Editorial

JanelL.lreland& Warren Dennis

LcoME TO the October Forensic
Update. We say goodbye to Jane
Ireland asco-editor after this issue,

and welcome Glenda Liell who is following
on from Janefrom the next issue.In turn,
Glenda@role is being taken on by Caroline
Preston, who works on the DSPD unit at
HMP Whitemoor.

We begin with the Notesfrom the Chair,
which are then followed with four papers.The
first is presented by Linda Halsall and Nicola
Kevan-Graham; they look at domedtic violence
programmesand issiesrelating to the hetero-
geneity of offenders, and conduct areviewand
critiqgue of evidence around this topic.

Karen Slade and Elizabeth Gilchrist then
present a paper on lf-harm, and explore the
linksbetween prisonersCzoping strategiesand
the tendencyto report sickfor work in prison.

Notesfrom the Chair

LawencelJones

Statutory regulation consultation update
The BPS response to the statutoy regulation
consultation and regular updates can be
found at http://tinyurl.com/7t372.

In the consultation document The BPS
concludes that it has Oseriousoncerns that
regulation by the Health Professions Council
would lead to a reduction of standardsand
fail to enhance public protection to the
degree that is necessayOThe BPSresponse
then goes on to set out the basis of these and
other concerns in detail, and argues that
alternative models need to be re-examined,
especiallythat of a regulatory body specifi-
cally for psychology

The third paper is presented by David
Murphy who writes about mindblindness in
mentally disordered offenders. He aims to
describe somerelevant aspectsof Theory of
Mind, assessmentechniques and provide a
brief summary of key research findings of
theory of mind functioning in mentally dis-
ordered offenders.

Our final paper is by Katharine Russell,
Richard Coswayand JaneMcNicholas. They
examine the development of a fireraising
service within a high secure mental health
setting. They explore literature relevant to
this and disauss some of the difficulties
encountered in setting up this sewice.

We finish with our brief reviews, pre-
sented for the lasttime by Glenda Liell, and
the book reviews,presented by Simon Duff.

| have just had the following update from
Mike Carpenter in the BPSon the recent
informal meeting with the Department of
Health on statutory regulation:
The SoadityOsnegtating team of Graham
Powel (Preident), Ray Millg (President
Elect), Tim Conford (ChiefExecutivepand
Mike Carpente(Membershig Qualifica
tionsDirectoratdanager)metwith repesen
tativesof theDepatmentof Health(DoH) on
Friday22 July The meetingvasheldon an

informal basis to enable the DoH to investigate

in moe detail the Socistp@sition outlined in
its responséo the recenttonsultation.The
meetinglsonotedthefactthat theDoH was
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NotesromtheChair

undetaking a reviewof non-medicaprofes

this wa discissedand the decision to publish

sional egulation, that the leader of that reviewthis kind of information. Glenda Liell is now

(AndrewFosterhad recentlyssueda Ocalfor
ideas@nd that hewould expecto repot to
ministerdoyDecember

The discussionduring the meeting cow
ered a number of keyissuesincluding:

a) a restatement of the Society®position
and in particular its concern about the
importance of the protection of the
public;

b) specific concerns about the regulation
model proposed in the consultation
document;

c) the possbility of exploring other
regulatory models in case they might
meet the government® objectives;

d) the DoH® concerns about which title or
titles might be protected, since specific
standards need to be applied to
protected titles;

e) the points raised by Andrew Fosterin his
Ocalfor ideasO:;

f) some issues related specifically to
devolved administrations.

It was agreed that further work needed to
be undertaken and further meetings would
be necesay. In the meantime the DoH
would write to the Societygiving its viewson
some of the issue.

Complaints about forensic psychdogists
With the prospect of statutory regulation on
the horizon we need to be thinking about
which issuesaround regulation are uniquely
relevant to forensic practitioners. One issue
is the fact that the incentives to complain
falselyabout the individual practice of mem-
bers of the division are different to those in
other divisions. This makesthe task of teas
ing out genuine complaints from instrumen-
tal complaints a central concern. We have
started to look at some of these issuesand
are keen to get viewsfrom the membership.

Can | then askthat you respond to the
request in this FoensicUpdatefor informa-
tion and thoughts about complaints against
forensic psyclologists?Iin a previous elition |
reported on a meeting with the BPSwhere

taking this forward asthe newjoint editor of
FoensicUpdae We hope, through suveying
the membership, to gain adetailed picture of
the kinds of complaints that there are and to
look at how theseare being deat with. This
will then feature asaregular slotin Update

Adverseoutcomes of inter ventions

It was heartening to see Carol Ireland®
exploration of the possibility of retraumati-
sation in inter ventions with sexoffenders in
the last edition of ForensitJpdate Any inter-
vention technique that is capable of chang-
ing the way that people think feel and
behave for the better could also, theoreti-
cally, be capable of bringing about harm.
There is rarely any discussion of this possibil
ity in the literature (and when there isit is
usually focussedon people with high PCL-R
scores). Outcome researchbasedon aggre-
gate measuresof change in groups often
maskthe individual caseswhere change has
been for the worse.

Taking this possbility seriously is, in my
view one of the hallmarks of a mature pro-
fesson. The British Medical Asciation, for
example, has a Oyellv cardOsystem where
clinicians are encouraged to report any
adverse reactions which they think might be
due to medications and procedures to the
professbnal body. These are then collated
and investigated, and information about
adverse responsesdisseminated amongstthe
membership.

In addition to the issuesaround retrau-
matisation or adversestressfulreactions to
inter ventions that Carol Ireland began to
explore in her paper, there are alsoarange
of other kinds of adverse reactions that
need to be considered. The account of two
graduates of a thinking-skills group who
were involved in an escapeattempt always
comes to mind in this context. Both planned
systematicallyand creatively how to go over
the wall. In the event one of them went
ahead with the plan and the other chose, at
the last minute, to stay Both responses could
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be seen as having been caused, at leastin
part, by the intervention. In forensic con-
texts the possibility of learning about offend-
ing more effectively, about other ways of
offending and incorporating other people®
offencesinto offence repertoires or into fan-
tasiesof offending is a particular concern.
We also rarely look at the impact of inter-
ventions that have been unsuccessul on
future re-engagement or on future treat-
ment response.

The utility of this kind of information in
terms of practice and theory development
cannot be overestimated. Often the biggest
advancesare made when cherished waysof
working or thinking are challenged in this
way However, exploration of theseissuesis
particularly sensitivefor a variety of reasons.
It can be a political minefield. How do peo-
ple respond to evidence of adverse outcome?
The fear is that stakeholderscould withdraw
funding and or support for interventions
that are on the whole having a beneficial
impact. In part this is an issuearound the
weight one givesto individual examples of
adverseoutcome. If, for example, one indi-
vidual appearedto go on to offend seriously
asa consequence of having heard an accowunt
of a similar offence from one of their peers
(proving this would be asdifficult asproving
that somebodyhad changed their behaviour
as a consequence of engaging in an inter-
vention) in a group, but the rest of the group
appeared to offend in a less serious way
would the benefits outweigh the costs?One
would need to think long and hard about
this and obviously it would depend on how
seriousthe offence wasand how seriousthe
offences prevented were.

The costsof not addressingthese issues
could be seriousfor us. Surelyit is essential
for us to demonstrate that we have consid-
ered the possibility of harm in advocating
and evaluating the impact of interventions?If
we don® then we are likely to have to face
the issuein the context of litigation.

How then might we take theseissuesfor-
ward?

I In terms of publishing outcome data it

NotesromtheChair

might be useful to give statisticson the
proportion of the treated group made
worseand have some discussionabout
the implications of this for future similar
inter ventions. One could usethe same
criteria for clinical and statistical
significance usedin reporting the
proportion improved.

I Single-casamnethodology might be useful
in exploring individual change procesesb
often getting worsecan be part of a
processof Ogettingworsebefore getting
betterO.

I We could gart making sure that suspected
adverseoutcomes are reported asand
when they arise, perhaps asletters to
Forensit/pdate

I We could researchdifferent kinds of
adverseoutcome more systematically

I We could inform offenders attending
groups about the probability of
improving, not improving or getting
worse;basedon the evidence aswe
know it.

Any thoughts or comments on this would be

welcome. My e-mail addressis:

Lawrence.Jones@nottshc.nhs.uk

It is now a mandatory requirement for all
Chartered Psychologists to undertake 40
hours of Continuing Professional
Development per year.

Members are advised to bring this to the
attention of their line managers when
planning annual appraisals and
developmental activities.

For further information please log on to
the Society website:
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Domesticviolencetreatment programmes
and the heterogeneityof offenders:
A reviewand critique of the evidence

LindaHallsall& NicolaGraham-kevan

widespread problem. The 1996 British

Crime Surveyfound there were approxi-
mately 6.6 million incidents of domestic vio-
lence, with 4.2 per cent of women and 4.2
per cent of men reporting domestic victimi-
sation at the hands of a spouse.Most victims
did not viewthemselvesasvictims, with only
12 per cent reporting the incident to police.
Virtually no men reported being victims,
which may reflect the fact that men do not
regard their domestc victimisation as domres-
tic violence (Walby & Allen, 2004). This view
is shared by many clinicians who design and
implement inter ventions for perpetrators b
or Obatterers@s they are often termed. In
this article we disauss current treament
approachedor domestic violence perpetrators.
We then present empirical researchthat has
found strong evidence for the existence of
typologies of domestic violence perpetrators
and discuss the implications of such research
for inter vention programmes.

I NTIMATE PARTNER violence is a seriousand

Treatment approachesavailable

The Universities of Leicester and Liverpool
are currently evaluating the Integrated
Domestic Abuse Programme (IDAP). The
IDAP is a programme modelled on the
Domestic Abuse Inervention Project (DAIP)
in Duluth, Minnesota, which is described as
a comprehensive community-based pro-
gramme for intervention in domestic abuse
cases(Bilby & Hatcher, 2004). Work with
offenders is informed by a feminist perspec
tive which considers that historical traditions
of the patriarchal family, contemporary con-
structions of masculinity and femininity, and

structural constraints in society combine to
suwpport and maintain male domestic violence.
The central aims of this approach are to iden-
tify the cognitive errors and core beliefs of
(male) offenders that are viewad as $emming
from patriarchal societies and replacing abu
sivebehaviour patterns with non-aggressive,
egalitarian and pro-social waysof interacting
with their partner. In this men are seenas
the collective recipients of cultural and sock
etal messages offenders are perceived as
being homogenous in nature and may there-
fore be treated with sandardised programmes
that save to identify and challenge behaw
iour and beliefs that are similar because they
arise out of the samecultural context. Psy
chological researchon typologies of perpe-
trators however, suggeststhe Duluth model
for domedic violence treatment (see
wwwduluth-model.org) fails to recognise
the heterogeneity of perpetrators (Hamel,
2005).

The DAIP have evaluatedtheir own pro-
gramme and report generally favourable
outcomes in terms of reductions of abusive
behaviour Shepard (1992) found attendance
predicted a reduced likelihood of batterer
recidivism five yearsafter community inter -
vention and Shepad, Falk and Rasdick
(2000) found that women reported in physi-
cal and psychological abusivebehaviour fol-
lowing their male partner( attendance.
Independent evaluaion (Saunders 1996)
has found evidence to suggestsome men
were lesslikely to reassaultif they completed
a feminist cognitive behavioural group treat-
ment. The pro-feminist model has enjoyed
increasing popularity, as evidenced by not
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only the adoption of this model by the vol-
untary sector but also by the state.

However the model is not without its crit-
ics. Of particular concern is the lack of sys
tematic evduation (Bowen, Brown &
Gilchrist, 2002), that pro-feminist inter ven-
tions prioritise feminist concerns (Eadie &
Knight, 2002) and that such models involve
re-education rather than treatment (Scour-
field & Dobash, 1999).

In contrast to the assimptions made by
the Duluth model, there hasbeen recognition
that far from being a homogenousgroup,
violent male partnershawe been found to vary
along a number of important dimensions
(Dixon & Brown, 2004; Holtzworth-Munroe
& Stuart, 1994) desciibed below, and that
effective interventions may be related to an
understanding of the individual rather than
sodetal factors that contribute to abusive
behaviour (Hanson et al., 1997; Gondolf,
1988; Saunders,1992). Fadorsthat havebeen
found to be related to domestic violence
offending include developmental and psy
chological ones These factorshave been found
to affect the generality and severity of domes-
tic violence used and treatment outcome.

Typologies of perpetrators

Holtzworth -Munroe and Stuart (1994)

sought to identify the differences between
perpetrators by reviewing previous pub-
lished studies of perpetrator typologies and

summarising the data. They proposed that

three types of perpetrator could be identi-
fied on the descriptive dimensions of the

severity/ frequency of their violence within

the relationship; the generality of violence
and persondlity disorder/ psychopathic char-
acteristics.They labelled the three types of

batterer as Ogeneally violent/ antisocialO,
Odsphoric/ borderline® and Gdmily onlyO.
OGenerallyviolent/ant isodal® perpetratorsO
violence wasboth inter- and intra-familial.

They showedevidence of extensivecriminal

involvement aswell assubstanceabuseprob-
lems. They were the group most likely to be
diagnosed as having antisocial personality
disorder or psychopathy. The

Domestigiolencereatmenprogrammes

Odysphoric/borderlineGgroup showed violent
behaviour predominantly (although not
exclusively) withinthe family. Thisgroup had
the mostpsychological distress, with evidence
of borderline or schizoidal personality char-
acteristics. The final group, OfamilyonlyO,
usedviolence within the home only and were
the leastlikely of all three groups to havea
criminal record or substance abuse prob-
lems. They were unlikely to demonstrate any
personality disorder. Support for this Holtz-
worth-Munroe and Stuart® typology came
from a recent review of the literature (Dixon
& Brown, 2004). Hamberger etal.® (1996)
work also produced three main clusters,
which suggested85 per cent of their batter-
ers fitted into the clusters defined by psy
chopathology only. However, rather than the
predicted dysphoric/ borderline type, they
desaibed a passiveaggressive/d ependent
type. Passive-aggressiviedividuals typically
use withdrawal to punish their partners. This
type of perpetrator had the highest fre-
guency of spousalviolence.

A number of other studies have con-
firm ed the existence of subgroupsof batterers
and, although labelled in a diff erent way, they
bear resemblance to the types of batterers
identified by Holtzworth-Munroe and Stuart
(1994). Hamberger and Hastings (1985) and
Saunders(1992), identified batterers asover
controlled/ dependant, impulsive/ borderline
and instrumental/antisocial. In a study of
psychophysiological functioning of batter-
ers, Gottman etal. (1995) establisheddiffer -
ential patterns of psychophysiological
reactivity in what they termed Oatisocial
(Typel)Obatterers, who resembled Holtz-
worth-Munroe and Stuart's generally violent
men. These men demonstrated lower heart
rate while arguing with their partners than
did the impulsive (Type2) batterers who
resembled Holzworth-Munroe and Stuart's
impulsive batterers. Extending this work,
Tweed and Dutton (1998) studied Type 1
and Type 2 batterers, both of which were
identified asusing frequent violence. They
concluded that there wasa high prevalence
of personality disorder in groups of batterers
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and that these two groups could be distin-
guished from one another on emotional and
attachment profiles lending support to
Gottman & al.0s(1995) two-factor psy-
chophysiological distinction.

Holtzworth-Munroe etal. (2000), sought
to determine whether their original batterer
typology would differ in terms of the distal
and proximal factors which they had pre-
viously predicted would influence the behaw
iour associatedwith each type of batterer.
Their results generally supported the predic-
tions and identified an additional group
called low level antisocial. Waltz etal. (2000)
found further support for Hotlzworth-
Munroe and Stuart®(1994) model, with the
exception that personality disorder charac-
teristics did not distinguish between the gen
erally violent and pathological groupsin the
predicted fashion.

Holtzworth -Munroe & al. (2000) also
measured batterersOexperiences of being
abused as children. However, they did not
control for the possbility that where
children have been seriously abused, they
are likely to have had contact with state inter
ventions and may have spent parts of their
childhood in the care system.The effects of
care upon the development of children in
terms of behavioural adjustment, emotional
adjustment and abuseare well documented
(Jonson-Reid, 2003; McCarthy, Janeway &
Geddes, 2003; Newton, Litronwnik &
Landsverk, 2000). This failure may under-
mine the significant differences found in
Holtzworth-Munroe etal.® (2000) study be-
tween personality disorder, criminal propen-
sity and later domestic violence may well be
interrelated with the negative effects of the
care system and be confounding stressors. In
relation to the borderline/dysphoric group
of batterers, family rejection and entry into
the care systemmay well explain the fear of
abandonment, preoccupied fearful attach-
ment, jealousyand dependency these men
feel. The use of a social history may better

capture the consequences of abuse. This may

eventually provide some clarification asto
whether there are two dimensions rather

than one in this group of batterers (Ham -
berger etal., 1996; Saunders,1992).

These studieshave acknowledgedthe in-
fluence of witnessingparental violence, but
have not taken into account research indicaing
that interparental verbal aggressionis a fre-
guent concomitant of inter -parental violence
and parent-child aggresson (Blumenthal,
Neeman & Murphy, 1998). \erbal aggression
is found to be a strong predictor of later mar-
ital dissatisfactionand divorce aswell as of
conduct disorders, anxiety, delinquency,
poorer social competence and poorer grades
(Somer & Braunstein, 1999; OOLeay &
Jouriles 1994, cited by Daly & Pelowski,
2000, p.153). These factors have previously
been identified asimportant in the under-
standing of contributing factorsto domestic
violence. This may indicate that there needs
to be a broadening of conceptualisation in
relation to the family of origin history to
account for the effects of this type of abuse.
Interparental verbal aggresson may be a per-
vasivestressorthat might be more frequent
than interparental violence and hawe a power-
ful effect on those in subgroups who have
anxious or preoccupied attachment within
the context of violent relationships.

Whilst there is some broad agreement
that typologies exist and that general
support has been found for Holtzswath-
Munroe's (1994) three typologies, there has
not been consistent support for the distinc-
tions betweenthe subgroupsin terms of the
severityof the violence. This is most clearly
seenin relation to the contribution of per-
sonality disorder to domestic violence. Waltz
etal. (2000), Hamberger etal. (1996) and
Tweed and Dutton (1998) did not find the
clear distinctions betweenthe most severely
violent and moderately violent men in the
predicted direction. However, this may re-
flect the samplesused asthese were either
community basedor court referred and so
could not reflect the most serious batterers
at the time of testing because these men may
well have been in prison. Therefore these
samplesmay not represent the full range of
violent behaviour found within the criminal

6
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justice sygem. A recent British study of
men arrested for domestic violence-related
offencesmight be more representative of the
criminal justice sysgem (Gilchrist e al.,
2003). Gilchrigt @ al. (2003) found evi
dence of typologies based around type of
personality disorder, which wasprevalent in

their sample. Thus whilst it has been estab
lished that there are a number of distinct
offender typologies, researchon identifying

the factorsthat influencetheir developmental

pathways is still in its infancy This research is
needed to allow subgroups to be reliably
diginguished and until such research is
conducted the effectiveness of treatments
matched to individual offender characteristics
may be reduced.

Implications for treatment delivery and
effectiveness

The searchfor typologies is consistent with
current clinical practice; however, it would
be wrong to simply assumethat the applica-
tion of a standardisedintervention such as
the Duluth model would be lesseffective for
male batterers on the basisthat it isinconsis-
tent with the general trend in clinical psy
chology towards patient matching treatment
(Beuter & Clarkin, 1990, cited by White &
Gondolf, 2000, p.468). Patient matching
recognisesthat Oforeachindividual, the cor-
rect treatment must be matched to subtype,
diagnosis, phase of treatment and extent of
patient motivation and disability®Q(Minkoff,
2000, p.251). Some evidence existsto sug
gest that different batterer types may warrant
different types of treatment; for example,
men with a diagnosis of dependent person-
ality did better post treatment if they partici-
pated in a processpsychodynamic group
(Saunders, 1996). White and Gondolf (2000)
concluded on the basisof their sample that
men whose profiles revealed narcissistic
and avoidant personality tendencies, and
who exhibited low or modes personality
dysfunction might be best placed in cogni-
tive behavioural programmes. However,
White and Gondolf@ (2000) sample also
included men who had received treatment

Domestigiolencereatmenprogrammes

for mental health issues. It may be important
to consider whether these men would be
more (or less)resistantto therapeutic inter -
ventions as a result of their prior experiences
or whether any proposed treatment would
be conflict with any previous treatment.

Another wayof assessingreatment effec-
tivenessis by examining treatment attrition
ratesto seeif a mismatch betweenthe treat-
ment offered is related to failing to complete
a programme. It would appear that, across
studies, the drop-out rate is consistently
high, ranging from 22 to 99 per cent (Daly &
Peloski, 2000). However, the research sug
gests(male) participants fail to complete for
many reasons.Wallis and Nosco (1993, cited
by Daly & Peloski, 2000) note social disaffili -
ation may be a powerful reasonfor failing to
complete. Further barriers to treatment
completion may lie in the nature of current
group treatment practices. Wallis and Nosco
(cited by Daly & Pdoski, 2000) reported
men with avoidant personalities had higher
rates of shaming experiencesin childhood
and had experienced humiliation by parents
and were self-critical. For such people it may
be important to consider whether participa-
tion in groups, where the expectation is that
men will discloseviolence and other socially
sanctioned behaviours, may induce excessive
feelings of shame and awidance which in
turn maycontribut e to dropping out or aloss
of effectiveness. Resarch such as this calls
into queston the efficacyof programmesthat
fail to tailor treatment to client needs, with
attrition alikely consequence.

However measuiing effectivenessin treat-
ment programmes is fraught with method-
ological problems (Daly & Peloski,2000) .
Defining and measuring treatment successis
the first stageto treatment evaluation how-
ever a statistically significant reduction in
offending may not be a clinical reduction.
Smilarly reports o violent behaviour obtained
from only one souce are inadequate. The
design of an evaluation is often problematic
asthere are no control groupsdue to ethical
constraints. Additionally, sample selection,
attrition, the assessmet tools and follow-up
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periods are also sources of potential method-
ological problems (Bowen, Brown & Gilchrist,
2002).

Conclusion and directions for future
reseach

Whilst it is possibleto suggestmale batterers
are not a homogenous group it is not yet
possible to confidently identify the extent
and reasons for their heterogeneity and
thus whether more individually tailored
programmes would increase effectiveness.
Personality disorder, however is a recurrent
finding, as are negative early life experiences
and substance use problems. Reseachers
suggestthat Otheseffenders would benefit
from intervention which addresses these
criminogenic needs in particular: anger,
self-efficacyand perspectivetaking and cog-
nitive distortions surrounding masculinity®
(Gilchrist, 2003, p.3). Mandating men to
attend interventions that are ineffective is
both a wast of public resources and un-
ethical.

Although the Duluth model has been
enthusastcally recelved and implemented on
an international basis,its failure to address
many of the offendersOneeds should call
into question its utility for domestic violence
perpetrators. Inter ventions that fail to en-
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Howwill | cope?Links betweenself-harm,
reporting sick and coping strategies

Karen Slade& ElizabethGilchrist

CONTINUING ISssUEWithin the Prison Ser-

A/ice hasbeen the reported number of
self-harm incidents and completed

suicides.Eventhough suicide and self-harm-
ing rates may appear high within the prison
environment, they are low given the high
proportion of prisoners with demographic
factors indicating the risk for suicidal and
self-harming behaviour, such asage, ethnic-
ity, custodial statusand gender, assuggested
by Livingston, 1997. Self-harm figures for
1998/9 described 272 incidents in male,
adult prisons (Home Office, 2000) with 130
in 100,000 prisoners committing suicide.
This trend is worrying, with 50 per cent of
prisoners who commit suicide having had a
previous attempt or self-harmincident.

It has been suggestedthat the coping
strategiesof certain individuals make them
prone to self-harming and more likely to
respond with angry rebellion and demon-
strate other difficulties within prison suchas
aggression (Shea, 193). Babiker and Arnold
(1997) also suggeded that the experience
of self-harm might result in feelings of low
sdf-worth, which in turn promotes selff-
destructiveness.Coping hasbeen defined as
the @ognitive and behavioural efforts to
manage specific external or internal demands
that are appraised as taxing or exceeding the
resourcesof a personQ(Lazarus & Folkman,
1984, p.141). These are placed in two cate-
gories (Billing & Moos, 1981): Approach
(strategies targeting one® appraisal of the
situation or managing or modifying the
stressfulsituation) and Avoidant(marked by
turning awayfrom threat-related cues).

Folkman and Lazarus (1984) highlighted
the differences employed by individuals
depend on their appraisal of the situation

and the strategiesavailable. They stated that
the coping strategy actsasa mediator between
stressand its potential effects such as ex-
treme distress Some researchers indic ate
that each individual, although appraising
each situation separately hasa stable hierar-
chy of preferred strategies(Frydenberg &
Lewis, 1994). This pattern may be detectable
and used as a predictive tool to highlight vuk
nerable prisoners who may not cope well and
may self-harm, report sick or expressother
behavioural reactions such asaggression.

There is a paucity of research on the
coping strategies employed by prisoners who
sdf-harm and howthis wulnerabilityis created.
Dear etal. (1998) suggestedthat Australian
prisoners who self-harm are prone to using
more avoidant strategies and less likely to use
approach, positive reinterpretation, direct
action or acceptancestrategies.This corre-
lates with self-harm research,basedon com-
munity and non-forensicsamples that reports
an inability to express feelings with self-harm
being used as a form of communication
(Snow, 2002).

There hasalsobeen alink suggestedbe-
tween avoidant strategiesand sicknesslevels
although this hasfocused primarily on work-
place settings (e.g. Hill & Trist, 1955). Two
main avenues are suggeged for the link
between stress and reporting sick in the
workplace. First, the use of ineffective cop-
ing strategiesincreasesthe risk of illness,
thereby increasng the need for medical
attention. Secondly, the awidance of activities
such aswork due to stressis acted out within
prison in the reporting sick procedure. The
procedure allows prisoners to report to staff
that they are unfit for work and require to be
seen by a medical officer or nurse. This

10
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allows prisoners to remain solitary in their

cell or to gain someindividual attention by

medical staff. (This gaining of attention,

however, should not be viewedasmanipula-
tion but borne out of a difficulty in express

ing themselves or a desire to talk one-on one
with a caring staff member.)

The use of awoidant coping strategies
may also lead to increased psychological dis-
tress in different groups of patients, for
example patients after trauma (Charlton &
Thompson, 1996), including a higher level
of PTSD (Troop et al., 1994) and the in-
creasal reliance on coping strategiessuch as
self-harmor reporting sick.

The purpose of the current study is to
investigatethe links betweencoping strategy
and self-harming or reporting sick and
whether there are patterns in the coping
strategiesemployed by those prisoners. This
study hastwo core predictions:

I Prisonerswho have self-harmedwill use
significantly more avoidant and less
approach coping strategiesthan those
prisoners who do not;

I Prisonerswho frequently usethe
reporting sick procedure usesignificantly
more awidant and lessapproach coping
strategiesthen those who do not.

A benchmark of two sicknessabsencesin a

three-month period wasadopted as qualify-

ing as a Ofrequentreporter®, making them
above average for British workforce (Confed

eration of British Industry, 1987).

Method
Patticipants
All prisoners were resident in a Category C
(closed, medium secuity) trainin g prison. Of
518 prisoners accommodated at the prison,
135 agreedto participate and fully completed
the assessmet (27.4 per cent of the avalable
prisoner population). Thirteen assessm#s
were rejected due to incomplete data but no
differences were evident on self-harm, re-
porting sick, offence or personal characteris-
tics compared with thosewho particip ated.
The sampleranged in agefrom 21 to 59
years(mean = 30.4,SD =8.2). The length of

Self-hamn, repoting sickand copingstrategies

sentencesranged from nine months to life
(mean = 59.6 months, SD = 40.9), with life
sentence prisoners assigneda sentence of
168 months. Half the sample were sering
lessthan four years(51.1 per cent). Regard
ing the actual amount of time served up
until the time of sample, the range was3
months and 11 years(mean = 20.2 months,
SD = 24.5). The ovewhelming majority were
not married (single, divorced or widowed =
91.1 per cent).

Measures

CopingRespondaventory

The study employed the Coping Responses
Inventory B Adult Form (CRI; Moos, 1993)
The CRI measurestwo overall typesof coping
strategy (approach and avoidance coping)
separatedinto eight coping responses,four
of each type. For both setsof strategytype,
the first two responsesare cognitive coping
strategies,the second pair measure behaw
ioural coping strategies(see Table 1). The
CRI allowsrespondentsto choosetheir own
problem, encountered within the previous
12 months and describe which coping strate
gieswere usedto deal with the problem.

In addition to the CRI, prisoners were
askedto complete a short questionnaire re-
guesting information on characteristicssuch
as age, marital statusand ethnic group as
well asself-harmand reporting sick history.

Procedus

All prisonersresdent at the prison during the
asessnent week were given an appointment
time over a one-wek period. Prisoners were
caled to a groupwork room in groups of 10
and informed of the purposeof the research
and assired of confidentiality and anonymity.
Each participant wassat separately and asked
not to confer. Two researchers were present
throughout to ensure this was adhered to.
Thosewho agreed to participate were aked
to sign aform conserting to participation and
consanting to access b their medical records.
The assessmaet was administered verbally by
the resarcher to prisonersidentified with low
literacy levels awgy from the grouproom.

FoensidJpdateB3 B Octobe2005
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Table 1: Description®f CopingResponsesssessedith the CRI

Scale
Appoachcopingstrategy
1. LogicalAnalysis

2. PositiveReappraisal

3. Seekingyuidanceand support

4. PioblemSolving

Avoidancecopingresponses

5. CognitiveAvoidance

6. Acceptance or Resgnation
7. SeekingAlternativeRewads

8. EmotionaDischage

Description

Cognitiveattemptsto understandand prepae mentally
for a stressoandits consequences

Cognitiveattemptsto construeandrestructue a
problemin a positivewaywhile still acceptingthe reality
of the situation

Behaviouwal attemptsto seekinformation,guidanceor
support

Behaviowal attemptsto takeactionto dealdirectlywith
the problem

Cognitiveattemptsto avoidthinking realisticallyabouta
problem

Canitive atemptsto read to the poblem by aaepting it

Behaviouwal attemptsto getinvolvedin substitute
activitiesand createnew source®f satisfaction

Behaviouwal attemptsto reducetensionby expessing
negativefeelings

Takenfrom CRIManual(Mo0s,1993)

Table 2: Frequencyf group allocation

Goup Frequency:N (% of total participants)
SelfHarmOnly(SHO) 18(13.3)

SelfHarmand ReportingSick(SHand RS) 13(9.6)
ReportingSickOnly(RSO) 28(20.7)

Contol 78(57.7)

Total 135

Variables ure employed. Prisonersspecified how many

Following completion of the measurespris-

oners were assignedto one of four groups:

1. History of sdf-harm only (SHO)

2. History of self harm and frequently
report sick (SHRS);

3. Frequently report sick only (RSO)

4. No history of reporting sick or self-
harming (Control)

Selfharm history was identified through

their prison file or via the self-report meas

daysthey had reported sickin the previous
three-month period.

Results

This section details the frequencies for each
group, analysisof the coping strategiesem-
ployed by each group and consideration of
the spedfic coping strategies and groups
where a significant result wasdiscovered.In
addition, examination of non-significant

12
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trend is undertaken and examination of the
reliability of the useof the CRI on aforensic
population.

Table 2 outlines the number of partici-
pants categorisedinto the four groups.

Copingstrategypygroup

Reliabilityanalysis.A reliability analysiswas
undertaken on the CRI, producing an alpha
of .80, indicating that it wasa reliable meas
ure internally.

An outline of coping strategyby group is
presented in Table 3. A one-waybetween-
groups MANO VA wasperformed to investi-
gate differences in the use of coping
strategiesby those who had self-harmed or
frequently reported sick. A statidically sig-
nificant main effect (p<0.05) wasobserved
for the following coping strategies:positive
reappraisal, seeking guidance and support,
and emotional discharge. As three coping
strategies showed a significant resut, Hoch-
berg pat hactestswere conducted to ascerain
which groups were creating the effect. For
positive reappraisd, a significantly lower
mean was observed for SHO group when
compared to the control (p = 0.03). For seek-
ing guidance, a significantly higher mean
was observed when comparing the SHRS
group to the SHO group (p =0.05). There-
fore, two of the approach strategieswere
used significantly less by the SHO group
than other groups.

Regarding emotional discharge, a signifi-
cantly higher score wasobserved between
those who SHRSand those RSO (p =0.047),
between the SHRS group and the control
group (p = 0.001), and between the SHO
group and the control group (p = 0.01). The
results showedthat emotional dischargewas
used significantly more by both self-harming
groups than those that did not self-harm. No
significant differences were noted between
groups for the other avoidant strategies.

The SHRSgroup had a different profile
to the SHO group, showing a higher usage of
almost all the coping strateges than any
other group. Non-significant trends were
noted with the SHO group showing an over-

Self-hamn, repoting sickand copingstrategies

all increased use of avoidance and reduced
use of approach strategieswhen comparing
meanswith overall means.

Discussion

The results of this study support the hypoth-

esisthat prisoners who self-harm are more

likely to use avoidant coping strategiesthan

those who do not self-harm. The results also
lend limited support to the hypothesisthat

those prisoners who reported sick would use
more avoidant strategies and fewer approach
strategiesthan those who do not, as sug-

gestedby Hill and Trist (1955). The hypoth-

esisis only supported in those prisoners who

report sick and also self-harm. It is not sup-

ported for those prisoners who report sick
and do not self-harm.

The low use of positive reappraisal strate-
gies by those who self-harm only (SHO
group), when compared to control mirrors
the result found by Dear etal. (1998). This
coping strategymay have an important psy
chological impact on the individual when
experiencing stress.If the prisoner is unable
to seethe problem in a positive light, it may
exacerbateany presenting depressiveor low
esteemissues.This in turn may reduce the
effectiveness of strategies employed and lead
to the self-destructiveness that is proposed as
a key element of self-harming behaviour
(Babiker & Arnold, 1997).

The high use of emotional discharge by
both self-harm groups supports Shea (1993),
who reported that self-harming prisoners
were more likely to respond with angry
rebellion when under stressand so hasrele-
vance for control within a prison environ-
ment. The use of emotional discharge may
equate to an external expression of emo-
tions through aggressionor violence when
an individual is not able to deal directly with
the stressorand instead displacestheir emo-
tions elsewhere. This may link directly to self-
harm, asit may be an internally focussed
expressionof emotion.

The use of seeking guidance and support
was significantly lower for the SHO group
than the SHRSgroup, suggestinga differ -
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Table 3: Meanand standarddeviationof copingstrategyby group

Copingstrategy Group Mean SD
Logical analysis Self-harm 6.83 4.30
Reportsick 8.1 3.27
Neither 8.85 4.35
SH&RS 9.38 4.8
PositiveReappraisal Self-harm 6.22 3.5
Reportsick 7.79 4.45
Neither 9.50 4.1
SH&RS 7.3 4.0
Seekingsuidance SelfHarm 5.39 4.34
Reportsick 6.64 3.25
Neither 7.79 4.04
SH&RS 9.15 4.@
ProblemSolving SelfHarm 7.67 3.77
Reportsick 8.57 4.28
Neither 10.17 4.90
SH&RS 10.69 4.05
CognitiveAvoidance SelfHarm 8.67 4.60
Reportsick 7.82 3.80
Neither 7.99 5.29
SH&RS 10.62 4.4
Accept/Resign SelfHarm 8.83 4.1
Reportsick 7.43 4.28
Neither 8.18 4.5
SH&RS 9.85 3.08
SeelAlt. Rewad SelfHarm 5.78 3.25
Reportsick 6.82 4.86
Neither 6.71 4.58
SH&RS 6.23 2.83
EmotionaDischage SelfHarm 7.83 5.24
Reportsick 5.50 3.78
Neither 4.45 4.14
SH&RS 9.23 2.92
ence betweenthe strategiesof these groups. staff in order to achievethat end. Alterna-

It could be speculatedthat prisoners with a tively, it may be that those who use both
history of self-harm who report sick may be strategiesdraw on a broader range for the
more able to ask for help and therefore strategies employed and will use more behav
report sick with a viewto seeinghealth care ioural actionsto relieve their distress.
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The picture is lessclear when consider-
ing the coping strategiesemployed by pris-
oners who frequently report sick. Those who
report sick but do not self-harmdo not show
significant difference with the control group.
The SHRSgroup showedan increasein the
useof mostcoping strategiesand may suggest
that this group tries many types of strategy in
order to solvetheir problems, but may not
appraisetheir capabilities clearly or be effec-
tive in implementing them. This, however, is
a purely speculativesuggestionand requires
further research.

The current study aimed to connect cur-
rent understanding about self-harming be-
haviour and knowledge about the use of
coping strategy to deal with stressors. It high
lighted how there are interesting and signifi-
cant differences between the strategies
employed within this client group. It sug
geststhere is a link between self-harm and
coping strategies,with further exploration
needed. This study has some limitations,
which include the group sizefor the prison-
ers with a history of self-harm. The study
shows some important trends that need to be
considered within alongitudin al study which,
unlike this study, can clearly determine the
cause.In addition, due to the sersitive nature
of the topic in this study, it may be useful for
the prisoners to be questioned individually
rather than within a group setting.

The findings from this study have some
implications for future practice within the
prison system.Most notably, the study high-
lights that self-harming prisoners are using
coping strategies, although there is a low use
of strategies where they ask for help or
change their view of the situation asmore
positive. One method suggested through this
research to assist vulnerable prisoners is
through the active offering of support and
guidance and alsoto provide encouragement
to prisoner to consider their situation in a
more realistic and positive manner. This can
be provided through systems already in place
within each prison and by individual staff
members, although specific training may be

Self-hamn, repoting sickand copingstrategies

required to ensure effective assistance is
given. Accredited programmes available aaoss
the prison service such as the Enhanced
Thinking Skills and Controlling Anger and
Leaming to Manage It programmes, both
offer practical teaching of skills to increase
efficiency in the use of these coping strate-
gies. The high use of emotional discharge
may also be tempered by participation within
these same programmes as they provide ways
in which to deal more effectively with prob-
lems and cope with emotions. It may be ben-
eficial for vulnerable prisoners to be referred
to these programmes for assessmenand for
researchto assaswhether they are effective in
adapting the coping patterns of vulnerable
prisoners.

Finally, thisstudy asgssel coping drategies
of prisoners at one prison and requires
duplication in different establishmentsand
acrossdifferent regimes. Further researchis
needed to test whether the patterns high-
lighted in this study and that of Dear etal.
(1998) change across situations, which
stressedead to self-harming behaviour and
its esa@lation, and which coping strategies
are mediating factors. This information could
be usedin the development of screening tools
that might highlight prisoners at risk at an
earlier stage.
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Division of Forensic Psychology: Closure
of five-year (supervised practice) route to
Chartership as a forensic psychologist

The DFP Committee has agreed that the five-year route, currently
open to all psychologists who commenced their training before 1
November 1998, should close on 1 November 2005. It was
considered that this route is no longer appropriate now that new
regulations for the Diploma in Forensic Psychology are agreed.

Any psychologist who began his or her training in forensic
psychology before November 1998 is still eligible to apply through
this route, but must apply before 1 November 2005. Any
applications received after that date will be invalid.
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Mindblindnessin mentally disodered

offenders
DavidMurphy

H MODERN psychology©interest
in the term having its origins in
understanding deception behaviour

in chimpanzees (Premack & Woodruff,
1978), Otheoy of mind® (ToM) is used to
refer to the cognitive mechanism that allows
usto infer the mental statesof other individ -
uals in relation to our own. As an ability, ToM
is thought to be closely associatedwith the
capacity to perspectivetake and empathise.
ToM may therefore have particular significance
in forensic contexts with many assessments
and inter ventions targeted at understanding
an offender@® capacity to appreciate the men
tal statesof their victims. Whilst spacelimita -
tions prevent a comprehensive review of all
the literature, the aim of the current paper is
to describe some relevant aspectsof ToM,
assessmat techniques and provide a brief
summary of the key research findings of DM
functioning in mentally disordered offend-
ers (MDO). It is suggestedthat ToM is arel-
evant and potentially inform ative area of
functioning to asseswith all offenders, as
well asoffering some useful targets for psy
chological intervention.

ToM is thought to emerge during early
childhood (e.g. Leslie, 1987) and to remain
constant as an ability throughout normal
ageing (e.g. HappZ, Winner & Brownell,
1998). The term Omindblindness@® used to
describe the absenceor impairment of this
ability (Baron-Cohen, 1995). Individuals with
an autistic spectrum disorder (e.g. Baron-
Cohen, 1995) and some symptom subgroups
of schizophrenia (e.g. Doody etal., 1998)
have been found to display ToM impair-
ments. Indeed, someresearchers(e.g. Frith,
1992) have suggested that ToM deficits can ex-
plain many of the synptoms of schizophrenia.

Whilst individuals with paranoid delusions
have been identified asbeing more likely to
display ToM impairments (e.g. Frith & Cor-
coran, 1996), these may continue among those
patients whose symptoms are in remission
(e.g. Herold etal., 2002). There is alsosome
evidence that suggests that, for some individ
uals with schizophrenia, ToM deficits may
predate the development of symptoms,with
the implication that for some subgroups,
ToM performance may be a trait marker for
the disorder (e.g. Schiffman et al, 2004). It is
also significant to note that individuals with
other neurological disorderscan display ToM
deficits, including those with Parkinson@® dis
ease,frontal temporal dementia and some
acquired brain injuries. Fom a socio-cultural
developmental perspective,someinteresting
research has also explored the relationship
between ToM, bullying, peer acceptance and
rejection in children (e.g. Sutton et al, 1999;
Slaughter etal., 2002).

Aspart of the much wider processof socal
cognition (the group of general cognitive pro-
cesss that allow usto recognise,interact with
and interpret other individuals), current
researchsuggestslioM is likely to be a multi-
dimensional ability in which other cognitive
abilities (eg. memory, attention, visud spaial
skills) alsohave an influence. An interesting
componential view of ToM has been sug
gestd by TagerFlusbag and Sullivan (2000),
who put forward the idea of a Osociatogni-
tiveGand a OsociaperceptualOdimension of
ToM. The social cognitive component may
be associatedwith a conceptual understand-
ing of the mind asa representation system
and related to other cognitive abilities such
as language and memory, while the social
perceptual dimension may be associated
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with the affective system lessrelatedtoother
cognitive abilities and requiring a rapid
online judgement of another individual®
mental state basedon their facial and body
expressions.However, whilst these mecha-
nisms may be the conventional routes used
by most individuals to solve ToM dilemmas,
the idea of unconventional means(so called
OhackingOhas also been suggested,where
some individuals who should display ToM
impairments are apparently able to sove
ToM tasks,but perhapsdo soin a non-intu -
itive intellectual way different to that used by
the majority of people (e.g. notably those
with autistic spectrum disorders).

Neurological basisof ToM
The neurological basisof ToM hasalsobeen
of particular interest to researcherswhere
functional MRI studies highlight several
brain areas thought to be involved, including
the superior temporal sulcus, orbitofrontal
cortex and the amygdala(e.g. Baron-Cohen,
1995). An interesting forensic case analysis
has highlighted the involvement of the
amygdalain the recognition of fear and the
dissociation of ToM from conventional meas-
ures of executive functioning (e.g. Fine,
Lumsden & Blair, 2001). The critical role of
the amygdalain ToM functioning has also
come from studies of acquired amygdala
damage in adulth ood (e.g. Sone etal., 2003).
With the increasing knowledge about the
location and mechanism of action of many
neurotransmitters, an additional aspect of
ToM receiving recognition and which may
be particularly important within forensic
populations is the influence (both positive
and negative) of pharmacological inter ven-
tions, both legal and illegal. For example,
whilst some anti-psychotic medications (e.g.
Olanzapine) have been associatedwith im-
provementsin social cognition among indi -
viduals with psychoss (e.g. Littrell & al.,
2004), thereis evidence that benzodiazepines
may impair the recognition of emotions (e.g.
Coupland etal., 2003). Whilst not directly
framed in ToM terms, there is also evidence
that some illicit substancessuchasecstasymay

improve emotion recognition following its
immediate use, but significantly impair fear
recognition as much as four days after its use
(e.g. Hoshi, Bisla& Curran 2004). Faulty fear
recognition responseshave alsobeen found
in alcoholic individuals (e.g. Townshend &
Duka 2003). These impairments have been
demonstrated using a range of techniques.

Assessmenbf ToM
A variety of ToM assessmenimeasureshave
been developed and across differentse ns oy
modalities (e.g. verbal, visual and auditory).
The early research paradigms examining
ToM abilities usedthe so called OfalsdeliefO
tasksin which an individual (usually a child)
is required to form a representation that
another individual can have a false belief
about the physical state of their world. With
the broadening of the ToM concept to
include other agects of recognisng and
understanding the minds of others, tasks
have been devedoped to assss the atribution
of intentionality of other® behaviour and
Otalkd about mental states. Accompanying the
more sophisticated assessment ofdM, other
terms such asOsociaintelligence®and Omen
talisation capacityOhave been introduc ed.
Although not framed in terms of ToM, there
has also been some suggestion that Oemotion
perceptionOand trait empathy (taking some-
one else®perspective) are key components
of the much wider concept of emotional
intelligence (e.g. Perides& Furnham, 2001).
An example of a@acial cognitivelToM tak
frequently usad with adults is the Modified
Advanced ToM Test (e.g. Frith & Corcoran,
1996). This involves reading stories to an
individual describing different social situa-
tions tapping into an appreciation of false
belief, deception prediction and deception
explanation. Following each story an individ-
ual is aked one quegion assesing their
comprehension of the story (i.e. the memory
of a key piece of information contained in
the story) and another assessindheir inter-
pretation of the fictional character@behav
iour in terms of fir¢ order mental
representation (i.e. the recognition that an
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individual may have a false belief about the
physical stae of the world), and second
order mental representation (i.e. the recog-
nition that an individual may haw a false
belief about the mental state of another indi-
vidual or an appreciation that they may hold a
different belief). An example is given in Box
1 for the modified advanced theory of mind
test. A problem with this and other simil ar
verbal ToM measures, however, sud asthose
using faux pastasls, hinting tasks or the com-
prehension of irony, is the reliance on good
verbal memory and comprehension skills.
Faux pagasks describe incidents in which
someone has said something they should not
have but without realising that they should
not have said it. An understanding of faux
pasrequires a person to represent the men-
tal states of both the speaker and the listener
notably an awarenessthat the speakerdid
not realise they should not have said it and
that the person on the receiving end will feel
hurt or insulted. A hinting taskdescribesan
interaction between two characters, which

Mindblindnessn mentallydisordezdoffenders

ends with one of the charactersdropping a
very obvious hint. The question is then asked
what the character really meant when he or
she saidthis.

As an example of a social perceptual task,
the Eyes Bsk (Baron-Cohenet al, 1997) uses
photographic stimuli in which an individual
is required to make a judgement of another
individual mental state B in the form of
choosing a target mental state word from
four options, including the target word, a
semantic opposite and two filler emotional
words derived from the consensusopinion
of a panel of independent raters B from their
facial expression, notably a specified region
including the eyes and nose. Individuals with
Asperger&syndrome have been found to per-
form poorly in this teg compared to normal
controls. In addition, within this population
group it wasfound that whilst performance
correlated with performance in the Modified
Advanced ToM Test, it wasunrelated to per-
formance in an emotion recognition task. As
alarge number of the adults with Asperger®

Box 1: Themodifiedadvancedheoryof mindtest

First order Odeceptioaxplanation®

Samh hassavedE100, which sheputsin her piggybankwhere shethinksit will be safe A little latter
Sidcomesalongand asksSarahOHawvgou put your £100 in your piggy bankor your moneybox?0

Samh answes, Olt@s my moneyboxd

ToM question:WhydoesSarahsaythat the £100 isin her moneybox?

Memoryquestion:Whereis the £100 really?

Secondorder Odeception-pdictionGtory and questiors

Bill hasjust robbeda bankandis runningawayfrom the policewhenhe meetshis brother Bob Bill
sayso BobODonft the policefind mefihen he runsoff and hidesin the churchyad. Thepolice
havelookedeverywhee for Bill exceptthe churchyad andthe park.Whenthey comeacrosBob
they were goingto askhim OWherig Bill?Is he in the parkor the churchyad?®ut the police
recogniseBobandthey realisethat he will try to savehisbrother. Theyexpecthim to lie andso
wheeverhe tellsthem, they will go andlookin the other place But Boh who is verycleverknows

that the policedonOtrust him.

ToM question:Wherewill Bobtell the policeto lookfor Bill,in the churchyad or the park?Why?

Memoryquestion:Wheke is Bill really hiding?
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syrdrome who soored poorly in the Eyes
Taskalso had university degrees, it wascon-
cluded that this aspectof social intelligence

mustbe unrelated to general intelligence (e.g.

Baron-Cohen etal., 1997). Individuals with

paranoid psychiatric disorders hawe alsobeen

found to display impairments in the eyes task
(e.g. Craig etal., 2004). There is also an
increasing body of research suggestingthat

some offenders with or without psychiatric
difficulties display ToM impairments.

Research examining ToM in offenders
Whilst offenders rated high in psychopathy
(asdefined usngthe Hare Psichopathy Check-
list) have been extensivelystudied, findings
suggestno overt difficulties n social cognitive
ToM tasks(e.g. Blair etal., 1996) or social
perceptual ToM tasks (e.g. Richell & al.,
2003). Some recent evidence suggests that
while psychiatric and non-psychiatric offenders
(who meet the criteria for a diagnosis of anti-
social personality disorder B ASPD) rated
high in psychopathydo not display any diffi -
culties in first and second order mental rep-
resentation tasks or the Revised Eyes Task,
some subtle impairments may exist in both
psychgpathic and non-psychopathic ASPD
individuals in completing faux pastasks.In
particular, it hasbeen found that whilst such
individuals are able to detect faux pas they
may display an indifference to the impact;
that is, they are impaired in their responses
to questionsrelating to how a speakerand
listener might feel once a faux pas has
occurred (e.g. Dolan & Fullam, 2004).

The ToM abilities of a high security psy
chiatric sanple of patients wth schizophrenia

and an ASPD have also been examined using

the modified advanced ToM test. Whilst
patients with schizophrenia, notably those
with paranoid ideation or behavioural fea-
tures astheir predominant symptoms,made
more errors in second order mental repre-
sentation than those patients with a personal-
ity disorder, their performance significantly
correlated with their general level of intellec-
tual functionin g, verbal memory and cogni-
tive flexibility (Murphy, 1998).

More recently, Murphy (in pres9 has
examined the ToM abilities (using the
Modified Advanced ToM Test and the
Revised Eyes Task) of a high security psy-
chiatri c sample of patients with schizophre-
nia (predominantly paranoid delusions),
Asperger@syndrome and with a personality
disorder (specifically ASPD or borderline
personality disorder). Whilst the schizo-
phrenia and the AspergerOssyndrome
groups performed significantly worse than
the personality disordered group in both
ToM meaaures, the Asperger® syndrome
and the personality disordered groups had
significantly higher general levels of intel-
lectual functioning than the schizophrenia
group. Perhaps the most important obser-
vation from the findings was the large
range in ToM performance in all patient
groups, and that all tended to perform
below reported normal non-forensic and
non-psychiatric contr ols.

In terms of the relationship between ToM
and offending behaviour, some theoretical
arguments for ToM deficits in some non
mentally disordered offender groups have
been put forward, such assexoffenders who
offend against children (e.g. Keenan &
Ward, 2000). However, in a study of a high
security psychiatric patients, whilst no signif-
icant differences in performance were found
in the Revised EyesTask and in the first
order mental representation from the Modi-
fied Advanced ToM Test, a significant differ -
ence in performance wasfound in second
order mental representation in favour of sex
offenders; they tended to perform better
than non-sexual offenders (Murphy, 2001).
Table 1 displaysthe results from this study
comparing the ToM performance of male
patients detained in high security psychiatric
care with sexualand non-sexual offence his-
tories. Possibleexplanations for this finding
include the sexoffender group being com-
posed of higher functioning patients with a
personality disorder rather than with schizo-
phrenia. However, more researchis needed
with groups of offenders matched in other
cognitive abilities.
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Table 1: TV performarce (in revsel eyestask and modfied advarcedToM teg firs and second order
mentalrepresentationand overtly sexuaindexoffencesmalepatientsdetainedin high security

psydiatric care
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Whether index offe noe overtly seual

MannWhitneyU testsresults:EyegaskbU = 223.5,Adj Z = -0.87,ns; Fist orderBU = 206.0,Adj Z
= 1.49,ns;SecondrderbU 165.0,AdjZ= 2.06,sigp>.05

Future directions and implications for
treatment

It is argued that ToM is a useful ability to
assesén all offenders regardlessof whether
they have a diagnoss of mental illnessor
personality disorder. Support for this view
comesfrom empirical evidence demonstrat-
ing that ToM may be impaired in arange of
forensic psychiatric groups compared to r e-
ported non-forensic and non-psychiatric groups
(e.g. Murphy, in press;Dolan & Fullam, 2004)
and the experience by the author of an
increasing trend in referrals received from
clinical teams requesting specific DM assess
ments of those patients who display difficul -
ties with recognising and appreciating the
mental statesof other people. There is a
need to consider the ToM functioning in the
formulation of an individual®@ difficulties,
and forensic practitioners need to be aware
of the specific impairments that some men-
tally disordered offenders may possessasa
result of neurological insult or neurodevel-
opmental reasons.As has been highlighted,
ToM impairments may have significant im-
plications for an individual® capacity to
empathise and perspective take, which in
turn may help to understand their offending
behaviour and their future treatment needs.
The potential compromising influence on

social cognition, and possibly ToM, resulting
from various pharmacological inter ventions,
the useof illicit substancesand alcohol also
needsto be considered.

With the development of more accurate,
dynamic and perhaps more forensic-ori-
ented ToM measures, there is a need for con
tinuing research examining the ToM abilities
of MDO. In particular, the relationship be-
tween ToM functioning, offending behaw
iour and outcome (in treatments and
contributions to risk assessmentsheeds to
be explored in more detail. For example, evi-
dence from non-forensic schizophrenic
patients suggeststhat ToM functioning is a
better predictor of clinical and social func-
tioning than other conventional cognitive
measures(e.g. Pollice etal., 2002).

In addition, as highlighted by Keenan
and Ward (2000), the assumption by most
treatment approachesthat offenders possess
the ability to take other individualsOperspec
tives, but chose not to may be incorrect.
There is an accumulating body of research
evidence suggestingmany offenders display
ToM impairments that may impact on their
ability to perspectivetake and emphasise.As
well as perhaps supporting the view that
empathy components should continue to
form part of some offence-related treatment
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programmes, there may be a need for spe-
cific treatment programmes that target ToM
difficulties. Once an individual® ToM diffi -
culties have been established it could be pos
sible to target these early on in the treatment
processby either developing compensatory
strategies or perspective-taking skills (such as
learning to recognise facial expressionsand
gestures).In somecasesthere mayalsobe a
need for management and treatment pro-
grammes to avoid using complex scenarios
that require sophisticated ToM skills.
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Thedevelopmentof a fireraising service
for mentally disordered offenders

KatharineA RussellRichardCosway: JaneMcNicholas

SPITE THE GROWING recognition of the
foectivenessof offending behaviour
programmes in reducing recidivism

(McGuire, 2001; Friendship, Falshaw & Beech,

2001), fireraising remains a relatively unmet

need within forensic psychology services.

Recent sttisticsindicate that fireraising places

a huge financial burden on the government

in addition to causing lossof life:

n the Scottish Executive, for the year2002,
recorded 12 deathsand 375 injuries asa
result of wilful fireraising in 2002 and
8793 deliberate primary fires (46 per
cent of total primary fires);

n same 4003 fireraising crimeswere
recorded by Scottish Police in 2003;

n the Home Office estimatesthat the
direct financial costsof arson are well
over £2.1billion ayearin England and
Walesalone.

There is a limited evidence-basdor psycho

logical interventions for adult fireraisers.

The majority of fireraising literature is based

on child and adolescant fireraisers (e.g. Kolko

& Kazlin, 1988, 1991, 1994; Jawkin & Fine-

man, 2000). Given the limited relevant re-

sarch and evdence-base,the aim of this
paper is to demonstrate how a fireraising
sewice for mentally disordered offenders
was developed within a maximum seare
hospital, involving the useof a needs analysis,
an overviewof relevant literature and asum
mary of what other sevicesare providing, in
addition to highlighting the difficulties en-
countered in establishing a detailed account
of fireraising offences. The term Ofireraising®
was adopted, rather than Ofiesetting®,to
highlight the focus of the service being
people who have actually raised a fire rather
than merely seta fire and not lit it.

The setting

The StateHospital is the maximum security
hospital for Scotland and Northern Ireland
and providestreatment and care in conditions
of special security for individuals with mental
disorder who, becauseof their dangerous, vio-
lent or criminal propenstties, cannot be cared
for in any other setting. It is a national sen-
ice for Scofland and Northern Ireland. There
are 11 wardscovering admissions,rehabilita -
tion and continuing care. There are also
dedicated sewices for women and those with
learning disabilities. There is no separate
personality disorder serice as, under the
Mental Health (Scotland) Act 1984, patients
cannot be admitted on the basisof person-
ality disorder alone. The new Mental Health
(Scotland) Act 2003 will change this so that
personality disorder is included in the defi-
nition of mental disorder (along with mental
iliness and learning disability). It is worth
noting that the hospital does have a few
patients with a primary diagnosis of person-
ality disorder who are detained due to the
level of risk they poseto the public. It is yet
to be seen if the new Mental Health Act will
affect the number of fireraisers entering the
hospital.

The hospital has a psychology depart-
ment which provides psychology cover to the
wards but which also runs a psychological
therapies sewice to address offending behav
iours and mental health needson a group
basis for example semwices include anger
management, drugs and alcohol, dialectical
behaviour therapy for self-harm, a sex-
offending service, coping with mental illness
group, reaoning and rehabilitation, and
problem-solvng skillstraining. The exception
to this is an individual protocol-led CBT for
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psychosisservice.In the lastfew years,it has
become apparent that an unmet need within
the hospital was an intewvention targeting fir -
eraising behaviours.

Fireraising literatur e

A significant amount of the fireraising litera-
ture is devoted to the typology of different
fireraisers or fireraisng behaviour; for
exanple, Rice and Harris (1991, 1996) classify
fireraisers as psychotics (33 per cent), un-
assertiveg28 per cent), multi-fireraisers (23
per cent) or criminals (16 per cent) on the
basisof a clustery analysisof Canadian male
patients in a maximum security unit. Simi-
larly, Canter and Fritzon (2001), using an
action systemamodel, divided fireraisersin a
UK sampleinto four categories:delinquent,
repeat arsonist, psychiatric histoy and failed
relationship. Given that this serviceis being
introduced with mentally disordered offend-
ers, it is of note that psychosisor mental ill -
nessis indicated asbeing a significant causal
factor in many fires in both studies.Swinton
and Ahmed (2001) found that mentally ill
fireraisers, in a UK sample, did not differ
from psychopathic disorder fireraisesin their
self-report of symptomsat the time of fire-
raising, but on average they set their first fire
eight yearslater than psychopathic disorder
fireraisers.

A literature review reveakd a limited
amount of published material addressng
fireraising inter ventions for adult offenders
and even lessfor mentally disordered adult
offenders. Research carried out in the UK by
Jackson,Glassand Hope (1987), and in the
USA by Fineman (1995), revealeda number
of antecedent eventsand consequencesto
fireraising behaviour that can establish a pat
tern of offending. Jacksonetal. describe a
group-based functional analyss approach
with mentally disordered adult offenders,
incorporating the displaced aggressionand
arousal hypothesesof arson, linking ante-
cedent eventsand consequencesto the fir-
eraising behaviours. The approach focuses
on looking at the development of fireraising
behavioursover time, from normal childhood

Thedevelopmenf a fireraisingsevice

fire play, to pathological arson and investigates
the link with social personality and environ-
mental factors in the fireraiser. Fineman
(1995) focusesmainly on child and adolescent
fireraisers and has developed a dynamic-
behavioural model of child and adult
deviant behaviour:
The dynamic-behaviourémulation views
firesettingis an interactionbetweedynamic
historicalfactorsthat predisposthe firesetter
towarda varietyof a maladaptiveand anti-
sodal acts historical environmentl factors
that havetaughtand reinfocedfiresettingas
acceptablend immediatenvironmentator
tingencieghat encourag¢he firesettingbe
haviourE Themodetriesto definevariables
suchas persnality, s@ial, and envionmental
factorsthat will predicttheoccurenceof fire-
settingoehaviour
These models have many similarities. The
importance of social and family circum-
stances,aswell aspersonality and individual
characteristics,including dissatisfactionwith
life and self, aggression,sensation seeking,
social skills deficits, affinity for deviance
and vandalism, covert antisocial behaviours
and attention seeking, are highlighted by
both papers. Within his model, Fineman
describedifestter type)distinguishing non-
pathologicd (curiosity and accidental types)
from pathological firesetting (cry for help,
delinquent/ antisocial, severely disturb ed,
cognitively-impaired, sociocultural and wild-
land firesetter type). These typesare based
on previously defined typesin the literature
and are not exclusive. They have been cre-
ated to servethe pragmatic purpose of help-
ing desaibe the firesetter® risk level for
future fire-related dangerous behaviour. He
described four modes of inter ventions: tech-
niques to control or suppress firesetting,
individual treatment, family issuestreatment
and community issues.For each firesetter
type he then suggeds which interventions
to use. Jacksonetal. state that particular
emotions and behaviours displayed directly
before and during the event are crucial to
gaining an understanding of fireraising be-
haviour. They emphasisefactors such asstay
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ing at the sceneof the crime, calling the fire
brigade, a progression from setting small
fires to large fires, and a move from group
fireplay to solitary fireraising. Both papers
emphasisethe importance of child-parent
relation ships and also the importance of
education about the dangersof fire. Accord-
ing to Fineman, the progresson for childhood
fireraising to adult fireraising is most likely
to result from pathology and serious mental
illness.

With regard to interventionsfor fireraisers
within other High Secure hospitalsin Britain,
Rampton and Broadmoor Hospitals have
both developed interventions, which differ
in their programme delivery. The Jackson
paper cited above describes the modelth at
was used to devise a programme in Ash-
worth. At Rampton, Swaffer Haggett and
Oxley (2001) descibe atreatment strategy for
mentally disordered fireraisers that hasbeen
developed from Jacksonetal.® functional

analysis approach over the last 10 years. They

provide agroup and individual approach that
has four modules. dangers of fire, skills
devdopment, insight and selfawaraess,and
relapse prevention. This programme runs
for 16 months and is a mixed-ability and
mixed-sex group. The authors felt this
approach wastime- and cost-effective. An
individual component isincluded to accom-
modate the heterogeneous nature of fire-
raisers. A formulation of each patient is
completed before each group so that the
patient@ individual experience of fireraising
can be addressed.

Dr Fiona Clark, a consultant clinical psy
chologist in Broadmoor Hospital, has pro-
vided an individual functional analysis-led
approach to fireraisers over recent years.
More recently, she hasrun two groups, one
for men and one for women, that each last
approximately six months (personal commu-
nication, July 2004). From consultation with
Rampton and Broadmoor, it appears mem-
bers of both groups are multiple fireraisers
and that mosthave a primary diagnosis of per
sonality disorder or learning disability rather
than mental illness.

Based on these approaches, the initial
aims of the fireraising service at the State
Hospital were to complete an initial needs
analysis,review the literature and devisean
evidence-basedproto col servicethat met the
needs of the fireraisers detained in the hos-
pital.

Approach

The development of the fireraising serice

followed six stages:

I aliterature reviewand primary needs
analysis(data in psychologyfiles only);

I avisit from Rampton fireraising

inter vention team comprising nurse

consultant, speechand language

therapist and assistantpsychologist;
I asecondary needs analysis (mor e in-
depth review of medical files);
I aposition paper and a proposed

inter vention protocol;

I the appointment of an external
consultant;

I referral criteria and assessmenbattery
finalised,

The needs analyss was conducted to
establishthe characteristicsof the fireraising
population that wasto be targeted in the
hospital. This wascompleted in two stages.
The first stageinvolved the completion of a
screening questionnaire on all patients in
the hospital, based on the information in the
patientsO psychology files. This questionnaire
determined whether the patient had a his-
tory of fireraising or wasidentified asat risk
of fireraising. If the patient fitted this de-
scription further information wasobtained
on whether fireraising wasinvolved in the
patient® index or previous offences if it
took place only once detained in an institu-
tion, if it wasbelievedto be part of a suicide
attempt or self-harming ritual, if their wasa
perceived motivation for the fireraising inci-
dent, if the patient had a head injury or low
Q.

The second stage of analysis was a deeper
study of the medical and psychologyfiles of
all patients with a history of fireraising and
was carried out after the primary analysis had
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been completed. Patients who were only
identified as at risk (i.e. felt not able to be
trusted with a lighter) were excluded from

this stage of the analysis as they had never set

a fire; they were only felt to be at risk, for
example due to carelessbehaviour. Patients
who had died or been transferred were
removed and new relevant admissionswere
added. A form wasproduced with which to
examine the file information and the ques
tions asked were based on the salient
antecedentsand consequencesof fireraising
behaviour identified during the literature
review (Jacksonetal., 1987; Fineman, 1995).
A wide range of vaiableswasrecorded. Only
those that were prevalent in a high number
of caseswill be reported here.

Resultsof initial analysis

This primary needs analysiswascarried out
on 229 State Hospital patients, with 50 iden-
tified asprevious fireraisers or at risk of fire-
raising. The analysis revealed that, asde
from quedions relating to demographic
information, 10.4per cent of responseswere
Onotsure®Ouncertain®r missing. This was
due to the lack of specific information in the
patient files. Twenty had setfires in institu-
tions, with the information on three unclear .
See Table 1 for an outline of some of the
characteristics associated with the 50 patients
identified.

For nine patients, files indicated firerais-
ing had been a component of a previous
offence but there were no formal convictions
noted. Sevenof those who had committed
fireraising asan index offence had alsocom-
mitted fireraising as part of a previous
offence, 19 patients had multiple incidences
of fireraising and three had files that indi-
cated multiple incidences of fireraising but
had no details.

Resultsof secondary analysis

This stageof analysiswascarried out on 43
patients. Those who were purely @t riskd
were removed from the original sample,

some had died or been transferred, and

some new fireraisers had entered the hospi-

Thedevelopmenf a fireraisingsevice

Table 1: Characteristicef identifiedfireraises

Total no. of patientsin sample 50

Male 47 (94%)
ContinuingCareWard 38 (76%)
LearningDisabilityWad 9 (18%)

Female 3 (6%)

Fireraisingaspart of indexoffence 15 (30%)

Fireraisinginvolvedin previous

offences 22 (44%)

Multiple incidentsof firerising 19 (38%)

Fire assuicide/self-harm 5 (10%)

LowlQ (<70) 25 (50%)

tal. This was a deeper analysis of their files to
investigate the factors surround their fire-
raising. SeeTable 2 for some of the offence-
related characteristicsfound.

An attempt was made to code antecedent
and consequent variables of the actual fir -
eraising from information held in the files.
This revealed that the information wasnot
recorded in most casesThe lack of informa -
tion in the files of what happened to the
patients after they set the fire (apart from
being sentto prison) meansthat this infor -
mation will not be reported. Table 3 gives
further offence-related characteristicsbut, it
should be understood, only indicates where
factors were activelycoded and if the file did
not mention the factor it wasassumedthat
the factor wasnot relevant.

Conclusions and discussion

To summarise, approximately a quarter of
patients were identified as having a refer-
ence to fireraising in their psychologyfiles.
Ninety-four per cent were men (18 per cent
of whom were learning disability patients).
Thirty per cent of thesehad committed fire-
raising aspart of their index offence and 44
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Table 2: Offence-elatedcharacteristicef fire
raises

N (%)

Total numberof patients 43

Setfiresaschildren 12 (27.9)
Everbeenin cae 16 (37.2)
Two fires 9 (20.9)
TheeFires 3 (6.9
Fourfires 1 (2.3)
Fivefires 2 (4.65)
Parentsdivorced/separated 18(41.8)
No peersupport 14(32.5)
Negativepeergroup 16(37.2)
Childhoodbehavioumproblems 36(83.7)
Violenceandaggession 17(39.5)
Truancy 15(34.8)
Adult alcoholproblem 17(39.5)
Adult drug problem 16(37.2)

per cent had committed fireraising in a pre-
vious offence. Only 10 per cent had used fire
asa method of suicide or self-harm attempt
and 50 per cent of these fireraisers had an 1Q
lower than 70, although not all were classt
fied aslearning disabled. A more detailed
analysiscompleted a few months later on a
slightly smaller sample of the population
(only those that had seta fire) highlighted
that 21 per cent had settwo fires and much
smaller numbers had setthree of more fires.
Over 80 per cent of this population had dis-
played childhood behaviour problems and
over 35 per cent displayedalcohol and drug
problems asan adult. Justfewer than 28 per
cent had setfires aschildren. Only just over
23 per cent were recorded as being psychotic
at the time of the fireraising incident. A sig-
nificant amount of information wasmissing
from the files and therefore these figures
only represent recorded, not actual, infor -
mation. For example, in this sample 40 per

cent of recorded child fireraisers went on to
set a fire as an adult. However, given the
amount of missing information, it may be
that the number of child fireraisersis under-
recorded.

In setting up the fireraising service at the
State Hospital, a literature reviewand needs
analysiswere found to be of limited use. There
wasboth alack of good quality researchinto
effective inter ventions for fireraising and a
lack of information on fireraising incidents
held in psychiatric files. The literature review
indicated that a functional analysis approach
wasuseful in identifying treatment needs of
mentally disordered fireraisers and that this
wasusually done on a group basis.However,
this work is mostly completed with multiple
fireraisers asmultiple fireraising eventspro-
vide arich source of information.

The needs andysisidentified that there
wasa need for a fireraising service within the
Hospital but also that there were relatively
few mutiple fireraisers. In addition, although
in discussionwith clinicians at special hospi-
tals it appears that the fireraising populations
are predominantly patients with a learning
disabiity or persondity disorder, the Sate
Hospital fireraising population waspredomi-
nantly made up of adult male psychotic
patients. This is probably as a result of cur-
rent legislation that doesnot allow patientsto
be admitted purely on the basisof persond-
ity disorder. This suggess that psychcsis is
not a risk factor for recidivigtic fireraising.
The number of fireraisers in this sample who
setmore than one fire makes it impossble to
draw conclusionson using this sample

The lack of information in the hospital
files on the fireraising offences wasdisap-
pointing and is markedly different from the
amount and type of information held when a
patient has committed a sexoffence. Given
that this type of information is crucial to
assessingisk of future offending, one impli -
cation is that clinicians donot give fireraising
the consideration that it warrants. Alterna-
tively, the police or fire brigade do not
gather relevant evidence at the time of the
incident, or perhaps do not passit on to
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other agencies. Furthermore, it may indicate
that the police are not awareof what to look
for when investigating a fireraising incident.

Basd on the information taken from
both sources,the fireraising sewice at the
State Hospital now offers an individual pro-
tocol-basedserviceto patients with a history
of adult fireraising. The lack of multiple fire -
raisers and the relatively small numbers of
patients identified indicated that a group
intervention might not adequately meet
the needs of the patients or be time or cost
effective. It was felt that individual work
would also allow the fireraising service to
build up a picture of the characteristicsand
needs of the population, given that the dif-
ferent Mental Health Act hasresulted in a
different population to the High Secure
Hospitals in England. This analysisfailed to
indicate whether psychosis was a primar fac
tor in the fireraising behaviour. It wasfelt
that the role of psychosis in fireraising behav
iour could be examined on an individual
basisin an exploratory way The sewice is
supported by an external supewisor, who is a
consultant clinical psychologist, and has a
link consultant psychiatristwithin the hospi-
tal which is a model adopted by all the psy
chological therapies programmes.

To conclude, the experience of complet-
ing this needs analysis indicated that fir-
eraising incidents were poorly documented
in patient files. Arguably, this isin stark con-
trast to the quality and quantity of info rma-
tion avalable for a patient who has
committed other types of offences, such as
sexor violent offences.The different Mental
Health Act in Scdaland would appear to
indic ate that there is a higher percentage o
one-off fireraisers with a psychatic episode,
compared to the special hospitals in Eng-
land, that apparently plays a causal role in
firerai sing. This is, however purely specula-
tive and based on largely anecdotal evidence
concerning the nature of arsonistsdetained
within other hospitals. Howewer, it is hoped
that individ ual work with these patients will
give some insight as to whether this is the
ca®. The current needs analyss and the lit-

Thedevelopmenf a fireraisingsevice

Table 3: Furtheroffence-elatedcharacteristics

N (%)
Total Numberof patients 43
Setfire alone 21 (48.8)
Informationmissing 17 (39.5)

Admitted/dischagedfrom hospital

Onremand 10 (23.2)
Givena prisonsentence
Admittedto IPCU
Underinfluenceof alcohol 5 (11.6)
In acutephaseof psychotidllness 10  (23.3)
Noinformationavailablere
antecedentsaind consequences
of fireraising 16 (37.2)
Popertytargeted 32 (74.4)
Missinginformation 6 (13.9)
Stayedat sceneafter fire lit 10 (23.3)
Missinginformation 22 (51.1)
ChildFireraises 12 (38.7)
Numberwho havealsoset
firesasadults 5 (41.6)

erature indicate that fi reraisers are a diverse
group. Within such a small population it is
possble to meet the need on an individu al
basis In alarger population, group work has
been found to be useful; however these
diversities may make this a diffic ult task.
There was a disappointing lack of publica-
tions regarding interventions for adult fir-
eraisers It is hoped that this will impro vein
the future and that fireraisers become
acknowledged asa forensic popul ation with
a wide range of needs.
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Brief Article Reviews
Editedby GlendaLiell

There is no theme for this selection. The first paper presented concerns theobsewation of psy
chopathic traits in children, which wasonly published in the month preceding this Forensic
Updategoing to production. Encouragingly, developmentsin the areaof psychopathy are con-
tinuing to cometo the fore, and genetics together with research into possible contributing neu-
ropsychological factors could shed much light in this areain the future. That is, assumingthat
researchersare speakingthe samelanguage when they refer to Opsychopath®

The second paper addresses the issue of work-family conflict in relation to correctional staff
working in secure environments. It could be argued that this is a particular important issue for
those working in forensic settingsBwhatevertheir job title. Research,carried out not only on
the prevalence of work-family conflict, but also on the relevant contributing factors, should
contribute something to how bestsupport everyoneworking in these settings.

The final paper is a sunmary of a piece of research investigating the cognitive proceses
underlying denial in sexual offenders,and how that denial is maintained. This paper highlights
the importance of the role of people working with offenders in denial (not just sex offenders).
The reviewer felt that it offered some guidance asto how clinicians could work effectively in aid-
ing offendersto move awayfrom denial and engagein treatment.

There wasa notable shortage of brief reviewsbeing submitted for this edition, and hence |
am grateful to the reviewersin this issuefor taking the time to prepare theseat short notice. |
would really like to encourage everyone to submit brief reviews,from time to time, of the
papersthey read sothat we can keep this section going.

It wassuggested in the Juy@edition that January @edition would be hawe the theme of Bostage
taking.Ol have a couple of papers which | am happy to send out to anyone who is interested.
Equally the edition can stay without atheme if | receive a \ariety of papers.

Either way, the deadline for submissionsis 15 October 20 05.

egecially with reference to psychopathic
offenders (Hart & Hare 1997).

The current reseach drew upon the
early warning signsfor lifelong psychopathy;
callousunemotional (CU) traits and anti-
social behaviour (AB), which therefore
becamethe main focus of the research.The
research utilised a sample previously com-

Is there evidence for genetic risk
of psychopathy in seven-year-olds?

Viding, E., Blair, R., Moffitt, T. & Plomin, R.
(2005). Evidencefor substantial genetic risk
for psychopathy in seven-year-olds.Jo umal of
Child Psybdogyand Pshatry, 46(6), 592£697.

This paper addressesboth a controversial
and a misunderstood concept: that of
children with psydopathic tendencies.
Resarch compared adult and child psy-
chopathy asthough they were one and the
sane, regardless of differential stages of
development. Factorssuch aslack of Oempa
thy, guilt, shallow emotions E antisccial
behaviour® were illustrated (Blair, 2001),

piled for Twins Early Development Sudy
which featured 3687 twin pairs (both identi-
cal and non-identical from 1994/5. Impres-
sively 88 per cent of the teachers who were
approached by TEDS took part in the
research. Initially , parental ratings were also
requested, but due to parental bias these
were dismissedby the present research.The
current research therefore used teacher
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responsesand compared identical and non-
identical twins with probands to determine
the genetic components of CU and AB. The
averageage of the twins was7.1 years.

Teacher ratings were utilised by the cur-
rent research and variousfadorswere focused
upon. For example, CU items included emo-
tions, being kind to others and being a good
friend, and AB items included tantrums,
fights, lying and stealing. However, one feels
that the authors failed to describe the scales
and ratings in suitable detail.

Additional subdivisionswere made, once
the ratings were completed, between AB,
those with extreme AB and CU, and extreme
AB without extreme CU (creating three sub-
divisions). This was a valuable addition to the
research, asany possible connections could
therefore be identified.

The paper wasvery genetically slanted
and the results suggestedthat those with
high callous-unemotional traits were Qunder
extremely strong genetic influence and no
shared environmentO (the twin® environ-
ment had not affected their behaviour), and
that Oantisociabehaviour with high callous-
unemotional traits is under extremely strong
genetic influenc e®.Additionally, antisodal
behaviour with low callousunemotional
traits was Omoderate genetic and shared ervi
ronmental influenceO.

However, one feelsthat great care needs
to be taken, especiallydue to environmental
factors being virtually ignored. Furthermore,
children were rated at the end of their first
school year B a very unsettling time. Addi-
tionally, is sevenyearsan ideal ageto try to
determine genetic risk for psychopathy,
especiallywith reference to emotion? Surely
a sevenyea-old is not fully emotionally
developed? A further explanation for the
reasming of the chosen age would have
been of benefit to the reader.

The authors emphasisethe limitations of
the researchsuch asgeneralisation, one age
being used, and only one type of measure
ment being employed. This made the paper
very biased. A further explanation asto why
the parental ratings were considered biased

would also have been informative. Future
researchcould aim to remedy such factors.

Overall, the researchaddresseda contro -
versial area and the previous literature pre-
sented drew upon violent psychopathsand
murderers. Worryingly, it may be perceived
that all children who display antisocial ten-
dencies or who may be experiencing emo-
tional difficulties will go on to commit very
violent crimes. Additionally, one feels it is
naive to believe (on the basisof the research
to date) that children displaying supposed
Opsychopathitendencies@will become Opsy
chopathic adults.® One hopes that other con
dsderations such as environmental factors
and the young age of the children usedin
this reseach are considered fully by the
reader. The researchinto child psychopathy
isin its infancy, and central questionsfor me
were Qist ethical to label a child ashaving
psychopathic tendencies?&nd Owhatwvould
the effects of labelling a seven-yeaold as
portraying such tendencies be?@ne sug
geststhat caution is employed when reading
this article.

Jenettéeeis an AssistantPsychologistt Ash
wotth Hospital
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Work-family conflict among
prison staff

Lambert, E.G.,Hogan, N.L. & Barton, S.
(2004). The nature of work: Family conflict
among correctional staff: An exploratory
invesigation. Crimi nal Justice Review,
29 (1), 145bT72.

This paper is welcome, given the dearth of
researchon the experiencesof staff working
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within secure environ ments. Whilst a wedth
of information has been gathered on the
experiences of detained clients, the explo-
ration of staff experienceshas been compar-
atively ignored. Thus, it waswith enthusiasm
and curiosity that | approached this paper.
The authors begin with a useful summary
highlighting the importance of work-related
stress.The impact of stresson work satisfae
tion and physical health in prison settings
received some attention in the 1980s;how-
ever there was a noticeable absence of
research investigating the nature of work-
family conflict. The authors sugged that
there are two typesof such conflict. Family-
on-work conflict occurs when an individualG
family life impacts on their work life. For
example, the authors suggest if a person
experiences a break in their relationship this
may make it difficult for them to be patient,
tolerant or empathic with clients. Work-on-
family conflict occurs when a person®work
impacts on their home life. Specifically the
authors observe three types of work-on-
family conflict;
I time-straine®when the time spent at
work impacts on family;
I strain-baseBwhen the tensionsfrom
work impact on family life;
I behaviour-bas&lvhen work role
behaviours continue at home.
Based on resarch from other fields, the
authors postulate that personal characteris-
tics will have a sgnificant effect on the
degree of work-family conflict that a person
experiences. Theseincluded age,work posi-
tion (officer or non-officer), career stage,
gender, educational attainment, race, length
of time in service and supervisoly level. The
main research questionsthey saught to answe
were:
I Is work-family conflict an issueamong
correctional staff?
I If it is, which forms and typesof work-
family conflict do they experience?
I What groups of staff are impacted upon?
The authors conducted a survey in a
medium to maximum secure prison in
America which housed male prisoners. Two

BriefArticleReviews

hundred and seventy two staff completed the
guestionnaire with an impressive 68 per cent
responserate. The questionnaire consisted
of 14 questions adapted from previous stud-
ies on work-family conflict from outside the
prison literature. The authors noted that
they selectedthe items basedon the work-
family conflict they thought would be appli-
cable in a prison and responses were
recorded on a Likert scale. Clearly the selec
tion of the questions by the authors will have
impacted on the typesof conflict that partic-
ipants reported.

The collected data wasanalysedby using
Factor Analysisto determine factors within
the 14 items. A total of four factors were
extracted:

I Factor 1 BWork-on-Family strain based
conflict (five items, index range = 6D23)

I Factor 2 BWork-on-Family time based
conflict (three items,index range =
3b15)

I Factor 3 DHarm to family becauseof the
job (four items, index range = 4D19)

I Factor 4 BFamily-on-Work conflict (two
items, index range = 2D10)

The authors then proceeded to examine the

data to establishwhat personal characteris-

tics impacted on each of the four factors.

Independent t-tests,Anova and OLS regres

sion testswere used.

For Factor 1 there wasonly one signifi-
cant difference found between the groups.
Correctional officers reported significantly
higher levelsof strain basedwork-on-family
conflict than workers employed in other
roles. In addition, the OLS regression re-
vealedthat the factors work position, educa
tion and length of service accounted for 26
per cent of the variance.

For Factor 2, significant differences in
work-on-family strain based conflict were
found for three groups. Correctional officers
reported significantly higher levels of work-
on-family strain basd conflict than <aff
working in other areasof the prison. Those
who had a college degree reported lower
levels of work-on-family strain based conflict as
did supervisors compared to non-supvisors.
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Only 6 per cent of the variance was
accounted for by the sevenpersonal charac-
teristics, with correctional officers having a
significant effect.

No significant differences were found on
Factors3 and 4 for any of the personal char-
acteristics. In addition, neither regressbn
equation received statistical significance
(R = .02 and .01 respectively). Therefore,
this would seem to suggestthat variablesother
than the seen personal characteristics
accounted for the observed variance for
Factors2, 3 and 4.

Based on the results, the authors con-
clude that further reseach should be con-
ducted on the nature of work-family
conflict. Spedfically, this study only consid-
ered saff working in an adult male prison.
Hence it is clear that further researchcould
focus on the work-family conflict of working
in female prisons, young offender institu-
tions, special hospitals and dangerous and
severe personality disorder units. In addi-
tion, asumptions were made about age
impacting on work-family conflict based
upon the likely ages at which someone
might have children. Hence, futureresearch
would benefit from spedfically identifying
participants marital status,and number and
agesof their children.

More specific data should establish
whether ageis intr insically linked to career
stages as documented in the police
research on stress which has found the
relationship between gress and career stage
as curvilinear. In addition, more reseach
could focus on the individual differences
between experiences of work-family con-
fli ct. Factors such ascoping style, interper-
sonal reactivity, and emotional control
could be explored.

It is also worth bearing in mind the real
differences that were obsewed in terms of
the conflict between work-family that staff
reported. For example, significant differences
were reported on Factor 1 (work-on-family
strain-basal conflict) between corredional
officers and non-correctional officers. How-
ever, the respective mean scoresfor these

groups were 14.88 and 13.84. This is based
on an index range of 6D23.Therefore, we

need to be conscious of what such significant
differences actually mean for the individuals

concerned and what real differences they are
experiencing in their lives. Future research
should look to consolidate such statistical
evidence with more meaningful qualitative

analyseson the experiences of work-family

conflict.

The authors conclude with a useful re-
minder as to how research generally on
work-family conflict should be used to en-
hance the experiences of staff working in a
secureenvironment.

It is encouraging that since the publica-
tion of this paper a number of employers
from the secure sevices have begun to
addresssome of these issues.This includes
HM Prison Serwice whichnowhaswork-life
balance arrangements for gaff which enables
more flexible work arrangementsto reduce
work

Rachk Wb ithingtah is a farensicpsycHogistat
Ashwoth Hospital.

Denialin sexualoffenders

Lord, A. & Wilmot, P. (2004). The process
of overcoming denial in sexual offenders.
Journalof SexualAggession10(1), 51-61.

This resarch article aims to explore the
cognitive processesby which denial ismain-
tained and eventually overcome. Thisisin
contrag to previous research, which has
tended to explore personality traits and
evaluations of therapeutic interventions.
The authors of the article begin by citing
research describing the functions and types
of denial. Denial is presented asbeing a nat-
ural and common coping strategy used Opsy
chologically to soothe® (Goleman, 1989),
and as preseving of mental health (Kendall,
1992). It is proposed that denial occurs
where there are considerable coststo dis-
closing, and where there appear to be gains
from denying (Rogers & Dickey, 1991). The

34

FoensidJpdateB3 B Octobe2005



research presented in this introduction has
the effect of normalising denial in the sense
that it highlights it asnot being unique to
sexoffenders Dthat it, is not a fixed person-
ality trait B and also dispels the belief that
those who deny are being deliberately
manip ulative. The reasons for denial, as
shown in this research, can help clinicians
understand denial from the perspectiveof a
sexual offender and it should offer some
comfort to those who have ever experienced
the frustration of working with those in
denial.

The current study aimed to explore the
cognitive processesby which denial is sus
tained and eventually overcome, by answer
ing the following three questions:

I Why might sexoffenders deny that they
had committed an offence?

I What would help sexoffenders admit
their offending?

I Whatisthe processof overcoming

denial in sexoffenders?

Three focus groups were used to elicit
responses to the first two questions and these
were transcribed, so that content analysisof
the main themes could be carried out. The
participants in the three focus groups were
24 convicted sexual offenders who had left
denial and were engaging in a prison-based
sexoffender treatment programme.

In order to explore answersto the third
guedion, sem-structured interviews were
carried out with 36 sexual offenders who had
left denial and had entered a prison-based
sex offender treatment programme. The
inter viewsconsisted of questionsrelating to
the extent to which they believed the denial,
whether the decision to admit was gradual or
sudden, and what wasfeared about leaving
denial.

The authors analysedthe results of the
content analysisand identified three main
groups of factors which sustain denial. These
were identified as motivational and insight
factors (deficits in perspective-taking or
unwillingness to stop offending), threats to
self-esteemand image (fear of negative eval
uation), and fear of negative extrinsic conse-

BriefArticleReviews

guences(fear of negative outcomes, such as
being assaulted).

The decision to admit was a gradual
processfor the majority of the sample (83
per cent). The analysisfurther identified four
stages as®ciated with overcoming denial:
motivation to consider leaving denial, identi -
fication with ex-deniers,creating the oppor-
tunity to leaw denial, and overcoming
inhibitions to leaving denial.

The stages highlight that individuals were
looking for a motive to overcome denial.
They had to convince themselvesthey could
trust the person to whom they were admit-
ting something to, that there would not be
negative consequences (such as loss of family
or friends) for doing so, and that there
might be something to gain (such as parole).
Nearly half the sample admitted their guilt
to prison staff in inter viewor therapy. Thus,
the article emphasisesthe effect that those
working with individualsin denial can have on
their stance.The authors suggesta range of
treatment and case management approaches
which could increase the likelihood of an
individual leaving denial.

Whilst this reseach may hawe some limi-
tations relating to retrospective researd,
such as tte risk of memory lossand rationali-
sation, the results and recommendations
offer insight and understanding to clinicians
working with individualsin denial. The over-
all aim, of course, isto increasethe likelinood
that those individuals will enter treatment
and thusreduce the rate of reoffending.

EmmaBatt is a traineeforensicpsychologistt
HMP SheptoMallet.
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BookReviews
Editedby SimonDuff

Asthe eveningsdraw in, what better than snuggling up to afire with a book about aggression
or sex offenders? This issuewe have two of each. The sex offender books are thematically
linked by the notion of sex offending and society and the aggressionbooks look at psy
chotherapeutic approachesin HMP Grendon and AggressionReplacement Therapy. Throw

another log on.

Managing High Risk Sex Offenders in the
Community: A psychologicalapproach
Jacki€Craissati

Brunner Routledge, 2004.

Reviewedby Anna Motz

In this concise but rich text Craissati ex-
plores how a psychological framework facili-
tatessuccessfumanagement of high-risk sex
offenders. Craissati,head of forensic clinical
psychology serviceswith Oxleas NHS Trust,
has extensive experience of both clinical
work and reseach with this highly challeng-
ing group and has been able to edablish
evidence-basal programmes within the com-
munity, taking the braveand often unpopular
step of recommending that high risk offend-
ers are psychologically managed outside of
high, medium or low secureenvironments.
Craissatisetsout to addressthe following
guestions, drawing on available literature
including her own researchin the area:

I Isthe riskin the home or in the
streets?

I Doesaction arisng from sexually
motivated child murderers help usin
managing other types of sex offender?

I Are sexoffenders likely to escalatetheir
behaviour if not stopped?

I Are women asunsafe aschildren?

I Isthere anyform of treatment which
can be guaranteed to be effective?

I Canwedifferentiate betweenthose
offenders who will and those who will
not reoffend?

I Whatrole canthe community play in

the management of sexoffenders?
I Iscurrent legislation and statutory

practice ineffective?
I Doescommunity notification alwaysead

to vigilante behaviour?
Although Craissatiherself acknowledgesthe
profound difficulty of providing answersto
thesecomplex and highly sensitive questons,
her book goessome wayto doing so, insofar
asit is possible.She provides a psychological
management strategyfor dealing with high-
risk offenders in which actuarial risk asgss
ment tools are used, but which also allows
for individual characteristics of particular
offenders to be considered. While offering a
thorough account of the most widely used
actuarial risk measuresbincluding the Static
99, the PsychopathyChecklist RevisedEdi-
tion, Risk Matrix 2000 Bwhich are helpfully
provided asappendices, Craissatiis not un-
critica of overdependence on these measures.
Sheis able to explore the limitations of risk
management and risk assessmentvith can-
dour. and discussescaseswhere risk assess
ment and risk management havefailed. The
tension between public protection and risk
management of the offender is sensitively
addressedin a clear and lively style. The
author is unafraid to explore errors of judge -
ment or failures in the systemto anticipate
and manage risk. Analysis of those cases
where risk management has failed is highly
instructive for all clinicians to bear in mind,
rather than falling into the trap of omnis-
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cience. The fact of human individuality is
emphassed rather than ignored in this
unusually thoughtful text.

The book has separatechapters on actu-
arial approaches to risk assessment and fixed
and dynamic variables associatedwith risk.
In the former chapter there is a helpful dis-
cussionof the risk prediction tools usedwith
an overall discussionof the professional and
ethical issues involved in actuarial
approaches. The following chapter on
dynamic and fixed variablesassociatedwith
risk allows for a fuller psychological explo-
ration of those factors which create high,
medium or low risks of offending. Casestud-
ies and examples are provided in a later
chapter to illustrate the issuesand theories
discussed earlier and are helpfully woven
into the chapter outlining sitic and dynamic
risk factors. Although | prefer an integration
of caseexample and theory, the chapter on
actuarial measuresprovided comprehensive
information in an intelligible manner with-
out this.

| found the chapter on OChild protection:
social servicesand the 1989 Children Act®,
co-written with barrister JoannaHall, partic-
ularly useful in its exploration of the court
processesand its discussionof the roles of
mothers, who are most commonly the non-
abusing parents. The other chapter of par-
ticular interest to clinical and forensic
psychologistsis on forensic mental health
and its outline of diagnostic and treatment
issues. Finally, Craissati sets out her own
model of risk assessmentintegrating three
strands: the likelihood of reoffending, with
the academic and organisational compo-
nent, all of which together create a risk
assessmentBy Oacademic@®, term which |
found somewhatconfusing, Craissatimeans
the static risk factors of an individual sex
offender, which need to be adjusted in the
light of relevant dynamic factors. This, com-
bined with the assessedisk of reoffending
interacts with the response of the relevant
organisations, which is the role of local agen
cies and interpersonal contacts of the
offender. More broadly, this also refers to the

social and political climate, incorporating
legislation and policies, playing an impor -
tant role in public protection policies. This
model emphasises the complexity of risk
management and its location within a politi -
cal and social context.

A particular strength of the book is its
integration of psychodynamic, cognitive
behavioural and systemicmodels of under-
standing sexual offending, clearly and pow-
erfully illustrated in the clinical vignettes.
Rather than rigidly adhering to one school
of psychologicalthought, Craissatidrawson
thesevarious strandswith rigour and sophis-
tication to provide arich formulation of the
aetiology and motivation for a particular
offence. This helps us to tease aut the various
strands of risk analysis in clear and accessible
terms, and provides a clinically sophisticated
picture of the offender himself. It is notewor-
thy that Craissati integrates these approaches
and explains rather complex psychodynamic
concepts in everyday terms, demonstrating
the relevance and utility of these ideasin
understanding sex offenders. The basisfor
forensic psychotherapy this use of a model
of understanding behaviour, is integrated
with a here-and-nowapproach that setsthe
offender in a social context, facing the vari-
ous stressesand triggers that will prompt his
offence. She is able to relate early experi-
ences of parenting to the development of
later sexual offending in a clear and intelli -
gent manner which draws out the signifi-
cance of the inner world of the offender.

In summary, this text is a highly readable
and informative account of the state of play
of risk management of high risk offenders in
community settingsand presentsa powerful
argument for psychological rather than cus
todial containment. It is a very important
politica, aswdl asacademic, text and desaves
wide attention. It is a readable, lively and
thoughtful account of this psychological
framework and would be highly recom-
mended to all clinicians working with this
population. It would be helpful for students
of criminology, psychology social work, pro-
bation and forensic psychiatry aswell asfor
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professionals in the field as it combines
sophistication with clarity.

Anna Motzis ConsultantClinical and Foensic
Psychologistith theOxfod MentalHealthcae
Trust.

New Perspectiveson AggressionReplace
ment Training: Practice, research,and
application

editedoyArnold P, GoldsteinRuneNensZn,
BengtDaleflod® MikaelKalt

John Wiley, 2004

Reviewedby Abigail Willis

The book waspublished following the death
of Aggresson Replacement Therapy®
founder, Professor Arnold Goldstein. With
this backdrop, the book stands as a testa
ment to his dedication to developing the
inter vention and in facilitating its transmis-
sion internationally. In addition, the book
aims to ensure the future development of
the approach through encouraging and
directing further empirical investigation of
practitionersOwork.

The initial chapters provide an introduc -
tion to Aggresson Replacement Therapy
and outline the approach® development. It
combines three strands of work, ead of
which hasdemonstrated empirical effective-
nessin aggressiondifficulties. They include
skill streaming (a behavioural module includ-
ing social skills work), anger control and
moral reasoning. Each of the strands is
described in a separate chapter; therefore
the detail is succinct but sufficient for those
already versed in cognitivebehavioural
approaches Howeve, it should be noted
that the detail would not be sufficient to
enable practitioners to emulate the work
without further training in the area.

The following chapters then provide a
review of how the approach hasbeen imple-
mented internationally with adolescents with
aggressiondifficulties, a traditionally Ohard
to helpOgroup. Chapters are provided by
Aggression Replacement Therapy practition
ers from Canada,the Netherlands, Sweden,

BookReviews

UK and USA. Each chapter is written by dif-
ferent practitioners, and they provide an
insight into how they have implemented and
adapted the techniques to develop pro-
grammesto suit their local population.

The authors provide some interesting
brief casestudies to illustrate their work.
Across the sites there are varied adapta-
tions to the initial programme identified,
such as practitioners providing servicesto
families B all programmes continue to
include the three strands oulined. Observing
the encouragement to adapt the approach
wasbeneficial, a real sign of hope that the
programme can be modified according to
local areaneed.

Thetext alsoincludesuse€ul consideration
of cultural issues such as adolescentsO
involvement in local gangs and the back-
ground of local communities including fac-
tors such asimmigrant populations. Social
variablesare all too frequently neglected in
cogniti vebehavioural interventions and
therefore this emphasis was particularly
helpful. The writers provide a context to
their work, such as the nature of local sevice
provision and their position within the wider
organisation of services. Again, this wider
perspective is often lacking in accounts of
new approachesand their implementation.
With this additional context it was possible to
consider the many isses faced by those
working with the client group, and to reflect
more on one® own practice and experiences
in sewvices.

The reported levelsof successvith Ohard
to helpOclients left me, asa practitioner who
doesnot use AggressionReplacement Ther-
apy, both inspired and intimidated. The
inspirational feelings arosefrom the appar-
ent succesof the programme in engaging
these adolescentsand in promoting them to
make real changesin their lives. A senseof
intimidation arose from a struggle to
develop an understanding of how exactly the
approach did engagethese clients. This left
the reader with an awarenessof a skill gap
which the book did not seekto fill. Areas
such aswhether individualised psychological
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formulations are developed also remained
unclear. Therefore, for the uninformed
Aggresson Replacement Therapy practi-
tioner it would seem this is a useful book, but
it may be of increased use when someinitial

reading or training in AggressionReplace
ment Therapy hasbeen undertaken.

The book endswith areview of the current
empirical basefor the approach and a call to
praditionersto further research the work they
undertake. It isa very postive sgn that initial
studies provide empirical support for the
approach. Further work is, however, required,
in particular to support the differing pro-
grammes that have been developed interna-
tionally. It would seem that an approach which
hasdevelopedinternational apped and imple-
mentation will require considerable efforts on
the part of the praditioners o enaure that the
research efforts are able to keep pace with its
expanson and development.

Abigail Willis is TherapyManagerat Branaslsaf
PersonaDevelopmef@ente.

Sex Crime: Sexoffending and society
Tery Thomas
Willan Publishing, 2005.

Reviewedby Leam Craig

This text offers is an up-to-date version of a
book originally published in 2000. Through -
out the 10 chapters a number of themesare
considered from historical perspectivesto
sexual offending and societal reactions, to
policing of sexualoffenders and changesin
legidation and community management
strategies.

It provides an account of the nature and
extent of sex crime and offending in Britain,
and the policies and legislative actions taken
to combat this. This second edition is revised
and expanded to reflect the many develop-
ments which have taken place in this field.
Written with a criminological emphasis,the
book offers only a brief description of some
theories of sexual offending but spends
more time discussing societal reactions to
sexual offenders (the clue isin the title).

BookReviews

The historical aspect of sex offending
and social responsesto it is considered and
informative. It is noteworthy that within the
current political climate, draconian attitudes
to sexual offenders and sentencing policies
have changed little. The book goeson to
provide a detailed description of the various
forms of legislation relating to sexual offend-
ers including the Sexual Offences Act
(2003), Criminal JusticeAct (2003), Crimi-
nal Justiceand Court Services Act (2000)
and Sexual Offences Prevention Orders and
its implications. Similarly, new laws on
domestic violence, the establishment of the
Criminal Records Bureau, multi-agency
arrangements for monitoring the Odanger
ous(person in the community and measures
to tackle internet crime, pornography, pros-
titution and sextourism are also discussed.
The book examinesthe two parallel themes
of the searchfor justice and protection that
run through current approaches. Justiceto
ensure that sex offenders are effectively
investigated, caught and prosecuted, and
protection to ensure that prevention, treat-
ment and other regulatory mechanismsare
in place to protect the public. The book
walks the reader through a chronology of
eventsfrom policing, courts and sentencing,
to prison and community management.

Throughout, the author cites numerous
newspaperarticles to illustrate societal reac-
tion to sexual offending. It is noteworthy
that these referencesare prone to journalis-
tic interpretation and it is important not to
misinterpret these as empirical references.
While this updated edition includes some
recent high-profile news stories and the
political reactions that followed, little atten-
tion is paid to recent advancesin the empir-
ical literature relating to risk assessmenand
treatment efficacy for sexual offenders
where older studies are cited. This book pro
videsa good introduction to someone unfa-
miliar with the literature and legidation
relating to sexual offenders. Howeve, re-
searchersand practitioners already familiar
with this areaor those looking for an empir -
ical debate and advancementof understand-
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ing of the theories of sexual offending will
be disappointed. Although issues of risk
management and risk assessmenére briefly
discussed,it is perhaps due to the remit of
the book that there is little discussionof the
processand application of risk assessment.

The srength of the book lies in its
descriptions of the different legislations and
the impact these have on policing, courts,
sentencing and policy in England and Wales,
Scotland and Ireland. | found the detailed
discussionon the development and imple-
mentation of the various sexual offences and
criminal justice actsparticularly useful and |
would recommend this book to those un-
familiar with the current legislation.

LeamCraigis the principal forensigsychologist

and directorof forensicprogrammeat Foensic
Ps/chatgy Practice Ltd and the Univasity of
Birmingham.

Working with DangerousPeople: The
psychotherapyof violence
editecbyD. Jones

Radcliffe Medical Press,2004.

Reviewedby Geraldine Akerman

| read this book in preparation for applying
for ajob at aworld famousprison-basedthera-
peutic community (TC) at HMP Grendon,
and found it written in such awaythat | felt
able to view this world from differing view
points, those of psychiatrists, therapists,
prison officers, and psychologists.It givesa
real insight into TCs and what to expect
from working with clients with personality
disorders. This book is divided into two
parts. It begins with theory discussingaspect
of TC work, and the second part looks at
practice. The introduction by David Jones
could serve asareviewbbut, of course, may
be biased.However, it givesa clear overview

of what to expect at each stage. He addresses

the obvious criticism that the book has a
HMP Grendon bias, and explains that HMP
Grendon hassewedasa TC for 40 yearsand
somany people writing in this field will have
served time there at somestage.

In a straightforward manner Hans Toch
describes the ODisturbed disrupture® in chap
ter one, and explains how difficult some pris-
oners with personality disorders can be to
asess and treat. He warns that groups
require Okilled leadership to discourage
innumerable form of consciousand uncon-
scious forms of filibuster E to make sure
nothing gets done® He suggestswork with
multidisciplinar y team and quotes Maxwell
Jones where he Otrats staff and trained
patientsO.

Mark Morris discusseghe need of ther-
apy at Grendon, introducing ethical issues in
chapter two, and in chapter four discusses
psychopathy He suggestghat societycan be
judged by the wayit treats its criminals. He
reminds the reader of the fact that in custody
there are a large number of potentially vio-
lent people locked up in close proximity and
outnumbering (with lessto lose than) the
custodians. He contends that the term Oper
sonality disorder® suggess pathology and
can suggestcriminal behaviour is a medical
problem. He goeson to explain how impris-
oning those with psychopathic disorder and
career criminals protects the public through
reducing their opportunity to offend. He
provokesthought by, for instance, question-
ing the need for informed consentfor treat-
ment, bearing in mind how damaging words
can be in the context of psychological ther-
apy and how much truth hurts in the context
of facing up to offending, and how it is diffi -
cult to promise positive results in the long
term or, indeed, to foreseethe outcome.

Agnes Pelocz then discus®s scientist-
practitioners and whether psychologistscan
apply scientific methods. She points out that
psychology discusses falli bility of memory
but still relies on an offender® account for
its clinical reports. She suggestghat psycho
analystsare trained in isolation from practis-
ing psychologists, who train in academic
institutions, neither of which is healthy.
Again this raisesfood for thought without
the need to provide answers.

In his chapter on psychopathy Mark
Morri s suggeststhat someone assessd as
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being a psychopath has a hard job in therapy
becauseif he acknowledgeshis past he can
be seenasbeing manipulative and lying. If
he arguesand is disruptive, he is still provid-
ing more evidence for his diagnosis of psy
chopathy. He contends that psychopathyis a
defensive strategyto protect the individual
and proposesthat a psychopath has suffered
such extreme trauma during their formative
yearsthat they do not allow themselvesto
feel that pain and subsequently feel anything
at all. Alongside this, the ability to empathise
with others diminishes, leaving them unable
to feel emotion or empathy. He explains the
caseof a person with a high psychopathy

score as being Otoo vulnerable to the traumas

of everyday lifeOso that they build up a psy
chopathic defence shell.

He goeson to discussthe possibility of
people having psychopathic aspectsto their
personality, like Dr Jekylland Mr Hyde, and
argues that psychopathy is a quegion of
degree: that it is everyoneto a greater or
lesser extent. This is not supported by
Robert Hare, who statesthat a person either
is or is not diagnosed with psychopathyand
that there is a tangible difference in those
with a high score.Mark Morris suggestghat
in cognitive therapies a therapist expects
truthful answers, and so someone with a high
psychopathyscorecould lie and manipulate.
However, he suggestsa psychodynamicther-
apist expects a patient to lie to himself or
herself, and to the therapist, as a defence,
and so this would not be a problem. This
again raises questions of how one would ever
know when the truth is being spdken, but
does encourage discusson.

Morris concludes by remarking that for a
practitioner to tell an offender that in order
for them to progressthrough, for instance,a
prison system,they need to undertake re-
habilitation programmes, but that they will
be excluded becauseof their psychopathy
status, createsmore trauma for the client and
a lack of empathy on behalf of the practi-
tioner. As a person having been in that pos-
tion on seveal occasons, it is indeed a
frustrating place to be.

BookReviews

Richard Shuker describeshow cognitive
behavioural programmes link with psycho
dynamic therapy, and how each can compli-
ment rather than compete with the other,
citing arelevant casestudy. Andrew Downie
then writesfrom apractition er@point of view
and opens the discussionof psychodynamic
processesin an accessiblemanner, explain-
ing how community staff provides a safe
community in which residentswork through
their issues,and he applies psychodynamic
theories to life in a prison TC.

In a moving chapter, Liz McClure dis-
cussesthe waysgroup facilitators manage
emotions raisedin them by working in a psy
chodynamic way In a very personal manner,
she describes how transference, counter-
transference and projective identification
function in afacilitator. She details the need
for supervision to manage the traumatisation
of saff as they encounter horrendous
offence,sboth on and by the wing residents,
and how the work affectsher personally, and
how her self-disclosure demonstrates parallel
disclosurein a group.

In the main the chapters flow one to
another, with constant reference to past
researchand how it impacts on work in the
presentin a prison politically dependent on
being shown to succeed to justify its existence.

Further topics include Michael Parker®
qualitative study of the link between sexual
abuse and violence, while Jane Coltman
givesa frank account asa prison officer in
this unique setting, offering an insight to
how each member of a multi-discipli nary
team viewsthe work of a prison TC.

David Jones and Richard Shuker con-
clude the book describing research demon-
dsrating the effectivenes of therapeutic
communities and describing the contents of
the now accredited programme in a straight-
forward, informative manner.

| would recommend this book to anyone
interested in working with clients with per-
sonality disorders.

Geraldine Akeman is a chartered émisic psychol
ogistworkingat HMP Grendon.
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Psychologyin Probation Services
editedoyDavid Crightonand GrahamTowl
BPSBlackwell, 2005

Reviewedby Sue Thomas

This is a timely publication with the recent
launch of the National Offender Manage-
ment Service (NOMS) and givesthe reader
an overview of the role of psychologywithin
probation services.

The first chapter setsthe framework for
the book in that it makes the reader aware of
the context of psychologywithin probation
and the wide range of roles that psycholo-
gists have to play. In addition, the editors
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give a flavour of some possible future devel
opments, placing them in the context of the
relation to the requirements of NOMS and
how this will impact further on the role of
psydologists within the Probation and
Prison Selvices.

Following this, the chapters focus on
specific areasfrom working in the courts to
risk assessmento inter ventions, with a final
chapter looking at partnership working, an
integral element to the vision of NOMS.

All of the chapters were extremely inter -
eding to read and clearly identified the
importance of psychology, with many
expanding on how they seenthe role devel
oping within the new criminal justice frame-
work. However, when reading some of the
chapters it wasnot alwaysevident that they
were writing about psychologywithin proba-
tion rather that just psychology in relation to
that particular topic.

It must be said, though, that this did not
detract from the overall quality of the book
and in it meeting itsaimsof not concentrating
solely on the application of forensic psy-
chology but on the importance of other spe-
cialist areassuch as counselling and health
psychology

The text did not just paint a glowing pic-
ture of the psychological servicesoffered in
various areasbut wasalso critical of some
practices. For example, in chapter 11, OWrk
with life sentence offenders®,the author
acknowledgesthe assessmentand inter ven-
tion work early in the offender® sentence
but questionswhy there is not a greater level
of input by psychologistslater on. She also
askswhy there is not more involvement in
the resettlement period both within prison
and Othroughthe gateOThese are important
guestions that should be asked and discussed
in light of the current changeswithin the
criminal justice system.

| would recommend this book to those
working within any area of the criminal jus-
tice system,and not just the psychologists.

Ste Thanasis thedevelpmenimaragerfor
PrisonSevicePlus.
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