment procedures

across the two cohar(those with and without IDD).

Final Comments

We cannotelp and support behavioural changegdang people on the basis of addressing their
HSB only. As clinicians and practitioners within specialist servicdgrestreatments are offered on the
basisof (what should béolistic) assessmentse have to think about theung person in the context of
their IDD, and any other vulnerabilities, such as a history of maltreatmerse ateesome of the
foundations of meaningful, anmkrson centredwork. Given the extent of detopmental vulnerabilities
and prior experiences, the welfare of young people who display HSB should be a primary concern.
Interventions need to be targeting both the HSB but also addressing any other, general areas of unmet
need. Afterall, adolescence & period that entails ongoimgvelopnent, growth and changast only in

a physical sense, butintermsyob u n g ppersomalityandl sellbeing
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Chapter 3. Search terms for the systematic review

353

Search Terms

Command Subcommand Variations on the search term

A) Cognitive disabil* OR
pervasive developmental disord*
retard*
special need*
handicap*
learning disabil*
B) Development* AND
disabil*
OR delay*
OR disord*
OR limitation*
OR imapair*
C) Intellect* AND
disabil*
OR delay*
OR disord*
OR limitation*
OR imapair*
D) Mental* AND
disabil*
OR delay*
OR disord*
OR imapair*
OR handicap*
OR il*
E) Results fromA OR
B
C
D
F) sex* AND
offen*
OR abus*
OR harm*
OR problem*
G) adolescent OR
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H) adapted AND

young person
young adult
teen*

youth

young people
juvenile

OR
OR
OR
OR

measure*
tool*
instrument
assessment
outcome

Complete Boolean search sequence:

E AND F AND G AND H
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Appendix B
Chapter 3. Exclusion criteria of article from the systematicreview.

non-ID
non-HSB
non- adolescents

non- Adapted Instrument

1

2

3

4

5 non- ID, norHSB
6 non- ID non adolescents

7 non-ID, non Adapted Instrument

8 non-ID, norHSB, nonadolescents

9 non-ID, norHSB, nonadolescents, nonAdapted Instrument
10 non-ID, norHSB, nonAdapted Instrument

11 non-HSB, nonadolescents

12 non-HSB, nonAdapted Instrument

13 non-ID, non adolescents, nonAdapted Instrument

14 non- adolescents, nonAdapted Instument

15 non-journal article
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Melvin, C. (2016). Flowchart.

Clare Melvin,Tizard CentreApril 2016

Harmful Sexual Behaviour displayed/alleged by young person

Police Children’s Referral Services
Local Safeguarding P (Children’s Social Care Services)
Children’s Board - ]
| |
1 Advice given to
$17 assessment criteria met? No » parents/carers and/or
Is the child ‘in need’? professionals
Is strategy Meeting (s47 criteria met?) |, ]
Is it a child protection issue?
Yes ——-! 1 Social Work Assasents
: 1 Multi-agencyMeeting No further
YouthJustice (child services, LACs, schotisalthcare action
Board < If Crlmlnal < professiona|setc.) l
: Diverted from CIS7 f Risk/Specialishs®ssnents
l\ Youth 1 35, 537, 538, 539 o Specific/Complex Needs
) s45A of MHA (1983) No e.g. Mental Health, Intellectual or
Custodial Sentence Offending Non-custodial Hospital Orders | Disabilly.
* DTO(3-24mths)? Team Y Referred to local teams
« 591 PCC(S) Act (2000)} Sentence - Yes

» 522688 of CJA (2003)* 1 Referal Order - .
1 Rehabilitation OrdN —
1 1 Caution —

!

Young Offenders Secure Training Secure Children’s NCG MSUs Inpatient Units Community Services
Institutions Centres Homes
o NHS Tier 4/Private * Low Secure/PICU/CAMHS ¢ CAMHS
e 15-17yrold e 12-17yrold « 10-17yr old boys & girls * Detained under Section Il or * NHS Tier 4/Private e FCAMHS
Boys boys & girls « Detained by YJB or Il of MHA (1983) or s35, * May be detained under * FACTS
s25(1)b of CA (1989)° 537, 45A, etc. if diverted Section Il or Il or 136 of MHA e LD Teams
from CIS. (1983) * Charities, private companies e.g.
4 A .

& 1 DetainedbyMol ) ¢ 1 Detained under MHA > NSPCC/Barnardos, etc

| 14

\ I\ or Children’s Act® )
Y Y
Youth Justice Board Social Services/NHS/LAs
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Y SOGAZ2Y nT [/ KANe&NdghidProteddah méeting ywajuding(a)whether the authority should make any application to the court, or exercise any of their other powers under this Act  [or section 11 of the Crime and Disorder Act 1998 (child safety ojderigh respect to the child.
2Detention and Training Order. Range between 4 and 24months. Half time spent detained in custody and half served in communit y supervised by Youth Offending Teams (YOTs).

3Section 91 Powers of Criminal Court (Sentencing) Act (2000). Power to detain for specified periodpplies where a person aged under 18 is convicted on indictment(aj an offence punishable in the case of a person aged 21 or over with imprisonmedtyfears or more, not being an offence the
sentence for which is fixed by law; or (b) an offence under section 14 &ekeal Offences Act 1956 (indecent assault on a woman); or (c) an offence under section 15 of that Act (indecent assan)tecomantited after 30th September 1997.

4Sections 226 and 228 of Criminal Justice Act (28@2)5- Detention for life or detention for public protection for serious offences committed by those under 18Hi)section applies whete (a) a person aged under 18 convicted of a serious offence committed after the commencement of this section, :
(b) the court is of the opinion that there is a significant risk to members of the public of serious harm occasioned tyniheéssion by him of further specified offems. S228 Extended sentence for certain violent or sexual offences: persons undeapilies where (a) a person aged under 18 is convicted
a specified offence committed after the commencement of this section, @jdhe court considers (i) that there is a significant risk to members of the public of serious harm occasioned by the commission by the offender of fuettifedpffences, andii) where the specified offence is a serious offence,
that the case is not one in which the court is requirby section 226(2) to impose a sentence of detention for life under section 91 of the Sentencing Act.

SNational Commissioning Group (NCG) Medium Secure Units (MSU)

8§ SOGA2Y Hpom0O 2 HipuaksthaRally Riag Idokediafter yelgcah authority may not be placed, and if placed, may not be kept in a secure accommodation unless it appears: Ehhasasfistory of absconding and is likely to abscond from anything other than secure accommot
and If he/she absconds he/slelikely to suffer significant harm (Section 25(1)(a)); or If he/she is kept in anything other than secure accommodsitierisHé{ely to injure him/herself or other persons (Section 25 (1)(b)).

“The YouthlsticeBoard (YJBand YOTs carlivert individuals from theCriminal Justice SystemJ&to NCG MSUs and Inpatient Urfits psychiatric treatment via hospitals and transfer ordensler the MHA (1983) e.g. s35, s37, s37/41 or 4@7Additionally can be diverted if the individual lackensrea.

***xSections 226 and 228 of Criminal Justice Act (2003).



Appendix D
Study 1. Example of theService Questionnaire

Section 171 Your service

1. Please select the classification that best applies to your service:

Low secure forensic in-patient unit
Medium secure forensic in-patient unit
Residential service

Community-based service

Youth offending team

Other

If other, please specify below what type of setting you work in.

2. Please select the sector that best applies to your service:

Statutory service (NHS, local authority, social services, education)
Private service (independent organisation)

Voluntary service (registered charity)

3. What is your role within the service?

,,,,, s 7 £ 7z £ £ £ £ £ 7 £ 7 7 £ 7z £ £ z £ 7z 7z £ 7z 7z £ z

ceeeeeeeeeeceeceeceeeeeeeeeecee eéééééeé

-
-
-
-
-

4. Who else is part of your team (professionals/staff roles)?

ééééééécedééeeeeceeeecceeceecceeeeceeeeceeeece

5. Please select the gender of the young people within your facility. Tick all that apply.

Male



Female

Other

359

6. Please select the age range of young people within your facility. Tick two boxes to

indicate both the minimum and maximum age:

Under 10 10 11 12 13 14 15 16 17

18

Over 18

Not Prefer not
sure | to say

7. How many young people do you currently support in your
service in total?

8. How many of the young people currently within your service
have a diagnosis of both a Learning Disability and Autism
Spectrum Disorder?

9. How many of the young people currently within your service
have a diagnosis of a Learning Disability? (without Autism
Spectrum Disorder)

10. How many of the young people currently within your
service have a diagnosis of Autism Spectrum Disorder?
(without a Learning Disability)

11. Approximately how many young people with a Learning
Disability and/or Autism Spectrum Disorder did your service
support in 20177?

12. Does your service assess for Learning Disabilities?

Yes
No

13. Does your service assess for Autism Spectrum Disorder?

Yes
No

Young people with
a Learning
Disability/Autism
Spectrum Disorder

Young people
without a Learning
Disability/Autism
Spectrum Disorder

14.How many of the young people you support have
been victims of abuse or neglect in any form?

15.How many of the people you support are looked
after children or adopted?

Section 2 - Harmful Sexual Behaviour

16. Are any of the following behaviours present in young people with a Learning
Disability, Autism Spectrum Disorder or comorbid Learning Disability and Autism

Spectrum Disorder within your service? Tick all that apply.
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Young people

with a Learning

Disability

Young people | Young people with a

with Autism Learning Disability and
Spectrum Autism Spectrum
Disorder Disorder

The use of sexually explicit words and
phrases

The use of sexual threats

Exhibitionism (e.g. flashing)

Voyeurism (e.g. peeping)

Public masturbation

Inappropriate sexual touching of others

Forced penetrative sex with other
children/adults (e.g. rape and/or oral sex)

Sexual contact with others where there is a
big difference in age or ability

Sexual contact with family members

Sexual contact with animals

Accessing exploitative or violent pornography

Taking and sending sexually provocative
images of self or others

Section 31 Referral

Hackett (2010) proposed a continuum of sexual behaviours in children and young people,
ranging from normal developmental sexual behaviours to harmful sexual behaviours.

Normal Inappropriate Problematic

+ Developmentally » Single instances of + Problematic and
expected inappropriate sexual concerning
behaviour behaviours

» Socially acceptable

- Socially acceptable
behaviour within
peer group

+ Developmentally

+ Consensual, mutual,
reciprocal unexpected

+ No overt elements
of victimisation

+ Context for
behaviour may be
inappropriate

+ Shared decision
making

» Consentissues
« Generally may be unclear
consensual
and reciprocal

or equal power

» May include levels
of compulsivity

unusual and socially

+ May lack reciprocity

Abusive
+ Victimising intent
or outcome

« Includes misuse
of power

« Coercion and force
to ensure victim
compliance

* Intrusive

+ Informed consent
lacking, or not able
to be freely given
by victim

« May include
elements of
expressive violence

Violent

« Physically violent

sexual abuse

« Highly intrusive

* Instrumental

violence which is
physiologically and/
or sexually arousing
to the perpetrator

» Sadism

17.Looking at the diagram, at what behavioural stage would your service start accepting

referrals?

Inappropriate

Problematic
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Abusive

Violent

Section 4 - Assessment

18.Does your service use any of the following standardised risk assessment tools for young
people with a Learning Disability and/or Autism Spectrum Disorder that display harmful
sexual behaviour?

AIM2 (Assessment Intervention Moving on framework)

MEGA (Multiplex Empirically Guided Inventory of Ecological Aggregates for
Assessing Sexually Abusive Adolescents and Children)

J-SOAP-II (Juvenile Sex Offender Assessment Protocol-I1)
ERASOR (The Estimate of Risk of Adolescent Sexual Offense Recidivism)

AssetPlus (Youth Justice Board Assessment and Planning Interventions
framework)

Other

If other, please state which risk assessment tools are currently in use in your service.

,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,

,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,

eeeeeeeeeeceeceeeeeeeeeeceeeeeeeecece

19.Does your service conduct assessments for young people with a Learning Disability
and/or Autism Spectrum Disorder that display harmful sexual behaviour with regards to
the following categories?

Life goals and priorities Yes No

If yes, please state the name of your assessment tool.

eééecéeééeéeéeécéeéecéeéecéeéeééeéeée
Is this tool developed/adapted for
those with a Learning Disability or Yes No

Autism Spectrum Disorder?

Is this tool a standardised measure or .
was it developed in-house? Standardised In-house Not sure
Sexual knowledge Yes No

If yes, please state the name of your assessment tool.
Eééééécééécceéééececéééeceéécece
Is this tool developed/adapted for
those with a Learning Disability or Yes No
Autism Spectrum Disorder?

Is this tool a standardised measure or

was it developed in-house?

Standardised In-house Not sure

361



Cognitive distortions / thinking styles that reinforce

behaviour VS g

If yes, please state the name of your assessment tool.

€éécéecécécéecéecéecécéecécéeééecéeée

Is this tool developed/adapted for

those with a Learning Disability or Yes No

Autism Spectrum Disorder?

Is this tool a standardised measure or .

was it developed in-house? Standardised In-house Not sure

Victim empathy Yes No

If yes, please state the name of your assessment tool.

cEéécéeéécécéecécéecécéeceecéeéecéecée

Is this tool developed/adapted for

those with a Learning Disability or Yes No

Autism Spectrum Disorder?

Is this tool a standardised measure or :

was it developed in-house? Standardised In-house Not sure

Emotional loneliness Yes No

If yes, please state the name of your assessment tool.

eééeéeééceéeéecéeéecéeéecéeéeééeéeée

Is this tool developed/adapted for

those with a Learning Disability or Yes No

Autism Spectrum Disorder?

Is this tool a standardised measure or :

was it developed in-house? Standardised In-house Not sure

Attachment Yes No

If yes, please state the name of your assessment tool.

eééecéeééeéeéeécéeéecéeéecéeéeééeéeée

Is this tool developed/adapted for

those with a Learning Disability or Yes No

Autism Spectrum Disorder?

Is this tool a standardised measure or .

was it developed in-house? Standardised In-house Not sure

Resilience Yes No

If yes, please state the name of your assessment tool.

Eéécéecéécécéecécéecécéeceecéeceeceeccéce

Is this tool developed/adapted for

those with a Learning Disability or Yes No

Autism Spectrum Disorder?

Is this tool a standardised measure or .

was it developed in-house? Standardised In-house Not sure
Yes No

Trauma

362
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If yes, please state the name of your assessment tool.
Eeéééecéééecéééeceéécceééecceééeccecéé
Is this tool developed/adapted for
those with a Learning Disability or Yes No
Autism Spectrum Disorder?

Is this tool a standardised measure or

was it developed in-house?

Standardised In-house Not sure

Other assessment for young people with a Learning
Disability and/or Autism Spectrum Disorder and Yes No
harmful sexual behaviours

If yes, please state the name of the assessment tool and what it measures. If you have several
others, please list them below.

Name of tool:

What it measures:

Name of tool:

What it measures:

Name of tool:

What it measures:

20.Do you have any recommendations to improving any of these assessments, or any
comments regarding their use?

Yes

No

please explain below.

=

<

@D

w

D D
D D
D D
D D
O D
O D
O D
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® D
@ D
® D
® D
® D
® D
@ D

Section 51 Intervention

21. Which interventions are available in your service to young people with a Learning
Disability, Autism Spectrum Disorder or comorbid Learning Disability and Autism
Spectrum Disorder and display harmful sexual behaviours? Tick each box that applies.

Young people Young people Young people with a Not
with a Learning with Autism Learning Disability available
Disability Spectrum and Autism Spectrum
Disorder Disorder

Individual cognitive
behavioural therapy
Group cognitive
behavioural therapy
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Dialectical behaviour
therapy

Family therapy

Community-based
therapy

If you have any other intervention options available to the young people you support, please

state them blow and tick who they are available to.

22.Do you have any recommendations to improving any of these interventions, or any
comments regarding their use/availability to young people with Learning
Disabilities/Autism Spectrum Disorder that present harmful sexual behaviours?

Yes

No

If yes, please explain below.

D D
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Appendix E
Tizard Ethics Application.

SCREENING FORM FOR ETHICS SUBMISSION

Research title: An audit of assessment tools used across UK specialist services for adolescents with
intellectual and developmental disabilities who display harmful sexual behaviours.

Status: Postgraduate

Researcher: [redacted]

Supervisor (for UG/PG students): Aida Malovic / [redacted]

1 | Is this research going to be subject to NHS Local Research E| No
Committee or Social Care Research Ethics Committee approy
If No, proceed to question 2.

2 | Does he research gather informarti from:

{1 Children (under 16 years)? No

No
9 Vulnerable adults

- people with learning disabilities

- people with ASD

- people with mental health problems
- prisoners and young offenders

- elderly people Yes
1 Staff No
1 Carers
3 | Does thaesearch require a DBS check to be carried out? No

If yes, has the researcher applied for a DBS check or already| No
obtains one?
4 | Does the research involve the use of materials or questions th No
could upset or offend participants? (exgking peopl¢o talk
about difficult life events)

~

I have answered NO to all the above categories (from-8saBd do not consider that this
project needs to be submitted for more detailed ethical review.

V | have answered YES to at least afi¢che categories and am submitting an application for
departmental ethics approval.

If you have answered YES, please complete the attached Checklist. A number of documents are
available on the T drive (onlgccessible to staff). Any required guidancestardent applications is
available on Moodle.

Signature (Supervisor/Staff)

[redacted] Date:13/12/2017

Signature (Student)

[redacted] Date: 13/12/2017
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The purpose of this screening is to enshed the research will be ethical, maintain cdefitiality
and anonymity and will not cause harm.
ETHICAL REVIEW CHECKLIST

Please note that when completing your proposal, you should use the proforma exactly as it is
set out below. Please also ensure that your checklist has page numbers and the completed
proforma should not exceed 6 pages excluding consent forms and other attachments.
Please complete in plain English. Dissertation proposals should not be attached to the
checklist.

Section 1 Background including literature review and rationale for study including
aims and objectives (and/or hypotheses or research questions) of the
project (no more than 2 pages) (the aim is what you will actually do in the
study, and the objective is what you hope to achieve).

The risks and needs of adolescents with intellectual and developmental disabilities (IDD) that
present harmful sexual behaviour (HSB) are complex; established in terms of their cognitive
impairment and potential vulnerability to abuse (NSPCC, 2003; Fryson, 2007). A traumatic
up-bringing has been found to be closely linked to the presentation of HSB later in life
(Vizard et al., 2007). Sex education for adolescents with IDD is often non-existent or of poor
quality (MCKIben et al., 2017), and people with IDD are often seen to be void of sexuality, or
i n Adevel opment darburnetals®I5n Aniinteradaiion petwaeen these factors
may lead to sexual naivety in adolescents with IDD, contributing to subsequent
manifestations of HSB.

This study will be using the definition of harmful sexual behaviour (HSB) that was developed
byt he NSPCC i n whi ch OrkeDBmoie shildiea éngagimgdn sexgat i
discussions or acts that are inappropriate for their age or stage of development. These can
range from using sexually explicit words and phrases to full penetrative sex with other
childrenoradultso . This study will be defining the
and 17. This is in line with the WHO (2017) definition of adolescence which begins at 10
years old, and the NICE Guidelines (2016) which define a child as under the age of 10.

Assessment tools are used to evaluate individual characteristics, to inform intervention and
to measure the effectiveness of treatment. In the UK, there is no collective framework to
clinically assess adolescents with IDD that display HSB (Malovic et al., 2016). Assessments
are determined by the type of service that the individual encounters; child welfare services,
mental health services and the criminal justice system have different approaches to
assessment (Smith et al., 2013), resulting in inconsistencies across services and across the
UK as a whole.

From as far back as Gilby et al. ( 1-disal8led , i
adolescent may require special considerations with respectt o0 a s s e sAdofescants o .
without IDD that present HSB have been found to be a heterogeneous population that can
present unique characteristics (Almond & Giles, 2008), highlighting a need for a specialised
assessment framework. This finding may be even more applicable to adolescents with IDD,
as unigue characteristics may interact with additional social and cognitive vulnerabilities.

The NICE Guidelines (2016) suggest clinicians can use the following risk assessment tools
with adolescents with HSB; J-SOAP-II, ERASOR and The AIM model. However, these
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assessments are not specifically designed for adolescents with IDD, and are primarily a
measure of risk of recidivism. The NICE Guidelines (2016) cannot currently give any
recommendations for wider clinical assessment tools, due to lack of evidence.

Contemporary research into offending populations stress that it is necessary to branch away
from solely assessing for risk, and to focus on a strengths-based approach to rehabilitation.
The Good Lives Model (GLM) focussesonanindi vi dual 6s i nterests
guide meaningful intervention (Ward & Gannon, 2006). Clinicians work collaboratively with
the individual to assess how they can achieve their goals in a healthy way, without having to
resort to harmful means. It is hypothesised that personal-fulfilment will lead to the reduction
of criminal behaviours.

Robust, empirically-based, individualised assessments stemming from the GLM will in turn
lead to working solutions for treating HSB in this sub-group. Malovic et al. (2016) confirmed
the lack of published clinical assessment measures for adolescents with IDD and HSB, and
stressed a need for specialised adapted measures for this population. Despite progress in
the field with regards to the GLM, it seems this population are still being overlooked.
Furthermore, there is also an incredibly limited body of research on adolescents with ASD
that display HSB, this study will attempt to uncover if there are any differences in assessing
this population.

Consequently, the research question for this study is: What measures are UK-based
specialist services using to assess adolescents aged 10-17 with intellectual and
developmental disabilities that display harmful sexual behaviour?

The aim of this study is to identify which assessment tools are currently being used in UK
specialist services for adolescents with IDD and HSB.

The objectives of this study are; to assess whether there are any consistencies across
services in relation to assessment tools used for those with ID and/or ASD and HSB, and to
assess whether there are any links to assessments used and interventions provided.

Section 2 Conduct of Project

a) Study Design. Is your study qualitative or quantitative? What kind of sample (e.qg. total
population? random? convenience? or purposive?). Is your study mainly
exploratory/descriptive or does it involve an intervention?

This study is an audit of specialist services; it will collect data of a quantitative nature and will
use a purposive sampling strategy. The data collected will be used to explore which
assessment tools are currently in use for adolescents with IDD that present HSB.

This research will be defined as a Service Evaluation under NHS terms, as it will not be
measuring quality of practice against a previously set framework. Service evaluations and
audits are not considered research under current research practice guidance and therefore
do not require REC or HRA approvals (See Appendices 2-4). Following consultation with the
HRA, it was established that registration of the project with the local Research and
Development offices will be sufficient (See Appendix 5).
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Freedom of Information Act (2000) (FOI) requests will be made to NHS Trusts that provide
specialist adolescent services. Questions that adhere to FOI specifications will be asked
regarding demographic information of adolescents within the services they provide

(Questions 5-15 and 18 of the questionnaire; see Section 5c¢). Additional information may be
gathered by registeringthe pr oj ect t hrough each NHS Tr uc
and upon approval, sending the remaining questions directly to staff members within each
service (see Appendix 1). Splitting the questionnaire in this way will help preserve NHS

st af fuable time anld possibly increase response rate. Private services and charities will
be approached directly with an invitation to complete all sections of the questionnaire.

b) Location. In what organisations and in what geographical areas will you be conducting
your research?

To gain the richest outlook of current practice, this study aims to contact as many specialist
services across the UK as possible. These services will include; low secure forensic in-
patient units, medium secure forensic in-patient units, residential services, community-based
services, youth offending teams and other services for those with complex needs.

Potential services will be selected using an updated version of The Directory for High Risk
Services (2010). Alongside this, a systematic search of the NHS Service Finder, the Care
Quality Commission Service Directory and the Autism Services Directory from the National
Autistic Society will be undertaken. These directories will be searched using the search
terms fAspeciiméeadnsdemftdaradmwsi co, and using th
where relevant to the database. The Youth Justice Board will also be approached to gather
information on Youth Offending Services across the UK.

c) Brief description of participants (and number). Tell us how you will identify potential
participants, approach them and recruit their participation. Who can and cannot take
part i.e. what are your inclusion/exclusion criteria? How many do you hope to recruit
and what will be their likely age/gender/ethnicity?

The participants in this study will be staff members working within specialist services. | hope
to receive 30-40 responses from different services across the UK. Data will be collected
regarding their practice with adolescents between the age of 10 and 17, who have a
diagnosis of intellectual disability or Autism Spectrum Disorder, according to either ICD-10 or
DSM-IV/V diagnostic criteria and have been identified to present harmful sexual behaviour.
The adolescents will be of any gender or ethnicity.

d) Expected start date and duration

The project will begin data collection in April 2018 and will last for a duration of 4 months.

e) Measures. What measures e.g. questionnaires, interview schedules, observations etc
will you use? Please make sure you give a rationale for the use of these particular
measures. Provide full references for published measures and comment on whether
they are designed for the population you are using them with. Also comment on how
long your interviews/questionnaires are likely to take each participant to complete. If
using a non-standardised questionnaire, please include an example of it (see 4c).

368



369

Due to the novel nature of this study and limited research in this field, a questionnaire will be
created for the purpose of this study. The questionnaire will comprise of a series of
structured and semi-structured questions. Questions will be asked with regards to;
demographic information of the young people (age, gender, diagnoses, behaviours),
assessment tools and interventions currently in use within the service. No questions will be
asked regarding specific individuals, the audit will only gather information with regards to the
general approach within services towards young people with IDD and HSB as a cohort. (For
a full copy of the questionnaire, please see section 5c).

Some of the information being requested may be available under the FOI Act and already in
the public domain. Therefore, to avoid requesting duplicate information from health services,
each Tr ust 0 seckedforereviousIFOI releases artd service evaluations of HSB
services for children before submitting a request. Questions from the questionnaire that fall
under the FOI headings will be submitted to each NHS Trust in the FOI application.
Questions will be asked with regards to types of services, number of young people they
support, number of young people with IDD, ages/genders of the young people, and what
assessments and interventions are provided for those that present HSB. Advice from the
Information Rights & Compliance Team suggested that these requests will certainly be
feasible if the questions are appropriately amended (See Appendix 6).

f) Procedure. How will you actually collect your data? And how will this be stored and
how long for?

NHS Trusts will be examined for the number of inpatient and community services available
to young people with IDD and HSB, those with the greatest number of services will be
approached. The relevant local R&D offices will then be contacted to register the project as a
Service Evaluation. Services will then be approached electronically; an invitation to
participate, followed by an information document will be sent via email outlining and
explaining the purpose of the research. The staff member will be given the option to continue
to take part in the questionnaire or to opt-out. Upon acceptance of participation, the online
questionnaire will be presented. The questionnaire will be created using the software
Qualtrics. Private services and charities will be approached directly with an invitation to
complete all sections of the questionnaire.

FOI requests will correspond with the following categories: who and what NHS services do, what
Trusts spend their money on, priorities are how Trusts are performing, how Trusts make
decisions, policies and procedures, lists and registers and the services offered. The Freedom of
Information Act does not change the right of patients to the protection of their confidentiality
in accordance with the Data Protection Act (1998). FOI requests must be responded to
within 20 working days.

The Qualtrics storage system is in line with the EU Safe Harbour legislation; despite
Qualtrics being an international provider, all data will be collected and stored on UK servers.
Data and passwords are all encrypted. Once downloaded, the data will be stored in line with
The Data Protection Act (1998). All data files will be password protected and only accessible
to the researcher.

g) Analysis. What kind of analyses do you plan to undertake? Statistical? Interpretative
Phenomenological Analysis? Thematic Analysis? Grounded Theory? Other?
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Descriptive statistics will be analysed in SPSS to identify any trends that may arise. Trends
will be considered in terms of whether tools correspond to type of
service/location/diagnoses/interventions and any other factors that may arise. Correlational
analysis may be used to identify any links between types of assessment and intervention
methods.

Section 3 Ethical Considerations

a) Will you pay participants for taking part in the research? State your rationale for
paying/not paying and the likely impact on participation.

Payment will not be offered for participation in this research. As there is no monetary gain
from participation, this will eliminate the possibility of coercion. The incentive for participation
will be to contribute to research and to ultimately help their own and other specialist services
in providing appropriate risk assessments for adolescents with IDD that present HSB.

b) How do you intend to give feedback to participants (and, where relevant, other interested
parties)?

A debrief sheet and feedback form will be presented after completion of the final question.
The debrief sheet will reiterate the objectives of the study and will include the researchers
contact information should they wish to find out more information or withdraw their data.
Services will also be offered a summary of the findings at the end of the study. Through this,
services will be able to see any similarities or differences in practice that may occur across
the country. Dissemination may also involve publication of the findings and presentations at
relevant conferences.

Feedback will not be required for FOI requests.

c) How will you obtain informed consent from potential participants?

For information not obtained under FOI requests, staff members will be invited to take part in
the study via email. Staff members will be presented with an information sheet in place of a
separate consent form. The information sheet will ensure the staff member that their
participation is voluntary, that any information they provide will be both anonymous and
confidential, and that they have the right to withdraw their data at any point during or after
completing the questionnaire.

The information sheet will explain that the staff member can withdraw their data at any point
during the questionnaire by closing their
which will end the questionnaire immediately. The information sheet explains that if the staff
member wishes to withdraw their data after completing the questionnaire, they can contact
the researcher with the given details.

By choosing to continue with questionnaire after reading the information sheet, consent is
obtained by virtue of completion. The r esear cher 6s contact inf
the debrief sheet that is presented at the end of the questionnaire, should the staff member
require further information or wish to withdraw their data at a later date. (For copies of the
information and debrief sheets, please see Section 5a)
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d) How will you ensure that the identities of participants are kept confidential during the
project, and in any subsequent data analysis, conference presentations and publications?

It is essential to retain participant anonymity, staff members will be ensured that all identifiers
will be anonymous e.g. names of staff, name of service, addresses. The only indicator to the
source of the data will be which region of the UK they have come from. Staff members will

be made aware of this, and if this presents a problem they will be encouraged to withdraw. A
uni que code wi |l be given to each servicebo
identify this, for example; 1. South England, 2. Eastern England, 3. Midlands, 4. North
England, 5. Scotland, 6. Wales, 7. Northern Ireland.

FOI Act requests will only provide anonymised data.

e) Explain how you will meet the four main ethical principles of research,

I.  Causing no harm: consider what risks or burdens (e.g. distress, embarrassment) your
research could have for participants and how you can minimise these. Are there any
risks for you as the researcher?

A possible risk of distress to staff members may be if they have been victims to harmful
sexual behaviour themselves. The information sheet provided prior to the questionnaire will
inform staff of the nature of the study, facilitating their decision to take part or not. If staff do
continue with the questionnaire, the feedback form after completion will give details of the
ethics committee should they wish to discuss any concerns. As there is no direct contact with
participants, there will be no risk to the researcher.

No risk to those completing FOI Act requests.

Il.  Doing good: consider what good could result for the participants and how the potential
for good can be maximised.

This study will allow beneficence by increasing the involvement of staff members in giving
feedback on the assessment tools they use in their working practice. This study will give
them a chance to express any comments, concerns or suggestions to improving current
methods, safe in the knowledge that their opinions are anonymous and confidential. Staff will
be aware that their data will be contributing to research that could improve assessment tools
on a national level.

Data provided by the FOI will help improve transparency about numbers of young people
with IDD within different types of services, possibly improving clarity regarding assessments
and interventions for these young people. This will benefit the young people themselves by
initiating possible organisational movement towards appropriate assessment frameworks.

lll.  Respect: consider how you will treat your participants with respect including giving
them sufficient information and ensuring they are able to make their own choices about
participating.

Staff members will be supplied with an information sheet that will outline the nature of the
study and reaffirming that the very completion of the questionnaire denotes their informed
consent to participate. Staff will be assured that their data can be withdrawn at any time
during or after the study without having to give reason.
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IV.  Justice: consider the likely outcomes of your research and to whose advantage or
disadvantage the results of the research might be put.

The results of this study may have positive outcomes on both a clinical and academic level.
As the literature on the subject of assessments for HSB in adolescents with IDD is sparse,
this audit will guide future research in studying the effectiveness of current practice. It may
also spark the development of a theoretical framework for creating appropriate adapted
measures for these individuals, should it be deemed necessary. On a clinical level, it will
show whether services are using similar or dissimilar practice and will ultimately help
Improve transparency, communication and collaboration between agencies and services to
provide appropriate and effective assessments for these vulnerable individuals.

f) Are there any power imbalances between researcher and participants that may make it
difficult for participants to refuse their participation?

As there is no direct contact between the researcher and participants, there will be no power

imbalance issues. Due to the quantitative nature of thisstudy , fit he di vi si o1
researcher and participant is dichotomous, unequivocal, constant, uniform, and
predeterminedo (Reason, 1994), meaning the

participation or response. Participants will be assured that they have the right to withdraw at
any time, and due to the absence of any direct contact with the researcher, participants will
not feel pressured in any way to participate.

FOI Act requests in line with normal duties.

g) How the research will pay attention to cultural diversity: e.g. include the experiences of
people from Black and minority ethnic communities; be respectful of cultural differences;
provide appropriate interpreters where necessary (NB. researchers should note that this
often involves more than simply finding someone who speaks the same language).

The adolescents within the services will be of all genders and ethnicities, and staff members
will have experience with people from all backgrounds. No questions will be asked with
regardsto t he staff member 6s or the adol escent
Unfortunately, this study does not have the funding to obtain translated versions of the
questionnaire.

h) Research involving human tissue or samples. The Human Tissue Act 2004 relates to
0rel evant materialdéd, that is, material t
relevant material can be found by going to:

www.hta.gov.uk/sites/default/files/list of materials considered to be) relevant material
under the Human Tissue Act 2004
This research does not involve human tissue or samples.

Section 4  Security Sensitive Material

Does your research involve access to or use of material covered by the Terrorism Act?
Does the research have the potential to radicalise people who are vulnerable to supporting
terrorism or becoming terrorists themselves?

No
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The Terrorism Act (2006) outlaws the dissemination of records, statements and other
documents that can be interpreted as promoting and endorsing terrorist acts. By answering
Oyesd you are registering your Jlegitimate
Advisory Group. In the event of a police investigation, this registration will help you to
demonstrate that your use of this material is legitimate and lawful).
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Appendix F
HRA correspondence.

Correspondence with the HRA confirming thatph&ect is not classed as resehrand thus
does not require HRA or REC approval procedures.

From: [redacted|

Sent: Tuesday, March 6, 2018 3:24 PM

To: [redacted]

Subject: RE: HRA Service Evaluamn/Audit Query

Dear Clare

It sounds as though your study doesnodt fall
the study to be service evaluation or audit then there is no requirement to go through REC or
HRA approval as both parts of theganisation only deal with research. Registering with

local NHS offices would presumably be through the audit teams.

| hope this helps to clarify things. Do not hesitate to contact me if you have any further
queries.

Best Wishes
Catherine [redacted

[redacted]

From: [redacted]

Sent: 06 March 2018 13:40

To: [redacted]

Cc: Aida Malovic

Subject: HRA Service Evaluation/Audit Query

To Catherine,

| hope you do not mind mepntacting you directly, you were kind enough to hegp m
previously in understanding the HRA process when it changed over from IRAS.

| am currently involved in project looking for numbers of children and young people who
display harmful sexual behaviouasd wanted to clarify if it would fall under a service
evaluation or audit, and what kind of HRA approval we require (a copy of the questionnaire
is attached).We will be contacting services that are involved in the care and treatment of
children who diplay harmful sexual behaviour e.g. CAMHS teams, inpa8ervices,

etc. We have a brief questionnaire to be sent by email asking for anonymised data, mainly
numbers of children in the service with a learning disability or autism who display HSB and
whattreatments and assessments are available/used.

Usingte | RAS/ HRA guidance O0ls my project reseal
the remit of a service evaluation or audit and as such, does not need to go through the REC
however, we have been adwstat we will need to register the project with |od&S
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offices and therefore potentially need to go through HRW.ould you be able to clarify this
for us and what the process is.

Many thanks in advance for any assistance or advice yoprogite.
Best wishes,

Clare

[redacted]

Evidence from the HRdecision tool that states that this project does not require NHS approval.
Sourced fronittp://www.hradecisiontools.org.uk/ethics/

Rt - Nt resaoren namarzom.

Go straight to content

il Health Research Authority

To print your result with title and IRAS Project ID please enter
your details below:

Tithe of your research:

(A audit of X

IRAS Project ID (if available):

You have answered ‘No' 1o the question “Is your study research”
which indicates that you do not need NHS approval

Note: Post Market is NOT usually

iowever, there are some circumstances where an NHS REC approval
may be required. Please follow link below to start again and select YES at
the first question to determine if your post market surveillance requires.
NHS REC approval.

To understand how research s defined, please visit the Is my study
research? decision 100,

Follow this link to start again.

Print This Page

NOTE g temed Exploes pheas use trowses pont ncon

About this tool ~ Feedback Contact Glossary

Evidence from the HRA decision tool that defines this praget Service Evaluation. Sourced from
http://www.hradecisiontools.org.uk/research/docs/DefiningResearchTable Oel20df7

RESEARCH

The attempt 1o derlve generalisable or transferable
now knowledgo to answer quostions with scientifically
sound methods® Including studies that aim to
gonerato hypotheses as woll as studies that aim to
test them, in addition to simply descriptive studies.

SERVICE EVALUATION

Designed and conducted solely to
define or judge current care.

Designed and conducted to
Information to Inform dellvery of best

USUAL PRACTICE
(in public health including heaith
protection)

Designed to Investigate the health
Issues n a population in order to
improve population healt

Designed to Investigate an outbreak or
incident to help in disease control
prevention

Quantitative research - can be designed to test a
hypothesis as in a randomised controlled trial or can
simply be descriptive as in a postal survey.

Designed to answer: “What standard
does this service achieve?”

“Doas this service reach a

Designed to answer: “What are the
health issues In this population and
how do we addross them?”

Designed to answer: “What Is the cause

objectives but may not establish the exact questions.
10 be asked until research is underway.

Qualitative research - can bo used to gonorato a prodetormined standard?” beprs spesh o s bgd ol
themes. Kl

Quanttaive research - addresses ceary defioed

questions, sims and Measures current s-mu without Systematic, wanﬂmlv- or qualitative

Qualitative research - \lnlllly n.u clear aims and roference 1o a stas Measures against a standard.

methods may bo

comparing interventions, particularly new ones.
However, some quantitative research such as
descriptive surveys, do not Involve interventions.
Qualitative rosearch - sooks to understand better the
perceptions and reasoning of people.

Involves an in use only.
The choice of treatment, care or
sarvicos is that of the care profossional
and patient/service user according to
guidance, professional standards
and/or patient/ service user preference.

Involves an intervention in use only.

and patient/service user according to
guidance, professional standards
and/or patient/service user preference.

Involves an intervention in use only.
Any choice of intervention, treatment,
care or services Is based on best public
health evidence or professional
consensus.

Usually involves collecting data that are additional to
those for routine care but may Include data collected
routinely. May involve \resiments, samples o

0 routine care. May Involve
data collectod from interviews, focus 9roups andor

Usually involves analysis of existing

data also I
administration of interview(s) or
Qquestionnaire(s).

Uiy Involves anatyole of exietiog

May involve analysis of existing routine
data suppled under Rconselagroement
or of Intorvi

umnh Inllwlwl or questionnaire.

1o those in lM wwlulon
of interost. May aiso require evidence
roviow.

allocating participants to an interventior

obsarvation.
sing paientsservics users hoaiiny volunteers o | NO llocation o nterventon: the care |, wyoaion o interventions the care
an Interventi D e o user [ No allocation to Intervention.
Quliaive resoarc - does not usualy involve ey Shios have chosen intervention before audit.

May involve randomisation.

No randomisation.

No randomisation.

May involve randomisation but not for
treatment’ care/ intervention.

Normally requires REC roview but not always. Refer to

hitp://hra-decisiontools.org.ul'sthics/ for more
information.

Does not require REC review.

Does not require REC review.

Does not require REC review.

vod. The HRA authorses UK healthcaro o

ocducatioral and non commeroal e
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Appendix G

Tizard Ethics Approval. TI ZA R D

University of Kent

Tizard Ethics Feedback Form

Student Name: [redacted]

Supervisor: Aida Malovic

_ An audit of assessment tools used across UK specialist servic
adolescents with intellectual and developmental disabilities who

Title: display hamful sexual behaviours.

The Chair of the Tizard Ethics Committee has considered the amendments to the aboy
proposal. We confirm that this now has ethical approval.

Signed:  J.Ruffels Date: 04.04.18

On behaf of Tizard Ethics Committee

Alterations approved
by Q/«x/ /?/L:

Supervisor
Signature Date 26.03.18
Final approval —
Ny 48|
On behalf of MV AAL

Y

Tizard Ethics Michelle McCarthy

Committee Signature Date 04.04.18
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Appendix H

Study 2. Evidence ofethical application submission to NSPCC

ASFEiE D HNIGS 7l Cviaw Applicsiar Fam

NIPCC BESEARCH ETHICE APBLICATION FORM

1 Uate

08/13/2016

Z ilaafresearch projer
Adoleseents with Intellectuz| Disahilities who dsplay larmiul sexual behavlours: 2 clinical seres |
study.

3 Shart name af research project dess than 80 charazwors)
Adolesoents with 1k whe display HEE

i Matng of lead razearcher
Aida Malovic

3 Prsltion/ job titla
Assistant Psychologist at WCATS and o PhD Candidate at University of Kant, S5PS5R.

B Cantact detalls
| 7% 28 619023

Froail: Alda Malovic BNSECE. org yk o a.maf:wi(_@ kentac.uk

T Marmes end titles of other essarchers
Prafessor i3lynis Iurnphy- academic supervisor
Profassor Simon Coulran- acadeniic supervisor

l

L

8. If this praject I rolaled b one previoisly red owed by the NSPCC REC. plaase |
provide the neme of the raelatad proact.

Tris project |s oart of @ PhD thesis, for which | hive received NHS REC [now HRA) approval. The

“wider’ Phil project airm s toadaps and tast tools specifically for the ad) o

population (for those who diplay H3B armful sceual behaviourst and thak has received

2ppraval fram NHS, HOMS and a selection of inde pendent/ charity bodies as well [details

betlee],

4 Does the cuirent study present maore tha- 'mininal risk' and therefare requl-g Al
athical review?
This stury is seeking to review and extrart data %om historic cases [i.8. none ongeing! at the
NCATS spruice, In relation bo young peonle with i0 (inteHectual/ learning disabilitics). Cases
included will only be the ores that meet the Indlusion criteria |see below (14). The aim ista be
able 1¢ comment on the charactesistics o the young prople with 15 who display HSE, via 3 ‘tase
senes’ project design,

[10 s -his apa Icatian baing submitted 1o anather ethies commites o s the Fesearch

Couer oD FILNG AP 1AL o3 Fincaws Tamperary et 1
HlaiCeent Culank'T 4y 67001 - Agasaich Elhic Cammitiss Apabest 01 Farn Aids Kakwic dea

Notice of Application Outcome

From:[redacted]

Sent:08 February 2017 18:10

To: [redacted]

Cc:[redacted]

Subject:RE: REC application form

Hello Aida

| am pleased to confirm that the chair and deputy chair of the NSPCC REC have reviewed the
paperwork you sent through and have agreed for your research to proceed. This was osithe ba
that you have approval through NRES and your work is compliant vattigta protection act.

I wish you well with your study and look forward to hearing how you get on

Best wishes

Richard

[redacted]

Head of Evidence team
NSPCC

[redacted]
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Study 2. Details of the cognitive profiles of the NSPCC sample

Case Age A.ge of ASD FSIQ (WIS) Addlt.lonal information where FSIQ not Alternative  Additional information of alternative
diagnosis possible assessment assessment

1 15 3yearsold 109

2 15 2yearsold Uninterpretable BAS3 Quantitative Reasoninggercentile
rank (low), Recognition of Desigrigt"
percentile rank (Very low), Pattern
Construction: 2 percentile rank (very
low)

3 15 7 yearsold Uninterpretable Function at the level of moderate

learning disability
4 15 14 years old 40
5 15 WgKSyYy @& 2 c Uninterpretable Operates in the low average range. Attended SEND provisions in school ui

2 years old 66

Date not specified, Not available
but diagnosis is

Processing speed was a relative
weakness.

Verbal Comprehension Index: 0.1
percentile rank (extremely low),
Perceptual Reasoning Index: 0.1
percentile rank (extremely low)

Processing Spedddex: 7 percentile
(borderline)

age of 14now out of school
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8 14 13 yearsold Due to existing recent cognitive
assessment WISV was not
administered again, score on Verbal
Comprehension Index: in the borderlin

range.
9 15 FAO ASD (dates Not available  YP is noBritish ABAS3 Overall score: borderline range
missing but
diagnosis
confirmed for
both)

Note.YP= young person
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Appendix J
Chapter 5. Details of theLearning Disability Working Group (LDWG) .
Members and the Organisations TheyRepresent

The founding members of LDWG were Stephen Barry Stwevice Manager and Lead Clinician for

Be Safe, Bristol, and Richard Beckett, Consultant Clinical and Forensic Psychologist, The Adolescent
Sexual Offender Project (ASAP). Together tloeganised and invited professionals working in the

area of assessmemtsd treatment of adolescents with harmful sexual behaviours for an inaugural
meeting of the LDWG on™June 2009. The aim of the event was to form a working group of

specialist servicproviders whose purpose would be to examine, review and adapteeliabl

instruments to better assess risk and treatment outcomes for young people with IDD and HSB.

The working group was joined, at the time by Kathryn Nichol, Be Safe; Bobby Print, Djrector

GMAP; Rachel Edwards Chartered Forensic Psychologist, SWAAY Child\dolescent Services

Ltd.

The LDWG works on the principle of members being able to make suggestions for new professionals
(practitioners) to joining, which is discussed by the whaenteln time this resulted in the addition of

two other individuals, Mdlyn Sher, Chartered Forensic Psychologist, Adolescent Services, St
Andrews Healthcare, and Rowena Rossiter, Consultant Clinical Psychologist from the Tizard Centre
and Chair of the Yaug Sex Offender Treatment Services Collaborativeellectual Disabities
(ySOTSECID).

The LDWG will meet, on average once every four months but this might vary. Over the years the
group has been presented by the aboeationed professionals as wadl guests from other service
providers such as NSPCC, Faithfull Trashd Bar nar do 6 s . On the whol e,
range of skills and experience in the areas of treatment and assessment of adolescents with and
without IDD who present with HSB.

Members who were involved with and provided feedback on the developfrteatadapted UCLA
R and KSS were:

Stephen Barry, Principal Clinician, Be Safe, Bristol
Sam Richards (Guest) Trainee Forensic Psychologist, Nottingham University

Rachel Edwards Heasf Community Based Services, Forensic

= =4 =4 =4

Psychologist, SWAAY Child and Addescent Services Ltd, Reading

t
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Helen Griffin Senior Practitioner and Head of Research, GMap

Dr Emma Marks Chartered Forensic Psychologist, St Andrew's Healthcare,
Northampton

Dr RowenaRossiter Consultant Clinical Psychologist of the Tizard
Centre and Chaof ySOTSEGID

Dr Mel Turpin Clinical Psychologist, Be Safe Bristol
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Appendix K

Study 3.Example of Data collectionPack.

Site Code:

Participant Code:

University of
Kent

T 44 (001227 B27373
F =414 (01227 763874

Tizard |
Centre

CHSS

University of Kent

Cntre for Health Services Studies
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Thank you for  completing
these que stionnaires, If you
have any questions please

ask an adult.
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Date completed:

REVISED UCLA LONELINESS SCALE

INSTRUCTIONS : Indicate how often each of the statements below

Is descriptive of you.

Statement

Never

Rarely

Sometimes

Often

feel in tune with the people around me

=

w

N

lack companionship

. There is no one | can turnto

do not feelalone

feel part of a group of friends

.| havealot in common with the people around me

am no longer close toanyone

1
2
3
Z
S
6
U
8

me

. My interests and ideas are not shared by those around

Rl R R R R R R

N N N N N N DN

W W W W W w w

N N N I RS

9.1

am an outgoing person

10.

There are people | feel closdo

11.

| feel leftout

12.

My socialrelationships arc superficial

13.

No one really knows mewell

14.

| feel isolated from others

15.

| can find companionship when | want it

16.

There are people who really understandme

17.

| am unhappy being sowithdrawn

18.

People are around me but not withme

19.

There are people | can talkto

20.

There are people | can turnto

Rl R R R R R R R R R R R

N N DN N N DN DN DN NN NN

W W W W W W W wWw W w w w

B N T 0 B~ IR~ R N B =N I N I S B Y

384




Date completed:

~

Do you agree?

1. lam good at telling what mfriends and family are
feeling

2.L R2yQl fliehd®S YI y&
3. L R2y pbplefoltal® ® when | feel sadr lonely

4. IR 2 yie@liionely

5. | have a group of friends who are nice to me

6. My interests and hobbies asameasother people |

know

7. | have a friend whodantell all my worries and secrets

8. hiKSN) LIS2 L) S R Migresis arid lidéaske

me

9. I am a friendly person who likes to talkltds of people

10.When | feel worried or sathere arelots of people | can
talk to

11. feel like other people leave me out
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Do you agree?

12.When | feel sad | can tatk peoplel know,but |
R2y Qi GKAYy]l (0KSe& g2 dz

13.My friendsandfamilyR 2 ykebw me very well

14 Most days | feel left oytike people forget | am
around

15.1f | want tol havepeoplel can alwayspeak to or
spend timewith

16.1 have friends and family in my life who
understand me

A ~ N

17L Y dzy Kl LJJ 0SOIl dza s
people

18. feel different to people around me

19.f | feel happy or sad, | know there are people
who | can talk to

20. There are peoplesho will help me if | have a
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Date completed:

Instructions for the next two questionnaires

Please answer the question below. This might be your biological mum (or
dad), foster mum (or dagpr someone else, but you need to pjakt one
person.

Who looks after you the most@ease tick)

Mum
Dad
Foster mum

Foster dad

Grandmother

Grandfather

Aunt

Uncle

Someone elsePlease write your relationship with them:

When answering the next twvquestionnaires, you will see blank partgney;
GKIFIiQa 6KSNB e2dz gAff yS&Iloaksaftérou i KA VY i
the most

387



388

Kerns Security Scaleadapted

You will now read a short story about 3 boys. | want to imagine you are a good
friend with the boys. For each question the young person you have to:
1 Decidewhichof the two statements in the thought bubbles you agree
with

1 Then selechow muchyou agree.

There are only ever two choices to make and thererareight and no wrong
answers

Please put a cross at each of your answers

All the greyboxesaboutthe per®n who looks after you the most
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Elliot, Jamal and Salim are 3 new boys at your school. You become good friends
with them and you start hanging out and playing during the ksea

i
i

16 m
Elliot
/‘:«y\ Elliot lives with his mum and dad.

Jamal lives with his grandparents, gran and
grandpa.

Salim lives with an adopted family.
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390

- h)fé RIFe 9ffA20 GSftf e2dz GKI{d KAA
)

a
truth. Elliot found out somethff 34 & KS Q
l.:.I

a 2fR KAY [N
i‘_@, 3 GSftfa @&2dz GKI KS R2SayQd Ol
.""-- R.+|
f T
/7 b
i‘b"-};{ {-"r.!
A i._
’r-, 11 RI-I

Elliot asks you about you?

Do you find it Do you find it

easy to trust your hard to trust your

?

How much: ©

O

A little OR A Lot
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WEYFE TYyR @82dz NB LI lFIeAy3d GARS23I
into his roan. Jamal tells you his gran usually bothers him a lot.

Other times Jamal might try and help with the washing up or with

folding washing, but his gran will try to help him. He vwgaiat do

things on his own.

Jamal asks you about you?

Do you feel
like your_
doesnot
do things on your
own?

Do you feel
like your__lets
you do things on

your own?

O
How much:
A little OR A Lot
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392

Salim is a very good student. Salim tells you that his mum helps
him with lots of things including his homework. Salim says he can
ask his mum for help with all kinds of things like making a
sandwich, gettig dressed and getting to places.

Salim aslabout you?

Is it hard to

Is it easy to

getyour___ to

get to help

help you?

you?

How much:

O

A little OR A Lot
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393
;f{.a Elliot tells you that he likes having friends visit him. He tells you
Nl

- this is because hismuR2 Say Qi a4 LISYR Sy 2dzZakK G
{8 feels lonely otherwise.

Elliot asks about you?

Doyou tink Do you tink

your spends

OR

your does not

enough time with spend enough time

—~

O O

O How much: ©

@

A little OR ALot
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Jamal tells you he feels very sad thinking about his brother

sometimes. His brother is away traveling. Jamal also tells his gran

about hisfeelings. § R2Say Qi YAYR GSttAy3a K
and feeling.

Jamal asks about you?

Do you find it easy to
tell your_ what
you are thinking or

feeling?

Do you find it
hard to tell your

what you are thinking
or feeling?

OR

How much:

@

little OR A Lot
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{FEAY YR &2dz NB 46l GOKAY3a | FAf
GKS FALY 2y {fAYQA YodowothiSSLIE O
you want to eat anything, or drink anything. Salim tells you that he

needs his mum for a lot of things.

Salim asks about you?

Do you rot really Do you feelike you

need your___ for

need your for a

lots of things?

OR

lot of things

O

How much: g)

@

little OR A Lot
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), ot ftA2d A4 y28( Ot2a$ (2 KA YdYo
"L ) YdzOK GAYS gAOK KSNE |yR KS R2Say!
Ao Aa GKAY1AY3 2N 6KEG KS Aa FSSEAyY:
@: 2NJ OdzRRf $a TNRY KSNE odzi 9ffA2G |
A !Eﬁl

Elliot asks about you?

Do youwish you

Are you happy with

were closer to your
y how close you are to

?

OR

your ?

o)
How much:
07 [ ]
NS
A little OR A Lot

396



397

Jamal is upset. He tells you that he had an argument with his gran
frad yAaIKGoe WHYFHE albea GKIFGO KS
love him.

Jamal asks about you?

D that
0 you worry tha Do you el really

your does not
sure that your
love you?
y loves yo?

(@)
How much:
o o
I
A little OR A Lot

397
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{FfAY Lldzia 2y CIFOSo6221 GKIFG KS R:
understands him. You ask him what this means. Salim says that to

KAY A0 YSIFya {IftAYQa Ydzy R2SayQi
dislikes.

Salim askskmout you?

Do you tel like your Do you kel like your
—really doesnot
understands ydu

OR

understand yo

O
O

o)
How much:

@

A little OR A Lot

398
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-~ Elliot tells you that sometimes his mum goes for long trips

L,Qﬁ, because of her work. He sometimes misses her, but he also knows
W= aKS gAft 0SS o011 9fttA2G R2SayQi
even ifthey argue.

Elliot asks about you?

Do you ®metimes

Do you feelreally

sure your____ would wonder if you

might leave yo@

not leave yo@

OR

How much:
©
A little OR A Lot
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Jamal comes to school one day in a dirty school uniform. He

@2dz GKIFG KA& 3idNiingh forHinRoy @ddle hiNS LI- NI
WEYFf areéea KAa 3IAINFYy AayQi GKSNEB

Jamal asks about you?

Do you worry that Do you feelsure you

your might not will be there

OR

be thee when you when you neethem?

~

(@)
How much:
07 [ ]
NS
A little OR A Lot

400

R2SayQid oNAYy3d KAA fdzyOK gAGK KAY
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{FTftAY GStfta &2dz GKIG KS R2SayQi

{ £ AYQA&a Y dzYbuyHistfavourfeduitdEis the skiop, and

aKS g2yQi ltt28 KAY (2 6 GOK &az2yY!
has to repeat himself to her.

Salim asks about you?

Do you feel likeyour

Do you feel like your

doeslistento
d o e disted tb

you?

you?

O How much:

(I )
S

A little OR A Lot

401



are upset

Do you @ to speak to

your when you

402

9fftA20Qa F220G01L t f keadSHIlivt wds 2psatl |
but it helped him to talk to his mum. He felt better afterwards.

Elliot always goes to his mum when he is upset because he feels
that she can help him.

Elliot asks how about you?

Do you rot go to
speak toyour

OR

when you are upset

O How much:
©
A little OR A Lot

402

=N

A
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Jamal tells you that he feels sad and upset sometimes. Jamal tells

you he would like to talk to his gran when he feels that way. But
WEYlFf R2SayQid FSSt tA1S KAa 3INIY
problems.

Jamal asks about you?

Do you tink your

Do you wish your helps you
would help you O R enoughwith your
more with your problems?

problem®

O

Q} How much: OO

@

A little OR A Lot
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Salim is independent, he does quite a lot on his own. Salim might

feel he needs his mum. Salim tells you he feels better when he is
on his own.

Salim askshkmout you?

Do you feel better Do you not feel bettel

when your 5 when your, IS

arounc® around?

(@)
How much:
©
A little OR A Lot

404

go food shoppingandgoforlomgl £ 1 a 2y KAa 2oy d {



Date this was completed:

Kerns Security Scale
What | Am Like With Mo

Instructions:

This questionnaire asks about what you are like with youn (the person who looks after you

the mos)¢ like how you act and S S €

I N2 dzy R

GKSYO®

. ST2NEB

practice question. Each question talks about two kinds of kids, and we want to know which kids are

most likeyou. Decide first whether you are more like the kids on léfe side or more likehe kids

on the right side, then decide whether that is sort of true for you, or really true for you, and circle
that phrase. For each question you will only ciae answer.

Practice Question:

Some kids would rather play spoits
their spare time.

Really true Sort of
for me true for me
1. Some kids find it easy to trust their
mom
Really true Sort of
for me true for me
2. Some kids feel like theinom butts in
a lot when they are trying to do
things
Really true Sortof
for me true for me
3. Some kids find it easy to count on
their fnom for help
Really true Sort of
for me true for me
4, Some kids think theimom spends

enough time with them

Sort of
true for me

Really true
for me

BUT

BUT

BUT

BUT

BUT

Other kids would rather watch T.V.

Sort of
true for me

Really true
for me

Other kids are not sure if they can
trust their mom.

Sort of
true for me

Really true
for me

Other kids are feel like theinon lets
them do things on their own

Sort of Really true
true for me for me
hiKSNJ {ARa GKAY]
their mom
Sort of Really true
true for me for me

Other kids think theifmom does not
spendenough time with them.

Sort of
true for me

Really true
for me
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10.

11.

Some kids do not reallike telling
their inom what they are thinking or
feeling

Sort of
true for me

Really true
for me

Some kids do not really ne¢keir
o for much

Sort of
true for me

Really true
for me

Some kids wish they were closer to
their mom

Sort of
true for me

Really true
for me

Some kids worry that theinomn does
not really love them

Sortof
true for me

Really true
for me

Some kids feel like theinom really
understands them

Sort of
true for me

Really true
for me

Some kids are really sure theimm
would not leave them

Sort of
true forme

Really true
for me

Some kids way that theirfnom
might not be there when they need
her

Sort of
true for me

Really true
for me

BUT

BUT

BUT

BUT

BUT

BUT

BUT

Other kids do like telling theinom
what they are thinking or feeling.

Sort of
true for me

Really true
for me

Other kids need theimoim for a lot of
things.

Sort of
true for me

Really true
for me

Other kids are happy with how close
they are to theirfnom.

Sort of
true for me

Really true
for me

Other kids areeallysure that their
mom loves them.

Sort of
true for me

Really true
for me

Other kids feel like theimom does
not really understand them.

Sort of
true for me

Really true
for me

Other kids sometimes wonder if theil
o might leave them

Sort of
true for me

Really true
for me

Other kids are sure theinom will be
there when they need her.

Sort of
true for me

Really true
for me
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12.

13.

14.

15.

Some kids think theimo does not
listen to them

Sort of
true for me

Really true
for me

Some kids go to theinom when
they are upset

Sort of
true for me

Really true
for me

Some kids wish theinom would
help them more with their problems

Sort of
true for me

Really true
for me

Some kids feel better when their
oM is around

Sort of
true for me

Really true
for me

BUT

BUT

BUT

BUT

Other kids do think theimom listens
to them.

Sort of
true for me

Really true
for me

Other kids do not go to thefnom
when they are upset

Sort of
true for me

Really true
for me

Other kids think theimom helps
them enough.

Sort of
true for me

Really true
for me

Other kids do not feel better when
their mom is around.

Sort of
true for me

Really true
for me
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Date this was completed:

Resiliency Scales foChildren and

Adolescent®

This questionnaire has instructions on top of each

page; please reddembefore you start answering the
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MAS

Here is a list of things that happen to people and that people think, feel, or do. Read each sentence carefully,
and circle the one answer (Never, Rarely, Sometimes, Often, or Almost Always) that tells about you best.

THERE ARE NO RIGHT OR WRONG ANSWERS.

0 1 2 3 4
1. Life is fair. Never Rarely ~ Sometimes  Often ﬁ;wg;g
2. I can make good things happen. Never Rarely  Sometimes Often ﬁmg;:
3. Ican get the things I need. Never Rarely ~ Sometimes  Often ‘A\mg;:
4. 1 can control what happens to me. Never Rarely ~ Sometimes  Often ﬁ{wg;:
5. Ido things well. Never Rarely ~ Sometimes  Often ﬁm’;g
6. Iam good at fixing things. Never Rarely ~ Sometimes  Often ﬁ}&g;;
7. Tam good at figuring things out. Never Rarely  Sometimes Often ﬁ}wg;:
8. I make good decisions. Never Rarely ~ Sometimes Often ﬁ;wg;z
9. I can adjust when plans change. Never Rarely  Sometimes Often ﬁm?.;ﬁ
10. Ican get past problems in my way. Never Rarely ~ Sometimes  Often ﬁ}wg;:
11. If I have a problem, I can solve it. Never Rarely ~ Sometimes Often ﬂwg;:
12. IfI try hard, it makes a difference. Never Rarely ~ Sometimes  Often ﬁ:wgﬁ
13. If at first I don’t succeed, I will keep on trying. Never Rarely ~ Sometimes  Often ﬁm’;:
14. 1 can think of more than one way to solve a problem. Never Rarely  Sometimes  Often ﬂwg;g
15. Ican learn from my mistakes. Never Rarely  Sometimes  Often ﬁm’;g
16. 1 can ask for help when I need to. Never Rarely  Sometimes  Often ﬁlwggz
17. 1 can let others help me when I need to. Never Rarely  Sometimes  Often ﬁm’;}
18. Good things will happen to me. Never Rarely  Sometimes  Often ﬁimﬁ
19. My life will be happy. Never Rarely  Sometimes  Often ﬂ\','v‘g;g
20. No matter what happens, things will be all right. Never Rarely  Sometimes  Often QIV"J;’;:
For T scores, see Table A.1.
TS RS
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Here is a list of things that happen to people and that people think, feel, or do. Read
and circle the one answer (Never, Rarely, Sometimes, Often, or Almost Alwa

THERE ARE NO RIGHT OR WRONG ANSWERS.

each sentence carefully,
ys) that tells about you best.

0 1 2 3 4
1. I can meet new people easily. Never Rarely Sometimes Often :l'w:;:
2. I can make friends easily. Never Rarely  Sometimes  Often ﬁ}v'{,'g;g
3. People like me. Never Rarely Sometimes Often ﬂwg;:
4. 1 feel calm with people. Never Rarely Sometimes Often ﬁ:wg;;
5. Thave a good friend. Never Rarely Sometimes Often ,A\}mg;:
6. 1 like people. Never Rarely Sometimes Often ﬂ",'v‘g;:
7. I spend time with my friends. Never Rarely ~ Sometimes  Often ﬁl"'b'é’;}
8. Other people treat me well. Never Rarely Sometimes Often IA\M:;;
9. Ican trust others. Never Rarely Sometimes Often ﬁ{wg;:
[0. Ican let others see my real feelings. Never Rarely Sometimes Often ﬁl"’,‘v‘;’sg
[1. Ican calmly tell others that I don’t agree with them. Never Rarely Sometimes Often ﬁl'wg;g
12. I can make up with friends after a fight. Never Rarely Sometimes Often ﬁmg;:
13. I can forgive my parent(s) if they upset me. Never Rarely Sometimes Often ﬁ:v"\:g;:
'4. If people let me down, I can forgive them. Never Rarely  Sometimes Often ﬂwg;:
5. Ican depend on people to treat me fairly. Never Rarely  Sometimes Often ﬁ,'wgg
6. I can depend on those closest to me to do the right thing. Never Rarely  Sometimes Often ng;:
72 {hcaa:nhﬁ?gng;ell a friend if he or she does something M Rarely Somatlines Often /A\:wg;:
8. If something bad happens, I can ask my friends for help. Never Rarely Sometimes Often ﬂwg;:
9. If something bad happens, I can ask my parent(s) for help. Never Rarely Sometimes Often ﬁl'wg;;
0. g';lsr;a;r;eg;ople who will help me if something - il T Bt ﬂw g;:
1. If I get upset or angry, there is someone I can talk to. Never Rarely Sometimes Often ﬁl'wg;;
2. There are people who love and care about me. Never Rarely Sometimes Often ﬁl'wg}f:
3. People know who I really am. Never Rarely Sometimes Often ﬁ{wg;;
4. People accept me for who I really am. Never Rarely Sometimes Often ﬂwg;:
For T scores, see Table A.1.
TS RS
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REA

Here is a list of things that happen to people and that people think, feel, or do. Read each sentence carefully,
and circle the one answer (Never, Rarely, Sometimes, Often, or Almost Always) that tells about you best.
THERE ARE NO RIGHT OR WRONG ANSWERS.

0 1 2 3 4
1. Itis easy for me to get upset. Never Rarely  Sometimes Often AA}wg;:
2. People say that I am easy to upset. Never Rarely  Sometimes  Often ﬁmg;:
3. I strike back when someone upsets me. Never Rarely  Sometimes  Often ﬂ»’fv’é’;ﬁ
4. 1 get very upset when things don’t go my way. Never Rarely  Sometimes  Often ﬂwg;:
5. 1 get very upset when people don'’t like me. Never Rarely  Sometimes Often ﬂwg;;‘
6. 1can get so upset that I can’t stand how I feel. Never Rarely ~ Sometimes  Often ﬁm’;:
7. 1 get so upset that I lose control. Never Rarely ~ Sometimes  Often ﬁ}",'v'g;;
8. When I get upset, I don’t think clearly. Never Rarely ~ Sometimes  Often ﬁmg;:
9. When I get upset, I react without thinking. Never Rarely ~ Sometimes  Often ‘A\,wg;;‘
10. When I get upset, I stay upset for about one hour. Never Rarely  Sometimes  Often ﬂ"l‘v’gﬁ
11. When I get upset, I stay upset for several hours. Never Rarely ~ Sometimes  Often ﬂwg;;
12. When I get upset, I stay upset for the whole day. Never Rarely ~ Sometimes  Often ﬁ{;‘v‘gﬁ
13. When I get upset, I stay upset for several days. Never Rarely ~ Sometimes  Often ﬂwg;:
14. When I am upset, I make mistakes. Never Rarely  Sometimes  Often ﬁ}w;’;;‘
15. When I am upset, I do the wrong thing. Never Rarely  Sometimes  Often ﬁ}m;;
16. When I am upset, I get into trouble. Never Rarely ~ Sometimes  Often ﬁmg;:
17. When I am upset, I do things that I later feel bad about. Never Rarely ~ Sometimes  Often ﬂ"m“g;:
18. When I am upset, I hurt myself. Never Rarely ~ Sometimes  Often ﬁ{wg;:
19. When I am upset, I hurt someone. Never Rarely Sometimes Often ﬂwgﬁ
20. When I am upset, I get mixed-up. | Never Rarely ~ Sometimes  Often ﬁm}

For T scores, see Table A.1.

TS RS
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Appendix L

Katherine Kerns correspondence2014

KERNS, KATHRYNLO February 2014 21:15Aida Malovic RE: Security Scale measure Security
Scale.doc

Hi Aida, | have attached the items from the measure. What tgh@slaptations or changes were
you envisioning? Kathy

From: Aida Malovic

Sent: Monday, February 10, 2014 5:48 AM
To: KERNS, KATHRYN

Subject: Security Scale measure

Professor Kerns, | hope not to take up much of your tivita the following query. | am a 1st year
PhD student with fessor Glynis Murphy at the Tizard Centre in the UK. My project is regarding
adolescents with intellectual disabilities who display sexually harmful behaviours, and as part of my
research | amoloking to adapt measures for use in this population; itél wecognised that there

is a severe lack of them. | have identified a number of areas of interest one of which includes
parental attachment in our ID population. To that effect | am contactmgiy hope that you

would be able to share a copy of yourc8gty Scale measure with myself? | have read a number of
articles on said scale and | would be curious to see if it might be applicable for my project. In
addition | seek you approval to make aagjjustments or adaptations if needed, with
acknowledgemento yourself and your colleagues if the scale is used. PS | have also sent above
guery over Research Gate please ignore if you end up replying to this email first. Warmly, Aida

Aida Malovic [redated]

413



Appendix M

Approval notice NHS Research Ethics Committe€Reference: 15 LO/0688

NHS

Health Research Authority

NRES Committee London - Camden & Kings Cross
Room 001

Jamow Business Centre

Rolling Mill Road

Jamow

Tyne & Wear

ME32 30T

Telephone: 0181 428 2444
19 June 2015

Miss Aida Malowvic

PhD candidate

Tizard Cenfre

Tizard Cenfre, Woodlands, Giles Lane
University of Kent, Canterbury
CT27LR

Dear Miss Malovic

Study title: Adolescents with Intellectual Disabilities who display
harmful sexual behaviours: adaptation of measures

REC reference: 15/LOM0GEE

IRAS project ID: 153594

Thank you for your lefier of 15 June 2015, responding to the Committee’s request for further
informafion on the ahove research and submitting revised documentation.

The further information has been considered on behalf of the Committes by the Chair with
Committee member Mary Watson.

We plan to publish your research summary wording for the above study on the HRA website,
together with your contact details. Publication will be no earier than three maonths from the
date of this favourable opinion letier. The expectation is that this information will be published
for all studies that receive an ethical opinion but should you wish to provide a substitute
contact point, wish to make a request to defer, or require further infformation, please contact
the REC Manager, Ms. Kirstie Penman,

nrescommittee london-camdenandkingscrossi@nhs.net. Under very limited circumstances
(e.q. for student research which has received an unfavourable opinion), it may be possible to
grant an exemption to the publication of the study._

Confirmation of ethical opinion

On behalf of the Committee, | am pleasad to confirm a favourahle ethical opinion for the above
research on the basis described in the application form, protocol and supporting documentation
as revised, subject to the conditions specified below.

A Research Ethics Committee estabiished by the Health Research Authority
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Appendix N

Evidence ofNational Offender Management Serviceethical approval.

.3 Ministry of

n
L JUSTICE
Mational Offender
Management Service
National Offender Management Service
Nafiona! Research Commitfes

Emnail: Mational. Resesrchifnoms. gsi.gov.uk

21 July 2016

Confirmation of Approval — NOMS Research

Ref: MRC 2016-186

Title: Adolescents with Intellectual Disabilities who display harmful sexual behaviours: adaptation of
Measures

Diear M= Aida Malovic,

Thank you for submitting the additional information and amended documents, and for addressing the
cutstanding issues we raised in our previous comespondence. After careful consideration your
application to conduct research within Cookham Wood YOl has been approved by the Kent and

Sussex Regional Forensic Psychology Service.

Alzo please note you should contact the Governor at Cookham Wood YOI to seek final approval prior
to staring your research.

If you have any further questions please do not hesitate to contact us.

Yours sincerely

Jayne Corson Louiza Sutcliffe (Supervisor)
Trainee Pzychologist Registered Forensic Psychologist
Kent, Sussex & Essex Forensic Psychology Services Kent, Sussex & Essex Forensic
Public Secter Prisons Psychelogy Services

Public Sector Prisons

Cc: Mational Research Committee
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Appendix O

Example of Easy Read nformation sheetsand consent

forms for young people.

Participant
Information Sheet CHSS ISaiqEe
Title of Study: Risky behaviours in adol  escents:

adaptation of measures

Name of Researcher: Aida Malovic

You are being invited to take part in
Ai dabdbs research.

Aida is studying for her doctorate at the
University of Kent.

Ai dads research i1 s
adolescents think and feel.

Questions

é@
e Aida has 5 questionnaires. She wonders

about it?

H o L if you would like to complete them?

M Not sure
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2 of the questionnaires are very similar to
each other.

% T

You can get help when completing the
guestionnaires.

What are the questionnaires about?

2 questionnaires ask about your everyday
feelings and friendships.

2 questionnaires ask about your

relationship with people who support you.

1 questionnaire asks what your strengths
are and what the positive things in your
life are.

There are no right and wrong answers.
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What happens i f | s
the questionnaires?

It means that a staff member or Aida will
meet with you in a private place.

No one else can listen to your answers
there.

They will support you in completing the
guestionnaires.

Some people will be asked if they want to
do the same questionnaires again up to 6
weeksd | abhsmyno. You ¢cC

What if | have difficult feelings when
completing the questionnaire?

If you feel upset, angry or uncomfortable
you can talk to the person helping you or
you can talk to another member of staff.
We can try to help.

=5
\

Who might see my answers?
Your answers will be private.

But if your answers show you or someone
else may be hurt, we might have to talk to
someone, like your community nurse or
social worker.

We will tell you if we need to do this.
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Will other people know who | am?

No, this is private information. Your name
will be changed once Aida gets the
guestionnaires.

Aida will change your name into a number
so that no one will know who it is about.

How long will the questionnaires take?

It might take you up to 1 and half hours to
complete all questionnaires in one go.

Some do it quicker some do it slower.

You can have breaks when you want.

Consent

Consent

Do | have to take part in this?

No, you do not have to take part in the
research.

hY

What i f | say NnNyeso
stop?

It is OK to stop. We will stop the
guestions, some of your answers might
still be used but anonymised.

What happens with my answers?
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Report

No one will know you took part, because
your name will not be used.

Aida will write about what she found out
from ever wasnmneds ans

Questions?

If you have any guestions please ask the
person who gave you this information.

12 3 4
5 6 7 8 9 10 1
12 13 14 1516 17 18
19 20 21 2223 24 25
26 27 28 29 30 31

What if | change my mind?

If you change your mind just tell the
person who helped you with the
guestionnaire, or a member of staff.

You can withdraw from this study at any
time, but if you have already completed
guestionnaires up to that point, we will
keep this information in anonymised form
for use in research.

@

Contact for further
information:
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If you have any questions about the
study please ask the person reading
this with you.

Or, you can contact Aida below.

Aida Malovic
Tel: 01227 82 7758
Email: am881@kent.ac.uk

Or write to her at:

Tizard Centre

University of Kent

[redacted]
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Consent Consent/ assent form for participants

N
q

Please tick every box if you agree

V

| have seen (or had read to me) the
information sheet about the project
Risky Behaviours in
Adolescents: adaptation of
measures vrsl.2 (dated
11/06/2015).

| asked all the questions |
wanted to.

| have understood the information.

| discussed this study with someone
else whom | trust.
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