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Abstract

Violent and criminal behaviours have significant economic and psychological costs to society
that contribute to substantial pain and suffering. It is important to understand the processes
involved in such behaviours in order to implement preventative strategies and interventions.

The first paper is a meta-analytic review exploring the association between childhood
trauma and violent outcomes in prospective studies. A systematic search yielded 18 eligible
papers, all of which defined childhood trauma in terms of child maltreatment and witnessing
domestic violence. Overall, childhood trauma was found to increase the risk of violent
outcomes with a random-effects odds ratio of 1.8 (95% CIl 1.4-2.4) and substantial
heterogeneity (I< = 92%). It is concluded that childhood trauma is associated with violent
outcomes, and the clinical and forensic implications are discussed together with
recommendations for future research.

The second paper presents a quantitative study investigating aspects of executive
functioning in older probationers. Executive dysfunction is considered to have a role in
offending behaviour but to date no studies have specifically examined the executive

functioning of older probationers. Thirty-two males aged fifty years and over were recruited



and completed the Verbal Fluency and Stroop tests to assess mental flexibility and response
inhibition. They also completed measures of mental health, substance use and cognitive
impairment. In comparison to normative data older probationers did not present with deficits
in executive functioning although they did display high rates of mental health and substance
use difficulties. These preliminary findings can be used to guide future research with older
probationers. The study strengths and limitations, service implications, and suggestions for

future research are discussed.
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Childhood Trauma and Violent Outcomes: A Meta-Analysis of Prospective Studies
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Abstract
The risk of violence following childhood trauma is uncertain. There is a need to confirm and
determine the strength of the association between childhood trauma and violent outcomes.
This meta-analytic review identifies prospective studies that have assessed this relationship.
Three electronic databases were systematically searched (PsycINFO, EMBASE, and
MEDLINE) together with a targeted search on Google Scholar. Non-English-language
studies and dissertations were considered. The search yielded 18 eligible studies reporting
data on 62,407 cases. Pooled crude odds ratios (ORs) were generated and meta-analysed
using random-effects models. Heterogeneity was explored through subgroup analyses and
meta-regression. The effect of childhood trauma on violent outcomes was increased with the
random-effects OR of 1.8 (95% CI 1.4-2.4). There was substantial heterogeneity ({* = 92%)
between the included studies. Meta-regression suggested that risk of violence was increased
in females, increased in studies with case-linkage methods, and increased with the age that
violent outcomes were assessed. In conclusion, childhood trauma is associated with future
violence perpetration, and preventative strategies and interventions for childhood trauma may
have an important role in violence reduction. Methodological issues and recommendations

for future research are discussed.

Keywords: Childhood trauma, child maltreatment, violence, meta-analysis, prospective

Proposed Journal: Clinical Psychology Review (see Appendix A for author guidelines)
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Introduction

Traumatic events in childhood are common, although precise incidence and
prevalence rates have been difficult to determine due to different definitions and
conceptualisations (Saunders & Adams, 2014). Experiences such as childhood maltreatment
(abuse and neglect), natural disasters, war, community violence and traumatic loss are largely
accepted as types of childhood trauma (CT, [Deblinger, Thakkar-Kolar, & Ryan, 2006]) but
there is debate over other experiences, such as parental divorce, bullying, parental discourse,
and bereavement from natural death (Saunders & Adams, 2014). Across the literature child
maltreatment is the most frequently cited form of CT, and estimates of worldwide prevalence
rates of abuse and neglect range from 10 to 29% (Sethi et al., 2013).

CT is associated with a wide range of negative outcomes in adulthood, many of which
contribute to the burden of disease around the world (Norman et al., 2012). It has been
consistently related to psychopathology (Bendall, Jackson, Hulbert, & McGorry, 2008; Carr,
Martins, Stingel, Lemgruber, & Juruena, 2013; Lindert et al., 2014; Varese et al., 2012),
physical illness and health-risk behaviours (Anda et al., 2006; Bellis et al., 2014; Gilbert et
al., 2009; Maniglio, 2009; Norman et al., 2012), substance misuse (Anda et al., 2006; Bellis
et al., 2014; Khoury, Tang, Bradley, Cubells, & Ressler, 2010; Norman et al., 2012),
suicidality (Bellis et al., 2014; Maniglio, 2009; Norman et al., 2012), and criminal and violent
behaviours (Ardino, 2012; Gilbert et al., 2009; Haapasalo, & Pokela, 1999; Maas,
Herrenkohl, & Sousa, 2008; Malvaso, Delfabbro, & Day, 2016; Wilson, Stover, &
Berkowitz, 2009).

Prevalence rates of CT are elevated in offender samples. In the UK, nearly one third
of adult prisoners report having experienced child abuse (Ministry of Justice, 2012) and
almost half of children in custody samples have experienced abuse, with 38% witnessing

domestic violence (Glover & Hibbert, 2009). CT is a recognised risk factor for violence in
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adolescence and adulthood (Baskin & Somers, 2011; Cusick, Havlicek, & Courtney, 2012;
Ehrensaft et al., 2003; Fowler, Cantos, & Miller, 2016; Jespersen, Lalumiere, & Seto, 2009),
although the hypothesis that children subjected to CT, such as physical abuse, progress to be
perpetrators themselves (the ‘cycle of violence’) is not without controversy, especially as the
majority of those who experience CT do not become violent (De Bellis, 2012; Falshaw,
Browne, & Hollin, 1996). There are inconsistencies in findings on this topic, and while
reviews in the area conclude that there is evidence of a relationship between CT and violence
it is difficult to determine the strength of association and what might increase or decrease it
(Jespersen et al., 2009; Malvaso, Delfabbro, & Day, 2015; Wilson et al., 2009).

Type of CT may explain some of the variability in the findings. Meta-analytic reviews
have found only childhood sexual abuse to be significantly associated with sexual offending
(Jespersen et al., 2009) and that experiencing violence has a greater influence on violent
offending than witnessing violence (Wilson et al., 2009). However, it is hard to disentangle
the effects of different types of CT as they rarely occur in isolation. Sexual abuse, for
example, is largely physical, and arguably all child maltreatment is emotionally abusive
(Falshaw et al., 1996; Trickett & McBride-Chang, 1995).

There may also be age and gender differences in relation to CT and violence. CT
commencing or continuing into adolescence can have more adverse effects (Malvaso et al.,
2016), although others contend that CT at any age elevates violent risk (Mersky, Topizes, &
Reynolds, 2012). While some studies have shown the risk of violence following child abuse
to be greater in women (Maas et al., 2008), others have found males to have more violent
offending outcomes following childhood maltreatment (Malvaso et al., 2016). Different
methods of recording CT and violence also contribute to variability in findings, particularly
whether official or self-reported measures are used (Teague, Mazerolle, Legosz, &

Sanderson, 2008).
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Pathways from CT to violence are complex, and many individual, social, and
contextual factors have been implicated in this process (Haapasalo & Pokela, 1999; Malvaso
et al., 2016). Neurobiological perspectives posit that traumatic experiences in childhood lead
to dysregulation in the stress response system, whereby high and often sustained levels of
fear give rise to increased stress hormones and responsiveness at rest (De Bellis, 2012). This
can result in impeded brain development and increased neuronal pruning and loss, with
decreased neurogenesis and delayed myelination of neurons (Heide & Solomon, 2006).
Consequently, maltreated children have been shown to have an overall reduction in cerebral
volume (Glaser, 2000). Long-term changes may occur in the limbic structures (amygdala,
orbitofrontal cortex, and anterior cingulate cortex) and the frontal control systems, resulting
in an insufficient modulation of aggression, with increases in violent behaviour (Heide &
Solomon, 2006; Mitchell & Beech, 2011; Siever, 2008).

Neurobiological explanations are often discussed in the context of Attachment Theory
as the same brain structures are involved in social bonding and attachment (Mitchell &
Beech, 2011). Children who do not develop secure attachments have a reduced capacity to
‘mentalise’ and understand their own and others’ mental states (Heto, 2015). They may
develop a view of the world as ‘threatening’ and misinterpret others’ intentions as hostile —
predisposing them to violence (Dodge, Bates, & Pettit, 1990; Fonagy, 2003; Meloy, 2003).
Similarly, explanations from Social Learning Theory focus on difficulties with social-
information-processing. Children model the violence they have experienced and, in the
absence of adaptive means of managing conflict and regulating emotions, consider it to be an
effective behaviour (Dodge et al., 1990; Wiersma, 2013).

Much remains to be understood on the relationship between CT and violence. It is
important to continue to advance knowledge in this area in order to develop effective

preventative strategies and interventions, advise criminal justice proceedings and guide the
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trauma-informed care that is becoming increasingly common for violent populations (Ardino,
2012; Harner & Burgess, 2011; Heide & Solomon, 2006; Martin, Eljdupovic, Mckenzie, &
Colman, 2015).

Synthesising research on the relationship between CT and violence is complicated by
the wide range of definitions and varying methodologies. Common methodological
limitations include sole reliance on self-report measures, lack of measurement of the severity
or chronicity of CT, absence of control groups, and selective sampling (Thornberry, Knight,
& Lovegrove, 2012; Widom, 1989a). Many studies use cross-sectional designs with
retrospective measurement of CT. These are dependent on accurate recall of events and there
is no control over temporal ordering of exposure and outcome. Prospective studies, however,
are advantageous in that this order is controlled for, which allows a more reliable test of
whether CT is an antecedent for violence.

For this reason, this meta-analytic review focuses exclusively on prospective studies
that assess the relationship between CT and violent outcomes (VO). CT is defined as
traumatic experiences (the most widely accepted, as previously cited, including child
maltreatment, natural disasters, war, community violence, traumatic loss) occurring before
the age of 18 years, and VO are defined as all types of physical violence against others,
across the age range.

Previous reviews in this area have focused on general antisocial behaviours and
criminal offences (Kerig & Becker, 2015; Malvaso et al., 2016; Wilson et al., 2009) or
specific VO such as intergenerational violence (Ertem, Leventhal, & Dobbs, 2000;
Thornberry et al., 2012) and sexual offending (Jespersen et al., 2009). Studies that have
focused on violence have primarily assessed outcomes in adolescence and have not employed
meta-analytic techniques (Falshaw et al., 1996; Maas et al., 2008). This review will therefore

add to the literature by fulfilling the following aims: (1) Systematically identify and assess
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the quality of studies that explore the relationship between CT and VO with a prospective
design, (2) Investigate the magnitude of the relationship between CT and VO using meta-
analyses, and (3) Assess whether the relationship between CT and VO differs by factors
identified in the literature (gender, age, type of CT, record type, duration between exposure

and outcome, sampling, and study methodology).

Methods

This review was conducted following the Preferred Reporting Items for Systematic
Review and Meta-analysis Protocols (PRISMA-P) guidelines (Shamseer et al., 2014) and it
was prospectively registered on PROSPERO (CRD42016048541).
Search Strategy

Systematic searches were completed on EMBASE (1% January 1980- 21% October
2016), MEDLINE (1% January 1946- 21% October 2016), and PsycINFO (1% January 1806-
21t October 2016). Combinations of search terms relating to childhood trauma (e.g. child*
abuse*, maltreat®, physical abuse*) AND violent outcomes (e.g. viol*, crim*, offend*) were
used (see Appendix B for the full electronic search terms). On PsycINFO additional limits
were used for the methodology (prospective, follow-up, longitudinal; it was not possible to
use these limits on EMBASE and MEDLINE). These searches were supplemented by a
targeted search on Google Scholar (completed on 18" January 2017) using the key search
terms as well as the ‘cited by’ function to explore similar papers to those identified for
inclusion. The reference lists of the included papers were searched by hand to identify any
additional articles.
Study Eligibility

Studies were included if (a) they directly assessed the relationship between CT and

VO; (b) this relationship was assessed using a prospective methodology where the exposure
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(CT) was measured before the outcome (VO); (c) CT occurred, and was recorded/measured
before 18 years old; and (d) VO were measured as violent acts, rather than aggression, violent
thoughts or verbal violence.

Studies were excluded if they did not meet the above criteria or if (a) VO were
measured in combination with other non-violent acts; (b) there was no non-exposed
comparison group; (¢) VO were not blind and CT was assessed in a sample pre-identified as
violent; or (d) they used the same dataset as another study (in these cases the study with the
largest sample size and/or the one that most directly assessed the relationship between CT
and VO was included). When suitability for inclusion was in question this was resolved
through discussion between the author and their supervisor. Figure 1 illustrates the paper
selection process.

Data Extraction

A standardised form (Appendix C) was used to extract study information including
the geographical location of the study, sample size, participant group, gender ratio, age of
exposure (CT) and outcome (VO) with duration in between, definitions and measures of CT
and VO, attrition/missing data, and statistical methods and findings. This information was
condensed and entered onto a Microsoft Excel spreadsheet, including relevant statistical data.

When studies did not directly report odds ratios (ORs) they were calculated to
generate pooled ORs. If data were reported as frequencies or proportions ORs were
calculated directly with the corresponding 95% confidence intervals (Morris & Gardner,
1988). When data were reported as regression coefficients, they were converted to ORs using
the exponential function (Miller, Reardon, & Safi, 2001). If data were reported as correlation
coefficients they were converted to Cohen’s d and then log-transformed ORs (Chinn, 2000;
Rosenthal & DiMatteo, 2001). Chi-square values were converted to correlation coefficients

and then to log-transformed ORs via Cohen’s d (Rosenthal, 1994).
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Identification

Screening

Eligibility

Included

Records identified via database searches
(EMBASE, MEDLINE, PsycINFO)
n = 5816

Records after duplicates removed
n=3768

Unique records identified from other sources

- Reference lists n = 156
- Google Scholarn =15

Records screened
n = 3939

Full text evaluation
n=224

Studies Excluded n = 206

- No violent outcomes n = 71
- No childhood trauma n =10
- Same dataset used n = 44
- Childhood trauma measured in adulthood
n=43
- Does not assess relationship between trauma
and violence n = 3
- Review articlen=1
- Includes verbal violence n =9
- Trauma and violence measures at the same
time-point n = 13
- Violent sample pre-selected n =3
- Theoretical paper n =6
- Unable to access data required n =1
- No comparison group n =2

Studies included n = 18
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Analysis of variance values were converted first to Cohen’s d and then ORs according to
Thalheimer and Cook’s (2002) methodology. See Appendix D for conversion formulae used.
All ORs were reported to one decimal place. The calculations were cross-referenced by a
postdoctoral research fellow to ensure conversion accuracy.

Quality Assessment

Quality was assessed using the Newcastle-Ottawa Quality Assessment Scale for
Cohort Studies (Wells et al., 2004 [Appendix E]), a tool that critiques the selection of
cohorts, comparability of cohorts, and assessment of outcome. The scale provides a rating
score where high-quality choices are awarded a star, and each study can have a maximum of
nine stars. Uncertainties about quality were resolved through discussions between the author
and their supervisor.

Statistical Analysis

The overall analysis and subgroup analyses were performed using STATA version 14,
for Mac. Random-effects models were used to account for heterogeneity between studies.
This method is used when the studies are not expected to represent a uniform population and
effect sizes between studies are likely to vary (Baker, White, Cappelleri, Kluger, & Coleman,
2009). Random-effects models use more balanced weighting of studies and account for
within- and between-study variance, which results in larger confidence intervals than fixed-
effects models (Borenstein, Hedges, & Rothstein, 2007).

The < statistic was used to measure heterogeneity, which describes the percentage
variation across studies due to heterogeneity rather than chance (Higgins, Thompson, Deeks,
& Altman, 2003). Low, medium, and high heterogeneity relate to /< values of 25%, 50%, and
75%, respectively (Higgins et al., 2003).

Meta-regression was also completed, whereby the linear relationships between the

outcome and covariates were assessed to explore heterogeneity (Baker et al., 2009). Meta-
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regression analyses use linear regression principles to explore whether the outcome variable
is associated with explanatory variables (between-study characteristics) whilst taking into
account study weighting (Baker et al., 2009).

Publication bias was assessed using Begg’s test that assesses the correlation between
the log-odds ratio and the study weight (Begg & Mazumdar, 1994). The influence of a single
study on the overall pooled ORs was estimated using the METANINF command in STATA,

whereby magnitude of change in overall OR was assessed following removal of each study.

Results
Study Characteristics

The search yielded 18 eligible studies (see Appendix F for full references). A
summary of the study characteristics is presented in Table 1. The included studies were
published between 1989 and 2016, in four different countries, and included information on
62,407 cases. Only studies defining CT as child maltreatment (abuse and neglect) and
witnessing domestic violence were eligible for inclusion. Seven studies focused on VO in
childhood/adolescence (birth to 18 years), five studies looked at VO in adulthood alone
(above age 18 years) and six studies measured VO in both childhood/adolescence and
adulthood.

The majority (78%) of the studies were completed in the USA. Participants were
selected from the general population (39%), child protection cases (22%), and specifically
selected groups (39%, often ‘high risk’ groups such as those in poverty). More males were
sampled than females (50,232 males, 12,175 females) with four studies including only males,
and one study including only females. Racial demographic information was provided in 78%
of the papers (n =17,581 cases) with African-Americans most often included (46%), followed

by Whites/Caucasians (27%) and Hispanics (8%). The remainder were classified as ‘other’ or
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Table 1. Summary of Included Studies

Study Country Sample (n, % male, race when given) Type of CT Type of VO Mean age/age range  Measures % with % withVO  Quality
(years) VOCT in assessment
@ cCT 1)CT group comparison  stars
(2) voO 2) VO group received
Caspietal., New National sample of consecutive births. Abuse Violent offences (1) 3-11 (1) Two of: behavioural 24% 9% 8
2002 Zealand 442. 100% male. (physical, (2) 26 observation, parental reports,
emotional, retrospective adult reports*
sexual) and (2) Official records (court)
neglect
English et USA Sample of abused and neglected children made Abuse Violent offences (1) Birth toll (1) Official (court) records 27U 9% 9
al., 2002 dependents of the court and comparison matched (physical, (2)24 (and a (2) Official (arrest) records
controls from the same jurisdiction. emotional, juvenile sample
1754. 47% male. sexual) and younger than 18)
70% Caucasian, 22% African-American, 6% neglect
Native American, 2% Other.
Herrenkohl ~ USA Two groups of families from child welfare abuse Severe physical ~ Violent (1) 1.5-10 (1) Self-report — interview - - 5
etal., 1997 and protective service programs and three from discipline; behaviour (2) 14-22 years with mother
Head-Start classrooms, day-care programmes, and neglect; severe (2) Self-report — interview
private nursery programmes. emotional with adolescent/adult
418. 54% male. discipline
83% White, 12% Spanish, and 5% African-
American.
Herrera & USA Children of women that had co-resided withaman  Family violence  Violent offences (1) 6-12 (1) Self-report — interview 17% 5% 5
McCloskey, in the last 12 months (battered women were (spouse abuse) (2) 11-18 with mother and child
2001 oversampled, recruited from both shelters and the and marital (2) Official (court) records
community). Comparison group of mothers violence;
recruited from the same area that had not physical
experienced partner abuse. parental
299. 51% male. punishment
56 % Anglo-European, 34% Hispanic, 4% African-
American, 4% Native-American, 2% Asian Other.
Lansfordet ~ USA General population sample of children entering Physical abuse Violent offences (1) 1-5 (1) Self-report — interview - - 4.58
al., 2007 Kindergarten. (2) 5-18 with mother

574. 52% male.
81% were European-American, 17% African-
American, 2% Other.

(2) Self report — interview
with adolescent/adult and
official (court) records

Note. CT = Childhood Trauma. VO = Violent Outcomes. n given is what the analysis was based on, whereas the demographics (gender, race) provided in the paper are often based on the whole sample. Percentage with VO is provided when
available in paper; percentages of VO provided are based on the main study findings or results for aggregated categories of CT. Quality assessment is based on the data used in the analysis. *For severe maltreatment measured in the review. “Data
for both adult and juvenile offences. $4 stars for self-report outcome, 5 stars for official record outcome.
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Table 1. Summary of Included Studies

Study Country Sample (n, % male, race when given) Type of CT Type of VO Mean age/age range  Measures % with % withVO  Quality
(years) VOCT in assessment
@ cCT 1)CT group comparison  stars
(2) voO 2) VO group received
Leachetal., Australia Children with a maltreatment history with either a Abuse Sexual (1) Mean 7 (at first (1) Official (child protection) 2% 1%
2016 child protection notification, police caution, (physical, offences* notification) 9 (at records
finalised juvenile court appearance, or finalised emotional, last notification) (2) Official (police and court)
adult court appearance. sexual) and (2) Upto 25 records
38282. 100% male. neglect
Millett et USA Families with low or no income with children who  Abuse Intimate partner (1) Up to age 17 (1) Official (child protection)  20% 9%
al., 2013 had been investigated for abuse or neglect and a (physical, violence and (2) Up to age 27 records
matched comparison group from the same sexual) and other violent (2) Official (police and court)
population. neglect offences records
5377. 50% male.
79% African-American, 11% White-American.
Narayan et USA Children of mothers considered at risk due to Abuse (physical  Dating (1) Birth to 64 (1) Self-report — mother, - -
al., 2014 poverty. 182. 54% male. and Sexual), violence * months home observation, and
67% Caucasian, 11 % African-American, 18% neglect, and (2) 23 official (child protection)
other, 4 % Unreported. inter-parental records
violence (2) Self-report — adult
questionnaire
Ogloff et Australia Children from a forensic medicine department Sexual abuse Violent (1) 10 (1) Official (medical) records 1% 1%
al., 2012 medically confirmed to have experienced sexual offences ¢ (2) 36 (2) Official (police) records
abuse and a matched comparison sample from the
same locality.
5436. 20% male.
Pardini et USA Boys from public schools that scored within the Abuse (physical  Violent acts (1) 12 (1) Official (children services) - -
al., 2012 upper 30% of an antisocial behaviour screening and Sexual) and (2) 13-18* records
measure and a comparison sample from the same neglect (2) Self report — interview
group that did not. with adolescent/adult
503. 100% male.
40% White, 56% African-American, 4% Other.
Rebellon &  USA National probability sample of adolescents. Physical abuse Violent offences (1) 11-17 (1) Self-report — interview - -
van Gundy, 1524. 53% male. (2) 13-19 with adolescent
2005 15% African-American, 85% Other. (2) Self-report — interview

with adolescent

Note. CT = Childhood Trauma. VO = Violent Outcomes. n given is what the analysis was based on, whereas the demographics (gender, race) provided in the paper are often based on the whole sample. Percentage with VO is provided when
available in paper; percentages of VO provided are based on the main study findings or results for aggregated categories of CT. Quality assessment is based on the data used in the analysis. *The authors were contacted for data on violent offences
also but this was not available *No examples of sexual violence given, not known if it is included. $Sexual violence not included. * Data on ages 15-18 included in the meta-analysis. "The only study to use count data — where the relationship
between physical abuse and violent offence counts was assessed.
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Table 1. Summary of Included Studies

Study Country Sample (n, % male, race when given) Type of CT Type of VO Mean age/age range  Measures % with VO Quality
(years) in assessment
@ cCT 1)CT comparison  stars
(2) voO 2) VO group received
Siegel & USA Emergency room records from one hospital — Sexual abuse Violent offences (1) 1-12 (1) Medical records and 4% .50
Williams, sexual abuse victims and matched comparison (2) Upto 35" interview with child or family
2003 sample with no sexual abuse. member
411. 0% male. (2) Official (court and arrest)
84% African-American, 16% Other. records
Silvaetal., Canada Children at kindergarten in neighbourhoods with Abuse (physical ~ Violent offences (1) 10-12 (1) Self-report — child - Ak
2012 the lowest socioeconomic status. and emotional) (2) 12-24 questionnaire
431%. 100% male. and neglect (2) Official (criminal) records
Smith & USA Stratified general population sample to over- Abuse Violent offences (1) Before 12 (1) Official (child protection) - - 5
Thornberry, represent delinquency and drug use. (physical, 1) 14 records
1995 889. 74% male. emotional, (2) Self-report — adolescent
18% White, 66% African-American, 16% Hispanic.  sexual) and questionnaire
neglect
Thomas, USA Sample from a juvenile detention centre. Abuse (physical  Violent offences (1) 15 (1) Official (court) records 50% 4
2007 1604. 63% male. and Sexual) and (2) 20 and self-report — interview
56% African-American, 16% non-Hispanic White, neglect with child/adolescent
27% Hispanic, 1% other. (2) Self-report — interview
with adolescent/adult
Widom, USA Sample of validated court cases of abused and Abuse (physical ~ Violent offences (1) 5 (1) Official (court) records 6% 9
1989b neglected children with a matched non-abused and Sexual) and (2) 26 (2) Official (criminal) records
sample from the same community. neglect
1575. 49%.
67% White, 31% African-American, 2% Other.
Wright & USA Sample from stratified probability sample of Physical abuse Violent acts' (1) 9-15 (1) Self-report — interview - 6
Fagan, 2013 80 neighbourhood clusters in one city. (2) 12-18 with parent
1372. 51% male. (2) Self-report —
32% African-American, 17% Caucasian, 47% adolescent/adult questionnaire
Hispanic, 4% Other.
Zingraff et USA Children with a substantiated maltreatment from Abuse (physical ~ Violent 1)9 (1) Official (social service) 1% 7
al., 1993 one county and comparison school and poverty and Sexual) and  offences* (2) 15 records

samples from the same area.
914*. 46% male.
Overall sample 46% White, 54% Other.

neglect

(2) Official (court) records

Note. CT = Childhood Trauma. VO = Violent Outcomes. n given is what the analysis was based on, whereas the demographics (gender, race) provided in the paper are often based on the whole sample. Percentage with VO is provided when
available in paper; percentages of VO provided are based on the main study findings or aggregated categories of CT. Quality assessment is based on the data used in the analysis. *Approximate age, exact not provided. 9 for adult outcomes, 8 for
adolescent outcomes. SFor CT measured at age 12. "Does not include sexual offences. *For CT and school comparison sample (including poverty sample N=1091). *No examples of sexual violence given, not known if sexual offences are included.
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were not described (19%).

The majority of the studies (61%) had contact with the participants and used a
‘follow-up’ longitudinal design, where they followed them over time measuring the exposure
and/or outcome directly. The rest (39%) used case-linkage methodologies. The average
follow-up time was 17 years in case-linkage studies and 13 years in follow-up studies. The
most frequently used definitions of CT were combinations of physical abuse, sexual abuse,
neglect, emotional abuse, and witnessing domestic violence (72% of studies). Three studies
assessed only physical abuse (17%) and two only sexual abuse (11%). Exposure to CT was
ascertained through official records (45% of studies), self-report from child or parent (33%)
or via multiple means (e.g. official records, self-report, and behavioural observation [22% of
studies]). Nearly all studies (78%) defined and/or measured CT before the age of 12 years
with only four (22%) measuring CT past age 12.

VO were defined as violent offences (66%), violent behaviours or acts (17%),
dating/partner violence (11%, two studies - one also included violent offences), and sexual
offences alone (6%). For the latter (Leach et al., 2016) the sexual offences were defined as
sexual assault and considered eligible for inclusion. This study also separately assessed non-
sexual violent offences but the authors could not provide the required data for this. Most
studies included sexual violence within their definition of VO (66%). Three studies (17%) do
not give examples of VO and it is not known if sexual violence was included, while three
studies (17%) do not include sexual violence within the examples given. Official records of
violent offences were the most commonly used measure of VO (58%), followed by methods
of self-report (42%) via interview or questionnaire.

All of the seven case-linkage studies used official measures of CT and VO, while the

studies with follow-up methods measured CT through official records (18%), self-report
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measures (73%), and both self-report and official records (9%) and measured VO through
official records (36%) and self-report methods (64%).

All but three of the papers were published in peer-reviewed journals - English et al.
(2002) was published as a governmental report; Ogloff et al. (2012) was published in a peer-
reviewed governmental series; and Thomas (2007) was an unpublished dissertation. Every
study also assessed other variables in the relationship between CT and VO, such as genotypes
and social bonding (a summary of the additional variables is presented in Appendix G). Due
to the diversity of these variables it is beyond the scope of this review to include them in the
critique.

Quality Assessment

Four studies met full criteria on the Newcastle-Ottawa scale and obtained the full nine
stars; four received seven-to-eight stars, and the remaining 10 studies scored six stars or less.
See Appendix H for a summary table. The most common methodological limitation,
identified in eight studies, was a below-adequate duration between outcome and exposure
(=10 years; if duration was not explicitly stated this was estimated from the longest possible
time between age of CT and VVO). To understand the relationship between CT and VO it is
important that there is a sufficient amount of time for VO to manifest, especially if VO are
defined as adult offences. The validity has been questioned on studies with a duration less
than five years (Thornberry et al., 2012) and this occurred in 39% of studies.

Twelve studies were able to account for = 90% of their initial sample. Ten studies
had missing data or attrition and detailed information on this was only provided in one case
(English et al., 2002). Despite the prospective study designs another common methodological
weakness (identified in seven studies) was the lack of demonstration that VO were not
present at the start of the study (this includes omission of a statement addressing temporal

order of CT and VO).
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Five studies used specially selected groups and all studies used comparison samples
drawn from the same population as the exposed group. Seven studies were deemed to have
comparability of cohorts where they described controlling or matching samples by at least
two factors (such as gender, age, race, socioeconomic status). Whereas seven studies
controlled for only one factor and four did not control for any. However, it should be noted
that this critique was based on the data included in the meta-analysis, and some studies
controlled for such variables in other analyses that are not assessed here.

All but one study (Silva et al., 2012) ascertained exposure through official records or
structured interviews. Twelve studies assessed outcome via official records and six relied on
self-report measures only.

Overall Relationship between Childhood Trauma and Violent Outcomes

Across the 18 studies the random-effects pooled crude OR of VO was 1.8 (95% CI =
1.4 — 2.4) among cases with CT* compared to those without. There was high heterogeneity
among studies (I* = 92%). See Figure 2.

Type of Violent Outcome

CT was associated with VO when defined as violent offences only (21,032 cases in
the included studies, k = 13, OR = 2.1 [1.4 — 3.0] < = 94%) and when defined in other ways
(sexual offences, dating violence, and violent behaviours/acts: 52,041 cases, k=7, OR = 1.6
[1.3-1.9], I¥=59%) and both categories of VO had substantial heterogeneity. It was not
possible to compare studies that included sexual violence and those that did not due to the

small number of studies (only three studies without sexual violence).

1 In this overall analysis CT was defined as abuse and neglect in 10 studies, physical abuse
only in six studies and sexual abuse only in two studies. VO were defined as violent offences
in 13 studies, violent acts/behaviours in three studies, sexual offences only in one study, and
partner violence only in one study.
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Studyname OR_(95%Cl)  Weight
Widorn, 1989 ——— 1.4 (1.0, 2.1) 5.92
Zingraff, 1983 ' * 48(1.1,208) 218
Smith, 1995 - 1.6 (1.2, 2.0) 6.31

3
Herrenkohl, 1997 —— 23(16,33) 595
Herrera, 2001 —""—': 1.0(08,1.8) 518
Caspi, 2002 —_— 33(14,79) 389
-

_E..._

——

English, 2002 38(29,50) 6.26
Siegel, 2003 22(10,50) 4.13
Rebellon, 2005 n 20(1.2,3.3) 5.38
Lansford, 2007 --0— 1.2(09,17)  6.11
Thomas, 2007 e 09(0.7,1.1) 6.39
Ogloff, 2012 : —— 82(58,11.7) 598
Pardini, 2012 = 1.3(08,21) 5.48
Silva, 2012 el 12(1.0,14) 653
Millett, 2013 E - 25(21,3.0) 6.51
Wright, 2013 —— 13(1.0,1.7) 6.28
Marayan, 2014 —*—i 1.1 (0.6, 1.8) 5.19
Leach, 2016 - 15(1.2, 20) 6.31
Overall (l-squared = 91.5%, p = 0.000) <?',,> 1.8(1.4,24) 100.00

NOTE: Weights are from random effects analysig
T I T T T T
5 1 2 4 8 16

Figure 2. Odds of violent outcomes in cases with childhood trauma compared with
individuals who had not experienced childhood trauma
Type of Childhood Trauma

There was no difference in risk estimates of VO by type of CT (physical abuse:
46,960 cases, k =10, OR = 1.4 [1.1 - 1.7] I* = 68%; sexual abuse: 47,852 cases, k =6, OR =
2.0 [0.7 - 5.5], I* = 93%; neglect: 5,208 cases, k =5, OR = 1.6 [0.9 — 2.9], I* = 90%; and
emotional abuse: 3,023 cases, k =3, OR = 1.3 [1.0 - 1.7] f* = 37%). There was substantial
heterogeneity in all cases, with the exception of emotional abuse (although as only three
studies were assessed this is likely to be underpowered). Data on witnessing violence were
only available in one study, and therefore it was not included in the analysis.

It was only possible to compare type of CT by one type of VO — violent offences

(only three of the studies defining VO in other ways had data by type of CT — two for
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physical abuse and one for sexual abuse). In this case the only difference was the exclusion of
one study in the physical abuse category, which resulted in no significant change in OR
(difference of 0.2; 45,588 cases, k =9, OR =1.4 [1 - 1.8], {£ = 72%).
Measurement Type

Risk of VO following CT was observed in both official- and self-reported outcomes.
There was no difference in ORs between studies that measured CT by official records
(54,730 cases, k=8, OR = 2.4 [1.6 — 3.6], I = 93%) and those that used self-report (4,891
cases, k =6, OR = 1.4 [1.1 - 1.8], I* = 65%). Nor was there difference between official
measures of VO (55,768 cases, k = 11, OR = 2.2 [1.5-3.2], I* = 93%) and self-report
measures of VO (7,066 cases, k=8, OR =1.5[1.2-1.9] /£ = 76%). In all cases there was
substantial heterogeneity.
Gender and Age

Gender and age differences were explored using meta-regression. Female gender and
an older age at time of VO were associated with higher risk estimates (see Table 2). There
was not enough information in the papers to explore findings by age of CT (only five studies
specified a mean age and all of these were =12 years, with just four studies recording CT
past age 12).
Sampling

Sample size was not associated with risk estimates nor did it explain heterogeneity
(see Table 2). There was a significant difference in risk estimates between studies using child
protection samples (54,167 cases, k =8, OR = 2.7 [1.8 — 4.1], I-= 91%) and those that
included other samples (general population or specially selected groups: 8,240 cases, k = 10,
OR =1.3[1.1-1.5], i=57%), each with substantial heterogeneity. See Appendix I for

forest plots of the subgroup analyses and Appendix J for a table of all the ORs.
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Study Methodology

Case-linkage studies had higher risk estimates than studies individually following up
participants (‘follow-up’ see Table 2), This difference was explained by the greater duration
between outcome and exposure in case-linkage studies (p = .02), although duration alone did
not account for heterogeneity (see Table 2).
Publication Factors

Publication year did not explain the identified heterogeneity (see Table 2). Begg’s test
for publication bias was not significant (p = .535). When the influence of a single study was
assessed the omission of Millett et al. (2013) moved the OR estimate just onto the lower
confidence interval (OR =1.6 [1.5 — 1.7]) and omission of Silva et al. (2012) moved the OR
estimate just outside of the upper confidence interval (OR = 1.8 [1.7 — 2.0]). Neither of these
figures, however, were considered to be excessively different from the combined analysis
results. See Appendix K for a plot showing the influence of each study.

Table 2 Univariable meta-regression results assessing the relationship between childhood
trauma and violent outcomes by between-study characteristics

Characteristic il Standard Error p
Sample size 8.6 0.00002 .96
Duration 0.3 0.02 A1
Publication year -0.01 0.02 .75
Age of violent outcome .06 0.17 .002**
Male gender -0.01 0.004 .05*
Study methodology (case- 0.7 0.24 01**

linkage vs follow-up)

Note. Age of violent outcomes was provided as a mean or exact age in 13 studies. If only age range was
provided the median was used (there was no significant difference between ORs of means or medians and

therefore these were combined together in the meta-regression). * p =.05, **p =.01
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Discussion

This meta-analysis assessed the relationship between CT and VO, with 18 prospective
studies sampling over 60,000 cases. The overall finding was that CT (defined as child abuse
and neglect) increased the risk of violence with an OR of 1.8. There was no definitive
explanation for the high levels of heterogeneity identified, although this is not surprising as
by including only prospective studies much of the methodological diversity was accounted
for. This review builds on previous research through using systematic review methods and
focusing on VO specifically, across the age range. Past reviews in this field have often relied
on findings from cross-sectional studies and this review focused on prospective studies that
use the most rigorous research methods.

There were four main findings in this review. Firstly, the risk of VO following CT
was higher in females than in males. This finding should be taken as tentative evidence only,
as males were over-represented in the papers reviewed. Maas and Colleagues (2008) also
identified this gender difference and found that youth intimate partner violence perpetration
following child maltreatment was particularly salient in females. However, other reviews in
this area have either not found a gender difference or identified a greater risk of VO for males
(Jespersen et al., 2009; Malvaso et al., 2016; Wilson et al., 2009). It is unclear why this
gender difference may exist. As the prevalence of violence for females in the general
population is lower than males, this could have inflated the overall difference between the
rates of VO in the CT and comparison groups.

Females have been found to have an increased average risk for antisocial acts where
at higher risk levels additional risk factors have a greater impact (while for males additional
risk factors have the same impact with a step-wise linear increase [Wong et al., 2013]). It has

been suggested that females may be more vulnerable to the effects of CT (Maas et al., 2008)
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and it could be that in the context of multiple risk factors CT has a greater impact on violent
risk for females.

A second finding was that the older the age VO were assessed the stronger the
association between CT and VO. Although this finding is limited in that the majority of the
papers assessed VO in later adolescent and early adult years — age periods associated with the
highest risk of violence (Piel & Schouten, 2017). Only two studies assessed participants in
their thirties and one of these also included some participants in their forties. As violence is
recognised to decline after around age 30 (Fogel, 2009) this age difference may not have
been observed if a greater number of older participants were included. As age increases so
does the opportunity for violence, and the probability of future violence increases with each
past episode (Fogel, 2009). Prior violence was not addressed in this current review as it was
only measured in two studies (Rebellon & van Gundy, 2005; Thomas, 2007) and the age
effect observed could be explained by prior violence, although it is not possible to confirm
this here.

The third and fourth findings were that the risk of VO following CT was significantly
higher in studies with a case-linkage methodology (than those individually following up
participants) and in studies with child protection samples (than general population and
specifically selected samples). There was significant overlap in each of these analyses as all
but one of the child protection samples had a case-linkage methodology. It is therefore
difficult to disentangle the effects of study methods and sample type.

The higher risk estimate identified in case-linkage studies was explained by the longer
duration between exposure and outcome. The case-linkage studies also always used official
records as measures of CT and VO, which could have contributed to the finding. Although,

duration and means of measurement alone did not account for the heterogeneity observed.
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A benefit of official records as measures of CT is that they are likely to include
substantiated cases, although identification of participants through such records and selection
of child protection samples can add bias through choosing the most severe cases of CT that
are not necessarily reflective of all who experience CT. Additional biases then exist across
child protection services as different localities have different thresholds (Malvaso, 2015).
However, children identified through official records are also those who are more likely to
have received interventions for CT.

Social desirability bias is a particular concern for self-report of CT and violence,
especially in studies that rely on parental reports of CT (where they themselves may have
been the perpetrators) and adolescent self-report of VO (as this group can over-report
antisocial behaviour [Wilson et al., 2009]). However, the results did not reveal differences
between studies using self-report or official measures.

As there are similar demographic and family risk factors for CT and VO, it is
important that comparison samples are closely matched to the CT samples (Malvaso et al.,
2015), but this was not always achieved in the papers reviewed. An inherent challenge in this
area of research is ensuring that the comparison sample has not been exposed to CT. This is
difficult to control for, especially when relying on official records only, as the comparison
sample may have experienced CT without it reaching the attention of authorities.
Measurement from multiple sources can help identify such cases, and this occurred in only
four studies (Caspi et al., 2002; Narayan et al., 2014; Siegel & Williams, 2003; Thomas,
2007).

The contribution of race/ethnicity and socio-economic status on the risk of VO could
not be examined as data were not available. The majority of studies were completed in the
USA, and African-American participants were overrepresented in the samples. This might

limit the generalisability of the results. Minority races and lower income socio-economic
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groups are thought to be over-represented in this line of research as they are more likely to
come to the attention of social services (Smith & Thornberry, 1995).

Samples may have been further biased by high rates of attrition or missing data
(identified in one third of studies [Herrenkohl et al., 1997; Lansford et al., 2007; Narayan et
al., 2014; Rebellon & van Gundy, 2005; Silva et al., 2012; Thomas, 2007]) as it is recognised
that participants most likely to be lost to follow-up can have higher rates of antisocial
behaviours; failure to include these cases can reduce overall differences between groups
(Thornberry, Bjerregaard, & Miles, 1993). Sample sizes ranged from 299 to 38,282, however,
these could considerably decrease when results were then stratified by type of CT, with a risk
of being underpowered.

It was not possible to compare VO by type of CT in all studies and when
comparisons could be made no differences were identified. These findings should be
interpreted with caution as only a small number of studies separately assessed emotional
abuse, and the subgroup analysis in this case might be underpowered. Similarly, only a small
number of studies assessed specific categories of VO and it was only possible to compare
violent offences to all other types of VO. If differences were identified between type of CT
and type of VO this could inform theories on the ‘cycle of violence’ and whether specific
types of CT lead to specific types of outcomes (Jespersen et al., 2009; Wilson et al., 2009).

There was variability in the definitions of CT across the studies; as a result there may
have been differences both in severity and repeated exposure to types of CT. For example,
severe parental discipline or punishment (Herrenkohl et al., 1997; Herrera & McClosky,
2001) could be quite different from sexual abuse identified at an emergency room (Siegel &
Williams, 2003). Equally, there was variability in definitions of VO and within the category
of violent offences alone this could range from common assault to homicide. More

information on severity would be beneficial to better understand the relationship between CT
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and VO and it could determine whether a dose-response relationship exists, something that
was not possible in the current review. Given that severe abuse and neglect has been
associated with more adverse outcomes (Norman et al., 2012), there is reason to believe a
dose-response relationship would be found. Details on the nature, duration, frequency,
perpetrators, and age of trauma help determine severity of CT — although this is often
difficult to judge (Radford et al., 2010) and definitions used in research frequently vary and
impede assimilation of findings (Malvaso et al., 2016).

It was not possible to assess the timing of CT due to lack of detail in the papers.
Moreover, it was not clear whether the age provided reflected the age CT occurred or the age
it was reported. Lack of a distinction between the two has been highlighted as a common
problem in this field (Malvaso et al., 2016). Single measures of CT up to a certain age are
limited in that CT could continue from this point and even be a consequence of delinquent
and violent behaviour (Malvaso et al., 2015). This bi-directional relationship cannot be ruled
out, especially in cases where temporal order is not established.

It remains to be known exactly how CT leads to violence, and why some who
experience CT become violent while others do not. As previously discussed a range of factors
have been implicated in this relationship, and these are not mutually exclusive. Substance
abuse is considered to have an important role as it is more prevalent among those who have
experienced CT and is a recognised risk factor for violence (Boles & Miott, 2003; Khoury et
al., 2010). Substances can be used to self-medicate or dampen mood states associated with
traumatic events and violence can result from the direct effects of substances (such as
disinhibition, irritability, paranoia), the lifestyles associated with substances (drug use and
distribution), and the acquisition of drugs (economic impulsive violence to support addiction

[Boles & Miott, 2003; Khoury et al., 2010]).

33



Dissociation is another factor considered to mediate the association between CT and
violence (Daisy & Hien, 2003). It consists of a disruption of consciousness, identity, emotion,
memory, perception, and behaviour (American Psychiatric Association, 2013). Dissociative
states are thought to allow an individual to survive intolerable experiences such as CT,
however, they can continue to be activated in situations where there is no threat (Kennedy &
Kennerley, 2013). Intense rage resulting from CT, together with difficulties integrating affect,
can lead to violence towards others (Daisy & Hien, 2003). It is suggested that those who
experience CT but do not become violent are able to overcome dissociation and integrate the
trauma into their identity (Haapasalo & Pokela, 1999).

Limitations of the Current Review

Several limitations of this review should be noted. First, attempts were made to
include all relevant grey literature in the current review, however, there may be studies that
were not identifiable in the databases searched. The findings here are expected to be subject
to the file-drawer effect where significant findings are more likely to be published (Dubben
& Beck-Bornholdt, 2005). As highlighted by Norman and Colleagues (2012), this may be a
particular problem in studies using multiple statistical analyses as the significant findings are
more likely to be included.

Second, CT was defined as trauma occurring from birth to 18 years, a generally
accepted age period (Pinheiro, 2006; Thornberry et al., 2012). Several studies were excluded
as CT was measured after age 18 years, often in the early twenties. This may have resulted in
exclusion of other relevant studies. This review is limited in only identifying, and including,
studies defining CT as child maltreatment and not other forms. When studies provided
multiple measurements of CT aggregated results were chosen (i.e. all forms of abuse and
neglect), followed by physical abuse (as this was the most frequently assessed form of CT).

As a result physical abuse is likely to be overrepresented in the findings.
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Future Directions for Research

Overall only four studies met the highest quality research standards and scored the
full nine stars on the quality assessment measure. Future prospective studies can consider
using longer follow-up times; multiple, valid, and reliable measurements; thorough matching
of comparison groups and samples representative of the general population; tighter controls
on temporal order and controls of prior violence; and greater efforts to include elusive
participants likely to be lost to follow-up.

The gender differences identified can be investigated further to determine if there are
gender-specific pathways between CT and VO. All of the papers explored additional
variables that may be implicated in the relationship between CT and VO and which were not
included in this review due to their diversity. Future studies would benefit from establishing
consistency in identifying and measuring these variables to determine which factors may
affect the association between CT and VO. It is important to identify dynamic risk factors
involved, as these are most amenable to intervention. This information can then inform
theoretical explanations.

More precision in definitions of CT, including details on severity and specific age of
trauma, would provide useful information and determine how factors such as developmental
stage may be involved. Future studies could also assess whether other traumatic events such
as natural disasters and war are associated with risk of VO. The literature search for this
review identified many papers using the same datasets and there is a need for continued
research using current generations, as participant groups from past generations are not
representative of current ones.

Preventative and Treatment Implications
The current review provides further evidence for the importance of preventative and

treatment strategies for CT in preventing violence. This could be achieved through allocation
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of resources to parenting and family programmes, interventions such as the German
Dunkelfeld project targeting paedophiles before they offend (Beier et al., 2015), and
education strategies for children and adolescents on victimisation and perpetration (Radford
et al., 2010). Tighter safeguards, specialist training, and interdisciplinary working can help
ensure signs of CT are identified, especially within healthcare, school, childcare, and criminal
justice contexts (Ko et al., 2008; Radford et al., 2010).

Children experiencing CT should be offered timely interventions such as trauma-
focused cognitive behavioural therapy and psychotherapy, although the evidence base for
such interventions requires development (Silverman et al., 2008). It is important that
interventions are not focused solely on reducing trauma symptomatology but that they also
address other biopsychosocial factors and enhance protective factors, resilience and post-
traumatic growth (Maniglio, 2009; Masten, 2001; Meyerson, Grant, Carter, & Kilmer, 2011).
Awareness that violent offenders may have a history of CT can be incorporated into
assessments, formulations, and interventions with these individuals.

Conclusion

This review confirms the relationship between CT and future violence, and that
individuals subjected to CT have a higher risk of VO. There is some evidence that this risk is
increased in females, although future research is required to confirm and better understand
the role gender may play. It is important to note that not all who experience CT become
violent, and continued research into moderating and mediating factors can help to understand
developmental pathways. Early interventions targeting CT may prevent future violence, and
trauma-informed care is expected to have an important role in the rehabilitation of violent

individuals.
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Paper A Highlights
Childhood trauma is associated with future violent outcomes with an overall random-
effects OR of 1.8 (95% ClI 1.4-2.4).
There is tentative evidence from meta-regression that the association is stronger for
females.
All 18 studies defined childhood trauma as forms of child maltreatment or witnessing
domestic violence. There is a dearth of prospective studies assessing other forms of

traumatic experiences in childhood.
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Abstract
The number of older people on probation has increased rapidly in the past decade, however
this group has received little research attention. This study provides preliminary information
on older probationers’ executive functioning. Thirty-two male probationers were recruited
from probation services and completed the Verbal Fluency and Stroop tests. Their
performance on these tests was compared to test normative data. Information was also
gathered on mental health, substance use, and cognitive impairment. Older probationers did
not present with deficits in executive functioning. They did, however, present with a high
prevalence of mental health difficulties, particularly depression and alcohol abuse. These
tentative findings can be used to guide future research with older probationers, and service

implications are discussed.
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Introduction

There is growing evidence that neuropsychological factors have a role in antisocial and
offending behaviour (Ogilvie, Stewart, Chan, & Shum, 2011). Research in this area is
dominated by studies on younger often incarcerated adult and adolescent samples, and older
participants are commonly excluded (Dolan & Anderson, 2002; Dolan, Millington, & Park,
2002; Massau et al., 2017). Less is known about the neuropsychological processes in older
individuals who offend; this is reflective of the forensic literature more generally, where there
is a paucity of studies focusing on older offending samples, especially those in probation
services (Howse, 2003; Sirdifield, 2012). Throughout this paper reference will be made to
‘offending samples/groups’ and ‘antisocial samples/groups’. These terms will be used to refer
to groups of people who are categorised based on the presence of previous antisocial or
criminal behaviour, however, it is acknowledged that people who offend or have antisocial
traits are not a homogenous group. This language was preferred to the terms ‘offenders’ and
‘criminals’ that are widely used in the literature. Such terms can be stigmatising and it is
recommended that they are avoided when referring to forensic populations (The British
Psychological Society, 2004).

It is a challenge to confidently define old age in people who offend and age cut-offs
are ‘inevitably arbitrary’ (Howse, 2003, p. 2). While there is debate over what age is optimal
in describing old age, governmental reviews and the Chief Inspector of prisons both
acknowledge a cut-off of 50 years (House of Commons Justice Committee, 2013). The
research findings that informed this cut-off are predominantly based on prison populations
and it is unclear how applicable it is to probation groups. The chaotic lifestyles characteristic
of many people who offend are considered to result in a health status 10 years older than

someone in the general population (Howse, 2003; Omolade, 2014). Consequently, a cut-off
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of 50 years is favoured when defining old age in this group (Cooney & Braggins, 2010;
Hayes, Burns, Turnbull, & Shaw, 2012).

The number of people aged over 50 in prison or on probation has grown rapidly in
recent years. Between 2006 and 2016 the number of men aged over 50 serving community or
suspended sentences doubled, and exceeded 10,500 by the end of 2016 (Ministry of Justice
[MOJ] 2017a). Population ageing does not fully explain this increase; the rise in reported sex
crimes, increased use of custodial sentences, increased length of sentences, and increased
post-release supervision periods are contributing factors (Codd & Bramhall, 2002; Howse,
2003; Office for National Statistics, 2015). Sexual offences are disproportionately
represented in groups of older men who offend and can account for between 48 to 62% of
offences in prison and probation samples (Codd & Bramhall, 2002; Curtice, Parker,
Wismayer, & Tomison, 2003; Fazel, Hope, O’Donnell, & Jacoby, 2001; Hayes et al., 2012;
Kennedy & Kitt, 2013). Violent non-sexual offences remain relatively constant in
probationers aged over 50, while rates of other crimes such as burglary and robbery are seen
to decrease (Codd & Bramhall, 2002). Due to the higher prevalence of serious offences
among older probationers, a larger proportion are serving custodial sentences with post-
release supervision than probationers of all ages (65% of those aged over 65 vs. 29%
[Kennedy & Kitt, 2013]).

It is not clear how many older probationers are first-time offenders. An exploratory
study found that nearly half (46%) had no prior convictions (Shichor, 1988). It has been
suggested that older people receive greater leniency from the criminal justice system than
their younger counterparts and are issued more warnings and cautions (Brown, 1998).
However, caution rates are now decreasing and conviction rates increasing among older

people who offend (Howse, 2003). Recent statistics for 2015 reveal a lower reoffending rate
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for people over 50 (13%) than all ages combined (25%), although this rate has increased by
3% since 2004 (while for all-ages there has been a 2% reduction [MOJ, 2017b]).

Older people who offend are a distinct population and their services cannot be
provided based on estimates taken from younger offending groups or elderly people in the
community (Fazel & Grann, 2002). Equally, probationers are not directly comparable to
prisoners and have differing needs. It is important to have an understanding of older
probationers in order to implement effective preventative and rehabilitation strategies
(Brooker, Syson-Nibbs, Barrett, & Fox, 2009; Lewis, Fields, & Rainey, 2006). It is not
known how the proposed accelerated ageing impacts neuropsychological functioning in
offending groups as this subject has received little research attention. The ageing process may
increase the risk of offending through uncovering behaviours that were previously well
controlled by compensatory strategies (Curtice et al., 2003), and age-related cognitive decline
could explain a proportion of first-time elderly offenders (Richard-Devantoy et al., 2010;
Roth, 1968). Specific neuropsychological functions have been widely explored in a range of
younger antisocial samples. The few studies with older groups have primarily focused on
generalised cognitive impairment and dementia and less is known about distinct
neuropsychological domains (Fazel & Grann, 2002; Hayes et al., 2012). For this reason, the
current study aims to explore aspects of executive functioning (EF) in a sample of older
probationers by assessing two specific components — mental flexibility and response
inhibition.

Executive functioning

Executive functioning is an umbrella construct used to define a range of processes that enable
individuals to perform purposive, goal-directed, and self-serving behaviours (Lezak,
Howieson, Bigler, & Tranel, 2012). There is yet to be consensual agreement on an

operational definition for what processes constitute executive functions (Andrewes, 2015)
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although it is generally accepted that working memory, cognitive flexibility, planning,
inhibition, initiation and monitoring of action are types of executive function (Barkley, 2012).
Various theoretical models of EF exist; these often focus on higher-level processes
supervising lower-level demands (Gilbert & Burgess, 2008). However, none of the current
models are considered to adequately account for the complexity of executive functions
(Sparrow & Hunter, 2012b).

Executive functions are associated with a range of cortical, subcortical and cerebellar
areas (Sparrow & Hunter, 2012a). The prefrontal cortex (PFC), and its vast connectivity to
other structures, has a pivotal role in this brain-behaviour relationship (Heyder, Suchan, &
Daum, 2004). Structural and functional impairments in the PFC, particularly the
orbitofrontal, dorsolateral, ventromedial, and anterior cingulate cortex, have been identified
in antisocial groups, and executive functions are regarded to have a central role in antisocial
and offending behaviours (Brower & Price, 2001; Vallabhajosula, 2015; Yang & Raine,
2009). However, the relationship between brain dysfunction and offending is complex and a
neuroanatomical region specific to criminality has not been identified; antisocial behaviour
following brain damage rarely occurs in isolation and is often in the context of a range of
behavioural changes and contextual factors (Joyal, Black, & Dassylva, 2007). Moreover, not
all with neuropsychological impairment and executive dysfunction will engage in antisocial
or offending behaviour; while the research findings to date provide evidence of an association
between EF and offending they do not prove causal inference.

A variety of factors are implicated in the relationship between EF and offending
including pre- and perinatal substance abuse, child abuse and neglect, traumatic brain injury,
neurodevelopmental disorders, substance abuse, and psychiatric conditions (Fabian, 2010).
However, it is difficult to disentangle the effects of such factors and determine whether

neurobiological differences identified in offending groups are attributable to these alone or
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specific to antisocial or criminal traits (Ogilvie et al., 2011; Yang & Raine, 2009). Meta-
analyses conclude that there is strong evidence of an association between EF and antisocial
behaviours. Antisocial groups are shown to perform between .44 and .62 standard deviations
worse on measures of EF than comparison samples, with the largest mean effect sizes seen in
criminal groups (d = 1.09 and 0.61 [Morgan & Lilienfeld, 2000; Ogilvie et al., 2011]).
However, it is not certain whether these deficits are specific to EF or reflect generalised
impairment (Morgan & Lilienfeld, 2000). Furthermore, the interaction between
environmental factors and EF in antisocial groups is poorly understood (Ogilvie et al., 2011).
Impoverished and sedentary environments could contribute to deficits identified in prisoners
and EF may be preserved in non-incarcerated individuals (Maschi, Kwak, Ko, & Morrissey,
2012; Massau et al., 2017). Different offending behaviours are thought to involve different
neuropsychological processes (Yechiam et al., 2008). This has resulted in a diverse range of
studies focusing on both different offending samples and different executive functions.
Mental flexibility and response inhibition
Mental flexibility is the capacity to adapt and shift thinking in changing situations (Meltzer,
2014). It has an important role in allowing one to adjust their behaviour to meet new demands
(Milders, letswaart, Crawford, & Currie, 2008). Perseveration is an example of poor mental
flexibility, where the same response is repeated when it is no longer relevant or appropriate
(Lezak et al., 2012). Response inhibition is the process of suppressing responses that distract
from, and interfere with, goal-directed behaviour (Mostofsky & Simmonds, 2008). It is a
form of attentional control that allows one to resist temptations and impulsive action
(Diamond, 2014).

Antisocial and offending behaviour may reflect impairment to the dorsolateral
prefrontal regions that have a critical role in mental flexibility and perseverative behaviour

(Raine, 2002). Reduced mental flexibility is expected to prevent people who offend from
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switching to more functional behaviours or finding new solutions to problems (Broomhall,
2005; Meijers, Harte, Jonker, & Meynen, 2015). Furthermore, offence recidivism appears to
resemble perseverative behaviour as behaviours are repeated despite negative consequences
(Raine, 2002). The ventromedial PFC and orbitofrontal cortex are implicated in response
inhibition. Damage to these areas can result in disinhibited and impulsive behaviours that
parallel those seen in antisocial and criminal samples, such as aggressive outbursts, social
conduct problems, and hypersexuality (Lezak et al., 2012; Torregrossa, Quinn, & Taylor,
2008). The frontal cortex modulates the reactive emotional responses of the limbic system,
and insufficient regulation can prevent inhibition of impulses, increasing the likelihood of
antisocial behaviour (Vallabhajosula, 2015).

Antisocial and offending groups show impairment on measures of mental flexibility
and response inhibition (Barker et al., 2007; Broomhall, 2005; Joyal, Beaulieu-Plante, & de
Chanterac, 2013; Meijers et al., 2015). Studies in this area, however, are often based on small
specific clinical samples that cannot be generalised to all offending groups (Séguin, Sylvers,
& Lilienfeld, 2007). Variability in findings is common and is thought to result from differing
methodologies as well as the variable sensitivity of EF measures to identify differences in
antisocial groups (Ogilvie et al., 2011). Subcategories of offences have been explored in an
attempt to account for different findings. This categorisation has become increasingly
specific, for example within the subcategory of sex offences those committed against children
have been compared to those against adults (Joyal et al., 2007). It is argued that even further
categorisation, such as comparisons between contact and non-contact child sex offences, may
determine whether there are specific cognitive profiles associated with specific offending
behaviours (Joyal et al., 2013). Although, it can be difficult to make distinctions by offence
type in practice, especially when relying on criminal records as people may have committed

offences without being cautioned or convicted for them.
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Lack of controls for confounding factors such as psychiatric conditions, substance
misuse, neurological conditions, education and intelligence also contribute to the
inconsistencies in neuropsychological findings (Dolan et al., 2002). Studies often fail to
account for the impact of wider psychobiosocial factors involved in offending behaviour.
Psychobiosocial perspectives of offending emphasise the complex interaction between a
range of psychological, biological, and social factors at both an individual and environmental
level (Thornberry et al., 2012). Social learning, cognitive and moral development,
socioeconomic factors, family dynamics and dysfunction, and genetics are just some of the
many variables that are implicated alongside neuropsychological factors in offending
behaviour (Fabian, 2010). There are challenges in attempting to isolate offending behaviour
within one framework alone. However, research on individual factors, such as EF, can be
used to inform integrative theories and is clinically relevant as it can identify specific areas
for intervention.

Executive functioning in older people who offend

Age does not appear to moderate the relationship between EF and antisocial behaviour
(Morgan & Lilienfeld, 2000). However, distinctions have primarily been made between
adolescent and adult samples. There is a need for research across all stages of the lifespan,
especially as declines in EF are typically seen throughout the process of normal adult ageing
(Ogilvie et al., 2011; Smith & Rush, 2006).

Few studies have addressed EF in older offending groups. Fazel, O’Donnell, Hope,
Gulati, and Jacoby (2007) assessed set-shifting, initiation, and abstraction (as aspects of EF)
in male prisoners aged over 59 and compared the performance of those convicted of sex
offences to those convicted of non-sex offences. No differences were found between these
groups or when compared to data on older community controls. Conversely, Combalbert and

colleagues (2016) found that in comparison to a general population sample French male
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prisoners aged 50 years and older had significant impairments on EF tests measuring mental
flexibility, conceptualisation, inhibition, and sensitivity to interference. In Australia,
Rodriguez and Ellis (2017) completed a pilot study assessing the neuropsychological
functioning of men aged 50 years and over who were incarcerated (90% of sample) or
completing a community sex offender treatment programme. In terms of EF, response
inhibition and suppression, mental flexibility, and decision-making were assessed. The
performance of ‘first-time child exploitation material offenders’ (FTCEMOs) was compared
with ‘historic sex offenders’ (who were convicted before the age of 50) and with ‘non-sex
offender’ controls. It was hypothesised that the two sex offending groups would have poorer
neuropsychological functioning than the non-sex offending group. Overall, it was concluded
that there were no significant differences between the groups, although in comparison to
normative data the FTCEMOs showed more impairment in decision-making. Taken together,
studies assessing aspects of EF in older offending samples have yielded inconsistent findings
that are difficult to draw firm conclusions from and warrant further research.

To the author’s knowledge there is yet to be a study assessing EF specifically in older
probationers. Information in this area can guide future research and contribute to knowledge
of this population that can ultimately be used to inform offender rehabilitation, risk
assessment, and preventative strategies (Brower & Price, 2001; de Brito & Hodgins, 2009;
Hancock, Tapscott, & Hoaken, 2010). This may be particularly relevant for cognitive-based
interventions, as prisoners with deficits in EF are less likely to make progress in these
programmes (Fishbein & Sheppard, 2006). Information on aspects of older probationers’ EF
could highlight areas of need that can be matched to appropriate rehabilitation interventions
such as the Enhanced Thinking Skills Programme (Mullin & Simpson, 2007); a programme
proven to be beneficial for those with poorer EF as it aims to reduce re-offending through

improving cognitive abilities (Mullin & Simpson, 2007).
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Aim of the current study

The aim of the current study is to gather some preliminary information on mental flexibility
and response inhibition in a sample of older male probationers, as measured by the Verbal
Fluency (VF) and Stroop tests. Following recommendations on research with British
prisoners, old age will be defined as 50 years and over (Hayes et al., 2012). It is not known
how this age distinction can reliably be applied to probation populations, however, in the
absence of evidence to suggest an alternative age cut-off for older probationers 50 years will
also be used. As the first study in this specific area it was decided that the probation group as
a whole would be the focus, rather than probationers convicted for specific offences. Other
studies have adopted this approach and focused on offending samples not defined by offence
type (Kavanagh, Rowe, Hersch, Barnett, & Reznik, 2010; Stewart, Wilton, & Sapers, 2016).
The current study findings could then guide future studies in this area and identify whether a
focus on specific subgroups of probationers might be beneficial. This decision was also
influenced by concerns regarding the feasibility of recruiting probationers and the uncertainty
over response rate if the participant pool was narrowed based on specific offences.
Probationers are regarded as a hard to reach population and research with this group presents
several challenges including recruitment (Sirdifield, Owen, & Brooker, 2016).

Factors known to impact EF will also be measured to aid interpretation of test
performance. These include: age (to assess whether there is evidence of the suggested
accelerated ageing that might negatively impact EF), mental health conditions (Testa &
Pantelis, 2009), substance use (Moser, Frantz, & Brick, 2008), neurological and
cardiovascular conditions (Arciniegas, 2013; Waldstein, Wendell, Hosey, Seliger, & Katzel,
2010), medication use (Keedwell, Surgaldze, & Phillips, 2009; Stein & Strickland, 1998),
cognitive impairment (Mast & Gerstenecker, 2010), and estimated intellectual functioning

(Lezak et al., 2012; [see Appendix M for additional information on these factors as well as
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further rationale on measure selection]). Serious consideration was given to participant
exclusion based on the presence of impairment in any of these areas, given the impact this
could have on EF performance. The prevalence rate of such conditions is currently unknown
among older probationers, however, based on studies with older prisoners and younger
probationers this was predicted to be high (Brooker, Sirdifield, Blizard, Denney, & Pluck,
2012; Hayes et al., 2012; Williams et al., 2010). It was therefore decided that excluding
participants based on the presence of these factors might result in a selective sample of older
probationers not necessarily representative of the wider group. These factors, however, would
be assessed and considered when interpreting and drawing conclusions on the EF test results.
Additionally, it would be beneficial to identify any presence of executive dysfunction
irrespective of the aetiology as this could then guide future research and might indicate other
areas that could be targets for intervention. As the first study in this specific area importance
was placed on providing as representative an overview as possible of older probationers,
rather than focusing on a selective subgroup. It is hypothesised that (1) older probationers’
VF and Stroop scores will be significantly lower than the normative sample and (2) older
probationers’ performance on the VVF and Stroop tests will be related to age and drug,
alcohol, and depression scores (with VF scores showing a negative correlation, and Stroop
scores showing a positive correlation).

Method

Design

A quantitative single cohort correlational design was employed. Participants’ scores were
compared to normative data, a method previously used in research on EF in offending

samples (Broomhall, 2005; Joyal et al., 2007).
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Selection of sample size
It was not possible to conduct a priori power analysis to determine sample size as it is the
first study of its kind in this specific area. Based on other similar preliminary studies with
offending samples a target sample size of 30 participants was selected (Broomhall, 2005;
Joyal et al., 2007). The present study will provide future studies with information to enable
power and sample size calculations.
Participants
Thirty-two male probationers, aged 50 years and older, were recruited from various probation
sites within England. Probation services are provided by the National Probation Service
(NPS, public sector) and the Community Resettlement Companies (CRCs, private sector).
The NPS supervise the highest risk probationers, while the CRCs supervise probationers of
medium to low risk (See Appendix N for additional information on probation services).
Inclusion criteria required participants to be currently on probation within the
community, aged at least 50 years old, and male. Due to the small number of older women on
probation in the target sites females were excluded to decrease demographic variability and to
protect anonymity. Probationers were also excluded if their first language was not English (as
those with English as a second language would be disadvantaged on the verbal tasks [Strauss,
Sherman, & Spreen, 2006]), if they could not provide informed consent, or if they raised
significant risk concerns (harm to others that would prevent them from safely participating,
as indicated by probation staff). As previously described these wide inclusion criteria and
narrow exclusion criteria were decided upon in attempt to recruit as representative sample of
older probationers as possible. Other neuropsychological studies have adopted this approach
and included information on confounding factors in test interpretation - only excluding
participants if conditions prevented them from completing the assessment, for example in an

acute psychotic episode (Fonseca et al., 2012; Kavanagh, et al., 2010). In the present study
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anyone presenting with such severe symptoms would have been excluded based on the
inability to provide informed consent. See Figure 1 for a flowchart illustrating recruitment
into the study.

Measures

Test of Premorbid Functioning (TOPF)

The TOPF (PsychCorp, 2009) estimates premorbid intellectual functioning. It was
used to provide descriptive information on the sample and as a proxy measure of general
intellectual functioning. On the TOPF subjects are required to read phonetically irregular
words of increasing difficulty. Numbers of correct responses are scored, adjusted for
education, and converted to an estimated full-scale intelligence quotient (FSIQ) score. The
TOPF has good internal consistency (split-half reliability r = .92 to .99) and good test-retest
reliability (r = .89 to .95 [PsychCorp, 2009]). It is a favoured premorbid test as it was
recently developed and normed with the Wechsler Adult Intelligence Scale, 4th edition
(WAIS-IV [Watt, Gow, Norton, & Crowe, 2016; Wechsler, 2008]). It takes approximately
five minutes to administer.

TOPF scores correlate highly with the WAIS-IV FSIQ (r = .70 [PsychCorp, 2009]). It
was based on this that the TOPF was selected as a proxy measure of general intellectual
functioning. Within cognitively intact groups reading tasks such as the TOPF are regarded as
a fairly accurate predictor of FSIQ (Lezak et al., 2012). This approach of estimating
intellectual functioning based on a premorbid measure has been adopted in other studies
assessing EF in offending and antisocial groups (Abracen, O’Carroll, & Ladha, 1991; Dolan
& Park, 2002; Mullin & Simpson, 2007). Practically, it was considered more feasible to
administer a TOPF over a WAIS-1V, or its abbreviated version, as the TOPF is a briefer less
taxing assessment with a shorter completion time. It was thought that its use would maximise

participant engagement over a formal 1Q test, however, the limits of this method were taken
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Overall number of men aged == 50 years identified in the target services

n = 726 supervised by a total of 145 staff members

Contact made to 145 staff members

o

Response from 72 staff members n = 284

No response from 73 staff
members Two new cases identified total n = 286
n =442
Exclusions by reason No response during Included

recruitment period
Declinedn =24 n=32
First language not Englishn =28
Moved out of arean = 6
Order ended n = 16
Not attending office appointments® n = 56
Lacked capacity to consent? n = 1

In custody n = 44

n=99

Figure 1. Flowchart illustrating recruitment into the study.
Note: *Not attending office appointments: n =1 due to physical illness, n = 5 due to mental ill health, n = 50

order with conditions of unpaid work (with no office appointments). 2One participant was met twice to discuss
the study but was not deemed to have capacity to consent. Recruitment was completed over four months.
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into consideration. These limitations include that premorbid measures do not provide an
accurate estimate of current intellectual functioning in individuals who have had neurological
insults (Lezak et al., 2012). Additionally, the TOPF has good accuracy at predicting FSIQ at
low-average and average ranges, however, it has less accuracy within the high average range
with floor and ceiling effects for extreme scores (Wanlass, 2012; Watt et al., 2016).

Verbal Fluency Test: Delis-Kaplan Executive Function System (D-KEFS)

The Letter Fluency and Category Fluency conditions from the D-KEFS VF test (Delis,
Kaplan, & Kramer, 2001) were used to assess mental flexibility. Subjects are asked to
spontaneously produce as many words as they can in one minute following pre-specified
rules. For the Letter Fluency condition these are words beginning with the letters F, A, and S,
and in the Category Fluency condition these are animals and boys’ names. The number of
correctly produced unique words is scored and converted into a scaled score. The VF tests
have been used in a range of studies with forensic samples (Morgan & Lilienfeld, 2000),
including older offending groups (Combalbert et al., 2016; Fazel et al., 2007).

The VF tests are regarded as measures of EF as the process of producing words based
on a single letter (letter/phonemic fluency) and a single category (category/semantic fluency)
is not habitual and requires effortful participation to provide correct responses (Henry &
Crawford, 2004). Subjects are required to think flexibly as they efficiently access their
lexicon, find words that meet the criteria and inhibit repetitive, inappropriate and dominant
responses (Shao, Janse, Visser, & Meyer, 2014). This relies on efficient organisation of
verbal retrieval and recall, inhibition of responses, self-monitoring of responses, and self-
initiation (Henry & Crawford, 2004). The VF tests also involve a range of other processes
such as short-term memory (in monitoring responses), processing speed, and vocabulary

storage (Mitrushina, Boone, Razani, & D’Elia, 2005). For subjects aged between 50 to 89
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years the D-KEFS Letter and Category Fluency tests have acceptable internal consistency
(.63 and .90, respectively) and test-retest reliability (.88 and .82, respectively [Delis et al.,
2001)).
Color-Word Interference Test: D-KEFS
The inhibition condition on the D-KEFS color-word interference test (Delis et al., 2001) was
used as a measure of response inhibition. This condition simulates the traditional Stroop task
(and will be referred to as the Stroop test). Subjects are shown a list of colour words printed
in a different colour ink and are asked to name the colour of the ink and not the read the
word. Completion time is used to determine overall scaled score. Prior to the inhibition
condition subjects are also required to complete timed naming (naming different colour
patches) and reading (read different colour words printed in black ink) conditions to identify
any significant difficulties in naming and reading that may impact inhibition performance.
The Stroop test requires response inhibition through suppression of dominant
response tendencies as the subject needs to overcome the automatic over-learned response of
reading the word to name the colour (Duncan, 2001). It also involves attention vigilance,
processing speed, and appropriate response selection as the subject has to respond in a
specific way (Suchy, 2009). For subjects aged 50 to 89 years the D-KEFS Stroop test has
acceptable internal consistency (.77 to .86) and test-retest reliability (.43 to .58 [Delis et al.,
2001]). This specific test has been used with forensic samples (Broomhall, 2005; Hancock et
al., 2010).
Mini-International Neuropsychiatric Interview (MINI 5.0.0)
The MINI (Sheehan et al., 1998) is a brief diagnostic interview that assesses current and past
symptoms of mental disorders, based on the International Classification of Diseases (ICD-10
[World Health Organization, 1993]) and the Diagnostic and Statistical Manual of Mental

Disorders, Fourth Edition (DSM-IV [American Psychiatric Association, 2000]) criteria. The
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subject is asked a range of screening questions for different psychiatric disorders and
symptoms.

The MINI was developed for use in clinical research and primarily assesses
prevalence of current symptoms but also records lifetime prevalence for mania, panic
disorder, psychosis, antisocial personality disorder, and past suicide attempts. It is recognised
to have good reliability and validity as well as acceptable concordance with expert opinion
and other diagnostic interviews such as the Composite International Diagnostic Interview
(CIDI [Sheehan et al., 1998]). The MINI takes approximately 20 minutes to administer and
has been used widely in forensic research, including with probationers and elderly prisoners
(Brooker et al., 2012; Combalbert et al., 2016; Lurigio et al., 2003; Rivlin, Hawton, Marzano,
& Fazel, 2010; see Appendix O).

Geriatric Depression Scale — Short Form (GDS-15)

The GDS-15 (Yesavage et al., 1983) measures current symptoms of depression. Subjects are
asked to respond either yes or no to 15 questions about depression symptoms experienced in
the past week. One point is scored for each of the depression criteria met (with a maximum
score of 15) and a score of five is used as a cut-off for likely depression.

The GDS-15 is regarded as a good screening tool for major depression symptoms in
older populations, with sensitivity rates of 93% and specificity rates of 65% (Almeida &
Almeida, 1999). It has positive and negative predictive values of 83% when compared with
the ICD-10 diagnosis for a major depressive episode (Almeida & Almeida, 1999). Using a
cut-off score of four or five, the GDS-15 has acceptable reliability and validity across
different ages, genders, and health statuses with internal consistency of .80, test-retest
reliability of .83, and inter-rater reliability of .94 to .99 (Nyunt, Fones, Niti, & Ng, 2009). The
GDS-15 takes approximately five minutes to administer and has been used in research with

older forensic groups (Murdoch, Morris, & Holmes, 2008; see Appendix O).
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Alcohol Use Disorders Identification Test (AUDIT)

The AUDIT (Babor, Higgins-Biddle, Saunders, & Monteiro, 2001) is used to screen for risky
or harmful alcohol use across 10 multiple-choice questions (scored from zero to four). It has
a maximum score of 40 and scores of eight and over indicate hazardous drinking. It takes
under five minutes to administer. The AUDIT has satisfactory levels of validity and
reliability, with sensitivity ranging from 61 to 100% and specificity ranging from 58 to 95%
(de Meneses-Gaya, Zuardi, Loureiro, & Crippa, 2009). It is a measure routinely used by the
NPS and has been used in research with probationers (Brooker et al., 2012; see Appendix O).
Drug Abuse Screening Test — short form (DAST-10)

The DAST-10 (Skinner, 1982) is a brief 10-item self-report screening tool that assesses
problematic drug use over 10 questions requiring a binary (yes/no) answer. Positive
symptoms of drug abuse score one point, and there is a maximum score of 10. A score of
three or more indicates drug abuse or dependence. The DAST-10 has moderate to high levels
of validity and reliability, with sensitivity ranging from 41 to 95%, specificity ranging from
68 to 99%, and internal consistency ranging from .92 to .94 (Yudko, Lozhkina, & Fouts,
2007). It has been used in research with probationers (Brooker et al., 2012) and takes under
five minutes to administer (see Appendix O).

Six-Item Cognitive Impairment Test (6CIT)

The 6CIT (Katzman et al., 1983) is a six-item brief screening tool assessing cognitive deficits
across domains of memory, orientation, and calculation/attention. It is inversely scored,
where points are obtained for errors. A higher score indicates more impairment, with a total
possible score of 28 (all items incorrect). Scores of zero to seven are within the normal range
and scores of eight and over indicate difficulties warranting further assessment. The 6CIT
correlates with the Mini-Mental State Examination (MMSE, .91 [Brooke & Bullock, 1999]),

but is considered a more sensitive measure than the MMSE at detecting dementia with
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sensitivity ranging from 79 to 89% and specificity ranging from 88 to 100% (Abdel-Aziz &
Larner, 2015; Brooke & Bullock, 1999; Callahan, Unverzagt, Hui, Perkins, & Hendrie,
2002). It is a recommended screening tool for older forensic samples (Curtice et al., 2003)
and takes under five minutes to administer (see Appendix O).
Pilot
Prior to the study commencement, the assessment process was piloted on three men from the
general population (aged between 52 to 77) recruited via personal contacts. The procedure
and materials were found to be feasible and acceptable. A version of the study proposal was
also presented to a service user at the Oxford Doctoral Course in Clinical Psychology Service
User and Carer Sub-committee. The service user attending did not disclose a forensic history
but he was an over 50 year old male and provided feedback on aspects of the study
procedure. The only concern he raised was about the challenges of recruiting the target
population.
Procedure
A data analyst from the probation service identified all male probationers aged 50 years and
older together with the name of their probation officer. The researcher contacted each of
these probation officers via email in an attempt to invite all of the identified cases. The
researcher provided the probation officers with a staff information letter, and requested that
they invite their client to participate with an invitation letter and information sheet (see
Appendix P). If the probationer was interested in participating the probation officer arranged
for the researcher to meet them at the probation office as part of a routine appointment.
Participants who agreed to participate signed an informed consent form (Appendix
Q). Each participant was interviewed to obtain demographic and clinical information (age,
ethnicity, educational and occupational history, current medication, history of any

psychiatric, cardiovascular, or neurological disorders including hospitalisation for a head
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injury) that was recorded on a data collection form (Appendix R). The study measures were
then administered in a standardised order by the author. All information was gathered in one
individual session that lasted between 30 minutes and two hours, depending on complexity
(see Appendix S for additional procedural details).

Every participant consented to the researcher accessing their probation record, and
after the assessments were completed details of participants’ index offence and risk scores
were recorded. Risk scores were calculated using the Offender Group Reconviction Scale —
version 3 (OGRS [Taylor, 1999]). The OGRS predicts risk of reoffending within one and two
years (from release from custody or the start of a community sentence) using a logistic
regression model incorporating criminal history and demographic factors (see Appendix T for
a list of these factors).

Research approval

Research approval was granted by the Oxford Doctoral Course in Clinical Psychology’s
Research Subcommittee, the University of Oxford’s Central University Research Ethics
Committee (CUREC, ref: R47292/RE001), and the National Offender Management Service
(NOMS, ref: 2016-290). The study was conducted following The British Psychological
Society’s (2010) Code of Human Research Ethics (See Appendix U).

Ethical Considerations

Informed consent was obtained from all participants and they were reminded that
participation, or non-participation, would not affect the current support they received.
Participants were made aware of the limits of confidentiality and that if they disclosed
anything that indicated significant risk of harm to themselves or others then confidentiality
would need to be broken to seek appropriate support. At the end of the session participants
were debriefed; the difficult nature of some of the questions was acknowledged and the

participant had the opportunity to ask questions. If the participant achieved clinically
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significant scores on the mental health and substance measures they were informed that help
might be available for the difficulties they described and were advised to speak with their
general practitioner or probation officer about this (see Appendix V for more details on
ethical considerations and risk management).

Data analysis

All neuropsychological test scores were cross-checked by an independent doctoral student.
Statistical analyses were completed using SPSS (version 24.0), for Mac. To address
hypothesis (1) one sample t-tests were used for the between-group analyses where
participants’ scaled scores on the VF and Stroop tests were compared to normative data. For
the VF test, comparisons were made to available published general population data that was
as closely matched to the older probationer group as could be identified. Data from Skirbekk,
Stonawski, Bonsang, and Staudinger (2013; UK general population male sample aged 55-59)
were used for the Animals test and for the Boys” Names test data from Fine, Delis, Paul, and
Filoteo (2011; USA general population male and female sample, mean age 67) were used.
For the FAS normative data from Tombaugh, Kozak, and Rees (1999; Canadian general
population male and female sample, aged 16-59) were used. It was not possible to identify
appropriate published normative data for the D-KEFS version of the Stroop test.
Consequently, each participant’s raw score (completion time) was converted to an age-scaled
score using the test manual and as a group these scores were compared to the average scaled
score obtained for those aged between 50-89 (Delis et al., 2001; North American male and
female sample). This method has been used in other neuropsychological studies (Broomhall,
2005; Lippa & Davis, 2010). To test hypothesis (2) correlation analyses were used to assess
the relationship between the raw scores on the VF (number of correct responses) and Stroop

tests (completion time) with scores on the GDS-15, AUDIT, DAST, and age as well as years
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of education, and TOPF raw scores. Descriptive statistics were used to describe demographic,
forensic, and clinical characteristics.

Results

Demographic, forensic, and clinical characteristics

Table 1 provides descriptive information on the participants. Most participants (72%) fell into
the lower third of socio-economic classifications (see Appendix W for full breakdown) and
nearly all were White British. A large proportion of participants were on probation for sex
offences (66%). The majority of these sex offences were non-contact (67%) and against
children (67%), with over half of all sex offences non-contact child offences (52%). Sentence
durations varied between four months to indeterminate and life sentences. Sentences of 24
months were most common (38%).

The mean estimated pre-morbid 1Q on the TOPF was within the average range.
Overall 75% of the sample had TOPF scores within the average range, with 9% obtaining
scores within the high average range, 9% within the low average range, and 6% in the
borderline range. All but one participant had at least 10 years education and the average
number of years of education was 12. Most participants (81%) were on some form of
medication, three types of which could impact cognitive functioning (anti-retrovirals [3% of
all participants]; immunosuppressants [3% of all participants]; and psychotropic medications
[31% of all participants], see Appendix X for further details on the medications reported). On
the MINI, 69% of participants scored case positive for clinically meaningful symptoms, with
a high proportion of these participants (73%) presenting with co-morbidity. See Table 2 for a
breakdown of prevalence rates.

Missing data
There were three items of missing data. One participant did not complete the Stroop test (due

to visual difficulties), one did not complete the suicide screen on the MINI and another did
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Table 1. Characteristics of the participants

Characteristic Mean (SD) Range % (n)
Age 58.1 (6.9) 50-75 -

50-59 years - - 71.9 (23)

60-69 years - - 15.6 (5)

70+ years - - 12.5 (4)
Ethnicity

White British - - 93.8 (30)

White Irish - - 3.1(1)

Afro-Caribbean - - 3.1(1)
Service

NPS - - 84.4 (27)
CRCs - - 15.6 (5)
Offence Type
Violent - - 15.6 (5)
Sexual - - 65.6 (21)
Weapon carrying - - 9.4 (3)
Other - - 9.4 (3)
Type of Sentence
Community Order - - 31.3 (10)
Suspended Sentence - - 34.4 (11)
Custody - - 34.4 (11)
Length of Sentence

Life - - 9.4 (3)

Indeterminate (IPP) - - 12.5(4)

Over 10 years - - 0 (0)

5-10 years - - 3.1(1)

Up to 5 years - - 59.4 (19)

Up to 1 year - - 15.6 (5)
Prediction of reoffending (OGRS)

1 year 9.4% (11.8) 1-59% -

2 years 15.6% (16.1) 3-75% -
Years of education? 12.2 (1.8) 8-175 -
Estimated 1Q (TOPF) 97.0 (9.7) 74117 -
Self reported -

Past head injury - - 21.9 (7)
With loss of consciousness - - 12.5 (4)
Cardiovascular or neurological conditions? - - 40.6 (13)
Mental health conditions® - - 46.9 (15)
Depression scores (GDS-15) 4.0 (4.2) 0-14 -

Depression indicated (scores =5) - - 31.3 (10)
Alcohol scores (AUDIT) 7.2 (8.5) 0-36 -

Hazardous drinking indicated (scores =8) - - 31.3 (10)
Drug use scores (DAST-10) 0.2 (0.8) 0-4 -

Abuse/dependence indicated (scores = 3) - - 3.1(1)

Cognitive impairment scores (6CIT) 2.8 (3.0) 0-12
Above cut-off indicating difficulties (scores = 7) - - 6.3 (2)

Note: NPS = National Probation Service. CRCs = Community Rehabilitation Companies. IPP =
Imprisonment for Public Protection. OGRS = Revised Offender Group Reconviction Scale. TOPF = Test
of Premorbid Functioning. GDS-15 = Geriatric Depression Scale-Short Form. AUDIT= Alcohol Use
Disorders Identification Test. DAST-10 = Drug Abuse Screening Test. 6CIT = Six-Item Cognitive
Impairment Test. 196.9% completed at least secondary education, 90.6% had academic qualifications of at
least a Certificate in Secondary Education, 9.4% were educated to a Higher National Diploma Level and
9.4% to university level.? of whole sample 3.1% Transient ischemic attack 3.1%, angina, 3.1% cardiac
event, 3.1% pulmonary embolism, 3.1% cavernous sinus thrombosis, 31.2% hypertension.® of whole
sample 3.1% emotionally unstable personality disorder, 34.4% depression, 6.3% psychosis, 15.6% anxiety,
3.1% Asperger’s Disorder, 3.1% Post Traumatic Stress Disorder, 3.1% insomnia, 3.1% Bipolar Disorder,
and 3.1% Erotomania.
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Table 2. Participants who scored case positive on the MINI

% (n) 95% ClI
Current disorders (past month)
Depressive Disorder 25.0 (8) 10.0 - 40.0
Panic Disorder 0.0 (0) -
Agoraphobia 18.8 (6) 52-323
Social Phobia 12.5(4) 10.0-24.0
Generalised Anxiety Disorder 15.6 (5) 3.0-282
Post-Traumatic Stress Disorder 9.4 (3) 0.0-195
Obsessive Compulsive Disorder 3.1(1) 0.0-9.2
Alcohol Abuse or Dependence 18.8 (6) 52-32.3
Substance Abuse or Dependence 3.1(1) 0.0-9.2
Psychotic Disorder 3.1(1) 0.0-9.2
Eating Disorder 0.0 (0) -
Past Disorders (Lifetime)
Panic Disorder 18.8 (6) 52-323
Psychotic Disorder 18.8 (6) 52-323
Anti Social Personality Disorder 6.3 (2) 0.0-14.6
Other Clinical Symptoms
Suicidality? 51.6 (16) 34-69.2
Current symptoms only 32.3 (10) 5.2-32.3
Past attempt only 19.4 (6) 5.4-33.3
Hypomanic Episode
Current symptoms 0.0 (0) -
Past symptoms 0.0 (0) -
Manic Episode 0.0 (0) -
Current symptoms 0.0 (0) -
Past symptoms 34.4 (11) 17.9-50.8
Caseness in any area 68.8 (22) 52.7-84.8

Note: MINI. = Mini International Neuropsychiatric Interview. 'Suicidality for 31 participants only.
Overlap between symptoms present. Confidence intervals are for the percentage prevalence estimates.

not complete the Category Fluency test (both due to administration error). Analyses were

completed with these data omitted.

Hypothesis 1 — Older probationers’ Verbal Fluency and Stroop scores will be significantly

lower than the normative sample

Normality was assessed using measures of kurtosis and skewness (a numerical method

considered appropriate for smaller samples [Field, 2013]). Scores on the VF and Stroop tests

were found to be normally distributed, therefore, one sample t-tests were used to compare
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Table

participants’ scores (n = 32 or 31) with the normative data. No outliers were identified (using
box plots).

On the Letter Fluency (FAS) test there was no difference between participants’ scores
(m=44.4, sd = 11.4) and the normative comparison sample (m = 40.5, sd = 10.7), t(31) =
1.916, p=.065 (95% CI of mean difference: -0.25 — 8.00, with a small effect size &= 0.36).
Participants’ scores on the Animals Category Fluency test (m = 22.1, sd = 5.8) did not differ
from the normative sample (m = 21.9, sd = 7.2), t(30) = 0.09, p=.926 (95% CI of mean
difference: -2.02 — 2.21, with a small effect size d = 0.03). On the Boys’ names Category
Fluency Test there was no difference between participants’ scores (m = 22.4, sd = 4.6) and
the normative comparison sample (m = 21.5, sd = 5.0), t(30) = 1.134, p=.266 (95% CI of
mean difference: -0.74 — 2.60, with a small effect size d = 0.18). On the Stroop test
participants’ scaled scores (m = 10.90, sd = 2.71) did not differ from the normative sample (m
=10.43, sd = 3.07), t(30) =.971, p=.34 (95% CI of mean difference: -.52 — 1.47, with a small
effect size d =0.15). None of the participants had difficulties on the naming and reading
conditions. Post-hoc power calculations were completed using G*Power 3.1 (a = .05, two-
tail). The Letter Fluency and Stroop analyses were statistically powered at the 0.99 and 0.92
levels, respectively. While the Category Fluency tests had low power (Animals at the 0.10
level and Boys’ Names at the 0.29 Level). See Table 3 for a summary of the raw scores

achieved on the EF tests.

3. Raw scores attained on the Verbal Fluency and Stroop tests for all ages

Test and subtest

Letter Letter Letter Letter Category Category Category Stroop
Fluency Fluency: Fluency:  Fluency: Fluency  Fluency: Fluency: inhibition
Overall F A S Overall  Animals  Boys’ names
Mean raw 44.4 14.8 13.3 16.3 44.5 22.1 224 59.1
score (11.4) (4.8) (3.9 (4.8) (8.6) (5.8) (4.6) (15.2)

(SD)
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Hypothesis 2 - Older probationers’ Verbal Fluency and Stroop scores will be related to age,
and drug, alcohol, and depression scores (with VF scores showing a negative correlation,
and Stroop scores showing a positive correlation).

Spearman’s Rank Order Correlation co-efficient was used to assess the relationship between
scores on the measures of EF and scores on the GDS-15, AUDIT and DAST, as well as age,
years of education, and 1Q estimate (TOPF). Normality and linearity assumptions were not
met for all of these variables, therefore non-parametric methods were favoured. Three
significant relationships were identified. TOPF raw scores had a positive correlation with
Letter Fluency scores (correct responses, n = 32) i, =.47, 95% BCa CI (.10 -.73),p=.01
(with power at the 0.99 level) and a negative correlation with Stroop scores (completion time,
n=31) iy = -.44,95% BCa CI (-.73 —-.03), p = .01 (with power at the 0.99 level). Stroop
raw scores were also found to have a significant negative correlation AUDIT scores (n=31),
iv = -.40, 95% BCa CI (-.71 — .01), p = .03 (with power at the .99 level). See Table 4 for all

correlations. Appendix Y provides reflections on the study findings and completion.

Table 4. Spearman’s Rank Order Correlations between variables

GDS-15 AUDIT DAST-10 TOPF Age Education
Letter 18 14 .09 AT A7 -.19
Fluency*
Category -.13 -.20 -14 A1 22 -.19
Fluency:
Animals?
Category .01 -.01 10 .07 -.09 .00
Fluency:
Boys’
names?
Stroop? -13 -.40* .26 -44* .32 -.21

Notes: TOPF = Test of Premorbid Functioning. GDS-15 = Geriatric Depression Scale-Short
Form. AUDIT = Alcohol Use Disorders Identification Test. DAST-10 = Drug Abuse
Screening Test. ! based on 32 participants’ scores. 2 based on 31 participants’ scores * p <
.05
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Discussion

This study provides preliminary information on 32 older probationers’ EF in terms of mental
flexibility and response inhibition. The first hypothesis predicted that older probationers
would have significantly lower VF and Stroop test scores than the normative sample. Older
probationers did not achieve EF scores significantly below the normative comparison
despite the prevalence of neurological and cardiovascular conditions, mental health
symptoms, substance use, past head injuries, and difficulties on the cognitive impairment
screen. The second hypothesis expected VF and Stroop test scores to be related to age, and
drug, alcohol and depression scores, where the older the age and the greater the depression,
alcohol, and drug scores the lower the VF and Stroop test scores. This hypothesis was also
disproved as older age, and higher substance use, and depression did not appear to negatively
impact EF scores.

Only three significant correlations were identified. Two of these were with the TOPF
and the Letter Fluency and Stroop scores. Premorbid intellectual functioning scores correlate
highly with VF scores and 1Q is a substantial contributor to performance on verbal measures
of EF (Crawford et al., 1992; Mitrushina et al., 2005; Strauss et al., 2006). However, there is
not a robust linear relationship between these variables and this may explain why Category
Fluency and TOPF scores did not correlate, as might be expected (Harrison, Buxton, Husain,
& Wise, 2000). A more surprising finding was the negative correlation identified between the
Stroop scores (completion time) and the alcohol use scores, suggesting increased alcohol
intake was associated with enhanced performance on the Stroop test (as no significant errors
were identified on this test). This single significant finding could be an artifact of the small
sample size and the number of correlation analyses completed (Forstmeier, Wagenmaker, &
Parker, 2017). Additionally, the older probationers were a diverse sample ranging in age,

education, estimated 1Q, and presence of neurological conditions. This unusual finding may
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be a reflection of the heterogeneous sample and the interrelation of multiple confounding
factors. Still, the predicted significant correlations were not seen between EF tests and
depression or substance use scores. Similar findings were observed by Combalbert et al.
(2016) who did not observe a relationship between depression and VF or response inhibition
scores (on the Go/No go task). Such findings could reflect the complex interaction between
mental health, substance use, and EF and that impairment in EF is not inevitable with the
presence of a psychiatric condition or substance abuse (Testa & Pantelis, 2009). Equally, no
correlation was observed between age and EF scores as was predicted and might be expected
if accelerated ageing did occur in this group. However, this analysis was limited in that the
majority of participants were from a younger age range (in their fifties). Based on the Flynn
Effect, it is suggested that increases in chronological age do not necessarily result in lower
cognitive abilities and this too might explain the lack of relationship identified (Skirbekk et
al., 2012).

Overall, the findings from the between-group comparisons are taken as evidence of no
obvious impairment in mental flexibility and response inhibition. They are consistent with
those of Fazel and colleagues (2007) who did not find older prisoners to be impaired on
measures of EF. However, they contrast with the results of Combalbert et al. (2016), where
older prisoners showed impairment on a screening battery assessing the same facets of EF as
the current study. These conflicting findings are compatible with the wider literature on EF in
antisocial groups and may reflect the limited sensitivity of current measures in detecting
differences in these groups (Ogilvie et al., 2011). EF measures were developed primarily to
identify impairment in a physical health setting at a clinical level, where individuals could be
incapable of self-care and independent living (Lezak et al., 2012). While a number of
participants presented with clinical difficulties, such as self-reported head injuries, they were

all able to attend routine supervision appointments independently. This behaviour is not

78



suggestive of significant impairments in independent functioning. Offending groups may
present with multiple subclinical difficulties that individually would not be considered
significant but through a cumulative effect can result in executive dysfunction (Sparrow &
Hunter, 2012a). Most measures of EF have poor ecological validity and rarely provide
information about an individual’s ability in real-life or context specific performance (Chan,
Shum, Toulopoulou, & Chen, 2008; Chaytor, Schmitter-Edgecombea, & Burr, 2006). It
remains unclear how the results from specific EF tests relate to the complex processes
involved in offending behaviours (Massau et al., 2017).

Participants were predominantly White British men in their fifties. A higher
proportion of White men were sampled compared to the proportion (of all ages) in the region
recruited from (94% versus 86% [MOJ, 2017a]). The age representation is similar to the
national proportion of probationers over 50 years (with 76% aged between 50-69 years
[MOJ, 2017a]). However, this restricts the degree to which the findings are likely to
adequately reflect probationers in the older age ranges, especially as the oldest participant
was 75. As most participants were under 60 years old this may have limited the impact of any
significant ageing effects on cognition. Just two participants (6%) were identified to have
difficulties on the cognitive impairment screen — a similar prevalence rate to that of prisoners
aged over 50 years (7%, Hayes et al., 2012). Overall, there is no evidence that older
probationers present with remarkable generalised cognitive impairment. A higher proportion
of participants were on probation for sex offences than the proportion of older male
probationers in the region recruited from (NPS cases: 78% versus 59% [J. Rakestrow-
Dickens, May 2017, Personal Communication]). As a result the present findings may be more
characteristic of older men who commit sex offences than those who commit other offences.
Due to the small sample size, it was not possible to make reliable comparisons by type of

offence.
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The extent to which the additional clinical information obtained could be used to
explain the predicted impaired performance is limited as deficits in EF were not observed.
While impairment in EF was not identified, psychological difficulties were — with over two
thirds of the sample presenting with clinically meaningful mental health symptoms and high
rates of co-morbidity. Although there was not a specific research question on prevalence of
such difficulties it is one of the more novel findings, as the mental health of older
probationers has received little research attention (Hayes et al., 2012). Resettlement back into
the community, experiences of loss, and the impact of a criminal conviction on relationships
and occupations may predispose older probationers to mental health difficulties (Combalbert
et al., 2016; Evans & Cubellis, 2015; Forsyth et al., 2014; Hayes, Burns, Turnbull, & Shaw,
2013). Moreover, the impact a criminal conviction has on personal relationships and
occupations can be a leading cause of stress. This may be especially true among the most
stigmatised crimes such as sex offences, which represented a large proportion of the
participants and older probationers as a whole (Evans & Cubellis, 2014).

Consistent with studies investigating mental health in older prisoners, two of the most
prevalent conditions identified were current depression and alcohol misuse (Hayes et al.,
2012). Over one quarter of participants met criteria for depression on the MINI and nearly
one third had current symptoms on the GDS-15. This exceeds UK survey estimates of
common mental health conditions (such as depression) in general population males aged over
45 years (6 to 14% [McManus, Meltzer, Brugha, Bebbington, & Jenkins, 2007]). Older
probationers’ depression rates are more similar to older prisoners (30% [Fazel et al., 2001];
34% [Hayes et al., 2012]) than to older men in the general population. The rates of alcohol
abuse and dependence, while high, are similar to rates identified in men aged 45 years and
older in the general population (17 to 30% on the AUDIT [McManus et al., 2007]). They are

lower than rates identified in younger probationers (56% on the AUDIT [Brooker et al.,

80



2012]) and taking into account confidence intervals they do not differ from rates in older
prisoners (30% on the MINI [Hayes et al., 2012]).

A range of other clinical symptoms and psychological difficulties were present in
older probationers, including current suicidal ideation and past suicide attempts. Suicidality
in probationers has received less attention than in prisoners. However, there is some evidence
to suggest that probationers’ suicide rates are equal to, or surpass, those of prisoners.
Probationers aged between 55 to 64 years were found to be over 1.5 times more likely to die
from suicide/self-inflicted death than prisoners of the same age and over 13 times more likely
to die from these causes than men of the same age in the general population (Sattar, 2003). A
review of studies on the mental health of probationers identified high rates of co-morbidity
(Sirdifield, 2012). This appears to be true for older probationers also, as the majority with
mental health or substance difficulties had symptoms in more than one area. The discrepancy
between self-reported mental illness and that identified through assessment might indicate
that older probationers are not aware of such needs, are reluctant to divulge them, or are not
receiving treatment for them.

Strengths and limitations

This study adds to the small number on older offending samples, and to the author’s
knowledge it is the first study providing information on the EF and mental health of older
probationers. The findings should be interpreted with caution as the between-group
comparisons for the Category Fluency tests did not have sufficient power to detect an effect.
While the target number for recruitment was achieved, the small sample size and resultant
low power is a limitation.

The limits of the normative comparison data should also be acknowledged; while
attempts were made to identify general population comparison of a similar demographic none

of these were directly comparable to the British male probation sample. However, Older
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probationers’ in the current study obtained Letter Fluency (FAS) scores similar to a recent
sample of older men who had committed a range of non-sex offences (m 43.9, sd 10.5;
Rodriguez & Ellis, 2017]). The absence of an individually recruited, carefully matched,
comparison sample is a limitation. For this study, it was decided that identifying a well-
matched comparison group would be difficult to achieve, especially in the absence of prior
knowledge on older probationers. A sample better matched for sex, ethnicity and education
may have yielded more reliable findings. Considering that the scores achieved by the older
probationers were similar to scores from an older English sample (Skirbekk et al., 2013) and
with those recently obtained by an older offending group (Rodriguez and Ellis, 2017) there
may be less utility in hypothesising and testing with test normative data unless this is recent
and well matched.

The measures in this study were selected to balance reliability and validity with
feasibility (considering the age group of the participants and the time available for interview).
However, absence of a measure of current general intellectual functioning is an important
limitation. Instead, a test of premorbid intellectual ability was conducted, which has a strong
correlation with current general intellectual functioning (PsychCorp, 2009). As performance
on pre-morbid measures is resistant to cognitive impairment associated with neurological and
psychiatric conditions, they do not provide an accurate representation of current general
intellectual functioning in groups that may present with such conditions (Crawford et al.,
1992). The estimated intellectual functioning in the current study could therefore be over-
estimated. The main implication of this is that interpreting EF tests as measuring EF in
people with a lower 1Q (<85) is invalid and scores may reflect low intellectual functioning
rather than abnormal EF (Pyszora, Jaldow, & Kopelman, 2009; Strauss et al., 2006). A
criticism of the D-KEFS Stroop test is that the primary score is taken from speed alone and

some argue that speed and accuracy combined provide better estimations of inhibition
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(Scarpina & Tagini, 2017). Furthermore, the EF measures were selected to measure mental
flexibility and response inhibition, however, they also depend on other executive and non-
executive functions that were not accounted for in the present study (Mitrushina et al., 2015).
Participation was voluntary and the sample recruited might be some of the more
motivated and compliant probationers, possibly with more motivated probation officers as
invitation was dependent on them. The final sample might not be representative of chaotic
and non-compliant probationers and the findings cannot be reliably applied to female
probationers or probationers from other localities. It is possible that the probationers included
were more educated with higher intellectual functioning than the wider older probation
population, given that probationers and prisoners typically present with low educational
attainment (Prison Reform Trust, 2013). The topic of the study, with a focus on cognition,
may have attracted participants who felt more confident in their cognitive abilities. It would
have been beneficial to pilot the study with some people from the target probation population
beforehand to gain insight on this and consider whether such sampling bias could be avoided.
Future research
The current study indicates that measuring older probationers’ EF and mental health was
feasible. Future studies in the area could address some of the limitations discussed, such as
utilising a better matched comparison group, selecting a larger sample better representative of
all ages of the older probation population, and completing a measure of current general
intellectual functioning rather than relying on a pre-morbid measure. If future studies were to
focus on a subcategory of older probationers in attempt to select a more homogenous sample
those who have committed sex offences may be the most viable group to recruit given high
proportion recruited in the current study. However, as older probationers did not present with
any obvious deficits on the measures of EF research efforts may be better spent validating or

developing tests for forensic groups.
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A heterogeneous sample was recruited in terms of index offence and clinical
presentation. In an attempt to provide as representative an overview of the older probation
sample as possible this recruitment method was favoured over selecting subcategories by, for
example, specific offence types or excluding people based on the presence of clinical
symptoms. A disadvantage of this approach is the challenge of drawing firm conclusions on
such a heterogenous group. However, the findings from the current study can be used to
inform future research design in this area. Specifically, the discrepancy between self-reported
mental illness and that identified on the psychiatric interview suggests that self-report alone
might not be a reliable means to determine eligibility. Additionally, in a forensic context
subjective retrospective reports of conditions such as head injuries can lead to biased
accounts (Williams et al., 2010). Consequently, future studies could consider either screening
potential participants or using multiple sources of information, such as self-report and
medical records, when determining eligibility to participate.

The prevalence of mental health difficulties in older probationers deserves further
exploration, particularly how these factors may interact with offending, risk, and recidivism.
Unmet need was not a focus in this current study but the high prevalence of mental health
difficulties identified raises important questions regarding the level of unmet need -
especially given the limited access probationers have to mental health services (Brooker &
Ramsbotham, 2014). This area of research may provide more immediate and useful
information on this group and as highlighted by Brooker and colleagues (2012) there is a
requirement for a national study on the mental health needs of probationers.

Theoretical and service implications

There remains a need for advancement of theories on the relationship between EF and

offending in order to develop hypotheses for future research as current theories are limited in

their ability to explain the complexity of offending (Ogilvie et al., 2012). There are inherent
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challenges in attempting to define a complex phenomenon such as offending behaviour from
one framework alone. It is therefore important to view neuropsychological factors within an
integrative framework and in combination with a range of other psychobiosocial factors, as
single explanatory models are likely to be insufficient (Thornberry et al., 2012).

The current study did not identify a need to specifically tailor older probationers’
rehabilitation for deficits in EF. It did, however, identify the presence of mental health
difficulties and substance use that might represent unmet need. The Bradley Report (Bradley,
2009) emphasised the necessity of research into the health and social needs of people in all
stages of the criminal justice system, yet older probationers have not been a focus of research.
Despite the important role mental health may have in protecting the public and reducing
reoffending there is not a national mental health strategy for probationers, and their access to
mental health services is fraught with difficulties (Brooker & Ramsbotham, 2014). Mental
Health Treatment Requirements are rarely issued (under 1% of all requirements) and there is
no procedure in place to grant access to community mental health teams (Sainsbury Centre
for Mental Health, 2009; Seymour, Rutherford, Khanom, & Samele, 2008). Furthermore,
liaison and diversion services are insecurely funded, provision varies across localities, and
case identification is often dependent on police or court staff (Sainsbury Centre for Mental
Health, 2009). The current findings provide further evidence that there is a need for clear
mental health pathways for probationers. This could involve increasing staff awareness in all
parts of the criminal justice system as well as better links between probation and mental
health services (Brooker, 2015).

Conclusions
This study provides preliminary information on aspects of older probationers’ EF. When
compared to normative data, older probationers do not present with deficits in mental

flexibility or response inhibition. Clinical variables such as mental health and substance use
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do not appear to impair EF scores. Despite this, there was a high prevalence of mental health
difficulties among older probationers. The extent to which this represents unmet need

requires further work.
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mental health, assessment, and child development. Papers should be cutting edge and
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Ensure that the following items are present:

One author has been designated as the corresponding author with contact details: o E-
mail address
e Full postal address

All necessary files have been uploaded:

Manuscript:

¢ Include keywords

¢ All figures (include relevant captions)

¢ All tables (including titles, description, footnotes)

e Ensure all figure and table citations in the text match the files provided e Indicate
clearly if color should be used for any figures in print Graphical Abstracts / Highlights
files (where applicable)

Supplemental files (where applicable)

Further considerations

e Manuscript has been 'spell checked' and 'grammar checked'

¢ All references mentioned in the Reference List are cited in the text, and vice versa
e Permission has been obtained for use of copyrighted material from other sources
(including the Internet)

e Relevant declarations of interest have been made

¢ Journal policies detailed in this guide have been reviewed

e Referee suggestions and contact details provided, based on journal requirements

For further information, visit our Support Center. BEFORE YOU BEGIN
Ethics in publishing

Please see our information pages on Ethics in publishing and Ethical guidelines for
journal publication.

Declaration of interest

All authors must disclose any financial and personal relationships with other people or
organizations that could inappropriately influence (bias) their work. Examples of
potential conflicts of interest include employment, consultancies, stock ownership,
honoraria, paid expert testimony, patent applications/ registrations, and grants or other
funding. If there are no conflicts of interest then please state this: 'Conflicts of interest:
none'. More information.

Submission declaration and verification

Submission of an article implies that the work described has not been published
previously (except in the form of an abstract or as part of a published lecture or
academic thesis or as an electronic preprint, see 'Multiple, redundant or concurrent
publication' section of our ethics policy for more information), that it is not under
consideration for publication elsewhere, that its publication is approved by all authors
and tacitly or explicitly by the responsible authorities where the work was carried out,
and that, if accepted, it will not be published elsewhere in the same form, in English or in
any other language, including electronically without the written consent of the copyright-
holder. To verify originality, your article may be checked by the originality detection
service CrossCheck.
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Changes to authorship

Authors are expected to consider carefully the list and order of authors before
submitting their manuscript and provide the definitive list of authors at the time of the
original submission. Any addition, deletion or rearrangement of author names in the
authorship list should be made only before the manuscript has been accepted and only
if approved by the journal Editor. To request such a change, the Editor must receive the
following from the corresponding author: (a) the reason for the change in author list
and (b) written confirmation (e-mail, letter) from all authors that they agree with the
addition, removal or rearrangement. In the case of addition or removal of authors, this
includes confirmation from the author being added or removed.

Only in exceptional circumstances will the Editor consider the addition, deletion or
rearrangement of authors after the manuscript has been accepted. While the Editor
considers the request, publication of the manuscript will be suspended. If the manuscript
has already been published in an online issue, any requests approved by the Editor will
result in a corrigendum.

Author Disclosure Policy

Authors must provide three mandatory and one optional author disclosure statements.
These statements should be submitted as one separate document and not included as
part of the manuscript. Author disclosures will be automatically incorporated into the
PDF builder of the online submission system. They will appear in the journal article if the
manuscript is accepted.

The four statements of the author disclosure document are described below. Statements
should not be numbered. Headings (i.e., Role of Funding Sources, Contributors, Conflict
of Interest, Acknowledgements) should be in bold with no white space between the
heading and the text. Font size should be the same as that used for references.

Statement 1: Role of Funding Sources

Authors must identify who provided financial support for the conduct of the research
and/or preparation of the manuscript and to briefly describe the role (if any) of the
funding sponsor in study design, collection, analysis, or interpretation of data, writing
the manuscript, and the decision to submit the manuscript for publication. If the funding
source had no such involvement, the authors should so state.

Example: Funding for this study was provided by NIAAA Grant RO1-AA123456. NIAAA
had no role in the study design, collection, analysis or interpretation of the data, writing
the manuscript, or the decision to submit the paper for publication.

Statement 2: Contributors

Authors must declare their individual contributions to the manuscript. All authors must
have materially participated in the research and/or the manuscript preparation. Roles for
each author should be described. The disclosure must also clearly state and verify that
all authors have approved the final manuscript.

Example: Authors A and B designed the study and wrote the protocol. Author C
conducted literature searches and provided summaries of previous research studies.
Author D conducted the statistical analysis. Author B wrote the first draft of the
manuscript and all authors contributed to and have approved the final manuscript.
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Statement 3: Conflict of Interest

All authors must disclose any actual or potential conflict of interest. Conflict of interest is
defined as any financial or personal relationships with individuals or organizations,
occurring within three (3) years of beginning the submitted work, which could
inappropriately influence, or be perceived to have influenced the submitted research
manuscript. Potential conflict of interest would include employment, consultancies, stock
ownership (except personal investments equal to the lesser of one percent (1%) of total
personal investments or USD$5000), honoraria, paid expert testimony, patent
applications, registrations, and grants. If there are no conflicts of interest by any author,
it should state that there are none.

Example: Author B is a paid consultant for XYZ pharmaceutical company. All other
authors declare that they have no conflicts of interest.

Statement 4: Acknowledgements (optional)

Authors may provide Acknowledgments which will be published in a separate section
along with the manuscript. If there are no Acknowledgements, there should be no
heading or acknowledgement statement.

Example: The authors wish to thank Ms. A who assisted in the proof-reading of the
manuscript.

Copyright

Upon acceptance of an article, authors will be asked to complete a 'Journal Publishing
Agreement' (see more information on this). An e-mail will be sent to the corresponding
author confirming receipt of the manuscript together with a 'Journal Publishing
Agreement' form or a link to the online version of this agreement.

Subscribers may reproduce tables of contents or prepare lists of articles including
abstracts for internal circulation within their institutions. Permission of the Publisher is
required for resale or distribution outside the institution and for all other derivative
works, including compilations and translations. If excerpts from other copyrighted works
are included, the author(s) must obtain written permission from the copyright owners
and credit the source(s) in the article. Elsevier has preprinted forms for use by authors
in these cases.

For open access articles: Upon acceptance of an article, authors will be asked to
complete an 'Exclusive License Agreement' (more information). Permitted third party
reuse of open access articles is determined by the author's choice of user license.

Author rights

As an author you (or your employer or institution) have certain rights to reuse your
work. More information.

Elsevier supports responsible sharing

Find out how you can share your research published in Elsevier journals.
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Role of the funding source

You are requested to identify who provided financial support for the conduct of the
research and/or preparation of the article and to briefly describe the role of the
sponsor(s), if any, in study design; in the collection, analysis and interpretation of data;
in the writing of the report; and in the decision to submit the article for publication. If
the funding source(s) had no such involvement then this should be stated.

Funding body agreements and policies

Elsevier has established a humber of agreements with funding bodies which allow
authors to comply with their funder's open access policies. Some funding bodies will
reimburse the author for the Open Access Publication Fee. Details of existing agreements
are available online.

Open access
This journal offers authors a choice in publishing their research:
Open access

¢ Articles are freely available to both subscribers and the wider public with permitted
reuse.

e An open access publication fee is payable by authors or on their behalf, e.g. by their
research funder or institution.

Subscription

¢ Articles are made available to subscribers as well as developing countries and patient
groups through our universal access programs.

¢ No open access publication fee payable by authors.

Regardless of how you choose to publish your article, the journal will apply the same
peer review criteria and acceptance standards.

For open access articles, permitted third party (re)use is defined by the following
Creative Commons user licenses:

Creative Commons Attribution (CC BY)

Lets others distribute and copy the article, create extracts, abstracts, and other revised
versions, adaptations or derivative works of or from an article (such as a translation),
include in a collective work (such as an anthology), text or data mine the article, even
for commercial purposes, as long as they credit the author(s), do not represent the
author as endorsing their adaptation of the article, and do not modify the article in such
a way as to damage the author's honor or reputation.

Creative Commons Attribution-NonCommercial-NoDerivs (CC BY-NC-ND)

For non-commercial purposes, lets others distribute and copy the article, and to include
in a collective work (such as an anthology), as long as they credit the author(s) and
provided they do not alter or modify the article.

The open access publication fee for this journal is USD 1800, excluding taxes. Learn
more about Elsevier's pricing policy: http://www.elsevier.com/openaccesspricing.
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Green open access

Authors can share their research in a variety of different ways and Elsevier has a number
of green open access options available. We recommend authors see our green open
access page for further information. Authors can also self-archive their manuscripts
immediately and enable public access from their institution's repository after an embargo
period. This is the version that has been accepted for publication and which typically
includes author-incorporated changes suggested during submission, peer review and in
editor-author communications. Embargo period: For subscription articles, an appropriate
amount of time is needed for journals to deliver value to subscribing customers before
an article becomes freely available to the public. This is the embargo period and it begins
from the date the article is formally published online in its final and fully citable form.
Find out more.

This journal has an embargo period of 24 months.
Elsevier Publishing Campus

The Elsevier Publishing Campus (www.publishingcampus.com) is an online platform
offering free lectures, interactive training and professional advice to support you in
publishing your research. The College of Skills training offers modules on how to
prepare, write and structure your article and explains how editors will look at your paper
when it is submitted for publication. Use these resources, and more, to ensure that your
submission will be the best that you can make it.

Language (usage and editing services)

Please write your text in good English (American or British usage is accepted, but not a
mixture of these). Authors who feel their English language manuscript may require
editing to eliminate possible grammatical or spelling errors and to conform to correct
scientific English may wish to use the English Language Editing service available from
Elsevier's WebShop.

Submission

Our online submission system guides you stepwise through the process of entering your
article details and uploading your files. The system converts your article files to a single
PDF file used in the peer-review process. Editable files (e.g., Word, LaTeX) are required
to typeset your article for final publication. All correspondence, including notification of

the Editor's decision and requests for revision, is sent by e-mail.

PREPARATION
Peer review

This journal operates a single blind review process. All contributions will be initially
assessed by the editor for suitability for the journal. Papers deemed suitable are then
typically sent to a minimum of two independent expert reviewers to assess the scientific
quality of the paper. The Editor is responsible for the final decision regarding acceptance
or rejection of articles. The Editor's decision is final. More information on types of peer
review.
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Use of word processing software

It is important that the file be saved in the native format of the word processor used.
The text should be in single-column format. Keep the layout of the text as simple as
possible. Most formatting codes will be removed and replaced on processing the article.
In particular, do not use the word processor's options to justify text or to hyphenate
words. However, do use bold face, italics, subscripts, superscripts etc. When preparing
tables, if you are using a table grid, use only one grid for each individual table and not a
grid for each row. If no grid is used, use tabs, not spaces, to align columns. The
electronic text should be prepared in a way very similar to that of conventional
manuscripts (see also the Guide to Publishing with Elsevier). Note that source files of
figures, tables and text graphics will be required whether or not you embed your figures
in the text. See also the section on Electronic artwork.

To avoid unnecessary errors you are strongly advised to use the 'spell-check' and
'grammar-check' functions of your word processor.

Article structure

Manuscripts should be prepared according to the guidelines set forth in the Publication
Manual of the American Psychological Association (6th ed., 2009). Of note, section
headings should not be humbered.

Manuscripts should ordinarily not exceed 50 pages, including references and tabular
material. Exceptions may be made with prior approval of the Editor in Chief. Manuscript
length can often be managed through the judicious use of appendices. In general the
References section should be limited to citations actually discussed in the text.
References to articles solely included in meta-analyses should be included in an
appendix, which will appear in the on line version of the paper but not in the print copy.
Similarly, extensive Tables describing study characteristics, containing material
published elsewhere, or presenting formulas and other technical material should also be
included in an appendix. Authors can direct readers to the appendices in appropriate
places in the text.

It is authors' responsibility to ensure their reviews are comprehensive and as up to date
as possible (at least through the prior calendar year) so the data are still current at the
time of publication. Authors are referred to the PRISMA Guidelines (http://www.prisma-
statement.org/statement.htm) for guidance in conducting reviews and preparing
manuscripts. Adherence to the Guidelines is not required, but is recommended to
enhance quality of submissions and impact of published papers on the field.

Appendices

If there is more than one appendix, they should be identified as A, B, etc. Formulae and
equations in appendices should be given separate numbering: Eq. (A.1), Eq. (A.2), etc.;
in a subsequent appendix, Eq. (B.1) and so on. Similarly for tables and figures: Table
A.1; Fig. A.1, etc.

Essential title page information

Title. Concise and informative. Titles are often used in information-retrieval systems.
Avoid abbreviations and formulae where possible. Note: The title page should be the
first page of the manuscript document indicating the author's names and
affiliations and the corresponding author's complete contact information.
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Author names and affiliations. Where the family hame may be ambiguous (e.g., a double
name), please indicate this clearly. Present the authors' affiliation addresses (where the
actual work was done) below the names. Indicate all affiliations with a lower-case
superscript letter immediately after the author's name and in front of the appropriate
address. Provide the full postal address of each affiliation, including the country name,
and, if available, the e-mail address of each author within the cover letter.

Corresponding author. Clearly indicate who is willing to handle correspondence at all
stages of refereeing and publication, also post-publication. Ensure that telephone and
fax numbers (with country and area code) are provided in addition to the e-
mail address and the complete postal address.

Present/permanent address. If an author has moved since the work described in the
article was done, or was visiting at the time, a "Present address" (or "Permanent
address") may be indicated as a footnote to that author's name. The address at which
the author actually did the work must be retained as the main, affiliation address.
Superscript Arabic numerals are used for such footnotes.

Abstract

A concise and factual abstract is required (not exceeding 200 words). This should be
typed on a separate page following the title page. The abstract should state briefly the
purpose of the research, the principal results and major conclusions. An abstract is often
presented separate from the article, so it must be able to stand alone. References should
therefore be avoided, but if essential, they must be cited in full, without reference to the
reference list.

Graphical abstract

Although a graphical abstract is optional, its use is encouraged as it draws more
attention to the online article. The graphical abstract should summarize the contents of
the article in a concise, pictorial form designed to capture the attention of a wide
readership. Graphical abstracts should be submitted as a

separate file in the online submission system. Image size: Please provide an image with
a minimum of 531 x 1328 pixels (h x w) or proportionally more. The image should be
readable at a size of 5 x 13 cm using a regular screen resolution of 96 dpi. Preferred file
types: TIFF, EPS, PDF or MS Office files. You can view Example Graphical Abstracts on
our information site.

Authors can make use of Elsevier's Illustration Services to ensure the best presentation
of their images and in accordance with all technical requirements.

Highlights

Highlights are mandatory for this journal. They consist of a short collection of bullet
points that convey the core findings of the article and should be submitted in a separate
editable file in the online submission system. Please use 'Highlights' in the file name and

include 3 to 5 bullet points (maximum 85 characters, including spaces, per bullet point).
You can view example Highlights on our information site.

Keywords

Immediately after the abstract, provide a maximum of 6 keywords, using American
spelling and avoiding general and plural terms and multiple concepts (avoid, for
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example, 'and', 'of'). Be sparing with abbreviations: only abbreviations firmly established
in the field may be eligible. These keywords will be used for indexing purposes.

Abbreviations

Define abbreviations that are not standard in this field in a footnote to be placed on the
first page of the article. Such abbreviations that are unavoidable in the abstract must be
defined at their first mention there, as well as in the footnote. Ensure consistency of
abbreviations throughout the article.

Acknowledgements

Collate acknowledgements in a separate section at the end of the article before the
references and do not, therefore, include them on the title page, as a footnote to the
title or otherwise. List here those individuals who provided help during the research
(e.g., providing language help, writing assistance or proof reading the article, etc.).

Formatting of funding sources

List funding sources in this standard way to facilitate compliance to funder's
requirements:

Funding: This work was supported by the National Institutes of Health [grant numbers
xxxX, yyyy]; the Bill & Melinda Gates Foundation, Seattle, WA [grant number zzzz]; and
the United States Institutes of Peace [grant number aaaa].

It is not necessary to include detailed descriptions on the program or type of grants and
awards. When funding is from a block grant or other resources available to a university,
college, or other research institution, submit the name of the institute or organization
that provided the funding.

If no funding has been provided for the research, please include the following sentence:

This research did not receive any specific grant from funding agencies in the pubilic,
commercial, or not-for-profit sectors.

Footnotes

Footnotes should be used sparingly. Number them consecutively throughout the article.
Many word processors can build footnotes into the text, and this feature may be used.
Otherwise, please indicate the position of footnotes in the text and list the footnotes
themselves separately at the end of the article. Do not include footnotes in the
Reference list.

Electronic artwork

General points

e Make sure you use uniform lettering and sizing of your original artwork.

e Embed the used fonts if the application provides that option.

e Aim to use the following fonts in your illustrations: Arial, Courier, Times New Roman,
Symbol, or use fonts that look similar.

e Number the illustrations according to their sequence in the text.

e Use a logical naming convention for your artwork files.

e Provide captions to illustrations separately.

e Size the illustrations close to the desired dimensions of the published version.
e Submit each illustration as a separate file.
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A detailed guide on electronic artwork is available.

You are urged to visit this site; some excerpts from the detailed information are
given here. Formats

If your electronic artwork is created in a Microsoft Office application (Word, PowerPoint,
Excel) then please supply 'as is' in the native document format.

Regardless of the application used other than Microsoft Office, when your electronic
artwork is finalized, please 'Save as' or convert the images to one of the following
formats (note the resolution requirements for line drawings, halftones, and line/halftone
combinations given below):

EPS (or PDF): Vector drawings, embed all used fonts.

TIFF (or JPEG): Color or grayscale photographs (halftones), keep to a minimum of 300
dpi.

TIFF (or JPEG): Bitmapped (pure black & white pixels) line drawings, keep to a minimum
of 1000 dpi. TIFF (or JPEG): Combinations bitmapped line/half-tone (color or grayscale),
keep to a minimum of 500 dpi.

Please do not:

e Supply files that are optimized for screen use (e.g., GIF, BMP, PICT, WPG); these
typically have a low number of pixels and limited set of colors;

e Supply files that are too low in resolution;

e Submit graphics that are disproportionately large for the content.

Color artwork

Please make sure that artwork files are in an acceptable format (TIFF (or JPEG), EPS (or
PDF), or MS Office files) and with the correct resolution. If, together with your accepted
article, you submit usable color figures then Elsevier will ensure, at no additional charge,
that these figures will appear in color online (e.g., ScienceDirect and other sites)
regardless of whether or not these illustrations are reproduced in color in the printed
version. For color reproduction in print, you will receive information regarding
the costs from Elsevier after receipt of your accepted article. Please indicate your
preference for color: in print or online only. Further information on the preparation of
electronic artwork.

Figure captions

Ensure that each illustration has a caption. Supply captions separately, not attached to
the figure. A caption should comprise a brief title (not on the figure itself) and a
description of the illustration. Keep text in the illustrations themselves to a minimum but
explain all symbols and abbreviations used.

Tables

Please submit tables as editable text and not as images. Tables can be placed either
next to the relevant text in the article, or on separate page(s) at the end. Number tables
consecutively in accordance with their appearance in the text and place any table notes
below the table body. Be sparing in the use of tables and ensure that the data presented
in them do not duplicate results described elsewhere in the article. Please avoid using
vertical rules and shading in table cells.

References

Citations in the text should follow the referencing style used by the American
Psychological Association. You are referred to the Publication Manual of the American
Psychological Association, Sixth Edition, ISBN 1-4338-0559-6, copies of which may be
ordered from http://books.apa.org/ books.cfm?id=4200067 or APA Order Dept., P.O.B.
2710, Hyattsville, MD 20784, USA or APA, 3 Henrietta Street, London, WC3E 8LU, UK.
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Details concerning this referencing style can also be found at
http://humanities.byu.edu/linguistics/Henrichsen/APA/APAQ1.html

Citation in text

Please ensure that every reference cited in the text is also present in the reference list
(and vice versa). Any references cited in the abstract must be given in full. Unpublished
results and personal communications are not recommended in the reference list, but
may be mentioned in the text. If these references are included in the reference list they
should follow the standard reference style of the journal and should include a
substitution of the publication date with either 'Unpublished results' or 'Personal
communication'. Citation of a reference as 'in press' implies that the item has been
accepted for publication.

Web references

As a minimum, the full URL should be given and the date when the reference was last
accessed. Any further information, if known (DOI, author names, dates, reference to a
source publication, etc.), should also be given. Web references can be listed separately
(e.g., after the reference list) under a different heading if desired, or can be included in
the reference list.

Data references

This journal encourages you to cite underlying or relevant datasets in your manuscript
by citing them in your text and including a data reference in your Reference List. Data
references should include the following elements: author name(s), dataset title, data
repository, version (where available), year, and global persistent identifier. Add
[dataset] immediately before the reference so we can properly identify it as a data
reference. The [dataset] identifier will not appear in your published article.

References in a special issue

Please ensure that the words 'this issue' are added to any references in the list (and any
citations in the text) to other articles in the same Special Issue.

Reference management software

Most Elsevier journals have their reference template available in many of the most
popular reference management software products. These include all products that
support Citation Style Language styles, such as Mendeley and Zotero, as well as
EndNote. Using the word processor plug-ins from these products, authors only need to
select the appropriate journal template when preparing their article, after which citations
and bibliographies will be automatically formatted in the journal's style. If no template is
yet available for this journal, please follow the format of the sample references and
citations as shown in this Guide.

Users of Mendeley Desktop can easily install the reference style for this journal by
clicking the following link:
http://open.mendeley.com/use-citation-style/clinical-psychology-review

When preparing your manuscript, you will then be able to select this style using the
Mendeley plug- ins for Microsoft Word or LibreOffice.
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Reference style

References should be arranged first alphabetically and then further sorted
chronologically if necessary. More than one reference from the same author(s) in the
same year must be identified by the letters "a", "b", "c", etc., placed after the year of
publication. References should be formatted with a hanging indent (i.e., the first
line of each reference is flush left while the subsequent lines are indented).

Examples: Reference to a journal publication: Van der Geer, J., Hanraads, J. A. J., &
Lupton R. A. (2000). The art of writing a scientific article. Journal of Scientific
Communications, 163, 51-59.

Reference to a book: Strunk, W., Jr., &White, E. B. (1979). The elements of style. (3rd
ed.). New York: Macmillan, (Chapter 4).

Reference to a chapter in an edited book: Mettam, G. R., & Adams, L. B. (1994). How to
prepare an electronic version of your article. In B.S. Jones, & R. Z. Smith (Eds.),
Introduction to the electronic age (pp. 281-304). New York: E-Publishing Inc.

[dataset] Oguro, M., Imahiro, S., Saito, S., Nakashizuka, T. (2015). Mortality data for
Japanese oak wilt disease and surrounding forest compositions. Mendeley Data, v1.
http://dx.doi.org/10.17632/ xwj98nb39r.1

Video

Elsevier accepts video material and animation sequences to support and enhance your
scientific research. Authors who have video or animation files that they wish to submit
with their article are strongly encouraged to include links to these within the body of the
article. This can be done in the same way as a figure or table by referring to the video or
animation content and noting in the body text where it should be placed. All submitted
files should be properly labeled so that they directly relate to the video file's content. In
order to ensure that your video or animation material is directly usable, please provide
the files in one of our recommended file formats with a preferred maximum size of 150
MB. Video and animation files supplied will be published online in the electronic version
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with your files: you can choose any frame from the video or animation or make a
separate image. These will be used instead of standard icons and will personalize the link
to your video data. For more detailed instructions please visit our video instruction
pages. Note: since video and animation cannot be embedded in the print version of the
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Supplementary material such as applications, images and sound clips, can be published
with your article to enhance it. Submitted supplementary items are published exactly as
they are received (Excel or PowerPoint files will appear as such online). Please submit
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RESEARCH DATA

This journal encourages and enables you to share data that supports your research
publication where appropriate, and enables you to interlink the data with your published
articles. Research data refers to the results of observations or experimentation that
validate research findings. To facilitate reproducibility and data reuse, this journal also
encourages you to share your software, code, models, algorithms, protocols, methods
and other useful materials related to the project.

Below are a number of ways in which you can associate data with your article or make a
statement about the availability of your data when submitting your manuscript. If you
are sharing data in one of these ways, you are encouraged to cite the data in your
manuscript and reference list. Please refer to the "References" section for more
information about data citation. For more information on depositing, sharing and using
research data and other relevant research materials, visit the research data page.

Data linking

If you have made your research data available in a data repository, you can link your
article directly to the dataset. Elsevier collaborates with a number of repositories to link
articles on ScienceDirect with relevant repositories, giving readers access to underlying
data that give them a better understanding of the research described.

There are different ways to link your datasets to your article. When available, you can
directly link your dataset to your article by providing the relevant information in the
submission system. For more information, visit the database linking page.

For supported data repositories a repository banner will automatically appear next to
your published article on ScienceDirect.

In addition, you can link to relevant data or entities through identifiers within the text of
your manuscript, using the following format: Database: xxxx (e.g., TAIR: AT1G01020;
CCDC: 734053; PDB: 1XFN).

Mendeley data

This journal supports Mendeley Data, enabling you to deposit any research data
(including raw and processed data, video, code, software, algorithms, protocols, and
methods) associated with your manuscript in a free-to-use, open access repository.
During the submission process, after uploading your manuscript, you will have the
opportunity to upload your relevant datasets directly to Mendeley Data. The datasets will
be listed and directly accessible to readers next to your published article online.

For more information, visit the Mendeley Data for journals page.
Transparency

To foster transparency, we encourage you to state the availability of your data in your
submission. If your data is unavailable to access or unsuitable to post, this gives you the
opportunity to indicate why. If you submit this form with your manuscript as a
supplementary file, the statement will appear next to your published article on
ScienceDirect.
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ARTICLE ENRICHMENTS
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The journal encourages authors to create an AudioSlides presentation with their
published article. AudioSlides are brief, webinar-style presentations that are shown next
to the online article on ScienceDirect. This gives authors the opportunity to summarize
their research in their own words and to help readers understand what the paper is
about. More information and examples are available. Authors of this journal will
automatically receive an invitation e-mail to create an AudioSlides presentation after
acceptance of their paper.

3D neuroimaging

You can enrich your online articles by providing 3D neuroimaging data in NIfTI format.
This will be visualized for readers using the interactive viewer embedded within your
article, and will enable them to: browse through available neuroimaging datasets; zoom,
rotate and pan the 3D brain reconstruction; cut through the volume; change opacity and
color mapping; switch between 3D and 2D projected views; and download the data. The
viewer supports both single (.nii) and dual (.hdr and .img) NIfTI file formats.
Recommended size of a single uncompressed dataset is maximum 150 MB. Multiple
datasets can be submitted. Each dataset will have to be zipped and uploaded to the
online submission system via the '3D neuroimaging data' submission category. Please
provide a short informative description for each dataset by filling in the 'Description’ field
when uploading a dataset. Note: all datasets will be available for downloading from the
online article on ScienceDirect. If you have concerns about your data being
downloadable, please provide a video instead. More information.

Interactive plots

This journal enables you to show an Interactive Plot with your article by simply
submitting a data file. Full instructions.
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Corresponding authors will receive an e-mail with a link to our online proofing system,
allowing annotation and correction of proofs online. The environment is similar to MS
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introduction of errors.

If preferred, you can still choose to annotate and upload your edits on the PDF version.
All instructions for proofing will be given in the e-mail we send to authors, including
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We will do everything possible to get your article published quickly and accurately.
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Electronic Search Terms

Concept 1: Childhood Trauma

“Child* abuse*”
[Title/Abstract]

“Child* trauma*”
[Title/Abstract]

“Physical* abuse*”’
[Title/Abstract]

Rape*
[Title/Abstract]

“Psychological* abuse*”
[Title/Abstract]

“Emotional* abuse*”
[Title/Abstract]

Neglect*
[Title/Abstract]

Maltreat™*
[Title/Abstract]

“Domestic abuse*”
[Title/Abstract]

“Interparental viole*”
[Title/Abstract]

“Interparental abuse™”
[Title/Abstract]

“Child* post traumatic stress disorder”
[Title/Abstract]

“Child PTSD”
[Title/Abstract]

Appendix B

OR

OR

OR

OR

OR

OR

OR

OR

OR

OR

OR

OR

AND
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Concept 2: Violent Outcomes

Viol*
[Title/Abstract]

Crim*
[Title/Abstract]

Aggress*
[Title/Abstract]

Offend*
[Title/Abstract]

Danger*
[Title/Abstract]

OR

OR

OR

OR
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Appendix C

Data Extraction Sheet

Author

Date

Title

Data set/study

Geographical Location

Year/s study completed

N

Average age of participants

Age CT measured
Age VO measured

Participant group

Gender ratio

Definition of childhood Trauma

Measure of Childhood Trauma

Definition of Violent outcomes

Measure of Violent outcomes

Length of time between exposure and
outcome

Attrition rate

Statistical methods and outcome
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Appendix D

Formulae Used to Calculate Odds Ratios

Odds Ratios from Frequencies or Proportions (Morris & Gardner, 1988)

Study Group Exposed

YES NO
Cases a b
Controls c d
Of = ad/fbe

95% Confidence Interval calculated through upper and lower limits on the log scale

-

T 1 - 3
tn{OR)£1.%4 [(uli + i + ;—+ i) then converted using the exponential function

i L
Cge) 1,111
. -.:Iﬁl.l.?kh—kc+:1}|

Odds Ratios from Regression Coefficients (Miller et al., 2001)

o ATEOTENNIET Cou i irTenL
=

Odds Ratios from Correlation Coefficients (Chinn, 2000; Rosenthal & DiMatteo, 2001)

Of =3

Odds Ratios from Chi Square Values (Rosenthal, 1994)

Ir.'.'!i FULLITE
L'l b
Then r converted as above.

Odds Ratios from Analysis of Variance Values (Thalheimer & Cook, 2002)

dm (Bl (L)
-'.“ L L [ LN

F = F statistic
it;= Number of subjects in treatment/exposed group
it = Number of subjects in comparison group

Then d converted to OR as above.
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Appendix E

Newcastle-Ottawa Quality Assessment Scale: Cohort Studies

COHORT STUDIES

Note: A study can be awarded a maximum of one star for each numbered item within the Selection
and Outcome categories. A maximum of two stars can be given for Comparability

Selection

1) Representativeness of the exposed cohort
a) truly representative of the average (describe) in the community
b) somewhat representative of the average in the community #

¢) selected group of users eg nurses, volunteers
d) no description of the derivation of the cohort

2) Selection of the non exposed cohort
a) drawn from the same community as the exposed cohort #
b) drawn from a different source
¢) no description of the derivation of the non exposed cohort

3) Ascertainment of exposure
a) secure record (eg surgical records) 3#
b) structured interview 3#
¢) written self report
d) no description

4) Demonstration that outcome of interest was not present at start of study
a) yes ¥
b) no

Comparability

1) Comparability of cohorts on the basis of the design or analysis

a) study controls for (select the most important factor) #

b) study controls for any additional factor s (This criteria could be modified to indicate specific
control for a second important factor.)
Outcome

1) Assessment of outcome
a) independent blind assessment 3#
b) record linkage 3%
c) self report
d) no description

2) Was follow-up long enough for outcomes to occur
a) yes (select an adequate follow up period for outcome of interest) #
b) no

3) Adequacy of follow up of cohorts

a) complete follow up - all subjects accounted for %*

b) subjects lost to follow up unlikely to introduce bias - small number lost-> 9% (select an
adequate %) follow up, or description provided of those lost) #

c) follow up rate < % (select an adequate %) and no description of those lost

d) no statement
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Appendix G

Additional Variables Considered in the Included Studies

Table G.1. Additional variables measured in the reviewed studies

Study Variables

Caspi et al., 2002 Genotype (gene encoding the
neurotransmitter MAOA); severity of
maltreatment.

English et al., 2002 Race; gender.

Herrenkohl et al., 1997 Severity of abuse; mother’s interaction with

child at pre-school.

Herrera & McCloskey, 2001 Gender.

Lansford et al., 2007 Race; gender.

Leach et al., 2016 Number of CT notifications; poly-
victimisation.

Millett et al., 2013 Individual factors — Race; age; disability;

juvenile substance use; juvenile mental
health service use by gender.
Family factors — Caregiver education;
caregiver mental health/substances; caregiver
arrest history; number of children in family
Neighbourhood factors - Residential
mobility; child poverty.

Narayan et al., 2014 Adolescent relational conflict; externalising
behaviour at age 16; life stress; gender.

Ogloff et al., 2012 Age at abuse; penetration; frequency of
abuse; number of perpetrators; presence of
criminal history.

Pardini et al., 2012 Race; socioeconomic status.
Individual predictors - Attention-deficit-
hyperactivity problems; depression; negative
attitude towards school; academic

achievement; religious observance; victim of
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Study

Variables

Rebellon & van Gundy, 2005
Siegel & Williams, 2003
Silvaetal., 2012

Smith & Thornberry, 1995

Thomas, 2007
Widom, 1989

Wright & Fagan, 2013
Zingraff et al., 1993

theft; serious injuries; interpersonal
callousness; anxiety; shy/withdrawn; attitude
towards delinquency; likelihood of getting
caught.

Family predictors — Family involvement;
family socioeconomic status; family on
public assistance; caretaker changes by age
10 years; house size; number of biological
parents in the home; parental reinforcement;
supervision; family size; housing quality.
School predictors — Repeated grade.

Peer predictors — Peer delinquency;
relationship with peers.

Neighbourhood predictors — Neighbourhood
poverty/crime.

Prior violence; social bonding.

Dependency status.

Conduct problems; hurtful and uncaring
behaviours; parent’s criminal convictions.
Number and type of maltreatment; severity of
maltreatment.

Gender; race; past violence.

Frequency of offence; type and number of
arrests.

Neighbourhood disadvantage; cultural norms.

Family structure.
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Table H.1. Quality Assessment Scores

Appendix H

Quality Assessment Scores on the Newcastle-Ottawa Scale

Study Selection Comparability Outcome Stars
Received
Representativeness Selectionof ~ Ascertainment  Demonstration ~ Comparability of ~ Assessment ~ Was follow-up  Adequacy of
of the exposed the non of exposure  that outcome of  cohorts on the of outcome long enough follow up of
cohort exposed interest was not basis of the for outcomes cohorts
cohort present at start design or to occur
of study analysis

Caspi et al., 2002 * * * * * * * * )
English et al., 2002 * * * * >k * * * 9
Herrenkohl et al., 1997 * * * * * 5
Herrera & McCloskey, 2001 * * * * * 5
Lansford et al., 2007 * * * % * 45
Leach et al., 2016 * * * * * * * * 8
Millett et al., 2013 * * * * *k * * * 9
Narayan et al., 2014 * * * * 4
Ogloff et al., 2012 * * * * *k * * * 9
Pardini et al., 2012 * * * * 4
Rebellon & van Gundy, 2005 * * * * 4
Siegel & Williams, 2003 * * * 1ok ok * * * 8.5
Silva et al., 2012 * *k * 4
Smith & Thornberry, 1995 * * * * * 5
Thomas, 2007 * * * * 4
Widom, 1989 * * * * *k * * * 9
Wright & Fagan, 2013 * * * Hk * 6
Zingraff et al., 1993 * * * * * * * 7

Note. Half stars awarded when there are differences between adolescent and adult outcome measurement. The quality assessment is based on the data used in the meta-analyses.
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Appendix |

Forest Plots

%

Studyname OR_ (95% CI) Weight
ViolentOffences
Widom, 1889 - — 14(1.0,2.1) a8.31
Zingraff, 1993 > 4B(1.1,208) 367
Herrenkohl, 1897 —_— 2.3(1.6,3.3) 8.34
Herrera, 2001 —_— 1.0 (0.6, 1.8) 7.53
Caspi, 2002 - 33(14,79) 6.00
English, 2002 —_— 3.8(29,5.0) B.65
Siegel, 2003 bl 2.2(1.0,5.0) 6.29
Rebellon, 2005 —_—— 20(12,33) 7.73
Lansford, 2007 i 1.2(09,1.7) 8.50
Thomas, 2007 —— 08(07,1.1) 878
Ogloff, 2012 —_—— 8.2(5.8,11.7) 8.36
Silva, 2012 —— 12(1.0,1.4) 802
Millett, 2013 = 25(2.1,3.0 8.90
Subtotal (l-squared = 93.6%, p = 0.000 _ 21(1.4,30) 100.00
OtherViclence
Smith, 1995 — 16(1.2,2.0) 19.81
QOgloff, 2012 76(27,215) 3.7
Pardini, 2012 —_—T 1.3 (0.8, 2.1) 11.70
Millett, 2013 —_— 2.0(1.4,29) 15.49
Wright, 2013 - 13(1.0,1.7) 19.39
MNarayan, 2014 —_—T 1.1 (0.6, 1.8) 10.01
Leach, 2016 — 15(1.2,20) 19.81
Subtotal (l-squared = 58.8%, p = 0.024] <> 1.6(1.3,1.9) 100.00
NOTE: Weights are from random effectg analysis

T T T T T

5 1 2 4 8 16

Figure 1.1. Odds of violent outcomes in cases with childhood trauma compared with
individuals who had not experienced childhood trauma by type of violent outcome (violent
offences vs. sex offences, dating violence, and violent acts/behaviours combined)

%
Stuttynarme OR_{85% CI) Weight
PhysicalAbuse
English, 2002 —_—— 27 (1.5, 4.5) 827
Herrankohl, 1987 — 23(1633 174
Herrera, 2001 —_—— 10{06 1.8 827
Lanslard, 2007 —f—— 12{08,17) 1267
Leach, 2016 - — 06(03,12) 632
Hebellon, 2005 —_—— 20(12,33) 888
Silva, 2012 ot 12{1.0,1.4 1570
Thomas, 2007 —— 1.1 (08, 1.5) 1275
Wright, 2013 = 13{1.0,17) 1380
Zingraft, 1593 39(07,214) 148
Subtotal {I-squared = 68.4%, p = 0.001} p— 14(11,17) 10000
SexualAbuse
English, 2002 —_— 231244 1878
Leach, 2016 L s E—— 06(01,24) 1345
Oglaif, 2012 —— B2(58, 11.7) 1980
Siegel, 2003 S a—— 22(1.0,50) 1802
Thomas, 2007 ————— 10{07,1.4) 1883
Zingraft, 1993 —— 1.7({02 188) 881

Sublotal {I-squared =93.2%, p = 0.000) == 20(07,55  100.00

Neglect

English, 2002 27(18,37 2273
Silva, 2012 14(10,1.8) 2310
Thomas, 2007 —— 06(04.08 2260
Zingraft, 1893 * 58(1.3.254) 9.66
Subtotal (l-squared = 90.4%, p = 0.000) == 16(08,28)  100.00

—_—
Herrenkohl, 1997 —_—— 1.6(1.1,25) 21.92
——
—_——

EmotionalAbuse

English, 2002 20(12,35 1619

Herrenkohl, 1997 — 12(08,1.6) 3064
Silva, 2012 —— 12(1.0,15 5317
Subtatal (l-squared = 36.7%, p = 0.206} _ 13(10,17) 10000
NOTE: Weights are from random effects analys*s

T T T T T T

5 1 z 4 8 18

Figure 1.2. Odds of violent outcomes in cases with childhood trauma compared with
individuals who had not experienced childhood trauma by type of childhood trauma (physical
abuse vs. sexual abuse vs. neglect vs. emotional abuse)
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%
Waeight

Studyname OR_ (95% CI)
PhysicalAbuse
Zingrafl, 1953 > 19(07,214) 205
Herrenkohl, 1997 23(1.6,33) 1347
Herrera, 2001 —_—— 1.0(06, 1.8)  10.04
English, 2002 27 (1.6, 4.8) 10,04
Rebellon, 2005 20(1.2,33) 10.78
Lansord, 2007 1.2(08,17) 1433
Thomas, 2007 —_— 1.1 (0.8, 1.5) 14.40
Sitva, 2012 1.2(1.0,14) 1685
Leach, 2016 —— 06(0.3,12) 753
Sublotal (l-squared = 71.9%, p = 0.000) 14(1.1,1.8) 100.00
Sexualfbuse
Zingrafl, 1953 ¥ 1.7(0.2,188) 991
English, 2002 —_— 23(1.2,44) 1879
Siegel, 2003 BB EE— 22(1.0,50) 1802
Thormas, 2007 —— 10(07,14) 1883
Oglal, 2012 B2(58 117) 1880
Leach, 2016 - 0.6 (0.1, 2.4) 13.45
Subtolal (-squared = 53.2%, p=0000) = ————— 20(0.7,55  100.00
Neglect
Zingrafl, 1953 > 58(1.3,254) 9686
Herrenkohl, 1987 16(1.1,25) 282
English, 2002 27(1.8,37 2273
Thomas, 2007 —— 0.6(0.4,0.8) 2260
Silva, 2012 14(1.0,1.8 2310
Sublotal (l-squared = $0.4%, p = 0.000) - 1.6(0.8,28) 100.00
EmationalAbuse
Herrenkohl, 1997 - 1.2(08 1.6) 3084
English, 2002 20(1.2,35 1619
Silva, 2012 12(1.0,15 5317
Sublotal (l-squared = 36.7%, p = 0.206) 13(1.0,17)  100.00
NOTE: Weights are from random effects analys:
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Figure 1.3. Odds of violent outcomes in cases with childhood trauma compared with
individuals who had not experienced childhood trauma by type of childhood trauma in
violent offences only

%

Studyname OR_ (95% CI) Weight
Selfreport
Herrenkohl, 1997 23(16,33) 16.10
Herrera, 2001 — 1.0(0.5, 1.8) 10.35
Rebellon, 2005 —_— 20(12,33) 1145
Lansford, 2007 - 12(08,1.7) 1784
Silva. 2012 e 12(1.0.14) 2420
Wright, 2013 —— 13(1.0,1.7) 20,07
Subtotal (-squared = 64.8%, o = 0.014) < 14(1.1,18) 100.00
OfficialRecord
Widom, 1389 ——— 14(10,21) 13.17
Zingraff, 1983 > 48(1.1,20.6) 512
Smith, 1995 — 16(12,20) 13.97
English, 2002 38(29,5.0) 13.86
Oagloff, 2012 B2(58,11.7) 13.29
Pardini, 2012 —t—l—— 1.3(08.2.1) 1226
Millett, 2013 25(21,3.0) 1436
Leach, 2016 — 15(12,20) 13.97
Subtotal (I-squared = 92.6%, D = 0.000) 2.4(1.6,356) 100.00
NOTE: Weights are from random effects analysis{

I I

5 1 16

Figure 1.4. Odds of violent outcomes in cases with childhood trauma compared with
individuals who had not experienced childhood trauma by type of measure of childhood
trauma (self-report vs. official records)
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%

Studyname OR_({95% Cl) Weight
OfficialRecord
Widom, 1989 [—— 14(1.0,2.1) 9.94
Zingraff, 1993 - > 4.8(1.1,208) 4.21
Herrera, 2001 —_—— 1.0(0.6,1.8) 8.94
Caspi, 2002 -+ 33(1.4,7.9) 7.03
English, 2002 — 3.8(2.9,5.0) 10.39
Siegel, 2003 > 22(1.0,5.0) 7.39
Lansford, 2007 - 1.2(08,1.7) 10.19
QOglofi, 2012 —_— 8.2(58 1.7) 1001
Silva, 2012 [—— 1.2(1.0,1.4) 10.74
Millett, 2013 —— 25(21,3.0) 10.71
Leach, 2016 — 1.5(1.2,2.0) 10.45
Subtotal (l-squared = 93.3%, p = 0.000) "::::::" 22(15,32) 100.00
Selfreport
Smith, 1995 —_— 16(1.2,2.0) 14.68
Herrenkohl, 1997 —_— 23(1.6,33) 1258
Rebellon, 2005 —_—— 20(1.2,33) 9.88
Lansford, 2007 — 1.8(1.3,24) 13.68
Thomas, 2007 — 0.9(0.7,1.1) 15.23
Pardini, 2012 —_— 1.3(0.8,2.1) 10.29
Wright, 2013 —— 13(1.0,1.7) 14.49
Narayan, 2014 r— 1.1(06,1.8 9.6
Subtotal (l-squared = 75.5%, p = 0.000) <:> 15(1.2,1.9) 100.00
NOTE: Weights are from random effects dnalysis

T T T T T

5 1 2 4 8 16

Figure 1.5. Odds of violent outcomes in cases with childhood trauma compared with
individuals who had not experienced childhood trauma by type of measure of violent

outcome (official records vs. self-report)

%

Studyname OF_(85% CI)  Weight
Othar
Smith, 1995 —_— 1.6(1.2,2.0) 13.67
Herrora, 2001 ——— 1.0 (0.8, 1.8) 8.23
Gagpi, 2002 -+ 33(1.4,79) a.o07
HAebellon, 2005 —_— 2.0(1.2,3.3) 6.96
Lanslord, 2007 —-—— 1.2 (08,17 11.57
Thomas, 2007 —tp— 0.8 (0.7, 1.1) 14.73
Pardini, 2012 —_—T 1.3 (08, 2.1) .40
Silva, 2012 [—— 1.2(1.0,1.4) 16.81
Wright, 2013 [—~— 1.3(1.0,1.7) 13.33
Marayan, 2014 e — 1.1 (0.6, 1.8) 6.23
Subtotal (l-eguared = 57.1%, p = 0.013) <> 1.3 (1.1, 1.5} 100,00
ChildProtection
Widom, 1989 —=— 1.4 (1.0,2.1) 13.69
Zingrall, 1953 4.8(1.1,206) 512
Herrenkahl, 1997 —B— 2.3 (1.6 3.3) 13.76
English, 2002 — a.8 (2.8, 5.0) 14.45
Siegel, 2003 — 2.2 (1.0, 5.0) 9.60
Oglall, 2012 —_— 8.2 (58, 11.7)  13.81
Millett, 2013 —— 2.5 (2.1, 3.0) 15.01
Leach, 2016 —— 1.5 (1.2, 2.0) 14.56
Subtotal (l-squared = 91.0%, p = 0.000) _ 2.7 (1.8, 4.1} 100,00
MOTE: Weights are from random effects angdiysis

T T T T T

& 1 2 4 8 16

Figure 1.6. Odds of violent outcomes in cases with childhood trauma compared with

individuals who had not experienced childhood trauma by type of sample (child protection

vs. general population and specially selected combined)
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Appendix J

Table of all the Random-effects Pooled Crude Odds Ratios

Table J.1.Pooled Crude Odds Ratios

Characteristic K N cases Random-effects Heterogeneity /- (%)
included in the pooled crude OR
study (95% CI)
Type of VO
Violent Offences 13 21,032 2.1(1.4-3.0) 94
Other 7 52,041 1.6 (1.3-1.9) 89
Type of CT
Physical Abuse 10 46,960 1.4 (1.1-1.7) 68
Sexual Abuse 6 47,852 2.0 (0.7-5.5) 93
Neglect 5 5,208 1.6 (0.9-2.9) 90
Emotional Abuse 3 3,023 1.3(1.0-1.7) 37
Violent Offences only by Type of CT
Physical Abuse 9 45,588 1.4 (1.1-1.8) 72
Sexual Abuse 6 47,852 2.0 (0.7-5.5) 93
Neglect 5 5,208 1.6 (0.9-2.9) 90
Emotional Abuse 3 3,023 1.3(1.0-1.7) 37
Type of measure of CT
Official record 8 54,730 2.4 (1.6-3.6) 93
Self-report 6 4,891 1.4 (1.1-1.8) 65
Type of measure of VO
Official record 11 55,768 2.2 (1.5-3.2) 93
Self-report 8 7,066 1.5(1.2-1.9) 76
Sample
Child Protection Sample 8 54,167 2.7(1.8-4.1) 91
Other (General Population and 10 8,240 1.3(1.1-1.5) 57
Specially Selected Samples)
Overall 18 60,407 1.8 (1.4-2.4) 92
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Appendix K

Influence of a Single Study

Meta-analysis estimates, given named study is omitted
| Lower CI Limit O Estimate | Upper CI Limit

Caspi, 2002 I £ |
English, 2002
Herrenkohl, 1987
Herrera, 2001 I
Lansford, 2007 [ L |
Leach, 2016 | |
Millett, 2013
Narayan, 2014 t
Ogloff, 2012 I
Pardini, 2012 i
Rebellon, 2005 | |
Siegel, 2003 | |

D

©

]

D

P+ 0"

Silva, 2012 :
Smith, 1995 I |

Thomas, 2007 |
Wright, 2013 I Q |
Widom, 1989

Zingraff, 1993 I 1

[ 4]

1.46 1.58 1.70 1.82

Figure K.1. Influence of each study on the overall meta-analysis result

1.88
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Appendix L

Author Guidelines for the Journal of Forensic Psychiatry and Psychology

Preparing your paper
Structure

Manuscripts should be compiled in the following order: title page (including
Acknowledgements as well as Funding and grant-awarding bodies); abstract;
keywords; main text; references; appendices (as appropriate); table(s) with
caption(s) (on individual pages); figure caption(s) (as a list).

Word limits

Please include a word count for your paper.

A typical manuscript for this journal should be no more than 5000 words; this limit
does not include references.

Review papers (e.g. systematic reviews, meta-analyses, law reviews) and some
empirical studies may require greater length and the Editors are happy to receive
longer papers.

We encourage brevity in reporting research.

A typical brief report for this journal should be no more than 2000 words; this limit
includes references. Normally, there should be a maximum of one table.

Style guidelines

Please refer to these style guidelines when preparing your paper, rather than any
published articles or a sample copy.

Please use any spelling style consistently throughout your manuscript.

Please use single quotation marks, except where 'a quotation is "within" a quotation'.
Please note that long quotations should be indented without quotation marks.

Section headings should be concise.
Formatting and templates

Papers may be submitted in any standard format, including Word. Figures should be
saved separately from the text. To assist you in preparing your paper, we provide
formatting templates.
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http://authorservices.taylorandfrancis.com/tf_quick_guide/

Word templates are available for this journal. Please save the template to your hard
drive, ready for use.

If you are not able to use the templates via the links (or if you have any other
template queries) please contact authortemplate @tandf.co.uk

References

Please use this reference style guide when preparing your paper. An EndNote output
style is also available to assist you.

Checklist: what to include

Author details. Please include all authors’ full names, affiliations, postal
addresses, telephone numbers and email addresses on the title page. Where
available, please also include ORCID identifiers and social media handles
(Facebook, Twitter or LinkedIn). One author will need to be identified as the
corresponding author, with their email address normally displayed in the article PDF
(depending on the journal) and the online article. Authors’ affiliations are the
affiliations where the research was conducted. If any of the named co-authors moves
affiliation during the peer-review process, the new affiliation can be given as a
footnote. Please note that no changes to affiliation can be made after your paper is
accepted. Read more on authorship.

A non-structured abstract of no more than 200 words. Read tips on writing
your abstract.

You can opt to include a video abstract with your article. Find out how these
can help your work reach a wider audience, and what to think about when filming.

3 —6 keywords. Read making your article more discoverable, including
information on choosing a title and search engine optimization.

Funding details. Please supply all details required by your funding and grant-
awarding bodies as follows:

For single agency grants: This work was supported by the [Funding Agency] under
Grant [number xxxx].

For multiple agency grants: This work was supported by the [Funding Agency 1];
under Grant [number xxxx]; [Funding Agency 2] under Grant [number xxxx]; and
[Funding Agency 3] under Grant [number xxxx].

Disclosure statement. This is to acknowledge any financial interest or
benefit that has arisen from the direct applications of your research. Further
guidance on what is a conflict of interest and how to disclose it.

Geolocation information. Submitting a geolocation information section, as a
separate paragraph before your acknowledgements, means we can index your
paper’s study area accurately in JournalMap’s geographic literature database
and make your article more discoverable to others.

Supplemental online material. Supplemental material can be a video,
dataset, fileset, sound file or anything which supports (and is pertinent to) your
paper. We publish supplemental material online via Figshare. Find out more
about supplemental material and how to submit it with your article.
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9. Figures. Figures should be high quality (1200 dpi for line art, 600 dpi for
grayscale and 300 dpi for color, at the correct size). Figures should be saved as
TIFF, PostScript or EPS files. More information on how to prepare artwork.

10. Tables. Tables should present new information rather than duplicating what is
in the text. Readers should be able to interpret the table without reference to the text.
Please supply editable files.

11. Equations. If you are submitting your manuscript as a Word document,
please ensure that equations are editable. More information about mathematical
symbols and equations.

12. Units. Please use Sl units (non-italicized).

13.Case reports

14.Case reports should be accompanied by the written consent of the subject. If
a subject is not competent to give consent the report should be accompanied
by the written consent of an authorized person.

15.Using third-party material in your paper

16. You must obtain the necessary permission to reuse third-party material in
your article. The use of short extracts of text and some other types of material
is usually permitted, on a limited basis, for the purposes of criticism and
review without securing formal permission. If you wish to include any material
in your paper for which you do not hold copyright, and which is not covered by
this informal agreement, you will need to obtain written permission from the
copyright owner prior to submission. More information on requesting
permission to reproduce work(s) under copyright.

17.Submitting your paper

18.This journal uses ScholarOne Manuscripts to manage the peer-review
process. If you haven't submitted a paper to this journal before, you will need
to create an account in the submission centre. Please read the guidelines
above and then submit your paper in the relevant author centrewhere you will
find user guides and a helpdesk.

19.Please note that The Journal of Forensic Psychiatry &
Psychology uses Crossref™ to screen papers for unoriginal material. By
submitting your paper to The Journal of Forensic Psychiatry &
Psychology you are agreeing to originality checks during the peer-review and
production processes.

20.0n acceptance, we recommend that you keep a copy of your Accepted
Manuscript. Find out more about sharing your work.

21.Publication charges

22.There are no submission fees or page charges for this journal.

23.Color figures will be reproduced in color in your online article free of charge. If
it is necessary for the figures to be reproduced in color in the print version, a
charge will apply.

24.Charges for color figures in print are £250 per figure ($395 US Dollars; $385
Australian Dollars; €315). For more than 4 color figures, figures 5 and above
will be charged at £50 per figure ($80 US Dollars; $75 Australian Dollars;
€63). Depending on your location, these charges may be subiject to local
taxes.

25.Copyright options
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26.Copyright allows you to protect your original material, and stop others from
using your work without your permission. Taylor & Francis offers a number of
different license and reuse options, including Creative Commons licenses
when publishing open access. Read more on publishing agreements.

27.Complying with funding agencies

28.We will deposit all National Institutes of Health or Wellcome Trust-funded
papers into PubMedCentral on behalf of authors, meeting the requirements of
their respective open access (OA) policies. If this applies to you, please tell
our production team when you receive your article proofs, so we can do this
for you. Check funders' OA policy mandates here. Find out more
about sharing your work.

29.0pen access

30.This journal gives authors the option to publish open access via our Open
Select publishing program, making it free to access online immediately on
publication. Many funders mandate publishing your research open access;
you can check open access funder policies and mandates here.
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of paying an article publishing charge (APC) to make an article open access.
Please contact openaccess@tandf.co.uk if you would like to find out more, or
go to our Author Services website.

32.For more information on license options, embargo periods and APCs for this
journal please search for the journal in our journal list.

33.My Authored Works

34.0n publication, you will be able to view, download and check your article’s
metrics (downloads, citations and Altmetric data) via My Authored Works on
Taylor & Francis Online. This is where you can access every article you have
published with us, as well as your free eprints link, so you can quickly and
easily share your work with friends and colleagues.

35.We are committed to promoting and increasing the visibility of your article.
Here are some tips and ideas on how you can work with us to promote your
research.

36.Article reprints

37.You will be sent a link to order article reprints via your account in our
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print copies of the journal issue in which your article appears.
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Appendix M

Rationale for Measurement of Additional Clinical Factors and Measure Selection

Additional Clinical Factors

Mental health difficulties, neurological and cardiovascular disorders, substance misuse, and
intellectual ability can contribute to performance on measures of executive functioning. For
this reason information on these factors was recorded to assist interpretation of impaired
performance on the Stroop and Verbal Fluency tests.

Mental health/psychiatric disorders

Individuals diagnosed with a psychiatric disorder can show impairments across a range of
neuropsychological domains, including executive functioning. Schizophrenia has been
associated with generalised cognitive impairments, with the most severe deficits seen in
episodic memory and executive functioning (Gray, McMahon, & Gold, 2013; Reichenberg &
Harvey, 2007). Furthermore, violent forensic patients with schizophrenia have shown more
impairment in executive functioning than non-violent patients with schizophrenia (Barkataki
et al., 2005).

Deficits in executive functioning have been seen in those with depression (Liotti &
Mayberg, 2001) and there is evidence that suicidality has neuropsychological markers. Meta-
analyses in this area found that suicide was associated with impairments in decision making,
problem solving, and cognitive flexibility (Jollant, Lawrence, Olié, Guillaume, & Courtet,
2011; Richard-Devantoy, Berlim, & Jollant, 2014). People with substance-use disorders have
been found to have impairments in a range of domains, including executive functioning
(Bates, Voelbel, Buckman, Labouvie, & Barry, 2005; Scott et al., 2007), while forensic

populations with antisocial personality disorder are shown to have impairments in the
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executive functions of planning, set shifting, and response inhibition/selection (Dolan &
Park, 2002).

It was expected that the presence of psychiatric disorders and mental health symptoms
would be associated with lower executive functioning scores on the measures. Specific to
hypothesis two, depression, alcohol, and drug scores were predicted to negatively correlate
with scores on the Verbal Fluency and Stroop tests.

Neurological and cardiovascular conditions

Executive dysfunction is common in conditions that damage the neurological systems
responsible for, or supporting, executive functions (Arciniegas, 2013). It can occur in a range
of neurological conditions such as traumatic brain injury, dementia, age-related cognitive
impairment, multiple sclerosis, and Huntington’s disease (Kramer & Stephens, 2014).
Similarly, cardiovascular disorders can negatively impact executive functioning through
reduced cerebral blood flow or metabolism (Waldstein, Wendell, Hosey, Seliger, & Katzel,
2010). The presence of neurological and cardiovascular conditions (including high blood
pressure) was expected to be associated with poorer performance on the tests of executive
functioning. While there was not a specific hypothesis related to these conditions,
information on these factors would be used to interpret any deficits identified.

Medication

Slowing of processing speed can be a side effect of a range of psychiatric and anti-epileptic
medications that can result in a poorer performance on measures of executive functioning,
including the Stroop and Verbal Fluency Tests (Barr, 2015; Eddy, Rickards, & Cavanna,
2011; Konopka & Zimmerman, 2014). While there was no specific hypothesis set for
medication use, this information would be used to discuss impaired performance on the tests

of executive functioning.
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Intellectual functioning
Measures of intellectual functioning are shown to positively correlate with measures of
executive functioning such as the D-KEFS test battery (Groth-Marnat & Wright, 2016). It is
therefore beneficial to measure intellectual functioning when assessing executive functioning,
and vice versa, to consider the effect of these processes on test performance (Weiss,
Saklofske, Coalson, & Raiford, 2010). Caution is given in using measures of executive
functioning with individuals presenting with lower levels of intellectual functioning (IQ <85)
because EF test performance is not a valid reflection of EF and may merely reflect low
intellectual functioning (Pyszora, Jaldow, & Kopelman, 2009; Strauss et al., 2006).
Measure Selection
Criteria for selection of measures
The following criteria were considered important when selecting the measures:
e Adequate psychometric properties — to ensure validity and reliability
e Prior use with forensic populations — to ensure feasibility in present study
e Brevity —to ensure feasibility and maximise engagement
e Could be administered to participants — to avoid difficulties such as inability to
complete written tasks due to physical disability and to control the length of the
session (which could be substantially increased if relying on the participant to
individually complete each measure).
Selection of measures of executive functioning
The Stroop and Verbal Fluency tests were considered to meet all the above criteria, and they
were two of the more commonly use measures with forensic and antisocial samples (as
highlighted by Morgan and Lilienfeld, 2000, and Ogilvie, Stewart, Chan, & Shum, 2011).

Other measures that assess mental flexibility and response inhibition were also considered,
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such as the Trail Making Test and the Wisconsin Card Sorting Test, however, these were not
deemed to meet the above criteria as well as the Verbal Fluency and Stroop tests.

Measures assessing other domains of executive functioning were contemplated,
primarily decision making. Decision making was of interest as disadvantageous or risky
decision making is thought to indicate an inability to comprehend or weigh up future
consequences, which may lead people to engage in criminal activity (Monterosso,
Kalechstein, & Cordova, 2007). This has been assessed using the lowa Gambling Task (IGT)
in forensic groups (Yechiam et al. 2008). Due to the greater time constraints of this task,
requirement for electronic administration, and less frequent use with forensic samples
(compared to the Verbal Fluency and Stroop tests) this measure was not included.

Serious consideration was given to the use of a self-report questionnaire measure of
executive functioning (the Dysexecutive [DEX] Questionnaire from the Behavioural
Assessment of the Dysexecutive System [BADS], Wilson, Alderman, Burgess, Emslie &
Evans, 1996). Such questionnaires are typically administered to the client as well as an
independent rater who knows them well — often a family or staff member. For the DEX the
independent rater’s scores (particularly if completed by a professional) can detect executive
dysfunction, however self-ratings are seen to have no relationship with executive functioning
scores achieved on tests (Bennett, Ong, & Ponsford, 2005; Norris & Tate, 2000). For this
reason, it was decided that the implementation of the DEX would not necessarily answer the
research questions and meet the aims of the study.

Consideration of other measures of mental health, cognitive impairment, and intellectual
functioning

In development of the study other measures were considered to assess additional areas known
to impact executive functioning. These included assessment of personality disorder (using the

Structured Clinical Interview for Diagnostic and Statistical Manual of Mental Disorders-1V
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Axis 1l [SCID-I1], First, Spitzer, Gibbon, Williams, & Benjamin, 1997), Autism Spectrum
Disorder (using the Autism Spectrum Quotient-10 [AQ-10], Allison, Auyeung, & Baron-
Cohen, 2012), anxiety (using the Beck Anxiety Inventory [BAI], Beck, Epstein, Brown, &
Steer, 1988), and suicidality (using the Beck Scale for Suicidal Ideation [BSS], Beck,
Kovacs, & Weissman, 1979). While each of these measures could have provided useful
information, the need for brevity was regarded to outweigh the benefits of their use —
especially as the Mini Neuropsychiatric Interview (MINI) would provide information on
nearly all of these areas.

Alternative measures of cognitive impairment were contemplated, specifically the
Montreal Cognitive Assessment (MoCA [Nasreddine et al., 2005]) given its good
psychometric properties. However, because the MoCA includes assessment of executive
functioning (while the Six-Item Cognitive Impairment Test [6CIT] does not) the 6CIT was
favoured. This decision was made to reduce the overlap between the cognitive impairment
and executive function measures, which would make it easier to determine whether any
identified deficits were specific to executive functioning.

The National Adult Reading Test (NART, [Beardsall & Brayne, 1990]) was
considered as an alternative to the Test of Premorbid Functioning (TOPF). The TOPF was
favoured as it is the most up-to-date test and because the NART has been found to
significantly over-estimate FSIQ predictions among people with average and low average 1Q

(Watt, Gow, Norton, & Crowe, 2016).

References
Allison, C., Auyeung, B., & Baron-Cohen, S. (2012). Toward brief “red flags” for
autism screening: the short autism spectrum quotient and the short quantitative

checklist in 1,000 cases and 3,000. Journal of the American Academy of Child &

144



Adolescent Psychiatry, 51, 202-217. Retrieved from http://docs.autism
researchcentre.com/papers/2012_Allisonetal JAACAP_RedFlags.pdf

Arciniegas, D. B. (2013). Mental state examination. In D. B. Arciniegas, C. A. Anderson, &

C. M. Filley (Eds.), Behavioural neurology & neuropsychiatry (pp. 344-393).
Cambridge, England: Cambridge University Press.

Barkataki, I., Kumari, V., Das, M., Hill, M., Morris, R., O'Connell, P., ... Sharma, T.(2005).
A neuropsychological investigation into violence and mental illness. Schizophrenia
Research, 74, 1-13. doi:10.1016/j.schres.2004.08.001

Barr, W. B. (2015). Neuropsychological assessment of patients with epilepsy. In W. B. Barr

& C. Morrison (Eds.), Handbook on the neuropsychology of epilepsy (pp. 1-36). New
York, NY: Springer.

Bates, M. E., Voelbel, G. T., Buckman, J. F., Labouvie, E. W., & Barry, D. (2005).
Short-term neuropsychological recovery in clients with substance use disorders.
Alcoholism: Clinical & Experimental Research, 29, 367-377.
doi:10.1097/01.ALC.0000156131.88125.2A

Beardsall, L., & Brayne, C. (1990). Estimation of verbal intelligence in an elderly
community: a prediction analysis using a shortened NART. British Journal of
Clinical Psychology, 29, 83-90. Retrieved from http://www.ncbi.nlm.
nih.gov/pubmed/2310873

Beck, A.T., Epstein, N., Brown, G., & Steer, R.A. (1988). An inventory for measuring
clinical anxiety: Psychometric properties. Journal of Consulting and Clinical
Psychology, 56, 893-897. Retrieved from  www.ncbi.nih.gov/pubmed/3204199

Beck, A. T., Kovacs, M., & Weissman, A. (1979). Assessment of suicidal intention: the scale
for suicide ideation. Journal of Consulting and Clinical Psychology, 47, 343-352.

Retrieved from https://www.ncbi.nlm.nih.gov/pubmed/469082

145



Bennett, P. C., Ong, B., & Ponsford, J. (2005). Measuring executive dysfunction in an
acute rehabilitation setting: Using the dysexecutive questionnaire (DEX). Journal of
the International Neuropsychological Society, 11, 376-385. doi:
10.10170S1355617705050423

Dolan, M., & Park, 1. (2002). The neuropsychology of antisocial personality disorder.
Psychological Medicine, 32, 417-427. doi: 10.1017/S0033291702005378

Eddy, C. M., Rikards, H. E., & Cavanna, A. E. (2011). The cognitive impact of
antiepileptic drugs. Therapeutic Advances in Neurological Disorders, 4, 358-

407. doi: 10.1177/1756285611417920

First, M.B., Spitzer, M., Gibbon, R. L., Williams, J. B. W., & Benjamin, L. S. (1997). The
Structured Clinical Interview for DSM-IV Axis 1l Personality Disorders.
Washington, DC: American Psychiatric Press

Gray, B. E., McMahon, R. P., & Gold, J. M. (2013). General intellectual ability does not
explain the general deficit in schizophrenia. Schizophrenia Research, 147, 315-3109.
doi:10.1016/j.schres.2013.04.016

Groth-Marnat, G. & Wright, A. J. (2016). Handbook of psychological assessment (6th
ed.). Hoboken, NJ: John Wiley & Sons, Inc.

Jollant, F., Lawrence, N. L., Olié, E., Guillaume, S., & Courtet, P. (2011). The suicidal mind
and brain: a review of neuropsychological and neuroimaging studies. The World
Journal of Biological Psychiatry, 12, 319-339. doi: 10.3109/15622975.2011.556200

Konopka, L. M. & Zimmerman, E. M. (2014). Neurofeedback and psychopharmacology. In
D. S. Cantor & J. R. Evans (Eds.), Clinical Neurotherapy: Applications of techniques

for treatment (pp. 55-84). London, England: Academic Press.

146



Kramer, J. H., & Stephens, M. L. (2014). Executive function. In M. J. Aminoff & R. B.
Daroff (Eds.), The neurological sciences (2nd ed., pp. 236-238). London, England:
Academic Press.

Liotti, M. & Mayberg, H. S. (2001). The role of functional neuroimaging in the
neuropsychology of depression. Journal of Clinical and Experimental
Neuropsychology, 23, 121-136. doi: 10.1076/jcen.23.1.121.1223

Monterosso, J. R., Kalechstein, A., & Cordova, X. (2007). If only the hangover preceded
intoxication: an integration of behavioral economic and neuropsychological
approaches to impulsive choice. In A. Kalechstein & W. G. van Gorp (Eds.),
Neuropsychology and substance use: State-of-the-art and future directions (pp. 407-
435). New York, NY: Taylor and Francis.

Morgan, A. B., & Lilienfeld, S. O. (2000). A meta-analytic review of the relation between
antisocial behavior and neuropsychological measures of executive function. Clinical
Psychology Review, 20, 113-136. doi: 10.1016/S0272-7358(98)00096-8

Nasreddine, Z. S., Phillips, N. A., Bédirian, V., Charbonneau, S., Whitehead, V., Collin, 1.,
... Chertkow, H. (2005). The Montreal cognitive assessment, MoCA: A brief
screening tool for mild cognitive impairment. Journal of the American Geriatrics
Society, 53, 695-699. doi:10.1111/j.1532-5415.2005.53221.x

Norris, G., & Tate, R. L. (2000). The behavioural assessment of dysexecutive syndrome
(BADS): Ecological, concurrent and construct validity. (2010). Neuropsychological
Rehabilitation, 10, 3-45. doi: 10.1080/09602010038928

Ogilvie, J. M., Stewart, A. L., Chan, R. C. K., & Shum, D. H. K. (2011).
Neuropsychological measures of executive function and antisocial behavior: A meta-

analysis. Criminology, 49, 1063-1107. doi:10.1111/j.1745- 9125.2011.00252.x

147



Pyszora, N., Jaldow, E., & Kopelman, M. (2009). Amnesia. In S. Young, M. Kopelman, &
Gudjonsoon, G. (Eds.), Forensic neuropsychology in practice: A guide to assessment
and legal processes (pp. 135-165). Oxford, England: Oxford University Press.

Reichenberg, A., & Harvey, P. D. (2007). Neuropsychological impairments in
schizophrenia: Integration of performance-based and brain imaging findings.
Psychological Bulletin, 133, 833-858. d0i:10.1037/0033-2909.134.3.382

Richard-Devantoy, S., Berlim, M. T., & Jollant, F. (2014). A meta-analysis of
neuropsychological markers of vulnerability to suicidal behavior in mood disorders.
Psychological Medicine, 44, 1-11. doi: 10.1017/S0033291713002304

Scott, J. C., Woods, S. P., Matt, G. E., Meyer, R. A, Heaton, R. K., Atkinson, J. H., &
Grant, 1. (2007). Neurocognitive effects of methamphetamine: A critical review and
meta-analysis. Neuropsychology Review, 17, 275-297. doi:10.1007/s11065-007-
9031-0

Strauss, E., Sherman, E. M. S., & Spreen, O. (2006). A compendium of neuropsychological
tests: Administration, norms and commentary (3rd ed.). Oxford, England: Oxford
University Press.

Waldstein, S. R., Wendell, C. R., Hosey, M. M., Seliger, S. L., & Katzel, L. I. (2010).
Cardiovascular disease and neurocognitive function. In C. L. Armstrong & L.
Morrow (Eds.), Handbook of medical neuropsychology: Applications of cognitive
neuroscience (pp. 69-100). New York, NY: Springer Science+Business Media.

Watt, S., Gow, B., Norton, K., & Crowe, S. F. (2016). Investigating discrepancies between
predicted and observed adult intelligence scale-version 1V full-scale intelligence
quotient scores in a non-clinical sample. Australian Psychologist, 51, 380-388. doi:

10.1111/ap.12239

148



Weiss, L. G., Saklofske, D. H., Coalson, D. L., & Raiford, S. E. (2010). Theoretical,
empirical and clinical foundations of the WAIS-1V index scores. In L. G. Weiss, D.
H. Saklofske, D. L. Coalson, & S. E. Raiford (Eds.), WAIS-IV clinical use and
interpretation (pp. 61-96). London, England: Academic Press.

Wilson, B. A., Alderman, N., Burgess, P. W., Emslie, H., & Evans, J. J. (1996).
Behavioural Assessment of the Dysexecutive Syndrome. Bury St Edmunds:
Thames Valley Test Company.

Yechiam, E., Kanz, J. E., Bechara, A., Stout, J. C., Busemeyer, J. R., Altmaier, E. M., &
Paulsen, J. S. (2008). Neurocognitive deficits related to poor decision making in
people behind bars. Psychonomic Bulletin & Review, 15, 44-51. doi:

10.3758/PBR.15.1.44

149



Appendix N

Additional Information on Probation Services

People are placed on probation after a court ordered community sentence, a suspended
sentence, or following release from prison. Probation services function to "protect the public;
reduce reoffending; carry out the proper punishment of offenders; ensure offenders are aware
of the effects of crime on the victims of crime and the public; and rehabilitate offenders”
(National Audit Office, 2014, p. 9). Probationers are monitored through regular meetings to
ensure adherence to sentence plans. They may be required to complete unpaid work, training
courses, drug programmes, or other treatments.

Following government reforms, the probation services in England and Wales moved
to a payment by results approach. They were opened up to the private and charity sector to
increase efficiency of service delivery through competition (Home Office, 2015). The public
sector probation services (National Probation Service [NPS]) remain responsible for
offenders with the highest risk of harm to others, and therefore supervise primarily violent
and sexual offenders [National Audit Office, 2014]). The private and charity sector (known

as the Community Resettlement Companies [CRCs]) supervise all other offenders.
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Appendix O

Copies of the MINI, GDS-15, AUDIT, DAST-10, and 6CIT

The Mini Neuropsychiatric Interview

M.LN.IL

MINI INTERNATIONAL NEUROPSYCHIATRIC INTERVIEW

English Version 5.0.0

DSM-IV

USA: D. Sheehan, J. Janavs, R. Baker, K. Harnett-Sheehan, E. Knapp, M. Sheehan
University of South Florida - Tampa
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by any means, electronic or mechanical, including photocopying, or by any information storage or
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and clinicians working in nonprofit or publicly owned settings (including universities, nonprofit
hospitals, and government institutions) may make copies of a M.IN.L instrument for their own
clinical and research use.
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This program is not designed or intendad to be wsed in the place of 2 fill medical and psychiatric evalumion by 2 qualified
licensed physician - psychizinst. It is intemded omly as a tool 10 facalitate accurate detz collection and processing of
symptoms elicited by trained personnel
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GENERAL INSTRUCTIONS
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A. MAJOR DEPRESSIVE EPISODE

(W MEANS & GO TO THE DIAGNOS TH BOXES, CIRCLE NO IV ALL DEAGNOSTIC BONES, AND MOAE TO THE NEXT MOOULE)

Al Have you been consistently depressed oc down, most of the day, nearly NO  YES
every day, for the past two weeks?
A2 In the past two weeks, have you been much less interested s most thngs or NO YES
mrech less sbie o emjoy the things you used %0 enjoy most of the tme? -
1S Al 08 A2 CODED YES? NO YES
A3 Over the past two weeks, when you felt depressed or uninterested:
a  Was your appetsie decreased or increased nearly every day? Did your weaght NO YES*
decTease o morease withowt trying intentionally (Le., by +3% of body weaght
oc +8 s, or =3.5 kgs,, for 2 160 1N kg. person in 2 month)?
¥ VIS TO LTI, COOE YIS.
b Did you have rouble sloeping nearly every night (&GiTiculty falling ssleop, waking up NO YES
™ the maddle of the saght, carly morsang wakeneg or slecpeng exocssively)?
¢ Dnd you ralk or move moce slowly then normal or were you fidgety, restless NO YES*
oc having trocble sitting still 2¥most every day?
d Ind you feel tred or without energy almast every day? NO YES
e [nd you feel worthless or guilty aimost every day? NO YES
{ Did you have difficalty concentmating or making decisions almost every day? NO YiS
g Did you repemadiy consider hurting yourself, feel suicidal, or wish Gat you ware dead? NO  YES
NO YES*
ARE § OR MORE ANSWERS (A1-A3) CODED YES?
MAJOR DEPRESSIVE
EPISODE, CURRENT

IF PATIENT HAS CURRENT MAJOR DEPRESSIVE EPISODE CONTINUE TO A4,
OTHERWISE MOVE TO MODULE B:

-
A4 2 During your lifetime, did you have other episodes of two weeks oc more when you feht NO YES
cepressed or cemeresied im muost things, and had mos: of the problems we just talkec aboat?

NO YES
b = between 2 cpisodes of depression, did you ever have an mserval
P , H ’
of # Jeast 2 mooths, withou any depression and any loss of interest? MAJOR DEPRESSIVE
EPISODE, RECURRENT

* If patiesz has Major Depressave Episode, Current, use this information m coding the corresponding questions ox page  (A6d,
Abe).

MLLN.L 500 (July 1, 2006) 5
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MAJOR DEFRESSIVE EFISODE WITH MELANCHOLIC FEATURES (optional)

o BEANS G0 T THE WA NS RO, CIRCUE SO, A% 0 E T THE SEXT MHHILLE)

IFTHE PATIERT CODES POSITIVE POR A CURRERT MAJOR DEPRESSIVE EFISODE (A3 = YES), EXFLORE THE POLLOWTNG:

A% a During the mosi severs penied of the coment depressave episode, dod you lose slmost o] YES
completchy vorer ahility 1o enjow niearly everythingT
b During the mo sivers perksd of B cament depressive cpisade, Lt h] YES
il vorg ks wour abalily Lo poipomd B0 Whings thal previcasly pave
woup pledesung, or chegrad you up?
¥ Mk When somelling jeoid hippens docs 0 Gail b ke vos Teel beller, ven empocarilyT
L
15 EITHER, ASs OF ASE CODED YEST T YES
Ah Dhier (e pasl two wieck perisd, when you el degiressnd and printerestid;
i DR woap sl Jepressed mn & way Tal 0 dlTeren Boss B kind of fecling T YES
Vo4 ExpEriencs when soumeims closs W ving dicsT
B Dhd woap Feasl regpudarly womses in the momasgg, almaost evisy day™ T YES
¢ Dhd wou wlee up e lenst 2 hours hedore the usuel time of swakening and MO YES
tave difficulty geniing hack 1o sleep, almost every day?
d 15 Ade CODED YES (PSYCHOMOTOR RETARDATION OR AGITATION)? () YES
e 15 AJa CODED YES FOR ANOREXIA OR WEIGHT LOSET (L) YES
T Did you feel excessive gailt or guilt cus of proportion o the realiy of the sinanos? B YES
i
ARE 5 OR M0RE A& ANSWERS CODED YES?
Melenchelic Featwres
Currewmr

MLLN.L S0 (Juby 1, 2006) P
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B. DYSTHYMIA

(o SIS | G0 T THE BAG ST B, CIRCLE ML ASD MOYE T80 THE SE%T ML)

IF PATENTS SYRPTOME CURRENTLY MEET CRITEELS, FOE LLAIDOE DERRESSIVE EFTSO0E, D50 MO EXFLOKE THIS MO LE

-
Bl Hewe: you felt sad, low or depressed most of the time for the lest two vears? N YES
)
HI W this peniod miernapied by your feeling OK for toss meoeths or mone? MO YES
Hi urimg this period of fecling depressed mast of the tlome:
[l wour sppetite change significant]y? NO YES
Didl woay have rouble sleaping or slesp excessively® MO YES
Il woun feel timed or without enengy™ MO YES
Dhid wiap lose vour sell-conNdengeT Fah YES
DRl woan hasve Brouble concentrting or making dedmsionsT Fah YES
i suap Foal hopeless? L YES
-
ARE 10 MORE B3 ANTWERS CODED YES? U] YES
NO YE=
Hz Dvid the symipioms of depression couse you. significens: distress or impair
your ahilsty do fenctiom: at warlk, socially, or in some other importzm way? DYSTHYMILA
CURRENT
SLLN L Sl (Juky 1, D) 2
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C. SUICIDALITY

In Che: past mosth did vou:

Pomnts.
1 Sulfer any accadent? T YES il
IF }M0 TOC], SEDP TOC2; IF YES, ASK Cla,:
Cla Plim o indend W hurl wourssl in thal accident cither passively or aitively™ T YES o
IF S0 TOC e, SKIP TO CE IF YES, ASK Clh,:
Clk Did you miend o dbe 25 2 pesudt of this acoadent? QA YES 0
2 Thimic that you would be better off dead or with you wene dead? QA YES 1
i Wt i harm yoursedf orio hur or o injure yoursedf? QA YES 2
4 Thezlc about suicide? K] YES it
IF YES. ASKE ABOUT THE INTENSITY AND FREQUERCY OF THE SUICIDAL IDEATHIMN
Fraquemsy Isacnsaty
Decasionally a i L3 m ] Can you comtned thess impulses
Offlen 0 Modermtie O [— and st that you will not 2ot
Veryoften O Severe [ on them while in this program?
Dnly store B points il respomse 18 MO, MO YES B
L] Havg a suicikle planT T YES B
C Take dany acive Ficps W prepace W injurs soursell o 10 prepane For & suicsds atlespl
m whach you cxpeciad or inlendal wy BT T YES o
L Dlibizangly injurs yourssll without micnadsg o kil yoursgll? T YES 4
3 Amempt spcide? LH] YES 1
Huoped 10 be restuid [ sumave 0
Expected / intended %o dic 0
Im your lifetime:
W Thd s ever make & soicads #TcTpTT T YES 4
15 AT LEAST 1 OF THE ADDVE {EXCEPT C1) OODED: YEST i YES
SUTCIDE RISK
IF ¥ES, ADD THE TOTAL NUMBER OF POINTS FOR THE ANSWERS (C1-0%) CURRENT
CHECEEDR "YES' AND SPECIFY THE LEVEL OF SUICIDE RISK A5
INHICATED IN THE DEAGNOSTIC BOX: 1-B points  Low a
Gol6poins Moderae O
- - = 17 paints  High a
MAKE ANY ADDHTIONMAL COMMEMTS ABOUT YWUR ASSESSMEMT
OF THIS PATIENT'S CURREENT ANMD REARE FUTURE SUICIDE RISE 1N
THE SPACE BELOW!:
HLLN L S (July 1, i) 8
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D. (HYPO) MANIC EPISODE

[l MALANS S Gl T THE DA S TH MIXES, CIRCLE 40 1% ALL BLasO0sTIC BOATS, %D MOVE T THE ST ML)

D1 & Have you iver had a period of time when you wene Fezling 'up’ or Thigh' o “hvpes” NI YES
or s Full of enengy or Full of yoerscll thet voe go inlo trouble, or that
atber peepde thought wiu were ol yiur sl sl (Do sl consader
times when you were intomicmed oo drugs or 2loohaol.)

IF FATIENT [5 PUEZLED OR UNCLEAR ABOUT WHAT YO MEAN

BY 'UF OR 'HIGEE OR 'HYFER®, CLARIFY AS FOLLOWS: By 'up’ or ‘high' or “Evper'
]mﬂnhnlmgdlhﬂdmnnd.mmdmﬂmqnmdmghﬂdﬂq:hnﬂgqﬂi
h-#.hmgﬂldlhi:hmmmm

iy Emn, creativaly, or mrgralsive Behevioar,

IF WO, CODE N0 TO DMb: 1F YES ASK:
B Are vou currenily Recling “up® or “Ragh’ o hvper” or full of energs?

DZF & Have you ever hoen porsistently sritable, for sevenal des, 5o thes you
Faul grpuments or verbal or physicad lghts, or sheated &1 people outside
wour famah™ Have you or others noticad Bt you have beon moes mritabls
or gagr rectal, comparad o ather poiple, cven in sshualses That woe fel
wirg justificdT

A
i B

1F WO, CODE WO 70 DEh; 1F YES ASK:
b Are you curmenily Recling pamsistently aritable™
15 Tl 08 TF2a CODED YEST

g43

[WE] IF Db OR DEb = YES: EXPLORE THE CURRENT AMD THE MOST SYMPTOMATIC PAST EPISODE, OTHERWISE
IF Db AND D2b = N0 EXPLORE OMLY THE MOET SYMPTOMATIC PAST EFIS0ODE

During the timves when you el high, Tall of emergy, or lrritable did vou:
Current Episoals Past Forsods

a  Feal that you dongld & things others couldn’ &6, o thal you were an T YES M YES
especially impoctanl persoaT
Ir VIS, ASK PO IXAMMLEE,
THE EXAMPLES ARE CORNSSTELT witH o el ipen. O Ne O Ye
b Meal less decp (B exasple, Foel rested &er omly a3 Fow howrs slesp)? LU YES N YES
¢ Talk e musch withow) stopping. o s0 st that people Bad dilfcaisy LU YES M YES
wrderstanlmgT
d Hove recing thoughis? (e YES o YES
e Become eesily distrecied so thet any [335le indezruption could distract you? b {8 YES i YES
i Pecome so active of physically resiless thet others were wormied abowt you? MO YES bt YES
g Wanl 50 much 1o snpags in plesseable acivitics thi you ignongd the ks gr N YES e a YES
consegeences [lor cxample, spesdang spreds, rockless driving, or sexusl
s TEtions)T
MLLMNL S0 (July 1, D) Q
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Curreni Episode | Past Epssode

wp
DA (srvvaryle ARE 3 o wiems DA asswees conen YES L] YES L] YES
(o s DV N i AT ST EFSO0E] s DN B s dis B TING CURKEST ERSODET?
AULE; ELATIONEXFANSTVENETS RECUIKES Oy THREE (1) Symarioss wHILE

IRETT AL RACROD ALCST REGUIRLS 4 o Tim DR SysepTones.

VIR I THE SVRFTOME DOCUARTD TRING THE S4AMI TIWE FITROD,

D4 [hd these sympioms last a2 least o week end cause significant problems 22 home, N0 YE= L] YES
at waork, socially, or at school, or were you hospitalized for these problems? ,l,_ ,l 4_ L

THE EFIS0DE EXPLORED WAS A: a ] ] 0
MIAOMANYAT WA NIOMASTT W4T
Pl Pl paelathy EREanr Fagiiiil e
15 D84 COTIED %07 i YES
HYPOMANIC EPISODE
SPECIFY [F THE EF=E0DE 15 CURRENT G PAST.
CURRENT a
PAST 0
15 I8 CODED YES? =i YES
MANIC EPISODE
SPECIFY IF THE EFSG0E 152 CURRONT OF PAST
CURRENT a
FAST ]

MLLNL S0 (July 1, D) [ [F]
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E. PANIC DISORDER

(% sans : ClRere NO o ES E6.axp E7 axp sz 10 F1)

-
E]l 3 Have you, oo more Ban onc occasion, had spells or altacks when you suddealy NO  YES
Telt amsious, Frightenad, uncomfortable or uneasy, cven in situstions where most
people woudd mot fecd that way™ >
b Did B spells surge 1o a peak within 10 minsaes of startng” NO YES
-
E2 Al any time in the past, &d any of those spells or sitacks come on unexpeciadly NO YES
o OCcur in an snpeadictablc or unpeovokad mannes?
E3 Have you ever had one such sttack followod by 3 mooth or more of persistent NO YES
conoern aboul having another atlack, or wornes sbowt the consoguenoss of the attack
oe did you make & significant change in your behavior because of the attacks (e.g., shopping
caly with 2 companson, not wanting (o Jeave your howse, vissting the emergensy
mnpamd).wmywwmﬁmuwlybxmofmw
E4 During the worst spell that you can remember:
a Dnd you have skipping, racing or pounding of your hean? NO YES
b Did you have sweating or clasny hands? NO  YES
¢ Were you trembling oc shaking? NO YES
¢ Did you have shoetness of breath or difficulty breathang? NO YES
¢ Duf you have 8 choking scosstion or 8 lump = your theost? NO YES
 Drd you have chest pain, peossure ar Escoofort? NO YES
g Did you have nausea, stomach peoblems or sadéen diarhea? NO YES
h  Did you feel dizzy, unstendy, lightheaded or famt? NO YES
1 Did things around you feel strange, unreal, detached or unfemiliar, oc did NO YES
you feel cutside of or detached from pest oc all of your body?
i Dud oo Foar that you wore losing control ar goang crazy? NO YES
K Dud you foar that you were dying? NO YES
1 Did you have tngling or ssnbmess = parts of vous body? NO YES
Dud you have bot Mushes or chifls? NO YES
ES ARE ROTH E3, AND 4 OR MORE E4 ANSWERS, CODED YVEST NO YES
PN VRO E
dveTie
IF YES TO ES, SKIP TO ET.
Eo IF ES = NO, ARE ANY 4 ANSWERS CODED YES? NO YES
JOWNTED ATNrTON
ATTACRS L0 8 220
TUEN SKIPF TOFL,
E7 In the past snomth, did you have such sttacks sepestally (2 oc more) followed by NO YES
pensistent oacorn shost having another sttack”? NI VEORDER

MLLNL 5.0.0 (July 1, 2008) 13
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F. AGORAPHOBIA

Fi Do you feel pxxiores or uneasy im places or sications where you might heve & panic acack M YES
or the pandc-like sympioms we jost spoke abow, or where help might not be avuilahble or
escape might be difficuli: lke being in 2 crowd, standing i a Bme (geeue),
whien vow are alone away from bome or abone 21 home, or when crossing a bridpe,
traveling in 2 bus, train or cae?
IF Fl = 50, CIRCLE NO TN FL
F2 iy you Foier Bhess: siluations s mach thet yvoe avoid them, or sulllss LR YES
Through them, or eod 3 coempanion b fcs then? G P
CAREENT
15 F2 (CURRENT AGORAPHORLA) CODED X0 N YES
and PANIC DISORDER
1% E7{CURRENT PasiC DISOEDER] CODED VEST without Agoraphobia
CURRENT
15 F2 (CURRENT AGOEAPHORLAY CODED YES i YES
o
PANIC DISORDER
15 E7 {CURRENT PaxIC DISOEDER] CODED VEST with Agoraphobia
CURRENT
15 FE(CURRENT AGORAFEOBRIA) CODER YES =~ YES
it AGORAPHORLA, CITREENT
. I — withonl history af
15 E£ [PAMIC DISORDER LIFETIME) OODED %07 X K
Pamic Disorder

WLLN_L S0 (Juby 1, 20) 12
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G SOCIAL PHOBIA (Social Anxiety Disorder)

o S L TS T A O T RO, CIRCLE W s scnvE 10 THE MEXT son ek

1l

In the past month, ware you fearful or embarmssad being weiched, being

the: Fcus of afentiom, < arhs of being humil=ied? Thes mchades things
liks epesking in public, saling in pubdic or with othiss, wriling while somaose
walches, or being m social sillions,

-
MO YES

15 thim social fear exosssive or smocasonahle?

Do you fear these social Stuatoes 5o much that you evedd them or suffer throsgh
themn?

Dhip thess sssial Rears Serupd vour normal work or sosial Femlaonsng o causs vou
srigeni el distress™

SUBTYPES

D g Tear g avoid 2 or sore social stuations™

ITYES Ticneralioed socisl phobia (social anxicty disorder)
[0 Ton- pemeralzecd soczl phobia (social ascty dsomder)

MOTE TO INTERYIEWER: PLEASE ASSESS WHETHER THE SUBJECT 5 FEARS ARE
RESTRICTED T NONGENERALIZED (MOMLY 1 OR SEVERAL™) SOCIAL
SETUATIONS OF EXTEND TO GENERALIZED {*MOST™) S0CIAL SITUATKINS.
"MOSTY SOCIAL SITUATIONS 1S USUALLY OPERATICNALIZED TOMEAN £ OR
MORE SOCIAL SITUATIONS, ALTHOUGH THE DEM-IV DOES MOT EXFLICITLY
ETATE THIS.

EXaAMLES OF SUCH SOCIAL AITUATIONSTYPICALLY INCLUDE INITIATING 8
M INTAINING A CONYERSA TION, PARTICIPATING [N SMALL GROUPS, DATR,
SFEAKING TO AUTHORITY FIGURES, ATTENDING PARTIES, PUBLIXC SPEAKING,
LA TING 1N FRONT OF OTHERS, URINATING IN A PUBLIC W ASHRECOM, ETC

MLLN.L S0 (Juby 1, 2006) E
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H. OBSESSIVE-COMPULSIVE DISORDER

[ sE A GO 0 THE UALSSTIC MO0, CIRCLE NED 550 ¥I0AE 10 THE SEXT MEHHLE]

k1

T the past momth, v you botn botherad by mecurren) thoaghts, impulses, ar
imagres thet were unwanted, distastela, inappropriate, intrusive, or distressimg?
(For example, the idea that vou were dirty, comtamemaied or had germs, or fear of
caniaminzting others, or feer of harming someone even thosgh you didet want o,
wr faanmg vou would sot om some impodce, or fisar or superstitions thet wou woudd
(DONOT NCLUDE SIMPLY EXCESSIVE WORRIES ABDUT REAL LIFE FROBLEMS. DN NOT
ENCLLDE CESESS KNS IMEECTLY BELA TED TO EATING DISOROERS, SEXLAL DEVIATIONS,

FATHLOOOCAL GASELIGL (HLALCOHOL OF DRUKE ABUSE HECAUSE THE FATIENT MAY
DERIVE PLEASLIRE FROM THE ACTIVITY D MAY WANT TORESIST IT OMLY BECALSE OF

TS MEGATIVE DONEEQUTENCES. b

Eve

H3

Did thery keap coming hack into your mind even when you trisd %o ignore o
g6l rid of thers?

Dhir i think Bal these obassaoms ars B prodhest of your own masad and tha
ey g nol imposed Fom the gulsade™

el YES

+

SEIF TOVHa

ln the: past smesth, did you do something repenedly withow bang able o

misisl doing 9, like washing or clegnssg excessmvely, costing or chisking

things over end over, or repeating, collecting, sresging things, or other
e T

woperstisoes

HS

15 H} (& H4 CONED YEST

Thd i recognine thal cither thess ohacssive Thoughts or thess
compulsivg betaviors were casessive ¢r unreasonabile]

[ these ohsessive thosghes and/or compralsive beheviors significanily
interfere with your noomal mowtine, your work or school, yoor usual socizl
eciivities, or relamonstaps, or did they mke more than one howr a day?

MLLN.L £.0.0 (July 1, 2084 14
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L POSTTRAUMATIC STRESS DISORDER (optional)

(o SIEANA | G T THE BAGSETIC B CIRCUE ML A%0 MOVE T80 THE SE%7T ML)

| Have you ever expericnial or witnessal or had br desl with an extremely ranmatis T YES
evizd Thit meladed actual or Sreatenad death oF serioud injery 10 You Of soenspos T
EMAMPLES OF TRALSATIC EVENTS INCLUDE: SERICOUS ADCIBENTS, SEXLAL OF PHYSICAL
ARSAULT, A TERRORIST ATTACE, BEING HELD HOSTAGE, KIDSAPPNG, FIRE, DISCOVERDNG
A BOOY, FEUDIDEN DIEATH OF SOMEDNE CLOSE TO YOL, WAR, O/ NATURAL MEASTER.
e
[ il wody respeomd with iriense fear, helplassness or homos? i YES
e
] Mma'hpanh,hn}mmqumdﬁ:ﬂHmlﬂuﬂqm LW YES
(such as. dreams, intense recollections, flashbacie or physicel reactions]?
4 In the: past mogsih;
Have you mvoided thinking about or mlking shoot the evens * Qe YES
Have you svodded activities, plaoes or people that remmind you of the event? Qe YES
Have you had troubds recalling some imporant pan of whet happened? Qe YES
Have you besoms much 1638 interssted in hobbics or social sstndtics™ T YES
Have vou el detached or estrimped Fros otbersT i YES
Have you notsed Thal wour Rclings ang oumbeal? i YES
Have you Bl that voer [ife will be shostenad o thatl you will dic soonsr than gther people? 'I‘.;D YES
ARE 3 OF MOKRE T4 ANEWERS CODED YEST e YES
[5 I Uhe: past mgsih;
Have you had EGMculty slecpung™ i YES
W'eze yora especially oritshle or did you heve outhursis of enger? LEH] YES
Heve you had difficulty concentranng? LEH] YES
W'eme yora mervous or canstantly on your gmrd¥ LEH] YES
Were varg easily starfled? 0 YES
L]
ARE D OF MORE 12 ANEWERS CODED YES? LUE] YE&
Ny YES
& Dring (he pas! chontd, Bave thise problams sagmahcantly intériened with
your wimk of social activites, or coused significam distress? POSTTRALUMATIC
STRESS DISORDER
CURRENT
MLLNL S0 (July 1, D) 15
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J. ALCOHOL ABUSE AND DEPENDENCE

1 MEANST GO O IALNGS TR BOAES, CORCLE NOUIN BOTH AND MONE 1O THE SEXT VOO

-
n In the past 12 moaths, have you had 3 or more sleobodic drinks within & NO  YES
3 hour period on 3 o more socasions?
12 In the past 12 moaths:
Did you need 10 drink moes m andier % get e same effoct Bat you got when NO YES
yuis first starsed drinking?
When you cutl down on drimkang did your bands shake, did you swest or feel agoaned? Dhd NO YES
you drink 1o avond these symmptonns ar 1o avoid being bungover, foe example, "the shakes”,
sweating ar agitstion?
# YES 10 HTHER, CODE YER
¢ During the times when you draok akcobol, &¢ vou end up drmking more than NO YES
you plsnned when you sterted?
Have you tried 0 reduce or stop drinking 2icohol but failed? NO YES
On the days that you drank, dad you spend substantial tizme in obtaining NO YES
alcohol, drimking, or i recovenzg from the effects of aloohol?
[d you spend less time working, enjoying hobbies, or being with others NO YES
because of your drinking”?
Have you cominuad % drimk even though you knew that the drinking caused NO  YES
you heaith or meentsl probicms?
ARE 3 OR MORE J2 ANSWERS CODED YES? NO YES*
* . - 3 )
IF YES, SKIP J3 QUESTIONS, CIRCLE N/A IN THE ABUSE BOX ALCO DEPEND.
AND MOVE TO T3HE NEXT DISORDER. DEPENDENCE PREEMPTS ABUSE. ”géRRENT P
I3 In the past 12 mosths:
Have you been inconcicated, 2agh, or hungover moee than once when you had other NO YES
responsibilities at school, 52 woek, or at home? Dac this cause any problems?
(€008 VES ONLY IF TINS CAUSED JR001IMS. )
Weze you imoxicated more than ance in ey situation where you were physically 21 nskc NO YES
for example, nving a car, nding 2 motorbike, using machinery, boating, etc.?
Did yous have Jegal problems moee Ban onoe bocsuse of your drinkmg, for example, NO YES
an aerest or disomderly conduct?
Did you continue % drimk even though your drinking caused problems with vous NO YES
fmnily or other poople?
NO N/A YES
ARE 1 OR MORE J3 ANSWERS CODED YES?
ALCOHOL ABUSE
CURRENT
MLLN.L £.0.0 (July 1, 2008) 16
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K. NON-ALCOHOL PSYCHOACTIVE 5UBSTANCE USE DISORDERS

[ SR S T THE DAL T BOXER, CIRCLE N0 IS AL SR st 10 BTEs, A% s 7O THE SEXT MOHHLE]

Kl

Now | am geing to show you / read te ven o list of street drogs or medicines.

In the past 12 manths, did you teice sy of these Srugs more than onoe, i YES
1o et hagh, oo feed better, or to chenge your mood?

B

CIRCLE EADH (ML TAREY!

Biimmlants: amphetesmmes, "spaad”, rystal mesh, “erank”, "neh”, Dexaling, Ritalin, digl pills

Cocwine: smorting, 1, frechase, craci, “speedhall®.

Morcotles: herodn, morphime, Dilsodid, opium, Demeral, mettadone, codeine, Percodan, Darvon, OxyCoesin.
Halluginepeas: LD [Cacid™), mescaling, peyote, POP (Caogel dust™, “peacs pill ™), pedlocybin, STP, "musheooms”,
“eiataay”, MR, MDMA, or kotasese (Cspoczl K7

Inbalenis: “ghe®, ethyl chloride, *rest™, nitrous oxide (Slaugheng zas®), 2oyl or bunyd svirate Spoppers®).
Morijmena: hashash (“Rash®), THE, “pot”, “grass®, “weed”, “reefes”.

Tranguilisers: CQuealude, Seeonal Creds™), Valvemn, Xanax, Librium, Alivan, Dalrans, Hilosos, barbaturales,
Malipwn, GHE, Roolnal, “Roalies”

Miscellneous: siezoids, nonprescription sheep or diet pills. Azy others?

HPECTEY VOS] USED BRG]

CHECK ONE Bal¥X
OLY ONE DRUG |/ DRUG CLASS [iAS BEDN LISED

OMLY THE MOST USED DRUG CLASS 1S INVESTIGATED. 1
EACH DRUG CLASS USED [S EXAMINED SEPARATELY  [FHOTOCOFY K2 ANDKS A8 NEEDED) 1

SFRCIPY WIDCH DRUGTHLIG CLASS WILL BE EXPLO®ED N THE INTERVIEW DELDW IF THERE IS
CONCURREENT QR SEQUENTIAL POLYSUBSTANCE LIGE:

Considering your use of {%ame TIEr DEvG §DeG CLass sTLeTen), in fhe past 12 months:

Heve you found thet ywoo needed 10 use more (s oF TG S DRLG CLASS SILTCTTS) [ L] TES
uo gt the same effect that you did when you first smred mking ic?

Whes v ridecod o stoppsed wsing [HaviE 0F BRG] ERUG CLass selecTED), Jad vorg have Tk YES
willadrawal syepiomm {aches, shalomg, fever, weaknoss, Earmhes, nausca, swoaling.

Beast pounding., BMicaly slecping. or Recling apiaed, s, irmtable, or deprsissd )7

D woap usee any druplsh 1o keop voersell from pefting sick fwildnewal symplooms) o 50

Wt woap would Bl bene?

IF ¥'ES TO EITHER, O0DE YVES

Heve you ofien found thet when you used {ave or Dans ! DRUG CASS ST1LRCTTR, L] YES
woix ended up taking more than you. thought you would?

Hewe: you tried o reduce or Siop talong o oF DRUG ¢ oeuG CLASS STLacTrn) bt faded? M YES

On the days that youw used {savr oF oauG ¢ neuG cLass stLocming, did you spend subsiansial M YES
time (=2 1mks), obaining, ewing or m recovenzg from the dnig, or thinking abow the dnig?

MLLNL S0 (Juby 1, 2006) 17
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f D you spend less time woeking, enjoying hobbies, or being with feraly L YES
o Fends beciuse of your drug use™

g Have you comtinucd B0 wss [RasE OF UG DRUG CLATE SELBCTEDY, Gves Beraph 1l chuscd D YES
s hialth or seental problems?

ARE 3 0F MORE K2 ANSWERS DODED YES? =i T-EE'I-
SPECHFY, DRINGK SUBSTANCE DEPENDENCE
. CURRENT
[F YES, SKEIP K3 QUESTIONS, CIRCLE N'A [N THE ABUSE ROX FOR THIS
SUBSTANCE AMD MOVE TO THE NEXT DISORDER
DEFENDENCE PEEEMPTS ABUSE.
Cansidering your nse af {sasm 7T LElG CLass sTLpcmen), in the past 12 menths:
K3 a8 Hove you been intomicmied, bigh, or hungower from (s 0r DRUG / DRUG (4SS STLRCTTD) MO YES

micee then coce, when you bad other resporsibilities at school, 22 wock, or at home?
Dhd this cause any problem?
[CODE YES ONLY IF THIE CALSED PROALEMS. )

B Have you been high or intoxn:aled from (Kase OF DRUG DR CLARE SSLBCTEDR] WD YES
et Thin oois m any silulion whest vie wens physically al risk (for cxampls,
drivang & car, madimgg 3 mudochike, using machinery, boaling, 6157

& Dhd woap havg lepal probliems moes Ban onie because of your drug usg, Tor example, WD YES
an garesd o dissondery condugt?

d Did you continue to use (KAMEOF DRUG /| DRUG CLASS SILECTID), even though it ceosed (L) YES
problems with your family or other people?

ARE L 0@ MORE K3 ANSWERS DODED YES? =i NA  YES
SPECIFY DEUGES): SUBSTANCE ABUSE

CURRENT
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ASK FOR AN EXANPLY OF TACH QUESTION ANSWIEID POSITIVELY. Q000 YES OOLY IF THE IXAMPLES CLEARLY SHDW A DISTORTION OF TROUGHT DR OF

L. PSYCHOTIC DISORDERS AND MOOD DISORDER WITH PSYCHOTIC

FEATURES

PERCIPTION R IF THEY ARE NOT CULTURALLY APPROPRIATE. SEVORE CODING, INVESTIGATT WILTIER INLLUNONS QUALITY AS "HzANan”

DELUSIONS ARE "WZARRL" (. CLIAKLY INPLAUSINLE, ARSURD, SOT UNIERS TANDASLE, AND CANSOT TERIVE FROM ORDISAKY LIFE EXPERSINCE.

MALLUCINA TIONS AKE SCOKED “WIZARKE" (5 A VOICE COMMENTS ON THE ZERSONS THOUGH IS O BENAVICH, O WHEN W0 OR MOKE VOMES ARE

LONVERSING WK EACH O R

L1

Now | am going to ask you shout unasual experiences that some people have.

Hmmmtbgwmmwmmon)ummnm
was ploting against you, or wrying 0 o you?

NOTE. ASK FOR TXAMPLES TORLTEOUT ACTUAL STALKING.

IF YES OR YES BIZARRE: do you corrently belbeve these things?

Have you ever believed thet somecae was reading your mind or could hear
your thoughts, oc that you could actually read someons's mind oc hear what
another person was thinkng?

1F YES OR YES BIZARRE: do you currently believe these things?

Have you ever belicved that someone ar some farce outsade of yoursell
gt thoughts in your mind that were not your own, o made you act 4
way that wis notl your wswual self Have you ever felt Bat you ware

CLANIUIAN ASK FOK EXAMPLES AND DFSCOUNT ANY THAT ARE NOT ISYOHOON

I¥ YES OR YES BIZARRE: do you serrently belseve these things?

Have you ever believed that you were bomg senl special messages Grough
e TV, radio, or newspaper, or that a person you did not personally know
was particularly mterested in you?

1F YES OR YES BIZARRE: do you carrencly bebeve these things?

Have your relatives or frieads ever considerad any of your beliefs stange

oc unusual?

ANTIRVEWIR: ASK FOR EXAVDLIS. ONLY CODE VIS T THE EXAMSTIS A2S CLEAKLY

DELUSIONAL IDEAS NOT INTORID BN QUESTIONS 11 TD L4, FOR INCAOVEE, SONATIC OR RRLIGIOUS
CELUSIONS O3 DELLUSIONS OF GRANDISITY. IEALGUSY. DL T, RUN O DESTITITHN. £10

I¥ YES OR YES BIZARRE: do they currently consider your behicfs stirange”

Have you ever heand things other people couldn Bear, such & vonces™
FALLUCTSATIINS ARE SUORED “NZARRE™ ONLY ¥ PATIENT ANSWERS YES TO TUE FOLLOWING!

I¥ YES: Did you besr 8 voioe commenting om your thougius or behavioe or
Gl you Bear two 0f more voices lking to each other?

1F YES OR YES BIZARRE YO Léa: have vou beard (Gese things o the past month?
HALLUCINATIONS ARE SCURED "HIZAKRE™ ONLY & PATIENT ANSWEKS YES 10 THE SOLLOWING:
D you hear & vosce comementing on your thoughts or behavior oo

& you Bear two o more voices lalking o cach other?

MLIN.L 0.0 (July 1, 2008) 19
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LT a Have you ever had wisions when you were awake or have you ever seen things
ather peopds coaldsl s

CLEICLAS OIECK TOSIZIF THISE ART CULTUREALLY THATTROPRIATE.

B IF YES: have you sain thess thasgs m The pist montkT
CLINICIAN'S JUDMGMENT

L& b 1S THE PATIENT CURRENTLY EXHIAITING PROOHERENCE, DISORGANIZED
SFELCH, OB MARKED LOOSENMNG OF ASS0CIA TIONST

L% b 15 THE PATIENT CURRENTLY EXHIBITING [MSORGANIZED OR CATATONIC
DEAWTORT

L10 B ARENEGATIVE B¥MPTOMS OF SCHIZOPHRENLA, B.G, SIGRIFICANT AFFECTIVE
FLATTENDNG, POVERTY OF SPEBCH (ALOGIA] O/ AN INARILITY TOINITATE
OR PERSIET IN GOAL-DIRECTED ACTIVTTIES (AVOLITION], PROMINENT DURIMNG
THE NTERVIEWY

L11 & ARE | OF MORE o & w QUESTIE FROM Lls TOLTe CODER YES OR YES BIZARRE
AMD IS EITHER:

MAIGR DEFRESSIVE EFIS0DE, [(CUVRRENT OR RECUTRRENT)
i
MAMIC OR HYFOMANIC EFIRODE, (DURRENT OR FAST) OODED YEST

IF B0 TOr L1 8, CIRCLE Mk [P 0T s000 INSCRDER WITH PEYCHOTIC
FEATURES' HAGROSTIC BOXES AND MOVE TO LLY

b You iold me sarlier that you had peniod(s] when you 2k {depressed'high/persisiezsly
irriizkide].

Were the beliefs and experences you just described (Svamoes oo Vs rros Lls To L7a)
mestmicied exclusively W times when you were leelimg depressedhiphSrilable?

IF THE PATIENT EVER ILAD A FERIDD OF AT LEAST 2 WEEKS OF ILAVING THESE
DELIEFS OR EXFERIENCES [PSYCHOITIC SYMPTOME] WIHEN TIEY WICRE NOT
DEPRESSEDOGETRRITABLE, CODE 50 T TI0S DISORDER,

IF TIE AMSWER 15 %0 TO TIOS DISORDER, ALZD CTRCLE M0 TO L1Z AND MOVE TO L13

L12 a ARE 10RMORE « b s QUESTIONS FROM L1b TO LT OODED YES OR YES BIZARRE
AMD % EITHER:

MANIR DEFRESSIVE EFIS0DE, (CURRENT)
(R
RLAMIC OR HYPIMAKIC EFISODE, (CURRENT) CODED YES?

IF THE ANSWER IS YES TO THIE DISORDER (LIFETIME O8 CURRENT],
CIRCLE %0 TO L13 ann L4 AND MOVE TO THE KEXT MODULE

MLLN.L 0.0 (Juby 1, 2004} 20
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L13 ARE | OF MORE o b o QUESTIONS FROM LIb TO Léb, OODED YES BIZARRE?
1l
ARE 208 MORE & b = QUESTIONS FECOM L1h TO L10h, CODED YES (RATIHER
THAM YES BIZARRE)?
AMEE 0O AT LEAST TWOOF THE PEYVCHOTIC SYMPTOMS 0OCUE DHTRIG THE
SAME | MONTH PERIODT
L1415 L1XCODER YES
(E1]
ARE [ OF MOEE « @ = QUESTIONS FROM L1a TO LR, CODED YES BEEARRET
oE
ARE 2OR MORE « 3 s QUESTIONS FROM Llg TO LTe, CODED YES (RATHER TIIAM
VES MIZARRE)
AND DI AT LEAST TWOOF TIE PEYCIIOTIC SYMPFTOMS (OCUR DIURMNG THE
SANIE 1 MONTH PFERIODT
MLLNL S0 (Juby 1, 2004) 31
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M. ANOREXIA NERVOSA

(% MEANS § GO TO THE BEAGNOSTIC 30N, CIRCLE NO, AND MOVE 10 TIE NEXT MODULT)

AN

Ml s How tall se you?
b What was your lowest weight in e past 3 months? D D&u
: -
€ IS PATIENT'S WEIGHT LQUAL TOOR BELOW THE THRESHOLD CORRESPONDING TO NO YES
VIS P HER HEIGHT? (SEE TANLE BELOW)
In the past 3 moaths: -
M2 In spite of this low weght, lave you tried oot 1o gain waght? NO YES
-
M3 Have you intenscly fesred gainimg weight or becoming fal, even Bough you wore underweight™ NO YES
M4 8 Have you comsidered yosesell 100 big / fat o that past of your body was 100 big / fu? NO YES
b Has your bedy waght or stape greatly mflvenced how you felt about yourseif™ NO YES
¢ Have you thought that your current Jow body weight was norma! o excessive” NO YES
ES
MS ARE T OR MORE TTEMS FROM M& OODED YES? :O YES
M6 FOR WOMEN ONLY: During the las: 3 months, did you miss all your menstroal NO YES
peniods when they were expectad to ocour (when you were not pregnant)?
NO YES
FOR WOMEN: AREMS AND M6 CODED YES?
) ) ANOREXIA NERVOSA
FOR MEN IS MS COnED ves? CURRENT

HEIGHT / WEIGHT TABLE CORRESPONDING YO A BMI THRESHOLD OF 17.5 KG/w®

Height Welght
Ric 49 410 411 S0 S 2 §3  S4 55 S
Ibs, &1 B4 87 9 %2 a5 W 102 05 108

&m

145 147 50 152 155 158 160 163 165 168

kgs 37 38 3% 41 42 43 45 46 48 4

v

12
170
51

S8 59 S0
118 118 122
173 175 178
2 54 ss

|Height Weight
in £11 60 €1 62 0

Ibs.
Jem

125 129 132 136 140
180 183 185 188 191

kgs 87 & 0 (54 [
The weight thresholds above are calculmted using 3 body mass index (BMI) cqusl 1o or below 17.5 k'™ for the paticnt’s heigh
is the threshodd guideline below which & person 13 deemad saderweight by the DSM-IV 30 the 1CD-10 Diagnoste Criterss Ry

Rescarch for Anorexia Nervosa

MLLN.L 5.0.0 (July 1, 2008) 22
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N. BULIMIA NERVOSA

(% VAN T GO PO THE DEAGNOS 10 BOXES, CIRCLE MO DY ALL DEAGNOSTIC BONES, AND MOVE 1O THE NEXT MOOULE)

=
N1 Tn the past three momths, did you have cating binges of titmes when you ate NO  YES
& very large smonet of food within & 2-hour period? =
N2 In the Iss1 3 months, did you have catemg bespes a3 offen &3 twice & woek? NO YES
E3
N3 During these banges, did you feel that your esting was out of coetne’? ;70 YES
N4 Did you do smything 10 compensste for, or % prevent 3 woaght gan from these NO YES
Bomges, I5ke vomiting, fasting, cxcraising or tsking Mxatives, cocmas, durctics
(fluid pills), oc other medicarons?
-
NS Does your body weight or shape greaddy infloence how you feel about yourself? NO YES
NG DO THE PATIENT'S SYMPTOMS MEET CRITERIA FOR ANOREXIA NERVOSA? ilo YES
SkpwNs
N7 Do these binges ocsur only when you are under [ Ths kps 17 NO YES
ANTERVEWER WRITE INTHE ABONVE PARENTHESTS THE THICESHOLD WHIGHT FOK T508 PATIENT'S
FENGMT BFROM THE FEKIMT { WEIGET TAMLE IN THE ANORENIA NERVOSA NODLLS
NO YES
N§ ISNSCOOED YES AND IS EITHER N6 OR N7 COOLD NOY
BULIMIA NERVOSA
CURRENT
[5 N7 OODED YES? NO YES
ANOREXIA NERVOSA
Binge Eating/Purging Type
CURRENT
MLLN.L £0.0 (July 1, 2008) 2
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0. GENERALIZED ANXIETY DISORDER

(% SEANS § GO 1O THE DEAGNOSTIC SON, CIRCLE NO, AND MOVE 10 THE N8 XT M0 1)

-
0l a Have you worned excessively or bean anxious sbout soveral tings NO  YES
over the past 6 montds? >
b Ase these worries presen: most days? NO ;ES
IS THE PATIENT'S ANXIETY RESTRICTED EXCLUSIVELY NO YES
TO, OR BETTER EXPLAINED 3Y, ANY DISORDER PRIOR TO THIS POINT?
3
0z Do you find it cifficult to control the woeries oc do they intesfere with NO YES
your abilzty 20 focus on what you are doing?
() FOR THE FOLLOWING, CODE NO [F THE SYMPTOMS ARE CONFINED TO
FEATURES OF ANY DISORDER EXPLORED PRIOR TO TFIS POINT.
When you were anxloes over the past & moaths, did you, mest of the time:
a Feel restless, keyed up or co odge? NO YES
b Feel tense? NO YES
¢ Feel tred, wesk or exhausted castly? NO YES
¢ Have &fMicully comeontrating or find your mand gomg blank? NO YES
¢ Fesd writable? NO  YES
I Have &GfMiculty siceping (G:fficuity falling aslosp, waking wp in the eaddic NO YES
of the night, early moening wakening or skeeping excessively)?
ARE 3 OR MORE O3 ANSWERS CODED YES? NO YES
GENERALIZED
ANXIETY DISORDER
CURRENT

MLLN.L £.0.0 (July 1, 2006) 24
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P. ANTISOCIAL PERSONALITY DISORDER (optional)

[ MEANE ¢ GO T THE HAGSOSTIC BOX %0 CTRCLE W0K)

FL Before you were 15 vears old, did you:
repealally skip dchoe] o run dwsy Irimn hiome eversaghtT ] YES
repeatally i, chaal, "eom™ others, o steal? ] YES
start fights gc bully, thesen, or Stimidas oihers™ [ ] YES
dieliberaiely destroy thergs or stari fines? L YES
deliberately hur animals or people? LA YES
force somecne 1o have sex with you® L YES

L

ARE 1 OR MORE Pl ANSWERS CODEDR YEST L) YES
D BOT OODE YES TO THE BEHAVIORS HELOMW IF THEY ARE ENCLUSIVELY
FOLITICALLY OR RELIGIIUSLY MOTIVATEDL.

F Since voun were 15 years old, have you:
repeaiadly beheved in s way the: others would cozsider imesponsible, like M YES
fuiling to pay for things vou owed, deliberately being impulsive or deliberately
mot working b support yoursed?
done things Bal arg illepal oven il vo B’ pet caupht (e crample, destpying ] YES
propeity, shophilting, sicalmg, selbngg drages, o commnittsg 4 Rloay) T
Becm in phasical Ophts repestedly [inchuding physical Mphts with woar ] YES
aprass: of childnen )T
allen licd o "eonned™ athér poople W pel moncy or plessare, or bal pest ] YES
for fun?
expaosed oihers to denger without caring? LA YES
feh no guilt afier hurting, mistreating, lying to, or stealizg from othess, or MO YES
afier demaging property?

WO YES
ARE 3 OR MORE P2 QUESTIONS CODED YEST
ANTISONCTAL PERSONALITY
DISORDER
LIFETIME
THIS CONCLUDES THE INTERVIEW ]
BLLN L S0 (Juby 1, i) 15
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The Geriatric Depression Scale — Short form

Choose the best answer for how you have felt over the past week:

Geriatric Depression Scale (GDS) Short Form

than you are?

1. Are you basically satisfied with your life? Yes | No
2. Have you dropped many of your activities and Yes No
interests?

3. Do you feel that your life is empty? Yes | No
4. Do you often get bored? Yes | No
5. Are you in good spirits most of the time? Yes No
6. Are you afraid that something bad is going to Yes | No

happen to you?
7. Do you feel happy most of the time? Yes No
8. Do you often feel helpless? Yes | No
9. Do you prefer to stay at home rather than going | Yes | No
out and doing new things?
10. Do you feel you have more problems with Yes | No
memory than most?
11. Do you think it is wonderful to be alive now? Yes No
12. Do you feel pretty worthless the way you are Yes No
now?¢

13. Do you feel full of energy? Yes No
14. Do you feel that your situation is hopeless? Yes | No
15. Do you think that most people are better off Yes | No

Source: Sheikh, J.1., and Yesavage, J.A. Geriatric Depression Scale (GDS): Recent evidence and development of a

shorter version. Clinical Gerontologist 5(1-2): 165-173, 1986.

Prevention Pathways: Online Courses
http://www.samhsa.gov/preventionpathways

The Alcohol Use Disorders Identification Test
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The Alcohol Use Disorders Identification Test: Interview Version

Read questions as written. Record answers carefully. Begin the AUDIT by saying
“Now I am going to ask you some questions about your use of alcoholic beverages
during this past year.” Explain what is meant by “alcoholic beverages” by using
local examples of beer, wine, vodka, etc. Code answers in terms of “standard
drinks”. Place the correct answer number in the box at the right.

=

. How often do you have a drink containing alco-
hol?

(0) Never [Skip to Qs 9-10]
(1) Monthly or less

(2) 2 to 4 times a month
(3) 2 to 3 times a week

(4) 4 or more times a week

L]

6. How often during the last year have you needed
a first drink in the morning to get yourself going
after a heavy drinking session?

(0) Never
1) Less than monthly

) Monthly

) Weekly

) Daily or almost daily

]

2. How many drinks containing alcohol do you have 7. How often during the last year have you had a
on a typical day when you are drinking? feeling of guilt or remorse after drinking?
(0) 1or2 (0) Never
(1) 3or4 (1) Less than monthly
(2) 50r6 (2) Monthly
3) 7,8,0r9 |:| (3) Weekly |:|
(4) 10 or more (4) Daily or almost daily

3. How often do you have six or more drinks on one | 8. How often during the last year have you been

occasion?

(0) Never

(1) Less than monthly
(2) Monthly

(3) Weekly

(4) Daily or almost daily

Skip to Questions 9 and 10 if Total Score
for Questions 2 and 3 = 0

unable to remember what happened the night
before because you had been drinking?

(0) Never
(1) Less than monthly
(2) Monthly

(3) Weekly

(4) Daily or almost daily

]

S

. How often during the last year have you found
that you were not able to stop drinking once you
had started?

(0) Never

1) Less than monthly
Monthly

Weekly

Daily or almost daily

]

(

(2
3
(4

9. Have you or someone else been injured as a
result of your drinking?
(0) No
(2) Yes, but not in the last year
(4) Yes, during the last year

]

o

. How often during the last year have you failed to
do what was normally expected from you
because of drinking?

(0) Never

1) Less than monthly
Monthly

Weekly

Daily or almost daily

(

(2
3
(4

[ ]

10. Has a relative or friend or a doctor or another
health worker been concerned about your drink-
ing or suggested you cut down?

(0) No
(2) Yes, but not in the last year
(4) Yes, during the last year

]

Record total of specific items here |:|
If total is greater than recommended cut-off, consult User’s Manual.
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The Drug Abuse Screening Test

DAST-10 Questionnaire

I’'m going to read you a list of questions concerning information about your potential involvement with

drugs, excluding alcohol and tobacco, during the past 12 months.

When the words “drug abuse” are used, they mean the use of prescribed or over-the-counter
medications/drugs in excess of the directions and any non-medical use of drugs. The various classes of
drugs may include: cannabis (e.g., marijuana, hash), solvents, tranquilizers (e.g., Valium), barbiturates,
cocaine, stimulants (e.g., speed), hallucinogens (e.g., LSD) or narcotics (e.g., heroin). Remember that the

questions do not include alcohol or tobacco.

If you have difficulty with a statement, then choose the response that is mostly right.

You may choose to answer or not answer any of the questions in this section.

memory loss, hepatitis, convulsions, bleeding, etc.)?

These questions refer to the past 12 months. No Yes

1. Have you used drugs other than those required for medical reasons? 0 1

2. Do you abuse more than one drug at a time? 0 1

3. Are you always able to stop using drugs when you want to? (If never use 0 1
drugs, answer “Yes.”

4. Have you had "blackouts" or "flashbacks" as a result of drug use? 0 1

5. Do you ever feel bad or guilty about your drug use? If never use drugs, 0 1
choose “No.”

6. Does your spouse (or parents) ever complain about your involvement 0 1
with drugs?

7. Have you neglected your family because of your use of drugs? 0 1

8. Have you engaged in illegal activities in order to obtain drugs? 0 1

9. Have you ever experienced withdrawal symptoms (felt sick) when you 0 1
stopped taking drugs?

10. Have you had medical problems as a result of your drug use (e.g., 0 1
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The Six-lItem Cognitive Impairment Test

6CIT

Question

Score range

Weighting

What Year is it

0-1

x4

\What month is it

I 0-1

X3

Give the memory phrase
e.g. (John/Smith/42/West
Street/Bedford)

About what time is it
(within 1 hour)

0-1

X3

Count back from 20-1

1 point 1 error
2 point >1 error

X2

Say months in reverse

DNOSAJIMAMEF
J

1 point 1 error
2 point >1 error

0-2

X2

Repeat the memory
phrase

1 point 1 error

2 points 2 errors
3 points 3 errors
4 points 4 errors
5 points all errors

0-5

X2

Total score for 6CIT

0-28

Appendix P
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Staff Information Sheet, Participant Invitation Letter and Information Sheet

Oxford Health [/ &4
jation Trust

NHS Founc
3

UNIVERSITY OF

OXFORD

An Exploratory Study of Executive Functioning in Older Offenders
Dear probation staff member

| am working within a team of psychologists and psychiatrists from the University of
Oxford who are studying the thinking skills (executive functioning) of older males
(aged 50+) on probation. We hope to use the findings from the study to help improve
understanding, services and support for this group.

We are looking to recruit 30 men over the age of 50 years to participate in the study.
Participants will be required to complete some psychological tests measuring thinking
skills as well as answer some questions on health, occupation, and education.

We will be identifying cases who fit our criteria from centrally-held data and then
directly contact the member of probation staff managing the case to invite the
individual to participate. The assessment sessions will last approximately 1 hour and
we will seek to arrange them as part of routine probation supervision appointments.

The study has been approved by the University of Oxford Central University
Research Ethics Committee (ref: R47292/RE001) and NOMS (ref: 2016-290).

Thank you for taking the time to read this letter.

Yours sincerely,

Lucy Fitton
Trainee Clinical Psychologist
Supervised by Professor Seena Fazel
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Oxford Health [/ &4
on Trust

NHS Foundati

UNIVERSITY OF

OXFORD

Invitation Letter

The University of Oxford
An Exploratory Study of Executive Functioning in Older Offenders

Dear Sir,

We are a team of psychologists and psychiatrists from the University of
Oxford who are very interested in the thinking skills of older men on
probation. | would like to invite you to take part in our research. We hope to
use the findings from the study to help improve services and support for this

group.

If you would like to take part in the study | will meet you at the probation
office at a time that is good for you. This meeting will last approximately one
hour. I will ask you to complete some tasks measuring the thinking skills we
are interested in, and also ask you some background questions about your
health, education, and work experience.

The information gathered in the assessment will be kept confidential except
in the rare circumstances in which it is judged that you or someone else is at
risk of serious harm or if you disclose illegal acts or behaviour against
probation rules.

If you would like to find out more information about the study please let a
member of the probation team know and | will arrange to meet you.

| have enclosed an information sheet that includes some further information.

Thank you for taking the time to read this letter.

Yours sincerely,

Lucy Fitton
Trainee Clinical Psychologist
Supervised by Professor Seena Fazel
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Date and version No: 14/11/2016 Version 2

Oxford Health [\V/7&3
NHS Foundation Trust

UNIVERSITY OF

OXFORD

Participant Information Sheet

An Exploratory Study of Executive Functioning in Older Offenders (R47292/RE001)

You are invited to take part in our research study. Before you decide if you want to
participate we would like you to know why we are doing the research and what you would
need to do if you take part. One of the team can go through this sheet with you and
answer any guestions you have.

Why are we doing the study?

The aim of the study is to examine thinking skills (ability to organise and verbally respond to
information) in older men on probation. We are interested to know more about the thinking
skills in this group of people because we do not know much about this topic as little research
has been conducted in this area.

Why have | been invited?
We are looking to recruit 30 older men on probation. You have been given this sheet because
you meet these criteria.

What is involved in taking part?

A researcher will firstly ask you a couple of screening questions (to check your age and that
your first language is English) to make sure that you meet the criteria to participate. If you meet
these criteria an appointment will then be made for you to meet the researcher as part of your
routine probation appointment. This meeting will be in a room at the probation office. You will
need to sign a consent form to say that you are happy to participate and understand the study

and what will happen to the results. After this
you will be asked to do some short tasks measuring thinking skills, and answer some
additional questions on mental health (as this could influence performance on the tasks). The
session is expected to last approximately one hour. Demographic information (such as type of
sentence and conviction type) will be obtained from your probation record.

Do | have to take part?

It is up to you whether you decide to take part in the study. If you want to participate you will
need to sign a consent form. You are free to refuse to answer individual questions or to
withdraw from the study at any point and you do not need to give a reason. If you choose to do
this it will not affect any support you are currently receiving from the probation service. We may
still use the data we have collected up to the point of withdrawal.
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What will happen to my information?

All the information you provide will be anonymised and kept in a safe place. Your
individual information will only be seen by members of the research team and not the
Probation Service. The Probation Service will be given a summary of the overall
anonymous group data, but you will not be identifiable in this. This will be shared once
the study has ended, and will provide them with information on different needs within the
service, such as mental health.

Your data will be labelled with a number and will not have your name or personal
information on it. We will keep your contact details separate from the data. These data
will be stored for three years before they are destroyed.

All information will remain confidential (with the researchers) except in the rare
circumstances in which it is judged that you or someone else is deemed to be at risk of
serious harm or if there is a disclosure of illegal acts or behaviour against probation rules.

What are the advantages and disadvantages of taking part?

There is neither advantage nor disadvantage from your decision to take part in the
research. This study may lead to a better understanding of thinking skills in men on
probation and could lead to improvements in the support these people get. There are no
risks with taking part, although you may be made aware of mental health difficulties
through answering some questions asked. In cases of distress or anxiety we will direct
you to support services such as MIND (0300 123 3393) and the Samaritans (116 123).

What will happen to the results?

We plan to publish the results in an academic journal; you will not be identified in this.
These findings will also be made available to the probation service. If you want we can
give you a summary of the study results. The research will be written up as part of a
doctoral dissertation, no identifiable information will be included in this.

Who has approved this study?
This project has been reviewed by, and received ethics clearance through, the University
of Oxford Central University Research Ethics Committee (ref: R47292/RE001) and it has
been approved by the National Offender Management Service (ref: 2016-290)

Further information and contact details
If you would like further information about the study please contact your offender
manager or local probation service who will get in touch with us.
Who do | contact if | have a concern about the study?

If you have a concern about any aspect of this project, please speak to your local
community provider.

Thank you for taking the time to read this leaflet.
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Appendix Q

Consent Form

Oxford Health [\Y/7 53
st

NHS Foundation Trus

UNIVERSITY OF

OXFORD

Consent Form

An Exploratory Study of Executive Functioning in Older Offenders
Lucy Fitton (Trainee Clinical Psychologist)

The aim of the study is to examine thinking skills in older men on probation.

Research ID Number .-
(please leave blank) Please Initial

1. I confirm that | have read and understood the Information Sheet (dated 14/11/2016) for the above
study and that | have had the opportunity to consider the information, ask questions and have
these answered satisfactorily.

2. lunderstand participation is voluntary and that | am free to withdraw at any point without giving
reason, and without my support or care being affected.

3. lunderstand that if | withdraw from the study the data collected up to that point may still be used
in the future analyses.

4. 1 understand that participant identifiable data will be destroyed as soon as the study has been
completed (30/08/2017) and anonymised data will be stored for three years following this. After
this it will also be destroyed.

5. lunderstand that we plan to write the results of the study up for a doctoral dissertation and an
academic journal, but that there will be no identifying information in this.

6. | understand that researchers from the University of Oxford will have access to my probation
records.

7. lunderstand that this project has been reviewed by, and received ethics
clearance through, the University of Oxford Central University Research Ethics Committee, and
received approval from the National Offender Management Service.

8. lunderstand that all information will remain confidential (with the researchers) except in the rare
circumstances in which it is judged that you or someone else is deemed to be at risk of serious

harm or if there is a disclosure of illegal acts or behaviour against probation rules.

9. lunderstand that anonymised individual data will not be provided to the Probation Service but
they will be given information on the overall anonymised group data (that | cannot be identified in).

10. 1 understand how to raise a concern or make a complaint.

11. | agree to take part in the above study.

Name of Participant Date Signature

Name of Researcher Date Signature
- When completed: one copy for participant, original to be kept for researcher site file.
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If you would like a copy of the report once the project has been completed. Please
provide contact details.
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Appendix R

Data Collection Sheet

Data Collection Sheet

Participant number:

Age

Ethnicity

Education & Occupational History
(+retirement)

Current Medication

History of Psychiatric Conditions

Head Injury (hospitalised)

Neurological or cardiovascular
disorders (stroke, cardiac arrest etc.)

Probation information:
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Appendix S

Further Details on the Procedure

Development of Procedure
The study procedure was developed with two psychologists working within the probation
service to ensure that the methods were appropriate and acceptable. A Consultant Forensic
Clinical Neuropsychologist was also consulted during the development of the study proposal
and provided guidance and recommendations.
Session Structure
Each session began with a discussion about the study, review of information sheet,
opportunity to ask questions, and signing of the consent forms (one copy for the participant
one for the study records). At this point participants could provide contact details if they
wanted to receive a summary of the study findings once the research was completed.
The participants were then asked for information on:

e Educational and occupational background — age they left school, qualifications

achieved, career history and current occupation.

e Current medication.

e If they have any psychiatric/mental health diagnoses.

e Whether they have ever been hospitalised for a head injury.

e Whether they have any neurological or cardiovascular disorders including high blood

pressure.

The measures where then administered in the following order:

(1) Test of Premorbid Functioning

(2) Verbal Fluency tests

(3) Stroop test
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(4) Mini Neuropsychiatric Interview

(5) Geriatric Depression Scale-Short form
(6) Alcohol Use Disorders Identification Test
(7) Drug Abuse Screening Test

(8) Six-Item Cognitive Impairment Test

The session ended with a debrief and acknowledgement of the sensitive nature of some of

the questions. If the participant presented with scores indicating clinical difficulties this was

managed as described in the ethical considerations section (Appendix V).
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Appendix T

Variables Used to Predict Reoffending Risk on the OGRS3

e Copas rate (reconviction rate based on number of convictions and time between them)

e Current sanction type (whether this is a first caution with no conviction, second
caution with no conviction, first conviction, another caution type, or any other
conviction type)

e Age and sex

e Type of current offence

References
Howard, P., Francis, B. J., Soothill, K., Humphreys, L. (2009). OGRS3: the revised offender

group reconviction score. London, England: Ministry of Justice
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Appendix U

Research Approval

Approval from The Institute of Clinical Psychology Training

The Oxford Institute of Clinical Psychology Training

UNIVERSITY OF

OXFORD

Oxford Doctoral Course in Clinical Psychology
An NHS Course validated by the University of Oxford

Isis Education Centre, Warneford Hospital, Oxford OX3 7JX
Tel: +44(0)1865 226431
Website: www.oxicpt.co.uk

15" August, 2016

Lucy Fitton

Trainee Clinical Psychologist

Oxford Doctoral Course in Clinical Psychology

Isis Education Centre
Warneford Hospital

Dear Lucy,

Thank you very much for your work in revising your project. You now have full approval from the
Course Research Sub Committee.

We wish you all the best with your research.

Yours sincerely,

Dr Myra Cooper
Chair, Research Sub-Committee

c.C. Olivia Hewiitt
Seena Fazel
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Approval from CUREC

MEDICAL SCIENCES
INTER-DIVISIONAL RESEARCH ETHICS COMMITTEE

Research Services, University of Oxford, Wellington Square, Oxford, OX1 2JD
Tel: +44(0)1865 616577 Fax: +44(0)1865 280467

CONFIDENTIAL Ref: R47292/RE001

Ms Lucy Fitton 25 October 2016
Oxford Institute of Clinical Psychology Training

Isis Education Centre

Roosevelt Drive

Warneford Hospital

Oxford

Dear Lucy
Research Ethics Approval - CUREC 2
Project Title: An Exploratory Study of Executive Functioning in Older Offenders

The above application has been considered on behalf of the Medical Sciences Inter-divisional Research Ethics
Committee (IDREC) in accordance with the procedures laid down by the University for Ethical Approval of all
research involving human participants.

| am pleased to inform you that, on the basis of the information provided to the IDREC, the proposed research
has been judged as meeting appropriate ethical standards, and approval has been granted for a period of 10
months, commencing on 25" October 2016. The reference number for this project is R47292/RE001.

This is subject to:

a) itis your responsibility to comply with the requirements for administering any tests or questionnaires
and if in doubt to contact the publisher of those tests or questionnaires.

b) if new staff are engaged in the programme MS IDREC should be informed of their names, status and
ethics training

Please may | remind you that your project may be reviewed at some stage during an annual audit of projects.

Amendments

Should there be any subsequent changes to the project, which raise ethical issues not covered in the original
application, you should submit details to the IDREC for consideration and approval. If there are significant alterations
then the committee will require a succinct letter explaining these.

Please do not hesitate to contact me if you have any queries.

Yours sincerely

/ g;//.u.’ /{"/,,6

Dr. Helen Barnby-Porritt
Research Ethics Manager, Medical Sciences
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Conditional Approval from the National Offender Management Service

National Offender
Management Service

Mrs Lucy Fitton National Offender Management Service
Oxford Institute of Clinical Psyhcology Training National Research Committee
The Isis Education Centre Email: National.Research@noms.gsi.gov.uk

Roosevelt Drive
Warneford Hospital
Headington

Oxford

OX3 7JX

Lucy.Fitton@hmc.ox.ac.uk
26" September 2016

REQUEST FOR FURTHER INFORMATION — NOMS RESEARCH

Ref: 2016-290
Title: An Exploratory Study of Executive Functioning in Older Offenders

Dear Lucy,

Further to your application to undertake research across NOMS, the National Research Committee (NRC) has
considered the details provided, alongside the requirements set out in the NOMS research instruction
(https://www.gov.uk/government/organisations/national-offender-management-service/about/research) and has
requested the following further information.:

Further information is required on how the offenders will be identified/sampled, including why the age
group under examination is from age 50?

Please could you clarify the reasoning behind the sample sizes. Are they likely to be sufficient for the
statistical analysis? Have any power calculations been conducted?

Please could you provide more information on the normative test data including what this data is and
whether it is appropriate to conduct comparisons with this group of data?

Why were these prison establishments/NPS divisions/CRC areas selected?

Have the proposed assessment scales been validated in any way? Please could you also provide
further clarification on why each of the measures is required for the project?

Will the interview/questionnaire schedule be tested/piloted in the first instance to check ease of use,
coverage of key issues and overall length (monitoring any respondent fatigue)?

Would it be possible to give further consideration to the timing of the interviews and consider whether it
would be more appropriate to conduct the interviews before a probation supervision for example?
Please could you clarify why data needs to be stored for ten years? As set out in the NOMS Research
Applications Instruction, data should be kept no longer than necessary
(https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/316480/NOMS_Researc
h_Applications_Instruction_Final May 14 .doc; para 3.44).

Please also note, as set out in the NOMS Research Applications Instruction, payments for participation should
not be given to offenders while under prison or probation supervision. Payment will only be considered in very
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National Offender
Management Service

exceptional circumstances — there will need to be strong evidence that response rates have become
problematic in the approved study before seeking approval through the NRC for payments to be made.

Please send this further information (quoting your NRC Reference number) to the NRC
(National.Research@noms.gsi.gov.uk) at your earliest convenience. Please note the research must not
commence until the NRC has granted full approval, and a formal letter to that effect is provided.!

Yours sincerely,
National Research Committee
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APPROVED SUBJECT TO MODIFICATIONS — NOMS RESEARCH

Mrs Lucy Fitton National Offender Management Service
Oxford Institute of Clinical Psyhcology Training National Research Committee
The Isis Education Centre Email: National.Research@noms.gsi.gov.uk

Roosevelt Drive
Warneford Hospital
Headington

Oxford

OX3 7JX
Lucy.Fitton@hmc.ox.ac.uk

13t October 2016

Ref: 2016-290
Title: An Exploratory Study of Executive Functioning in Older Offenders

Dear Lucy,

Further to your application to undertake research across NOMS, the National Research
Committee (NRC) is pleased to grant approval in principle for your research. The Committee
has requested the following modifications:

e The methodology should be adapted to gather OGRS score information on the
identified sample. This will ensure that the sample selected is representative of the
wider population under investigation to provide external validity.

o Consideration should also be given to whether it is possible to examine the
experiences of older offenders under probation supervision with other protected
characteristics, i.e. females, those from a black and minority ethnic background
(BAME) or those who have a disability. We realise this may be beyond the scope of
the PhD as it is an exploratory study, but this will provide greater value to NOMS if
this were able to be examined. Please contact the research mailbox if you have any
feedback regarding this.

e To ensure that the participant has the opportunity to discuss any issues of concern
with their probation supervisor the interviews should be conducted as part of their
routine appointments. This should also negate the need for travel reimbursements to
be made.

e The following should be included in all participation information sheets/consent
forms:

o Participants should be informed that there will be neither advantage nor
disadvantage as a result of their decision to participate or not participate in the
research.

o It must be made clear to research participants that they can refuse to answer
individual questions or withdraw from the research until a designated point, and
that this will not compromise them in any way.

o Participants should be informed how their data will be used and for how long it
will be held.

o Access to any NOMS records for the participants should be explicitly covered.
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o It needs to be clear that the following information has to be disclosed: behaviour
that is against prison rules and can be adjudicated against, illegal acts, and
behaviour that is potentially harmful to the research participant (e.g. intention to
self-harm or complete suicide) or others.

o Potential avenues of support should be specified for those who are caused any
distress or anxiety.

o The respondent should be asked to direct any requests for information, complaints
and queries through their prison establishment/community provider. Direct
contact details should not be provided.

o If any individuals are being approached due to their very specific roles, particular
attention should be given to ensuring their anonymity. If anonymity cannot be
guaranteed, respondents will need to be fully informed about this prior to providing
their consent.

o For offenders under probation supervision, it should be ensured that the relevant
community provider is aware of the follow-up contact with the location of follow-up
meetings being agreed.

e As set out in the NOMS Research Applications Instruction, vouchers should not be
given to offenders while under probation supervision. Payment will only be
considered in very exceptional circumstances — there will need to be strong evidence
that response rates have become problematic in the approved study before seeking
approval through the NRC for payments to be made.

o The interview/questionnaire schedules should be tested/piloted in the first instance to
check ease of use, coverage of key issues and overall length (monitoring any
respondent fatigue).

« Research data should be kept no longer than necessary, e.g. when the research is to be
published and the scientific journal requires the original data to be kept for a specified
period

« Inthe final research reports, the limitations should be clearly set out (e.g. the samples
may not be fully representative, comparisons with normative test data rather than a
control group of others under probation supervision).

Before the research can commence you must agree formally by email to the NRC
(National.Research@noms.gsi.gov.uk), confirming that you accept the modifications set out
above and will comply with the terms and conditions outlined below and the expectations set
out in the NOMS Research Instruction
(https://www.gov.uk/government/organisations/national-offender-management-
service/about/research).

Please note that unless the project is commissioned by MoJ/NOMS and signed off by
Ministers, the decision to grant access to prison establishments, National Probation Service
(NPS) divisions or Community Rehabilitation Company (CRC) areas (and the offenders and
practitioners within these establishments/divisions/areas) ultimately lies with the Governing
Governor/Director of the establishment or the Deputy Director/Chief Executive of the NPS
division/CRC area concerned. If establishments/NPS divisions/CRC areas are to be
approached as part of the research, a copy of this letter must be attached to the request to
prove that the NRC has approved the study in principle. The decision to grant access to
existing data lies with the Information Asset Owners (IAOs) for each data source and the
researchers should abide by the data sharing conditions stipulated by each 1AO.
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Please quote your NRC reference number in all future correspondence.

Yours sincerely,
National Research Committee
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National Research Committee - Terms and Conditions

All research

e Changes to study - Informing and updating the NRC promptly of any changes made
to the planned methodology. This includes changes to the start and end date of the
research.

e Dissemination of research - The researcher will receive a research summary
template and project review form template attached to the research approval email
from NOMS. These two forms are for completion once the research project has ended
(ideally within one month of the end date).The researcher should complete the
research summary document for NOMS (approximately three pages; maximum of
five pages) which (i) summaries the research aims and approach, (ii) highlights the
key findings, and (iii) sets out the implications for NOMS decision-makers. The
research summary should use language that an educated, but not research-trained
person, would understand. It should be concise, well organised and self-contained.
The conclusions should be impartial and adequately supported by the research
findings. It should be submitted to the NRC alongside the completed project review
form (which covers lessons learnt and asks for ratings on key questions). Provision of
the research summary and project review form is essential if the research is to be of
real use to NOMS.

e Publications - The NRC (National.Research@noms.gsi.gov.uk) receiving an
electronic copy of any papers submitted for publication based on this research at the
time of submission and at least one month in advance of the publication.

e Data protection - Researchers must comply with the requirements of the Data
Protection Act 1998 and any other applicable legislation. Data protection guidance
can be found on the Information Commissioner’s Office website: http://ico.org.uk.
Researchers should store all data securely and ensure that information is coded in a
way that maintains the confidentiality and anonymity of research participants. The
researchers should abide by any data sharing conditions stipulated by the relevant data
controllers.

e Research participants - Consent must be given freely. It will be made clear to
participants verbally and in writing that they may withdraw from the research at any
point and that this will not have adverse impact on them. If research is undertaken
with vulnerable people — such as young offenders, offenders with learning difficulties
or those who are vulnerable due to psychological, mental disorder or medical
circumstances - then researchers should put special precautions in place to ensure that
the participants understand the scope of their research and the role that they are being
asked to undertake. Consent will usually be required from a parent or other
responsible adult for children to take part in the research.

e Termination - NOMS reserves the right to halt research at any time. It will not
always be possible to provide an explanation, but NOMS will undertake where
possible to provide the research institution/sponsor with a covering statement to
clarify that the decision to stop the research does not reflect on their capability or
behaviour.
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Research requiring access to prison establishments, NPS divisions and/or CRCs

Access — Approval from the Governing Governor/Director of the establishment or the
Deputy Director/Chief Executive of the NPS division/CRC area you wish to research
in. (Please note that NRC approval does not guarantee access to establishments, NPS
divisions or CRC areas; access is at the discretion of the Governing
Governor/Director or Deputy Director/Chief Executive and subject to local
operational factors and pressures). This is subject to clearance of vetting procedures
for each establishment/NPS division/CRC area.

Security — Compliance with all security requirements.

Disclosure — Researchers are under a duty to disclose certain information to prison
establishments/probation provider. This includes behaviour that is against prison rules
and can be adjudicated against, undisclosed illegal acts, and behaviour that is
potentially harmful to the research participant (e.g. intention to self-harm or complete
suicide) or others. Researchers should make research participants aware of this
requirement. The Prison Rules can be accessed here and should be reviewed:
http://www.justice.gov.uk/downloads/offenders/psipso/pso/PSO_0100_the prison_rul
es_1999.doc
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Email Approval from the National Offender Management Service

From: "Pike, Sarah (NOMS)" <Sarah.Pike@noms.gsi.gov.uk>

Subject: FW: NRC 2016-290 Application

Date: 15 November 2016 11:45:58 GMT

To: "lucy.fitton@hmec.ox.ac.uk™ <lucy fitton@hmc.ox.ac.uk>

Cc: "National Research [NOMS]" <National. Research@noms.gsi.gov.uk>

Hi Lucy,

Many thanks for your response. All the very best with your project — hope
it goes well.
[s_k_p]Sa rah

Sarah PikeistrResearch & Evaluation TeamisteNational Offender
Management Service | 4th Floor | Clive House | 70 Petty France | London
SW1H 9EXistrTelephone: 0300 047 6497 | VPN: 7150 476497 (Please note
I very have limited access to my phone and answerphone messages at
the moment)st-Email: Sarah.Pike@noms.gsi.gov.uk istrFor information on
NOMS research applications:
https://www.gov.uk/government/organisations/national-offender-
management-service/about/research

Please note my working week is Tuesday to Thursday.

This message is personal. The opinions expressed are in no way an official
view of the Ministry of Justice; neither should they be considered an
indication of Ministry of Justice policy.
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Appendix V

Ethical Considerations

Informed Consent

Before providing informed consent participants were also advised that they had the right to
withdraw from the study at any point. They were informed that any data collected prior to
withdrawal would be retained and may be used in the final data analysis. Participants were
made aware of the limits of confidentiality and that if they disclosed anything that indicated
significant risk of harm to themselves or others then confidentiality would need to be broken
to seek appropriate support. The readability of the invitation letter, consent form, and
information sheet was estimated at age 14 years (via readability-score.com).

If a participant’s capacity to provide informed consent was in question then a
conversation about their understanding of the study and consent took place. This was guided
by the Mental Capacity Act (The National Archives, 2005) where the participant’s
understanding on providing consent, their ability to retain and weigh information on this,
together with their ability to communicate their decision to consent or not, was assessed. If a
participant failed on one or more of these four areas they were deemed unable to participate.
One participant was excluded for this reason, as they were not deemed to have capacity to
provide informed consent.

Data Protection

Participants’ data were kept in accordance with the Data Protection Act (The National
Archives, 1998) and anonymised through the use of participant identification numbers. These
numbers were recorded on documents used in the study and the electronic database. A
separate document was used to record participants’ names and dates of birth to allow

identification of all who took part in the study. Data were stored at the Department of
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Psychiatry and kept in a locked cabinet. The electronic database was stored on a password-
protected laptop and did not include any participant identifiable data; at the end of the study
these data were transferred to a USB and stored with the rest of the data at the Department of
Psychiatry.

Only study staff had access to study documents. Participant identifiable data were
transferred in a locked bag. Any errors made on the paper documents were ruled out (rather
than amended with correction fluid), amended if required, initialled and dated. Data will be
kept for a minimum of three years at the Department of Psychiatry, in accordance with
CUREC guidelines, after which it will be destroyed. Once the study was completed any
identifiable details on the participants (such as name, date of birth, telephone number, and
address) were destroyed.

Risk Issues

If a participant’s score on the clinical interview, mood screen, substance screens, or brief
cognitive screen fell within ranges indicating clinically significant difficulties they were
informed that help might be available for the difficulties they described and advised to speak
with their general practitioner (GP) or probation officer about this. If the participant indicated
a risk of suicide this was discussed with the participant in the session and their probation
officer following the session.

There was the potential for the measures to induce anxiety or stress in the participant.
If the participant did become acutely distressed then the session would have been drawn to a
close. No participants raised immediate safety concerns (for example in a suicidal crisis),
however if they had they would have been encouraged to seek immediate support from the
emergency services. If the participant felt unable to do this then the researcher would have
offered to do this for them, and stay with them until help arrived. In instances of acute

distress support would have also been sought from a staff member of the probation service, in
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the first instance, as these would be in the building. Contact (by telephone, if not person)
would have been made to the supervising psychiatrist or a psychologist within the probation
service for further supervision and guidance. In such cases a standard procedure would have
been used to record the event on an incident form (developed following CUREC guidance,
presented below). Any incidents would have been discussed with the researcher’s supervisor.

Participants that presented with less severe or imminent suicidal ideation/risk were
encouraged to contact their GP or a health professional (this was 16 participants in total) and
given information on supporting organisations (MIND and the Samaritans). All of these
participants consented for this information to be shared with their probation officers, who
were contacted by the researcher following the session.

No participants presented with a risk of harm to others, for example through a
disclosure of re-offending, but if this did occur confidentiality would be broken and this issue
discussed immediately post-session with the probation staff and other relevant people and
organisations, such as safeguarding services (as pre-stated on the consent form). In this
instance a study incident form would be completed and supervision sought from the project
supervisor or psychologists within the probation service.

Safety and personal security

The researcher always informed members of staff at the probation service when they arrived
and followed the signing-in and signing-out procedures. Staff members indicated any
concerns they may have had with the probationers due to participate and if there were any
safety issues. Advice from probation staff on whether or not to involve participants in the
study for safety reasons would have been followed, although no safety concerns were raised
for any potential participants. The researcher informed staff members when and where they
were interviewing a participant and the expected duration of this. The researcher dressed

appropriately so as not to draw attention to themself and was aware of personal and

204



professional boundaries. If required the researcher would have made it clear that they were
not in a position to offer therapeutic support.

No participants were inappropriate or made the researcher feel uncomfortable. If they
had the assessment would have been ended in a calm manner. Probation staff would have
been informed of any such incidents and an incident form written. If an emergency arose the
researcher would have used the general alarm bell or personal alarm to notify staff.

Prior to the commencement of the study the researcher sought health and safety
guidance from the probation service and acted in accordance to this. The researcher had
completed mandatory PMVA (prevention and management of violence and aggression
training) within Oxford Health NHS Foundation Trust as well as more intensive breakaway

training within the West London Mental Health NHS Trust.

References

The National Archives. (1998). Data protection act. London, England: The Stationery
Office.

The National Archives. (2005). The mental capacity act. London, England: The Stationery

Office.
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Incident Report Form

Participant ID number:

Date and time of incident:

Details of the incident and reasons for concern:

Action Taken (e.g. discussed with whom, who contacted, outcome, decisions):

Participant’s General Practitioner Contacted by Researcher: Yes / No

If yes contact details of GP:

GP contacted by participant? Or other professionals contacted?

Letter sent to GP about contact? Yes / No

Letter attached? Yes / No

Name and Signature of psychologist Date
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Appendix W

Socio-economic Classifications

Socio-economic status was estimated using the Economic and Social Research Council social
classifications that are determined by occupation (Rose & O’Reilly, 1998). For those who
were retired this classification was based on their last occupation. This classification method
has been used in other research on older forensic samples (Fazel, O’Donnell, Hope, Gulati, &

Jacoby, 2007).

Table W.1. Socio-economic classifications of the sample

Class %(n)
1 — Higher managerial and 3.1(1)
professional occupations
2 — Lower managerial and 9.4 (3)
professional occupations
3 — Intermediate occupations 6.3 (2)
4 — Small employers and own 3.1(1)
account workers
5 — Lower supervisory, craft, 6.3 (2)
and related occupations
6 — Semi-routine occupations 12.5 (4)
7 — Routine occupations 31.2 (10)
8 — Never worked and long- 28.1 (9)

term unemployed

References

Fazel, S., O’Donnell, 1., Hope, T., Gulati, G., & Jacoby, R. (2007). Frontal lobes and older
sex offenders: a preliminary investigation. International Journal of Geriatric
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Appendix X

List of Medications Participants Reported Currently Taking

Acitretin

Alendronic acid

Antiretrovirals**

Arrythmia medication e.g. Antiarrhythmics
Beta blockers - Propranolol, Alprenolol
Blood pressure (e.g. valsartan & amlodipine)
Bronchodialators

Calcium channel blockers e.g. diltiazem
Co-codamol

Furosemide

Insulin

Irbesartan

Lamotrigine*

Lansoprazole

Levothyroxine

Lithium*>*

Metformin

Methotrexate*

Olanzapine

Omeprazole

Paracetamol

Prednisolone

Quetiapine

Ranitidine

Selective Serotonin Reuptake Inhibitors - Citalopram, Sertraline, Fluoxitine*
Statins

Tricyclic antidepressants — Amitriptyline**
Unspecifed asthma medication

Unspecified allergy medication
Unspecified anti-fungal medication
Unspecified colitis medication

Unspecified shingles medication

Vitamins

Warfarin

* Evidence of some minimal impact on cognitive functioning (Biringer, Rongve, & Lund,

2009; Martin et al., 1999; Meade et al., 2012)

208



** Likely negative impact on cognitive functioning (Caporaso, 2013; Institute of Medicine of

the National Academies, 2010; Pachet & Wisniewski, 2003).
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Appendix Y

Reflections

| approached this study with excitement and trepidation. Once the final research approval was
granted | became increasingly aware of the tight deadline and range of obstacles to overcome
to reach the point of submission. With six months to open and close recruitment | decided |
would do everything in my power to reach the target and maintain optimism that probation
officers I had never met would take time out of their stretched role to invite their clients.
Equally, I decided to hold hope that probationers would dedicate their time to participate for
free. In some ways the pressured deadline allowed me to sustain momentum despite the other
challenges of clinical psychology training and life more generally.

| feel privileged to have had the opportunity to access the probation service and
clients that would not routinely receive psychological input. | valued meetings with forensic
psychologists within this service, this allowed me the opportunity to reflect upon the
differences and similarities between forensic and clinical psychologists. It was fascinating to
work with the specific client group of older probationers. My only other forensic experience
at that point was a specialist placement in forensic mental health and this study afforded me
insights into the diversity of the role of a psychologist when working with forensic
populations.

While the stressors and challenges of developing and implementing the study were
anticipated, one of the most difficult tasks was not being in a position to offer support or
guidance for any identified mental health needs. Although I was able to encourage
participants to speak to their GP or probation officer | was conscious of the limited

psychological input into the probation service as well as the challenges of accessing mental
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health services. Having worked in community mental health | was aware of how difficult it
was for people to access these services if they had a forensic history or significant substance
misuse difficulties. Furthermore, considering my current placement in forensic mental health
| could see that many of the probationers would not meet the complexity threshold of
required for many of these services. In supervision | was able to reflect on how this client
group may ‘fall through the cracks’ and contemplate potential solutions to this problem. I was
informed there are to be some trials of an IAPT style programme within the probation
services, and | will be interested to see how this progresses.

| feel fortunate that | was able to complete a study in areas | am particularly interested
in - forensics and neuropsychology. Prior to training a large proportion of my experience was
spent working with older adults and | felt a focus on older probationers was also a good
match for me. While only a small study | found it exciting to know | was addressing a new
research area and providing information on a population little is known about. | have always
been drawn to work within a forensic context and with people who may be regarded as on the
fringes of society. As I embarked on this project Nelson Mandela’s words on the criminal
justice system were in my mind “A nation should not be judged by how it treats
its highest citizens but its lowest ones”. This rang particularly true for groups of older people
who offend, where the literature indicates that their needs are not always met. This project
sparked a further interest in understanding the psychological processes of people in all stages

of the criminal justice system, particularly how these processes relate to risk and offending.
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