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Overview

This thesis describes research investigating the psychological construct of “insight
into offending behaviour’ in the assessment and management of mentally disordered

offenders.

Part 1 comprises a literature review which was prompted by the observation that the
term "insight” was understood and used differently by mental health professionals
working in forensic psychiatry as compared with general psychiatry. The review
concludes that the meaning of the term "insight’ in forensic psychiatric practice is
non-standardised, despite its role in risk assessment and risk management procedures.
An ill-defined construct (*insight into offending behaviour’) is identified. It is argued
that this raises concerns about both ethical patient treatment and public safety. Further

research is called for.

Part 2 describes a qualitative research project that investigated understanding and use
of the term *insight into offending’ by psychiatrists and Home Office caseworkers
involved in the risk assessment and risk management of mentally disordered
offenders, and considers practices related to its assessment. The study concludes that
there is considerable variety in understandings of the construct, beliefs about its
importance in risk assessment procedures, and assessment practices relating to it.

However, some general themes are identified.

Part 3 offers a critique of the research process described in Part 2, and discusses the

study’s strengths and limitations. It suggests directions for future research.
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Part 1:

Literature Review

‘The conceptualisation of patient insight in the literature

relating to the risk assessment of mentally disordered

offenders.’



Abstract

Formal conceptualisation of the construct of *insight” in general psychiatry has been a
major research enterprise over the past twenty years. Debate about the construct
continues, but it is generally accepted to refer to patients’ understanding of their
mental state. This review is prompted by the observation that the term "insight’ is also
used by the forensic psychiatric community but with apparent differences in meaning.
A review was undertaken to examine the use of the term in the current literature
relating to the risk assessment and management of mentally disordered offenders.
Seventeen papers were retrieved that referred to insight, but an important role for the
construct in risk assessment was identified. It is argued that the small number of
papers reflects the lack of research interest in this area. Within the identified
literature. considerable variation in the use of the term "insight’ was noted. In many,
but not all cases, "insight” is used to refer to the patient’s understanding of their
offending behaviour, as well as, as part of, or instead of their mental iliness. The
models of this identified “insight into offending behaviour® construct also varied. The
paper concludes that there are serious ethical and public safety issues in the current
non-standardised use of the insight construct within forensic psychiatric practice and
calls for further empirical inquiry to formalise matters relating to its nature, value and

clinical assessment.



The prediction of dangerousness in mentally disordered offenders is an issue of
primary interest to forensic experts, policy-makers and the public. Offences against
the person perpetrated by people with mental illnesses receive intense media coverage
and reinforce public beliefs about the unpredictability and dangerousness of mentally
ill people (Morrall, 2000; Taylor & Gunn, 1999). When a mentally disordered person
commits an act of violence, government and public concern understandably focuses
on the issue of public safety, and in particular on the chances of re-offence and the
means by which those chances will be minimised (O'Rourke. Hammond & Davies,
1997). However, these offenders present special challenges to law enforcement,
mental health and social care services, and the community at large.

The literature relating to the prediction and management of'risk of violence in
mentally disordered offenders continues to reflect the heterogeneity of scholarly
opinion in this field (see Blumenthal & Lavender. 2001; Crighton, 2004, for
summary). In the UK, the previous twenty years has seen the conclusions of a number
of relevant public inquiries (see the NHS Report into the Care and Treatment of John
Barrett. 2006, and earlicr inquiries summarised by Parker & McCulloch, 1999), as
well as the introduction of various policy initiatives aimed at improving the
management of mentally disordered offenders (e.g., Home Office, 1992; the National
Confidential Inquiry into Suicide and Homicide by Mentally Ill People described in
Appleby. Shaw, Amos & McDonnell, 1999; government recommendations for those
working with this patient group (e.g., Home Office, 1995); and the revision of the
Mental Health Act of 1983 currently under way). Despite academic research,
government investigations and policy initiatives, the whole issue of how these

offenders are assessed and managed remains contentious. Forensic mental health
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professionals are, however, expected to accurately assess risk of violence in their

patients and to use their findings in the formulation of risk management plans.

Research findings over the past 40 years suggest a number of factors, both static (e.g.,
early experiences, offending history, diagnosis of personality disorder) and dynamic
(e.g., negative attitudes, symptoms of major mental illness, insight), that appear to
relate to the perpetration of violent acts by mentally disordered patients (Andrews &
Bonta, 2003; Blumenthal & Lavender 2001; Webster, Douglas, Eaves & Hart, 1997).
This knowledge has led to debate about the relative importance of these variables and
the comparative virtues of actuarial models, which typically focus on static factors,
versus clinical assessments of risk (e.g., Gardner, Lidz, Mulvey & Shaw, 1996; Gray
et al., 2003; Dolan & Doyle, 2006). There is good evidence that actuarial measures
are more accurate than pure clinical judgement and this has led to the argument that
risk assessment should be based on explicit statistical models. (Monahan, 1981;
Monahan & Steadman, 1994; Quinsey, Harris, Rice & Cormier, 2006). However,
dynamic factors apparently contributing towards violent behaviour are not easily
incorporated into such models. They necessarily require consideration of the
individual variations in presentation that clinical assessment can accommodate, and as
such their evaluation is best based on the good judgement of the expert (Hart, 1998).
This exposes clinicians who include such factors in risk assessments to the criticism

that their predictions are without empirical foundation (Hanson, 2002).

The past decade has seen an increasing recognition of the value of clinical judgements
about dynamic risk factors that are made within a structured context informed by

actuarially-derived information. This follows the continuing development of an



evidence-base confirming the usefulness such variables in the risk assessment process
(e.g., Douglas, Ogloff & Hart, 2003; Doyle & Dolan, 2006; Elbogen, Van Dorn,
Swanson, Swartz & Monahan, 2006). Consequently, there has been a shift towards the
integration of actuarial and clinical approaches to violence risk assessment and an
increasing interest in violence risk management. (Crighton, 2004; Dolan & Doyle,
2001). Empirically-based structured decision-making schemes have been developed
which provide a systematic means of addressing the process of assessing, predicting
and managing violence risk in mentally disordered offenders. The MacArthur Risk
Assessment Study (Steadman et al.. 1994) and the HCR-20 (Webster, Eaves, Douglas
& Wintrup, 1995; Webster et al.,1997) are examples of such tools. These risk
assessment tools include dynamic variables, but in doing so necessitate an evidence-
based consensus among academics and clinicians regarding the definition and
assessment of these clinically-evaluated factors if they are to avoid the accusation of

non-standardisation.

The HCR-20 is one of the most widely-used structured risk assessment tools in the
UK (Macpherson & Kevan, 2004). It lists patients’ *Lack of Insight” amongst its
clinical (current) factors (variable C1). Its authors define this variable as a *multi-
dimensional construct” referring to the “reasonable understanding and evaluation’ of
mental processes and the *social consequences” of those, including violence risk.
(Webster et al, 1997, p.50). The inclusion of insight in that scheme is echoed in the
Risk for Sexual Violence Protocol (Hart et al., 2003), a tool also used in risk
assessments of mentally disordered offenders, where *Risk factor #8: Problems with
self-awareness’ is also described as *lack of insight’. The variable in this tool refers to

insight into both mental illness and the thoughts and behaviours leading to the offence
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(p.56). Inclusion of lack of awareness or insight in this instrument is justified by the
authors on the basis of its perceived critical position in theories and treatments of
sexual violence (e.g., Finklehor, 1984; Hanson & Harris, 2000). *Insight’ appears
again in the Behavioural Status Index (Woods, Reed & Robinson, 1999), a risk
assessment and treatment planning instrument designed use within forensic psychiatry
settings. In the UK, professional guidelines from various sources also specify its
inclusion in the risk assessment process. The British Psychological Society’s Faculty
of Forensic Clinical Psychology lists the inclusion of questions relating to the
patient’s "attitudes’, "awareness’ and "insight’ into their risk behaviours and offences
(BPS. 2006, p. 28). Similarly, the Home Office’s Mental Health Unit requires that
*Responsible Medical Officers’ who manage the treatment of mentally disordered
offenders on ‘restriction orders™ under the Mental Health Act (1983) also consider
patient "attitudes’ and ‘insight’, both in relation to mental illness and to the offence
(Dent, 1997; Srinivas, Denvir & Humphreys, 2006). A Home Office commissioned
review of the risk assessment literature for all offenders (including mentally
disordered offenders) also lists “lack of insight/remorse’ in relation to offending
behaviour as an important secondary risk variable in the prediction of recidivism

(Powis. 2002, p.vii).

Evaluation of insight into mental state forms a standard part of paticnt assessment in
general psychiatry (see, for example, practice guidelines published by the American
Psychiatric Association, 2006, p.23). Insight - its definition, assessment, and
management — has been a subject of interest and discussion in psychiatry since the
middle of the nineteenth century and an important research focus since the 1980s

(Markova, 2005). However, conceptualisation of this phenomenon of “internal sight’,



mental vision or perception (Oxford English Dictionary, 2002) has proved complex
and empirical investigation difficult. This difficulty is reflected by the range of
definitions that exists. For example, much of the work on insight in patients with
organic brain syndromes uses a fairly narrow concept of insight as an awareness of
specific deficits (Markova & Berrios, 2000). In general psychiatry, however, insight
has been understood in a more general sense of awareness of illness (e.g. Amador &
David, 2004; Young, Davila & Scher, 1993) and/or with further components
incorporated into the concept — for example, attributions (Amador, Strauss, Yale &
Gorman, 1991) and self knowldege (Gillett, 1994). Psychological perspectives also
add further dimensions to conceptualisation of insight. Gestalt cognitive psychology
views insight in terms of specific problem solving (Sternberg & Davidson, 1995), for
example, whilst psychoanalytic writing refers to a different notion of insight as a
deeper kind of internal *comprehension’ (Richfield, 1954). Empirical investigation
and scholarly debate continues to work towards determining the individual
components of insight and defining the boundaries of the construct. However, since
the end of the nineteenth century, awareness of mental phenomena and mental change
together with some judgement made by the patient concerning the illness affecting
them has formed the core of the theoretical concept in general psychiatry (Markova,

2005).

Much of the research described above is relevant to the assessment and management
of mentally disordered offenders as a sub-group of the general psychiatric population.
The specific nature of insight in this population and its role in forensic risk assessment
has not. however, been the focus of much empirical research despite its inclusion in

the structured clinical assessment schemes, professional guidelines, and implied role



in theories of violence (Hart et al., 2003). This is possibly due to the ongoing
investigation into insight in the context of mental illness and the accompanying
debate, and perhaps an assumption that insight in forensic psychiatry is not

substantially different to insight in a general psychiatry context.

Conceptualisations of insight in relation to mentally disordered offenders in the risk
assessment literature cited above do, however, appear to differ from those that are
applicable to general psychiatric patients. They apparently refer to the patient having
insight into two issues: the mental illness and the offending or "risk” behaviour, as
well as into the relationship between them. Although there are some broader
definitions in the insight into mental illness literature that might accommodate some
of the implied additional components evident in the cited literature and guidelines
(e.g., the multidimensional constructs described by Amador et al., 1993, and Beck,
Baruch. Balter, Steer & Warman, 2004), these do not specifically refer to the detailed
understanding of a particular behaviour (i.e. the offence) that the forensic literature
implies. There is also a qualitative difference between assessment of insight in general
psychiatry and in forensic psychiatry in that evaluation of the construct serves a risk
assessment purpose, the outcome of which has broader social implications. Implicit in
the inclusion of evaluation of insight in the risk assessment process (as outlined in the
cited literature) is the notion that insight and the chances of recidivism are inversely
related so that its presence or absence is expected to be predictive of behaviour. In
general psychiatry, however, its assessment contributes to mental state examination
and decisions about issues such as severity of illness and prognosis (Markova, 2005),

so that clinicians’ primary concern is not necessarily to use such findings to anticipate

16



future behaviour. Nor do these assessments necessarily have public safety

implications.

Patient insight therefore appears to present a complex issue for clinical risk
assessment and management of mentally disordered offenders. This paper is prompted
by the apparent absence of direct investigation into this construct in the context of
forensic psychiatry and the impression, gained from cursory consideration of the
information described above, that there is no consensus as to the nature of insight in
the mentally disordered populations. It describes the findings of a review of existing
literature relating to the risk assessment of mentally disordered offenders and
considers the use and value of the term “insight’ within that literature. It aims to
summarise the existing relevant literature and to draw together its findings to answer

the following research questions:

(N How is patient insight conceptualised in the literature relating to mentally
disordered offenders: what is its nature, value to the risk assessment process and how

should it be assessed?

(2) Is there a consensus among researchers and clinicians working with this group

regarding this construct?

It also aims to identify gaps in the existing research and future directions for empirical

investigation.



Method

A literature review was carried out to identify existing research and commentaries
published in peer-reviewed journals that referred to patient insight in mentally
disordered offenders. Keywords were identified (insight, offending behaviour,
mentally disordered offenders, recidivism). The relevant databases (PsychlInfo,
Pubmed, Crim Abstracts) were searched to find the studies that matched the search
terms. Retrieved articles prompted searches with new key words identified as being
used synonymously with insight or related to insight, or to describe a component of it
(e.g., attitudes, cognitive distortions, attributions, empathy, remorse). All retrieved
publications were then scrutinised and references were checked for relevance. Papers
identified by the search engines as ‘related articles’ were also examined. Risk
assessment tools currently in use within forensic settings in the UK were also hand-
searched for examples of the use of the term "insight’ in relation to patients. Studies
were included in the review that were judged to have direct relevance to answering
the research questions. Thus papers that addressed the broader issue of risk
assessment of offenders were included if they were considered to contribute to
understanding of how patient insight is conceptualised and valued amongst clinicians
and rescarchers working with mentally disordered offenders. The inclusion of this
wider offender literature was justified by the findings of studies that have shown its
relevance to the mentally disordered offender population (Bonta, LLaw & Hanson,

1998).

Findings



The literature search identified seventeen papers that referred directly to patient
insight in mentally disordered offenders. These papers specifically described the
assessment of insight as part of the risk assessment process, as part of assessment of
other aspects of mentally disordered offenders’ mental state or behaviour or the
promotion of insight as part of treatment plans. Their explicit or implied definitions

varied, however.

Papers were retrieved that described risk assessment or treatment planning schemes
(including "insight’ assessment as part of that process) that have been described
previously but are considered here in more detail. These were those relating to the
HCR-20 (Douglas et al, 2001 Webster et al, 1994, 1995, &1997), the Risk for Sexual
Violence Protocol - RSVP (Hart et al, 2003) and the Behavioural Status Index
(Woods, Reed & Robinson, 1999 & 2003). In including insight for measurement
within their schemes, these authors necessarily provided more detailed descriptions of

their understandings of the construct.

The HCR-20"s *multi-dimensional” model of insight is the best-elaborated definition
in the available literature. It summarises the construct and its constituent factors as

follows:

(1) The patient’s belief that they have a mental disorder
(2) Their awareness of the implications and liabilities of their mental disorder
(3) Their understanding of what might be done to address the disorder (Douglas et al,

2001, p.73).



This definition seems weighted towards insight into mental illness, but sees awareness
of risky behaviours resulting from the mental disorder as part of that insight. Its
authors specify that insight is demonstrated by “self-perception’ of dangerousness and
understanding of personal risks for committing violent acts and understanding of the
triggers that lead to such acts (p.73). There is also an implied dimension of social and
moral reasoning present in the HCR-20’s definition of insight. Its authors suggest
insight involves not just the individual’s ability to understand their own thought
processes and actions, but also their capacity to understand how they relate to others
and explain interpersonal events — for example, are they able to take responsibility? In
addition, the authors consider “insight’ to be a dynamic construct, “existing along a
continuum, the range of which varies from person to person’ (p.75). They also
consider it to be a personal “capacity’: a variable trait that is affected by other factors
of personality (p.76). A final dimension of insight is presented in the Companion
Guide’s (Douglas et al., 2001) suggested model for enhancing insight as part of
patients’ risk management programmes. This advises the use of motivational
interviewing (Miller & Rollnick, 1991) to promote the expression of empathy, thus

implying that that construct is closely related to (or forms part of) insight.

The RSVP (Hart et al., 2003) prefers the term *Problems with self-awareness’ to
describe the construct it also defines as *lack of insight’. This tool was designed for
risk assessment of sex offenders generally, although it is used to assess mentally
disordered offenders, and indeed includes *mental disorder’ as one of its five domains
of risk factors. It seems likely that it is because of this target population that its
definition of the awareness/insight construct stresses offenders’ understanding of their

offending behaviour more than their mental state, although it does refer to knowledge
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of mental illness as part of self-awareness. Primarily, however, it focuses on
‘impaired meta-cognition and failure to understand one’s own crime cycle or offence
chain’ as evidence of lack of awareness/insight (p.56), as describes good insight as
the ability to accurately self-appraise strengths, limitations, thought processes and
associations between thoughts and behaviours. Unlike the HCR-20's definition,
“insight’ as defined by the RSVP is does not imply inclusion of the broader social and

moral aspects implied in that scheme.

The Behavioural Status Index (Woods et al., 1999, 2003) is a behaviourally-based risk
assessment and treatment planning instrument designed for use in high-security
forensic settings. It has three subscales: ‘risk’, "insight” and *communication and
social skills’. Insight in this tool is also defined in terms of insight into behaviour and
the causes of behaviours. The subscale’s items target information about the patient’s
understanding of their own tension and anger levels, strategies for managing these,
features of personal relationships that feed into offending/risky behaviours,
understanding of the antecedent events leading to incarceration, ascription of
responsibility and problem-solving skills. The scale does not measure insight into
mental illness specifically — although insight into mental state may be necessary as
part of patients’ understanding of events leading to offending/risky behaviours. As is
cvident from the item content listed above, the Behavioural Status Index, like the
HCR-20 and unlike the RSVP, does include the social and moral self-perception
implied in the ability to see oneself in relation to others, and to take appropriate

responsibility for behaviours.
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In their inclusion of insight assessment their risk assessment schemes, the authors of
the three risk assessment tools described above link presence of insight to reduced
risk of re-offending. Interestingly Woods et al. (2003) examined the relationship
between their conceptualisation of insight (described above) and risk of violence
following the repeated administration of their instrument with a large sample of
forensic patients (n=503) and subsequent factor analyses. Their hypothesis, that risk
would be inversely related to insight as indicated by correlations between their two
subscales, was not supported. They do not, however, interpret this finding as evidence
of a weak relationship between insight and risk, referring to the work of Webster et al.
(1994. 1995, 1997) as evidence of the importance of this construct in risk assessment.
Instead they observe that their operationalisations of the risk and insight constructs
may be responsible for their apparent independence, and that distortion of the
relationship due to the strong intra-item association on the insight subscale was
probably a further factor. They write of the logically-entailed notion® (p.515) that
insight as they define it (insight into offending behaviour) is inversely related to risk
of violence, that this is "clinical logic’, and that it is ‘nonsensical to suggest that

insight is not related to risk’ (p.515).

Two papers that directly referred to insight in terms of offending behaviour were
describing treatment approaches. Ferguson (1999) describes a risk assessment method
(*eco-maps’) that can also be used to facilitate learning-disabled forensic patients’
rationalisation and understanding of the *often complicated concepts which contribute
to their behaviour’ (p.1224). She calls this understanding “insight’. Likewise, Huriwai
(2002) describes a program aimed at substance addicted prisoners which promotes

“insight’ (which it defines in terms of helping inmates to recognize and understanding
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of thoughts, behaviours and emotions that precede criminal activity) alongside

specific coping skills.

Three further papers used the "insight into offending behaviour’ construct in
proposing models describing various phenomena relating to forensic psychiatric care
or the management of prisoners. Timmerman, Vastenburg & Emmelkamp (2001)
described the development of an assessment measure (the Forensic Inpatient Forensic
Scale or FIOS), designed to facilitate evaluation of forensic inpatients’ functioning
that is independent of their risk of re-offending. It comprises six factors including
‘insight into offence/problems’. *Insight” as operationalised here is similar to the
construct described by Woods et al. (1999, 2003) in that it is primarily concerned with
the patients’ insight into and attitudes towards their offending/risky behaviour and
personal problems (e.g.. relationships, addictions) that contribute towards these
behaviours. Knecht, Morawitz & Schanda (1993) use a similar conceptualisation of
“insight” in their four-factor *concept of further dangerousness’, which describes the
criteria against which decisions are currently made that relate to compulsory inpatient
treatment of mentally disordered offenders in Austria. Lord & Willmott (2004)
conceptualise insight in a similar way, though for the different purpose of describing
the processes involved in sex offenders’ denial of their offences. They list three
‘group factors’ that their findings indicate influence denial, including one they call
*motivational/insight’. Like Timmerman et al. (2001) and Knecht et al. (1993) these
authors are concerned with the offender’s insight into their offending behaviour and
the factors that contribute towards it (which may or may not include variables related
to mental iliness). However, their work also suggests a social and moral realisation of

wrong-doing in the offending behaviour (which involves the breakdown of cognitive

23



distortions that allow sex offenders to both offend and subsequently justify their

actions) that motivates the offender to address their behaviour.

The understandings of “insight’ that primarily refer to patients’ awareness of their
behaviours (the risks, causes, consequences and severity of their actions) described
above were not universal in the literature relating to mentally disordered offenders.
Four papers (Arango, Bombin, Gonzalez-Salvador, Garcia-Cabeza & Bobes,
2006;Carroll, Pantelis & Harvey, 2004; Soyka, Graz, & Bottlender, 2007; Young,
Spitz, Hillbrand & Daneri, 1999) described studies in which measures were taken of
mentally disordered offenders’ “insight’ that related to one of the accepted models of
insight into mental illness (or at least one variable of those models). Young et al.
(1999) reviewed the literature relating to forensic patients’ willingness to comply with
medication (which they sometimes referred to as “insight’) and the risk of recidivism.
Considering the same question in their longitudinal study of previously violent
schizophrenics. Arango et al. (2006) investigated the relationship between medication
adherence and subsequent violence, and also used the term “insight’ to refer to
treatment compliance. Soyka et al. (2007) considered the broader question of clinical
correlates of offending behaviour in schizophrenics. and concluded that insight, as
defined in terms of recognition of mental disorder and the need for treatment, was an
important clinical factor predictive of subsequent offending. Finally, Carroll et al.
(2004) used a similar operationalisation in exploring the relationship between insight
(as confined to measures of the "‘compliance’ and *awareness of illness’ domains on

David’s (1990) Schedule for the Assessment of Insight) and hopelessness.



One paper offered an apparently unique conceptualisation of insight in the context of
mentally disordered offenders. Buckley et al. (2004) considered insight and its
relationship to violent behaviour in previously violent schizophrenics. These authors
divided insight assessment into two areas: insight into illness, and insight into “the
legal consequences of illness’ — a construct they term *forensic insight’. It is
interesting that insight into the offending behaviour — its nature, triggers and

consequences — is not included in this definition.

Summary of findings

The majority of retrieved papers described conceptualisations of insight in relation to
mentally disordered offenders that primarily focussed on insight into offending
behaviour, and specifically on patients’ understanding of circumstances leading to the
offence/risky behaviour. Insight into mental illness was apparently considered to be
related to insight into offending behaviour by the authors of these papers. For the
most part, it was implied that insight into mental iliness was a component of insight
into offending behaviour, in that it might constitute one of the contributing factors
leading to the offence (e.g.. Ferguson, 1999; Hart et al., 2003; Timmerman et al.,
2001). On the other hand, Webster et al.”s definition (1994,1995,1997) as
operationalised in the HCR-20 suggests the opposite relationship: that insight into
behaviour is part of insight into mental illness. Some authors, however, used the term
‘insight” in the context of this group without making reference to insight into
behaviour at all: their definitions, for the purposes of the studies in questions, were
solely concerned with the patients’ insight into their illnesses and apparent

expressions of this (e.g., Carroll et al., 2004; Young et al., 1999). These



understandings reflect accepted understandings of insight in general psychiatry —
understandings including the acknowledgement of mental illness and the need for
treatment as demonstrated by adherence to treatment plans (e.g., APA Practice

Guidelines, 2006).

Some of the better-elaborated definitions of the construct suggest that a component of
insight within this population is the social self-perception necessary for understanding
how one relates to others and for accurate appraisal of interpersonal events (Douglas
etal., 2001; Wood et al., 2003). One of these publications implied that empathy is a
part of this social self-awareness (Douglas et al., 2001). Both these models and one
other (Lord & Willmot, 2004) suggest that good insight demands the moral awareness
necessary for the ability to take responsibility (Douglas et al., 2001; Wood et al.,
2003), and to acknowledge the wrong-doing that is the offending behaviour (Lord &

Willmot, 2004). These aspects were not explicitly suggested elsewhere.

One paper offered a definition of insight in relation to this patient population that did
not appear elsewhere: the concept of *forensic insight’, which its authors defined as a
patient’s understanding of the legal consequences of their illness (Buckley at al.,

2004).

Discussion

The literature review described above provides good evidence of variation in

definition and use of the term “insight” in the literature relating to mentally disordered

offenders, thus confirming the researcher’s impression of non-standardisation that
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prompted this investigation. These findings provide a negative answer to the second
research question, which asked whether a consensus exists in the literature regarding
this construct. By way of addressing the first research question, which asked about
how “insight’ is conceptualised by writers concerned with the assessment and
management of mentally disordered offenders, this section describes trends and
differences in conceptualisations of insight, and explicit and implicit beliefs about its

components, value and assessment.

As previously described, the search retrieved just seventeen papers relevant to the
assessment and management of mentally disordered offenders that directly referred to
insight. It is important to note that there may be search process reasons contributing to
this small result. The databases used operate by searching for keywords in the titles
and abstracts of papers and it therefore seems likely that other relevant papers exist
that use the term insight (although these are likely to have other focuses than insight
itself). However, it might also be argued that the fact that this relatively small number
of relevant papers were identified gives credence to the present study and its call for
further research into insight this context. It is clear from the fact that only one of the
papers had a primary purpose of examining the construct of insight and its role in
recidivism (Woods, Reed & Collins, 2003) that the main reason for the dearth of
literature in this area is the apparent lack of research interest. It scems that there has
been little acknowledgement of the non-standardised use of the construct in the
offending context and little (if any) attempt to investigate or address this. In addition,
examples of the term’s usage just within those papers that were retrieved are

sufficient to support the argument presented in the introduction of this paper that
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insight is conceptualised differently by professionals working with mentally

disordered offenders to those working in general psychiatry.

The literature described here provides some idea of how insight is currently
conceptualised in forensic psychiatry. As discussed in the introduction to this paper, it
is clear that many researchers and clinicians in this field do consider insight in
forensic patients to include, or refer exclusively, to insight into the offending
behaviour. This “insight into offending behaviour™ construct is not, however, defined

consistently in the literature.

In many cases, authors suggest that this type of insight is demonstrated, at least in
part, by the detailed understanding of the cognitive, behavioural, circumstantial and
interpersonal antecedents of the offending/risky behaviour and the consequences of
that behaviour (e.g., Ferguson, 1999; Hart et al., 2003; Huriwai, 2002; Timmerman et
al., 2001; Woods et al., 1999, 2003). These conceptualisations are perhaps not
surprising, as they reflect the fact that it is the promotion of this kind of self-
awarencss that is often the focus of cognitive-behavioural risk management
programmes in forensic psychiatry settings (e.g., Douglas, Webster, Hart, Eaves &
Ogloff, 2001), and prisons, as Hart et al. (2003) point out. However, this definition of
the "insight into offending behaviour’ construct, although widespread in this literature,
was not exclusive. Other writers included the moral and social elements to self-
understanding described in the previous section (e.g.. Douglas et al., 2001:Lord &
Willmott, 2004; Woods et al.. 1999, 2003). Primarily, these aspects of self-awareness
seem to involve recognition of wrong-doing and acceptance of personal culpability

for the offending behaviour. It can be assumed, therefore, that these clinicians, when
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assessing, would require demonstration of this insight through an appropriate
expression of this realisation. Researchers who refer to these issues in their papers do
not, however, elaborate on what such a demonstration would look like. It seems
plausible to speculate that these writers might expect expression of remorse or guilt,
or perhaps evidence of this in apparent psychological distress. A related concept is the
expression of empathy for the victim of offences, that Douglas et al. (2001) suggest
should be sought in psychological work promoting insight in mentally disordered

offenders.

These aspects of insight suggest an emotive dimension to the conceptualisation of
insight into offending behaviour that differs from the more cognitive insight targeted
by the offending behaviour treatment programmes discussed above (and reflects the
concepts of “intellectual” and “emotional’ insight. described in Beck et al., 2004, that
are one of the recent additions to the literature focussing on insight into mental
illness). Interestingly, however, the concept of *forensic insight” proposed by Buckley
et al. (2004) differs from the other conceptualisations of offence-related insight. This
concept appears to describe a non-emotive insight that is different to the detailed
cognitive-behavioural understanding of the offence described above. In focussing on
the “legal consequences’ of the offence, it suggests that it is less concerned with the
moral and social implications of offending behaviour, and more with the
consequences of detection and conviction (i.e., incarceration and the impact of that on

the patient’s own life).

It is, perhaps, not surprising that understandings of the insight construct in work

relating to mentally disordered offenders should differ so fundamentally. The dual
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status of the mentally disordered offender as offender and psychiatric patient means
that clinical work includes another important factor besides treatment of the mental
disorder: the management of future risk of offending. In the case of most forensic
patients, this ‘risk management’ involves promotion of the patients’ awareness of (or
“insight’ into) the personal and circumstantial factors that led to the index offence and
the ways in which future offending can be avoided (Needs & Towl, 2004). This
treatment focus would explain the general trend in forensic psychiatry to include these
offending behaviour-related dimensions in conceptualisations of insight that are not
considered in general psychiatry. What is surprising, however, is the apparent lack of
interest in the formal operationalisation of this *insight into offending’ construct.
Despite the apparent existence of some informally agreed themes among some
researchers and clinicians in this area (e.g., the cognitive-behavioural understanding
of antecedents, behaviours and consequences, and the moral and social implications
of offences), there are differences in conceptualisations of insight that might be
accounted for by this oversight in the research literature. As seems evident even from
the small number of papers examined, in the forensic psychiatric field the term
“insight” can be understood to refer to a number of concepts. It is important to note
that the term is also used in the offending behaviour literature to refer to
understandings that are accepted in general psychiatry and make no reference to
offending behaviour (e.g., Carroll et al., 2004; Young et al., 1999). This adds further

to the confusion.

This review has revealed variation in definition of insight within the literature where

the term is used, and an absence of papers either proposing models of the construct or

investigating its use, value and assessment within the management of mentally
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disordered offenders. The risk assessment schedules that include measures of insight
propose areas of questioning that fit with their own conceptualisations of the construct
for the purposes of assessment. However, in the absence of consensus regarding
definition and consequently standardisation of its assessment across the forensic
psychiatric community, it is concerning that evaluation of this construct is considered
instrumental in decisions relating to the restraint and liberty of both mentally
disordered offenders and prisoners (Powis, 2002). The value of assessment of insight
to the risk assessment procedure is clearly widely accepted in the field (e.g., Woods et
al., 2003). due primarily to the empirical basis of the HCR-20 (Webster et al., 1994,
1995, 1997). The empirical strength of that assessment scheme may provide
foundation for Woods et al.’s (2003) assertion that it is “clinical logic’ that insight
assessment is an important component to any risk assessment, and that it is
‘nonsensical’ to suggest that insight is not related to risk (p.515). However,
considering the lack of a standard operationalisation of the construct in the literature,
as well as empirical investigation into its use and value, there are clearly grounds for
questioning its current position in risk assessment processes. Research is needed to
help clarify the nature of the construct and to empirically examine the various
conceptualisations of insight in this field and their relationship to other clinical
variables.

Differences between authors’ understandings of insight identified in this review
suggest some areas for future investigation. Primarily, it is important that that the
nature and value of the “insight into offending behaviour’ construct that emerges
repeatedly in the existing literature (and in the professional and government
guidelines described in the introduction to this paper) are formalised, and that

assessment practices related to it standardised. The cited literature indicates that the
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inclusion in risk assessment of a measure of insight concerned with offenders’
understanding of their offending behaviour is widely believed to have face validity.
However, this paper has shown that there remain apparent differences in researchers’
and clinicians’ beliefs regarding the nature of this construct. The authors cited in this
paper’s findings include or exclude in their definitions (implicitly or explicitly) a
number of factors. These include a detailed understanding of the antecedents,
behaviours and consequences relating to the offence (e.g., Ferguson, 1999; Huriwai,
2002; Woods et al., 1999; 2003); insight into mental illness and the role that illness
plays in the offence (e.g., Hart et al., 2003); acceptance of responsibility (e.g., Woods
et al.. 1999; 2003); expression of remorse/regret (e.g., Douglas et al., 2001); evidence
of guilt and/or psychological distress (Lord & Willmott, 2004); expression of victim
empathy (e.g., Douglas et al., 2001); absence of denial (or minimisation) of the
offence (Lord & Willmott, 2004); and acknowledgement of the ‘legal’ consequences
of the offending behaviour (Buckley et al., 2004). The role, if any, of each of these
proposed components in a clinically useful “insight into offending’ construct remains
to be established. Examination of the assumptions implicit in the described
conceptualisations is particularly important in light of recent research findings that
question the relationship of some of these dynamic variables to the risk of violent
recidivism (e.g., Hanson & Morton-Bourgon, 2005; Jolliffe& Farrington, 2004).

A further, and related, area for future inquiry is research leading to clarification of the
relationship between insight into mental illness and this “insight into offending
behaviour’ concept. As described previously, authors vary in terms of the emphasis
they place on insight into mental illness in their conceptualisation of insight within
this patient group for whom there is the additional status of offender. As noted

previously, some use the term ‘insight” in the context of mentally disordered
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offenders with no reference to behavioural understanding and a sole focus on illness
(e.g., Carroll et al., 2004; Young et al., 1999). For others, insight into illness and
insight into offending constitute parts of the construct, although authors appear to
vary in terms of which of these two elements they consider primary (e.g., Douglas et
al., 2001; Hart et al., 2003). The literature does not present a standard view on this
matter and the relationship between these two variables remains unclear: are they part
of each other? If so, which variable is dominant? Indeed, are they part of the same
construct or independent of each other? These questions remain to be answered and

are potentially fruitful areas for future research.

The review was prompted by a perception that insight as a dynamic variable in
psychiatric assessment is conceptualised differently in the forensic psychiatric
community as compared with its accepted use within the general psychiatric literature.
This impression has been borne out in the findings described here. The ethical
implications of the inclusion of non-standardised variables, such as ‘insight into
offending’, in risk assessments of mentally disordered are too significant to ignore.
Both the welfare and human rights of patients and the safety of the general public are
affected by such imprecision. Areas for future research have been suggested. In
particular, this paper calls for clarification of the nature and clinical value of the
"insight into offending behaviour® construct identified here and examination of the

practiscs relating to its assessment.

33



References

Amador, X.F. & David, A. (2004). Insight and Psychosis. Awareness of lllness in

Schizophrenia and Related Disorders, 2™ Edition. Oxford: Oxford University Press.

Amador, X.F., Strauss, D.H., Yale, S.A., & Gorman, J.M. (1991). Awareness of

illness in schizophrenia. Schizophrenia Bulletin, 17, 113-132.

American Psychiatric Association (2006). Practise Guidelines for the Psychiatric
Evaluation of Adults (2" Edition). Arlington, VA: American Psychiatric Publishing

Inc.

Andrews, D., & Bonta, J. (2003). The Psychology of Criminal Conduct (3" ed.).

Cincinnati, Ohio: Anderson Publishing Company.

Appleby. L., Shaw, J.. Amos. T. & McDonnell (1999). Safer Services: National
Confidential Inquiry into Suicide and Homicide by People with Mental Iliness.

London: HMSO.

Arango, C., Bombin, 1., Gonzalez-Salvador, T., Garcia-Cabeza 1. & Bobes J. (2006).
Randomized clinical trial comparing oral versus depot formulations of zuclopenthixol

in patients with schizophrenia and previous violence. European Psychiatry, 21 (1),

34-40.

34



Beck , A.T., Baruch, E., Balter, ].M,, Steer, R.A. & Warman, D.M. (2004). A new
instrument for measuring insight: the Beck Cognitive Insight Scale. Schizophrenia

Research, 68, 319-329.

Blumenthal, S. & Lavender, T. (2001). Violence and Mental Disorder: A Critical Aid

to the Assessment and Management of Risk. L.ondon: Jessica Kingsley Publishers.

Bonta, J., Law, M. & Hanson, K. (1998). The Prediction of Criminal and Violent
Recidivism among Mentally Disordered Offenders: A Meta-Analysis. Psychological

Bulletin, 122, 123-42.

Buckley, P.F., Hrouda, D.R., Friedman, L., Noffsinger, S.G., Resnick, P.J. & Camlin-
Shingler. K. (2004). Insight and its relationship to violent behaviour in patients with

schizophrenia. American Journal of Psychiatry, 161 (9), 1712-4.

British Psychological Society (2006). Occasional Briefing Paper No. 4: Risk

Assessment and Management. Leicester: The British Psychological Association.

Carroll. A., Pantelis, C. & Harvey, C. (2004). Insight and hopclessness in forensic

patients with schizophrenia. Australian and New Zealand Journal of Psychiatry, 3,

169-173.

Crighton, D. (2004). Risk Assessment. In A. Needs & G. Towl (Eds.), Applying

Psychology to Forensic Practice (pp.64-81). Oxford: Blackwell.

35



David, A.S. (1990). Insight and psychosis. British Journal of Psychiatry, 156, 798-

808.

Dent, S. (1997). The Home Office Mental Health Unit and its approach to the

assessment and management of risk. International Review of Psychiatry, 9, 265-271.

Dolan, M. & Doyle, M. (2001). Violence risk prediction. Clinical and actuarial
measures and the role of the Psychopathy Checklist. British Journal of Psychiatry,

178 (1), 84-85.

Douglas, K.S., Ogloff J.R.& Hart, S.D. (2003). Evaluation of a model of violence risk

assessment among forensic psychiatric patients. Psychiatric Services, 34 (10), 1372-9.

Douglas. K.S., Webster, C.D.. Hart. S.D., Eaves, D. & Ogloff, J.R.P. (2001). HCR-20
Violence Risk Management Companion Guide. Burnaby, British Colombia: The

Mental Health Law and Policy Institute, Simon Fraser University.

Doyle, M. & Dolan, M. (2006). Predicting community violence from patients

discharged from mental health services. British Journal of Psychiatry, 189, 520-526.

Eastman, N. (2006). Can there be true partnership between clinicians and the Home

Office? Advances in Psychiatric Treatment, 12, 459-461.

36



Elbogen, E.B., Van Dorn, R.A., Swanson, J.W., Swartz, M.S. & Monahan, J. (2006).
Treatment engagement and violence risk in mental disorders. British Journal of

Psychiatry, 189, 354-60.

Ferguson, D. (1999). Eco-maps: facilitating insight in learning-disabled sex offenders.

British Journal of Nursing, 8 (18), 1224-1231.

Finklehor, D. (1986). A Sourcebook on Child Sexual Abuse. L.ondon: Sage.

Gardner, W., Lidz, C.W., Mulvey, E.P. & Shaw, E.C. (1996). Clinical versus actuarial
predictions of violence of patients with mental illnesses. Journal of Consulting and

Clinical Psychology, 64 (3), 602-609.

Gillet, G. (1994). Insight, delusion and belief. Philosophy, Psychiatry and

Psychology, 1, 227-236.

Gray, N.S., Hill, C., McGleish, A., Timmons, D., MacCulloch, M.J. & Snowdon, R.J
(2003). Prediction of violence and self-harm in mentally disordered offenders: a
prospective study of the efficacy of HCR-20, PCL-R, and psychiatric

symptomatology. Journal of Consulting and Clinical Psychology, 71 (3), 443-51.

Hanson. R.K. & Harris, A.J.R. (2000). Where should we intervene? Dynamic

predictors of sexual offence recidivism. Criminal Justice and Behaviour, 27, 6-35.

Hanson, R.K. (2002). Introduction to the special section on dynamic risk assessment

with sex offenders. Sexual Abuse, 14, 99-101.

37



Hanson, R. K. & Morton-Bourgon K.E., (2005). The characteristics of persistent

sexual offenders: a meta-analysis of recidivism studies. Journal of Consulting and

Clinical Psychology, 73 (6), 1154-63.

Hart, S. D. (1998). The Role of Psychopathy in Assessing Risk for Violence:
Conceptual and Methodological Issues. Legal and Criminological Psychology, 3, 121-

37.

Hart, S. D., Kropp. P.R., Laws, D.R., Klaver, J., Logan, C., & Watt, K.A. (2003). The
Risk for Sexual Violence Protocol (RSVP): Structured Professional Guidelines for
Assessing Risk of Sexual Violence. Burnaby, British Colombia: Simon Fraser
University, Pacific Psychological Assessment Corporation & The British Colombia

Institute Against Family Violence.

Home Office (1992). The Reed Committee Report of the Review of Services for

Mentally Disordered Offenders. London: HMSO.

Home Office and the Department of Health (1995). Mentally Disordered Offenders:

Inter-agency working. L.ondon: HMSO.

Huriwai, T. (2002). Innovative alcohol and drug user treatment of inmates in New

Zealand prisons. Substance Use and Misuse, 8-10, 1035-1045.

Jolliffe. D. & Farrington, D.P. (2004). Empathy and offending: A systematic review

and meta-analysis. Aggression and Violent Behaviour, 9, 441-476.

38



Knecht, G., Morawitz, I. & Schanda, H. (1993). Discharge of incompetent mentally
abnormal criminals: experience from the Austrian central treatment institution.

International Journal of Law and Psychiatry, 20 (5), 181-5.

Lord, A. & Willmot, P. (2004). The process of overcoming denial in sexual offenders.

Journal of Sexual Aggression, 10 (1), 51-61.

Macpherson, G.J.D. & Kevan, I. (2004). Predictive validity of the HCR-20 Violence
Risk Assessment Scheme within a maximum security special hospital. Issues in

Forensic Psychology, 3, 62-80.

Markova, 1.S. (2005). Insight in Psychiatry. Cambridge: Cambridge University Press.

Markova I. S. & Berrios, G.E. (2000). Insight into memory deficits. In Memory

Disorders in Psychiatric Practice. Eds. G. E. Berrios & J.R. Hodges. Cambridge:

Cambridge University Press.

Mental Health Act (1983). In Department of Health (1998), Code of Practice to

Mental Health Act 1983. London: HMSO.

Miller, W.R. & Rollnick, S. (1991). Motivational interviewing: Preparing people to

change addictive behaviour. New York: Guildford.

39



Moody. E., & Snow, P. (2005). Mental Health Unit. The British Journal of Forensic

Practice, 7 (4), 21-26.

Monahan, J. (1981). The Clinical Prediction of Violent Behaviour. Beverly Hills:

Sage.

Monahan, J & Steadman, H.J. (1994). Violence and Mental Disorder: Developments

in risk assessment. Chicago: University of Chicago Press.
Morrall. P. (2000). Madness and Murder. London: Whurr.

Needs, A. & Towl, G. (2004). Applying Psychology to Forensic Practice. Oxford:

Blackwell.
NHS (2006). Report into the Care and Treatment of John Barrett. London: NHS.

O'Rourke, M.M., Hammond, S.M., & Davies, J. (1997). Risk assessment and risk

management: the way forward. Psychiatric Care, 4, 132-138.

Parker, C. & McCulloch A. (1999). Key issues from homicide inquiries. British

Journal of Psychiatry, 174, 9-14.
Powis, B. (2002). Offenders Risk of Serious Harm: A literature review. Home Office

Research. Development and Statistics Directorate Occasional Paper 81. London:

HMSO.

40



Quinsey, V.L., Harris, G.T., Rice, M.E.& Cormier, C.A. (2006). Violent Offenders.
Appraising and Managing Risk (2™ Edition). Washington DC: American

Psychological Association.

Richfield, J. (1954). An analysis of the concept of insight. Psychoanalytic Quarterly,

23, 390-408.

Soyka, M., Graz, C. & Bottlender, R. (in press). Clinical correlates of later violence

and criminal offences in schizophrenia. Schizophrenia Research.

Srinivas. J., Denvir, S. & Humphreys. M. (2006). The Home Office Mental Health

Unit. Advances in Psychiatric Treatment, 12, 450-458.

Steadman, H.J., Monahan, J., Appelbaum, P., Grisso, T., Mulvey, E.P., Roth, L.H.,
Robbins, P. & Klassen, D (1994 Designing a new generation of risk assessment
research. In J. Monahan & H.J. Steadman (Eds.) Violence and Mental Disorder:

Developments in risk assessment. Chicago: University of Chicago Press.

Sternberg R.J. & Davidson J.E. (1995). The Nature of Insight. London: MIT Press

Taylor, P.J. & Gunn, J. (1999). Homicides by People with Mental Illness: Myth and

Reality. British Journal of Psychiatry 174, 9-14.

41



Timmerman, .G., Vastenburg N.C.& Emmelkamp P.M. (2001). The Forensic
Inpatient Observation Scale (FIOS): development, reliability and validity. Criminal

Behaviour and Mental Health, 11 (3), 144-162.

Webster, C., Douglas, K., Eaves, D. & Hart, S. (1997) HCR-20: Assessing Risk for
Violence (version 2). Burnaby, British Colombia: The Mental Health Law and Policy

Institute, Simon Fraser University.

Webster, C., Eaves, D., Douglas, K., & Wintrup, A. (1995). The HCR-20 Scheme:
Assessing Risk for Violence. Burnaby, British Colombia: Simon Fraser University and

Forensic Psychiatric Services Commission of British Columbia.

Webster, C.D., Harris, G.T., Rice, M.E., Cormier, C. & Quinsey, V.L (1994). The

Violence Prediction Scheme. Toronto: University of Toronto Press

Woods, P., Reed, V., & Collins, M. (2003). The relationship between risk and insight
in a high-security forensic setting. Journal of Psychiatric and Mental Health Nursing,

10 (5), 518-525.

Woods, P., Reed, V., & Robinson, D. (1999). The Behavioural Status Index:
therapeutic assessment of risk, insight, communication and social skills. Journal of

Psychiatric and Mental Health Nursing 6 (2), 79-90.



Young, D.A., Davila R & Scher, H. (1993). Unawareness of illness and

neuropsychological performance in chronic schizophrenia. Schizophrenia Research,

10, 117-124.

Young, J.L., Spitz, R.T., Hillbrand, M. & Daneri, G. (1999). Medication adherence
failure in schizophrenia: a forensic review of rates, reasons, treatments, and prospects.

Journal of the American Academy of Psychiatry and Law, 27 (3), 426-44.

43



Part 2:

Empirical paper

‘Insight into offending behaviour’: how professionals define,

use and assess the construct in the risk assessment of

mentally disordered offenders.
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Abstract

The construct "insight into offending behaviour® is discussed within forensic
psychiatry and psychology and the UK Home Office in the context of risk assessment
and decision-making about mentally disordered patients’ treatment and rehabilitation.
To date there appears to have been little research interest into the meaning,
importance, or assessment of this construct. The present study used qualitative
methodology to explore understandings of the construct and its assessment among
two groups of professionals involved in decision-making about mentally disordered
offenders. Eleven forensic psychiatrists and five Home Office caseworkers
participated in semi-structured interviews. Data were analysed using framework
analysis. The findings identified some agreement but also some diversity in
conceptualisations and clinical practices. All participants demonstrated a personal
understanding of the construct and considered it relevant to risk assessment, though
they varied in their beliefs as to its relative importance in this process. A number of
working models of insight into offending were elicited, and a variety of beliefs as to

how it is best assessed. Directions for future research are suggested.
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Mentally disordered offenders bear two characteristics that may relate to each other in
various ways: their diagnosed psychiatric condition and their offending behaviour
(Arboleda-Forez, Holley & Crisanti, 1998). They consequently occupy two identities
— those of patient and convicted criminal. Assessment and management of these
patients therefore poses a number of problems, both for psychiatric services and the
criminal justice system. One such area of difficulty is rehabilitation. When mentally
disordered offenders return to the community, the primary concern for clinicians,
politicians, and the general public is accurate risk assessment, especially where the
offending behaviour was violent. It is, however, widely agreed among clinicians that
it is extremely difficult to assess the risk of violence that these patients pose (Bonta,
Law & Hanson, 1998; Dolan & Doyle, 2001). It is also widely accepted that it is a
skill essential to mental health professionals. Despite the enormous quantity of
research focussed on this issue over the previous three decades (Blumenthal &
Lavender, 2001; Crighton, 2004), it is still not possible to predict risk of violence

accurately, and the issue of assessment remains contentious.

A number of factors appear to relate to the perpetration of violent acts (Andrews &
Bonta, 2003; Blumenthal & l.avender 2001; Webster, Douglas, Eaves & Hart; 1997).
This knowledge has led to the development of both actuarial instruments and
structured clinical guidelines intended for use in risk assessment. Current thinking in
forensic psychiatry is that assessment should involve both actuarial and clinical
components (with the actuarial informing the clinical), and that past and current
behaviour are useful indicators of potential future behaviour (Crighton, 2004; Dolan
& Doyle, 2000). Both static (e.g., previous violence, personality problems) and

dynamic risk factors (e.g., attitudes, cognitions) have been considered relevant to risk
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assessment, though debate continues about the relative importance of these different
types of factors (see Dolan & Doyle, 2006; Gardner, Lidz, Mulvey & Shaw, 1996;
Gray et al., 2003). The patient’s "insight’ into their behaviour is one dynamic factor
that some theorists have argued should be included in risk assessments (Hart et al.,
2003; Webster et al., 1997; Woods, Reed & Robinson, 1999). It has been argued that
forensic patients’ potential risk is related to their level of personal insight into the
causal elements and circumstances surrounding their offence, their personal
experiences, and their ability to exert control over the anxieties and related behaviours
that led to the offence (Woods et al., 1999). Indeed it is this cognitive-behavioural
conceptualisation of *insight’ that is the goal of many psychological treatment
programmes in forensic settings (e.g., the influential Reasoning and Rehabilitation
programme (Ross & Ross, 1995) and related programmes such as the Cognitive Self

Change programme (Bush, 1995).

Insight into mental illness — its nature and presence or absence in mentally disordered
patients - has been a major research focus in psychiatry for the past twenty years,
although conceptualisation of the term has proved complex and its translation into
forms amenable to empirical assessment difficult (see Markova, 2005). The term in
the context of offending behaviour, however, has not been explicitly defined or
discussed in the psychiatric literature despite the accepted use of the term within
forensic psychiatry (e.g. Srinivas, 2006; Webster et al., 1997; Woods et al., 1999), the
civil service (e.g., Dent, 1997; Powls, 2002), and the UK criminal justice system (e.g.,
Parole Board, 1997; Home Office documentation, 2004). The question as to how it is
best assessed remains equally obscure. This is possibly due to the ongoing

investigation into insight in the context of mental illness, and perhaps an assumption
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that insight into offending behaviour constitutes some part of that. Indeed, some
theorists’ definitions might be interpreted in this way (e.g. the ‘multidimensional’®
construct described by Amador, Strauss, Yale & Gorman (1991) — who include
understanding of the social consequences of illness in their definition - or the wider
conceptions in the psychoanalytic literature such as that implied by Weinstein &
Kahn, 1955). However, the exact relationship between insight into mental illness and
insight into offending behaviour is not clear. It is equally unclear how the insight into
offending behaviour construct might relate to other terms used to describe cognitive-
emotional processes about particular behaviours (e.g. ‘attitudes’, “values’,
"attributions’, *beliefs’. *self-knowledge’), and, of specific concern to the forensic

psychological and psychiatric communities, to the chances of recidivism.

Despite the lack of discussion and therefore consensus as to the nature and relative
importance of insight into offending behaviour, its non-standardised assessment by
forensic psychiatrists and psychologists forms part of risk assessment and the
decision-making process regarding the treatment of mentally disordered offenders.
The reasoning behind this - the ‘logically entailed notion’ (Woods, Reed & Collins,
2003, p.515) that insight into offending behaviour is inversely related to the chances
of recidivism - is not a hypothesis that has been empirically tested. It is, however,
widespread amongst clinicians and within the UK criminal justice system, as
described above, and influential in decisions that have significant implications both

for patients (their treatment, welfare, and civil rights) and public safety.

In Britain the detention and treatment of mentally disordered offenders involves two

bodies: forensic psychiatric services and the Home Office’s Mental Health Unit. Part
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111 of the Mental Health Act (1983) provides for the admission to hospital by the
courts of convicted offenders who are judged by two doctors to be mentally
disordered, and to be likely to benefit from hospital treatment (section 37). If there is
concern that the offender poses a risk of ‘serious harm’ to the public, the Crown Court
can also add a restriction order (under section 41), which devolves all decisions
regarding leave of absence, transfer and discharge from the hospital to the Home
Secretary (except in the case of discharge, which the Mental Health Tribunal may also
direct). In these cases a “responsible medical officer’ (RMO), usually a consultant
psychiatrist, is named for each patient subject to it, and it is s/he who oversees the
patient’s treatment in hospital. Where restriction orders are applied, the Home Office
requires the RMO to provide reports on the patients’ progress annually and when

requesting leave, transfer or discharge of that patient.

In November 2005, the Home Office held responsibility for some 4,600 restricted
patients, 3,300 of whom were detained in hospital (Snow & Moody, 2005). It is the
role of the Mental Health Unit (MHU) to advise the Home Secretary in the exercise of
his power regarding the management of these patients. In practice, however, it can
make decisions about most patients on his behalf. The Unit’s stated aim is to protect
the public from further offending by dangerous restricted patients, by supporting their
effective management in hospital and assisting in their safe rehabilitation into the
community (Snow & Moody, 2005). To this end, the unit’s caseworkers review
restricted patients’ annual reports, as well as proposals for leave, transfer, or
discharge, leading to approximately 15,000 decisions in the year 2004-5 (Snow &

Moody, 2005). It is this casework that occupies most of the time of staff (Dent, 1997).

49



The MHU’s Guidance to Responsible Medical Officers (October 2006) describes its
work as assessing, through analysis of regular clinical reports, the perceived present
and future dangerousness of patients. It also evaluates the measures taken by the
clinical team to manage existing risk and identify signs of future relapse (Snow &
Moody, 2005). As part of this assessment process RMOs are required to provide the
Home Office with clinical judgements about the extent and nature of a patient’s
‘insight’ into their behaviour and mental processes (cited in Dent, 1997 and Guidance
to Responsible Medical Officers). It also asks specifically whether the patient’s
reported “insight’ is ‘real or ... *learned’’(Dent, 1997). The documentation also refers
to other internal processes including the patient’s “motivation to change and to
progress” (Dent 1997); and "current attitudes’ to the offending behaviour (Guidance to
Responsible Medical Officers). Elsewhere, the Home Office requests descriptions of
any ‘objective evidence’ for internal ‘change beyond good behaviour’ (Dent, 1997).
These integral parts of the Home Office assessment therefore require the clinician to
evaluate apparently related internal constructs which are variably described in the
Home Office literature in terms such as ‘insight’, "attitudes to offending’, and
‘change’. In essence, these constructs appear to refer to the patient’s ability or
inability to understand and evaluate their offending behaviour and mental processes.
and to accept responsibility both for past actions and for taking precautions to avoid
inflicting further harm in the futurc. However, it is not clear how these constructs are

related. or whether they refer to the same, or elements of the same, internal processes.

The present study explores the ways in which these two groups (MHU caseworkers

and RMOs) understand and use the terms relating to patient “insight into offending’,

how they make assessments of it, and their experiences of decision-making with

50



regards to it. It will use the qualitative method of framework analysis with interview
data from both Home Office caseworkers and RMOs. It aims to explore participants’
assumptions about insight into offending and its relationship with recidivism, and to
investigate uncertainty in this area of forensic assessment. It does this with the
broader aim of opening up discussion in this area and paving the way for future
research that moves the forensic community towards a shared conceptualisation of
insight into offending and a better understanding of its true value in the context of

clinical assessment. Specifically, it asks:

(1) How is the construct of “insight into offending behaviour’ used and understood both
by civil servants at the Home Office and RMO's in forensic units in their assessment
of restricted patients?

(2) How is "insight into offending behaviour’ currently being assessed?

(3) What beliefs do Home Office employees and RMOs hold about "insight into

offending behaviour’ and its importance in the assessment of risk?

Method

Qualitative methodology (*framework analysis’, Ritchie & Spencer, 1993) was used
to explore Home Office caseworker and RMO understanding and use of the construct
of insight into offending behaviour and their approach to its assessment in mentally
disordered offenders on restriction orders. It was planned to interview ten participants
from each profession, and that the RMOs would be recruited across two services
willing to participate in the research, thus allowing a wider range of opinion and the

opportunity to investigate differences of opinion between settings.
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Settings

Participants were recruited from three sites: the Home Office Mental Health Unit in
London, and two forensic psychiatric services in North London and South-East

England.

Home Office Mental Health Unit

The Mental Health Unit (MHU) is sited within the main Home Office building in
Westminster, and employs some 67 staff. Caseworking of patients on restriction
orders accounts for a significant proportion of the work undertaken by the MHU, and
it employs approximately 46 staff dedicated to this task. Their role is to review

correspondence and applications from the RMOs of patients on Restriction Orders.

The unit operates within a hierarchical structure. Caseworking the 4.600 patients
currently monitored by the MHU is divided among six teams, each comprising
approximately four *Executive Officers’ (‘*caseworkers’) and one Higher Executive
Officer (or “senior caseworker”). Each of these teams is supervised by a ‘Senior
Executive Officer’ and a Casework Manager (or *‘Grade seven’). Casework is divided
between teams alphabetically, with each team taking responsibility for patients whose
surnames begin with particular letters of the alphabet (e.g. A-E). Executive Officers
each carry a caseload of approximately 200 cases each, and they undertake the day-to-
day work of the unit, reviewing the applications and correspondence from RMOs.
They make recommendations according to the information provided before passing
this work onto the decision-making grades: either the Higher Executive Officer (for

decisions such as repeat leaves or escorted leave) or to the casework manager (for
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decisions such as unescorted leave or discharge). The casework manager takes overall
responsibility for the collective caseload of workers reporting to him or her
(approximately 800 cases). Overseeing the entirety of the MHU's work, and
providing guidance for the casework managers in particularly difficult or high-profile

cases, are the Head of Caseworking, and then the Joint Heads of Unit.

Forensic Services

RMOs were recruited from two forensic services in South-Eastern England. Site A is a
medium-secure unit covering seven Greater London boroughs and spanning both
inner-city and suburban areas. It offers both mental health and learning disabilities
services, both inpatient and outpatient. It provides beds for both mentally ill and

learning disabled offenders and employs ten RMOs.

Site B is also a medium-secure unit offering inpatient care and outpatient follow-up
for mentally disordered offenders. It provides a mental health service, split across four
service areas of equal size (male acute, sub acute, rehabilitation and a single female
ward). It spans rural, suburban and urban areas of South-East England, and employs

five RMOs.

Ethics

Ethical approval was obtained from the Oxfordshire Research Ethics Committee A,
which deemed the study exempt from site-specific assessment and Local Research
Ethics Committee involvement (see Appendix 1). In accordance with the procedures
specific to each NHS Trust, approval was also gained from the Trust Lead for

Research at one of the two specialist forensic services, and from the Chair of the
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Research and Development Committee at the other (see Appendix 2). In addition to
the usual ethical requirements for research projects, the ethics committee required that
the researchers should have in place an agreed procedure for the reporting of any
malpractice revealed at interview, and for this to be made transparent to potential

participants before consent was obtained.

Participants

The initial aim was to recruit equal numbers of RMOs and Home Office caseworkers.
In the event, however, it proved difficult to recruit more than five participants at the

Home Office due to pressures on their time.

Home Office Mental Health Unit

Potential participants at the Mental Health Unit were identified by a research contact
at the Home Office, who worked within the unit. He provided his colleagues with
information about the study’s aims and objectives, and arranged meetings for the
researcher with interested caseworkers. Five members of staff responded positively to
the request for help with the research. Background information on these participants is

given in Table 1.

All five participants worked in the senior parts of the MHU hierarchy. The main

contact at the Home Office said that it was not possible to recruit junior staff due to

their extensive workloads.
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In addition to the five participants recruited from the caseworking staff, one of the
Joint Heads of Unit was also interviewed. She was not directly involved in the day-to-
day casework, but oversaw this work and was involved in high profile and difficult
cases. Data resulting from her interview provided the researcher with general
contextual information about the unit’s work, but was not included in the analysis as

she could not provide specific information relating to the research questions.

Forensic Services

RMO participants at both sites were recruited via an email which was sent to all

RMOS at each site by members of the research team who also worked at the services.

Table 1: Demographics and professional history of MHU participants

Gender  Age Range Ethnicity Years Professional
caseworking background
Female 40-44 White British 9 Prison service
Male 35-39 Dual 6 Law,
(White British/ criminology
Indian)
Male 40-44 White British 2 Prison service
Male 45-49 White British 3 Home Office
Male Missing ~ Missing Missing Missing

Note that participants’ ID numbers and staff grades have been omitted here to
preserve confidentiality.

The right to refuse to participate was emphasised at this early stage in recruitment at
both sites. RMOs who were interested in participating contacted a member of the

research team.
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Eleven RMO participants were recruited across the two forensic psychiatry services,
eight from Site A and three from Site B. All eleven were Consultant Forensic
Psychiatrists by training. Background information about these participants is given in

Table 2.

Procedure

The researcher met with each potential participant to discuss the research and seek
informed consent. Participants were given an information sheet and asked to sign the
informed consent form (see Appendix 3). Table 2: Demographics and professional

history of RMO participants

Table 2: Demographics and professional history of RMO participants

Gender Age range Ethnicity Years employed as
RMO
Male 30-44 White British 3
Female 30-44 White Other 4,
Male 30-44 White British 2
Male 30-44 White Other I
Male 30-44 White British 5
Male 30-44 White British 3
Female 30-44 White British 5
Female 30-44 White British 1%
Male 45-54 White British 7
Female 45-54 White British 11
Male 45-54 White British 10

Note that participants’ ID numbers were omitted here to protect confidentiality.

Participants were then interviewed using a semi-structured interview schedule (see
Appendix X). The schedule was designed to prompt discussion of the participants’

perceptions of the following areas:
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e Home Office requirements in relation to assessment of restricted patients

e specific terms used by the Home Office relating to ‘insight’ and other related
constructs

e the process of assessment of insight into offending in the context of risk assessment

e the role and importance of insight into offending in the context of assessment of

patients.

The phrase ‘insight into offending’ did not appear on the information sheet or consent
forms and was not mentioned in the interview by the researcher until after the
participants had been asked about their understanding of risk assessment and their
practice of this procedure. This was to enable the researcher to determine whether
‘insight into offending’ was a phrase that was readily used by the participants, and

whether it was considered to be a relevant factor in risk assessment.

The interviews were scheduled to last one hour, but ranged between 35 minutes and

an hour. They were audio-recorded and subsequently transcribed.

Analysis

Framework analysis (Ritchie & Spencer, 1994) was used to guide data collection and
analysis. This is a qualitative methodology developed in the context of applied policy
research, which, because of its objective of providing outcomes and recommendations
influential to developing policy and legislation, has a set of procedures to demonstrate
systematic and visible stages of analysis. The transparency of this analytic approach

made it an appropriate research tool to investigate this area of forensic assessment.
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This was both due to the settings in which the research was taking place, and to the
potential for the research to influence official guidelines and procedures within a
government department as well as clinicians with statutory responsibilities. A further
advantage of the approach is its suitability to performing particular functions
important to this research project. Relevant functions listed by Ritchie & Spencer
(1994) are:

(1) defining concepts (understanding internal structures)

(2) mapping the range, nature and dynamics of phenomena

(3) developing new ideas, theories and strategies.

The visibility of the analytic procedure in Framework Analysis also aids the
establishment of both the validity and credibility of conclusions drawn from the data,
and lends itself to the fulfilment of the *good practice’ guidelines for qualitative

research described by Elliott, Fischer & Rennie (1999).

The data were divided into MHU transcripts and RMO transcripts and analysed
separately in order to facilitate the comparison of data provided by the two groups and
to maximise the chances of independent analysis of both sets of data. In accordance
with the methodology, the researcher familiarised herself with the transcribed data
through repeated readings. Key ideas and recurrent themes were listed and a sense of
the range and diversity of the data was gained at this stage. A thematic framework
which identified key issues, concepts and themes was then developed for each group
(see Appendix 6). Each transcript was then re-examined and the data referenced
according to the framework (see Appendix 7). Data were then ‘charted’ — extracted

and sorted according to identified themes — thus making explicit the range of attitudes

58



and ideas expressed (See Appendix 8). Analysis culminated in the production of six
charts (three for each of the participant groups, reflecting the three main themes).
Appendix 8 illustrates this charting process for theme 2 (described in the results
section below). These charts were then used to identify and scrutinise characteristics

and patterns within the data in the final part of the analytic procedure.

Validity Checks

Although data collection and analysis were conducted by the principal researcher,
issues pertaining to validity and reliability were considered throughout the research
process. Owing to the work commitments of many of the participants and their
concerns that their involvement in the study should not exceed the hour-long
interview described in the information sheet, it was not possible to obtain testimonial
validity data (Mays & Pope, 2000). However. in accordance with the broad principles
for good practice in qualitative research discussed by Elliott et al. (1999), the research
team acted as ‘auditors’ of the work in progress. Transcripts were read by two other
members of the research team, and throughout the analytic procedure (the
development of the frameworks and the indexing and charting of data) regular
meetings between the researcher and these colleagues allowed discussion about
interpretation and grouping of data and established consensus across researchers.
Furthermore the clarity of the framework methodology (with its explicit display of
data, its categorisation and integration), aided in particular the fulfilment of the
transparency and coherence principles advocated by Elliott et al. (1999), Yardley
(2000) and Mays & Pope (2000), which contribute towards establishing validity (see

Appendix 6).
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Position of researcher

The researcher was a white trainee clinical psychologist in her late twenties. She was
not aware of any preconceived ideas about insight into offending behaviour or its

importance to the risk assessment procedure, having never worked clinically within a
forensic setting nor having had previous contact with the Home Office MHU. Within
her own clinical practice, the researcher’s main theoretical approaches to assessment

and treatment were psychodynamic and cognitive behavioural.

Results

Five Home Office Mental Health Unit caseworkers and eleven RMOs were

intervicwed. The analysis generated three key themes (see Table 3).

The term “insight’ in this section refers to “insight into offending behaviour’ unless

otherwise stated.

Table 3: Interview data: themes and sub-themes

Theme Sub-themes

1. Insight in risk assessment 1.1 Relevance of insight to risk assessment

1.2 Insight and rehabilitation

2. Definitions of insight 2.1 The cognitive-behavioural model

2.2 Moral reasoning: acceptance, understanding
and remorse

2.3 Appreciation of the personal consequences of
the offence (Caseworkers only)

2.4 Compliance with care team’s understanding
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(RMOs only)

2.5 Insight is dynamic (RMOs only)

3. Assessment of insight 3.1 Behavioural assessment of insight
3.2 Insight can be assessed conversationally

3.3 Insight is demonstrated by verbal and
behavioural consistency

3.4 Assessment of insight is more difticult
depending on diagnosis (Caseworkers only)

3.5 Psychometric assessment of insight
(RMOs only)

Theme 1. Insight in risk assessment

This theme describes the role, if any, that participants thought insight had to play in

risk assessment and its relative importance within that process.

1.1 Caseworkers’ views on the role of insight in risk assessment

1.1.1. Relevance of insight to risk assessment

Two caseworkers listed insight as a consideration in risk assessment and sought

evidence of it when evaluating an RMQ’s application or report:

"We're looking at risk assessment. So we’re looking for any information.. that will
help us do that. So things like... insight into the offence, ..insight into their illness.. so
if it was drug-induced psychosis, you’d be looking for.. an indication.. that the patient

understands the link between the drug abuse and mental illness.” (HOCW2, p10)
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These caseworkers also considered the patient’s ability to empathise when assessing
risk — a factor they both included in their definitions of insight later in their

interviews.

Three caseworkers did not mention insight. Although two of these listed evidence of
the patient’s ability to empathise as a factor in risk assessment, they did not cite this
ability in their definitions of insight later in the interview. These participants’
responses generally indicated that when making a risk assessment they were less
concerned with analysing the patients’ own insight into their behaviour than gaining

some insight themselves into what led the patient to behave as they did:

.. particularly one I remember who was a sex offender who’d start with quite small
things like flashing at people.. and every offence he committed just got worse and
worse and you could see it.. and in the end he just committed the most awful.. offence
I've ever read really. And it was as though you could see it was going to happen.. So
that, I think: understanding the pattern of offending as much as you can’ (HOCW3, p.

28)

1.1.2 Insight and rehabilitation

Two respondents stated that determining the presence of insight was necessary to the
risk assecssment procedure and for rehabilitation. One of these had not initially
identified insight as a component of risk assessment. However, both stated the belief
that there was a direct and clear relationship between the presence or absence of

insight and the risk of re-offending:



*If they have no insight, the likelihood of them replicating the index offence is going
to be massively increased, just simply because they don’t know any better.. you’re not
looking at someone who is able to rationalise what they’ve done. So we’re looking for

that kind of insight basically, before we can even consider a leave’ (HOCW2, p64)

One participant (who had previously expressed the view that insight was not always
necessary in this context) elsewhere expressed contradictory views similar to those

described above:

"If youve got someone who has committed a sexual offence and they’ve got no
insight into the sexual offence and the factors behind it then yes, | would link that

quite heavily to saying no to something.. (HOCW1, p93)

In contrast, three caseworkers thought that although determining the presence or
absence of insight could be relevant to risk assessment, it was not necessary for
rehabilitation. They provided various reasons for this. Two stated that insight was of
less interest to them than control of the mental illness when offences had been

committed in this context:

‘I think if they’ve got insight it’s better. But it’s not a veto if they haven’t.. a lot of our
patients never take responsibility for the offence and they’re out in the community..
because.. the assessment is that they offended because of their mental illness and their

mental illness is under control” (HOCW1, p50-53)
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One of these caseworkers stated that insight was of more importance when assessing

patients with diagnoses of either personality disorder or psychopathy:

‘I think it’s trickier sometimes with PD. [ mean there you are looking in a purer sense
into insight into a certain offending behaviour.. about why they did something and
what.. they are doing to overcome why they did it and what insight they detected into

their behaviour...” (HOCW1, p91)

"Psychopathic disorder, | think, is more complicated.. I think there you are starting to

look for more insight into what they’ve done’ (HOCW 1, p44)

Two respondents, including one of the above, stated that establishing insight was
neither fundamental to risk assessment nor necessary for rehabilitation because it was

not always possible:

*.. insight is just one part of the picture. There are patients who never get insight, but

that doesn’t mean they can’t be rehabilitated’ (HOCW4, p29)

1.2 RMOs’ views on the role of insight in risk assessment

1.2.1 Relevance of insight to risk assessment

Five RMOs mentioned insight when describing how they assessed. Two others listed
other internal processes related to insight. RMO 6 cited ‘insight into the need for

treatment’, "attitudes towards the offence’ and the patient’s ability to empathise, the
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latter of which formed part of their definition of insight. RMO 10 also cited *current
attitudes towards the offence’, although their definition of insight did not include the

patient’s attitudes or feelings about the offence.

The remaining four RMOs did not include any factors specific to patients’ internal
worlds (i.e. thoughts about the offence and attitudes or emotional responses towards
it). Instead their practice in risk assessment was to consider observable behaviours as

well as the views of others involved in the patients’ care or personal life.

1.2.2 Insight and rehabilitation

Six RMOs believed there was a clear link between insight into offending and
recidivism and that it was therefore necessary in risk assessment and for
rehabilitation. However, only one of these participants suggested that this applied in

all situations:

Interviewer: Do you link offence-related insight to the risk of re-offending..?

RMO2: Yes! ..if an individual has little understanding — insight, awareness, whatever
— into an offence .. then there is every possibility that the circumstances of that
offence will be repeated.. so that they’ll end up in a similar offending situation’

(RMO2, p33)

The remaining five cited situations where this might not be the case, suggesting that

there was not a straightforward relationship between insight and risk.



The majority of RMOs (eight) expressed a pragmatic view of the importance of
insight in the context of risk assessment and the prediction of recidivism. They
maintained that whilst the assessment of insight was relevant to this procedure, it was
not the most important factor and even not necessary. Seven stated that this was

because insight was not always possible:

*There are some patients (who).. can neither give a clear account of their offence or
their mental state at any point.. that’s not to say those.. patients shouldn’t make
progress, because they might be able to take leave and live in the community and not
pose a risk to anybody because the actual risk factors.. ... aren’t... there. So | don’t
think it’s ever essential that someone has good insight into their offence.” (RMO4,

pl6-17)

Some listed specific reasons why the achievement of insight might not be possible for
patients. These were: cognitive deficits due to learning disabilities (1 RMO), amnesia
for the time of the offence (2 RMOs), a diagnosis of personality disorder (2 RMOs),
and a diagnosis of Asperger’s syndrome (I RMO). One RMO argued that the
achievement of insight is too difficult for most people — non-offenders and offenders

alike, and therefore it is unrealistic to expect patients to demonstrate it:

*Insight has something to do with the ability to stand back and look at yourself, as if
from the outside. Patients find that hard.. and you can see why because we all do.. We
have to be realistic about insight.. a reason it’s not so important is that it’s not really

that achievable.” (RMOS, p24)
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Three respondents who argued that establishing insight was of limited value in risk
assessment gave the reason that it was possible to have insight and re-offend. This
could be due to limited resistance to “triggers’ (e.g. alcohol), or indifference to the
harm caused by the offence. These respondents’ views are described fully elsewhere

(see section 3.2.2).

This pragmatic view of insight was implied even where RMOs had not specifically
articulated the views described above. The greatest consensus amongst RMOs was the
belief that externally observable factors were most relevant. Ten described the
presence or absence of ‘risky’, ‘inappropriate’, ‘irresponsible’ or violent behaviours
as fundamental to their assessment of risk. The next most common factors were
observed stability of mental state (six RMOs) and the use of drugs and alcohol (six

RMOs).

For a significant proportion of RMOs (seven), evidence that risky symptoms or
behaviour were under control was of more importance than evidence of insight. Six of

these were primarily concerned with the patients’ current mental state:

*Say someone with schizophrenia.. they could be on depot medication, psychosis
could be well-maintained, and even though they.. fail to develop insight into their
offending behaviour, you know they are on a restriction order and you can bring them
back if they stop taking their depot and so on...that would slightly outweigh the fact
they’ve failed to develop full insight into their offending behaviour. It’s not top of my

list” (RMO3, p36)
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For two of these seven, the various forms of external controls around the patient were
of significantly greater relevance. These ‘controls’ were either aspects of the forensic
system (e.g. restriction orders, secure units) or those organised by community services

(e.g. monitoring by mental health and social care agencies):

‘I wouldn’t only.. discharge.. patients who had complete insight.. there are other
support mechanisms that can be put in place to.. reduce the risk of them re-offending..
Having complete insight is (not) .. mandatory (for).. discharge.. because we wouldn’t

be discharging quite a lot of our patients if that were the case.” (RMQ9, p39-40)

1.3 Theme 1: Summary of views

Caseworkers and RMOs were divided in terms of how salient insight was in their
thinking about risk assessment. A greater proportion of RMOs than caseworkers
mentioned the construct or related terms without prompting. For a minority of RMOs,
the cognitive elements of risk assessment, including insight, were clearly not at the
forefront of their minds. Their responses focussed solely on behavioural evidence of
risk. Most caseworkers were more concerned with their own understanding of the

offence than with patients” understanding.

Whilst all participants agreed that insight into offending could play a role in risk
assessment, they varied in terms of the importance they placed on it. There were a
variety of views expressed, both between and within interviews. The majority of both
RMOs and caseworkers expressed the view it was neither the most important factor,

nor necessary for rehabilitation. Most of these believed that control of the patient’s
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symptoms and/or contact with ‘triggers’ contributing to offending was more
important. A minority of caseworkers and a majority of RMOs also conveyed
pragmatism in relation to their expectations of patients’ ability to achieve insight. A
minority of RMOs additionally doubted the importance of insight in reducing risk of

re-offence.

On the other hand, a substantial proportion of participants believed insight was a key
element of risk assessment and was necessary for rehabilitation, although only one

RMO stated this unequivocally. The remainder either did not express this view in the
first place, or qualified or contradicted themselves later in their interviews. Amongst
the RMO group there appeared to be more complexity of opinion on this matter, both

between and within participants’ accounts.

Theme 2: Definitions of ‘insight into offending behaviour’

This theme describes participants’ understanding of the term insight. These data were
determined both from definitions given and what was implied in participants’

descriptions of how they assessed this construct.

2.1 Caseworkers’ definitions of insight

2.1.1 The cognitive-behavioural model

When considering insight, four out of five Home Office caseworkers sought evidence
of patients’ understanding of the offence through a model of antecedents, behaviours

and consequences. They believed that understanding the components involved in the

offence (including the role played by mental illness or disorder) would better equip
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patients to avoid identified “triggers’ in the future, thereby reducing the chances of

recidivism:

* It’s.. about whether they understand why it happened in the first place really. . you
know, what they could have done or what could have happened (to) ...prevent.. it..

And ideas about how to avoid it in the future’ (HOCW3, p45)
2.1.2  Moral reasoning: acceptance, understanding and remorse

Three caseworkers believed a key element of insight to be expression by the patient of

acceptance and understanding of the moral gravity of the index offence:

*If they remain unaware of the fact that their actions were directly responsible for
deaths and pain or whatever then.. they have no insight..(and) they haven’t any

awareness of what they did wrong’ (HOCW?2, p64)

They also spoke of *minimisation’ of the offence as evidence of lack of insight.

Four caseworkers, including these three, sought evidence of empathy for victims and
an appropriate emotional response to that empathy, such as remorse (three used this
term) or regret, thus demonstrating a belief that such emotional responses indicate

reduced risk of re-offence:

*A lot of them initially do.. minimise the seriousness of the offence.. it is about

coming to terms with the offence so broadly it is about insight — understanding what
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you’ve done and the ramifications of it.. so obviously if they are aware of causing lots
of pain and suffering and have remorse then they are less likely to, from our

perspective, repeat that” (HOCW2, p22)

*(If) they feel remorse about what they’ve done then it clearly makes the risk more
easy to identify and manage. And remorse is a part of insight is a part of a continuum
of how the patient is going to respond to treatment and how effective it’s going to be

in preventing harm’ (HOCWS, p12)

One caseworker (HOCW4) did not list any emotive components in their definition of

insight, but focussed instead on a rational understanding of the circumstances

surrounding the offence.

2.1.3 Appreciation of the personal consequences of the offence

Two caseworkers described the patient’s appreciation of the impact that the offending

behaviour had had on their own lives as a key element of insight:

"These are the things that show (insight), like they.. understand how.. (the offence)

might have affected their own lives.” (HOCW3, p 53)

2.2 RMO’s definitions of insight

2.2.1 The cognitive-behavioural model
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RMOs generally understood insight to mean that the patient had grasped the
RMO/MDT's cognitive behavioural model of the offence and the factors (stressors,
triggers, and circumstances) contributing towards its occurrence. Ten RMOs

described insight in this way:

*What is their explanatory model for the offence, as it were? And I guess what you
think has contributed to the offending, ..... um.. and the extent to which they either do

or do not buy into that.” (RMQO3, p26)

Eight went further, defining insight as demonstration, through changed functioning,
that they have achieved this level of understanding. They believed that having thus
understood their past behaviour, application of this model to their current and future
circumstances allowed patients to be aware of, and to exert better control over, the

factors likely to lead to re-offending:

‘Do they know the circumstances in which the offence occurred or the circumstances

that were relevant to the commission of the offence?.. Do they know how they might

control those circumstances so that they don’t find themselves in a similar situation in

the future?’” (RMO2, p6)

2.2.2  Moral reasoning: acceptance, understanding and remorse

Eight RMOs considered an important element of insight to be the expression by the

patient of some understanding that their offending behaviour had been *wrong’: that it
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was both unacceptable and deserving of society’s censure. Five explicitly stated that
they required evidence from clinical interview that the patient understood the moral

gravity of their offence:

* It’s about recognising that what they did could or did cause harm to another or
themselves.. and also recognising that it is something that shouldn’t be repeated in the

future... Recognition that they’d done something that was wrong.” (RMO 7. p9-10)

Six RMOs required evidence from clinical interview that the patient accepted
personal responsibility for their offending behaviour, and expression of an appropriate
emotive response to that acceptance. They described these responses variably as

‘empathy’ (for the victim), "guilt’ or ‘remorse’:

‘Do they understand they’ve even committed an offence? Is it even at that level? And

the issues of remorse.. and also alongside remorse there’s victim empathy.” (RMO 4,

p10)

‘I think they’ve got to bare their souls. I think they need to know the impact that the
offence will have had and.. understand why you can’t commit that sort an offence.
You won’t get remorse with every patient.. To ask them to step into someone else’s
shoes, feel that, and then feel sorry for it is something they’ve never been able to do’

(RMOL1, p 16-17)

Three of these eight participants also spoke of the need for patients to understand the

broader anti-social nature of their actions:
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*How much of a responsibility do they take and how much they accept for their own
behaviour and its potential effect.. not only.. on the victim but on the public in

general’ (RMOS, p6)

2.2.3 Compliance with care team’s understanding

For six RMOs, acceptance of the multi-disciplinary team’s understanding of the
offending behaviour, its precipitating factors, and its relationship with the mental

illness or disorder was fundamental to insight:

“Well.. it’s always easier to think about insight into mental illness, and the three
things you are thinking about there are.. can (they) relay symptoms as evidence of a
mental illness?.. (Do) they recognise that they have a mental illness, and (do) they..
comply with medication?... Insight into offending behaviour then, um.. it’s the extent
to which their model of their offending behaviour concurs with your model...’

(RMO3. p28)

*So, insight about offending would probably require you first of all.. to have the same

understanding of your mental disorder and the role that plays in your offending as the

doctor has’ (RMOS, p12)

2.2.4 Insight is dynamic

Three participants described insight as existing on a continuum and its development
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as a gradual process:

*Insight is not a “yes/no’ thing, is it? There are degrees of insight. Some patients you
feel will only ever achieve a certain amount of insight either into their illness or into
the offence.. whereas some seem to regain full insight and some stay pretty

insightless’ (RMO6, p18)

"(One) need(s) to accept that sometimes there are grey areas... | remember one patient
who consistently said "I didn’t do it’, then it moved to "1 don’t like to think I'm the
sort of person who could have done that’, then to *Well, I know I have no memory of
it.. (but) I've got to accept that (it) did actually happen, and it must have been awful

for them’. That’s the sort of pattern you’ll see.” (RMOI1, pl4)

One of these expressed the additional view that insight is dynamic — that patients can

sometimes ‘have’ insight and at other times be without it:

‘I suppose people are capable of insight and they are capable of transient insight.. the
Home Oftfice would like there to be something solid called insight that you can get
hold of. But people can have insight part of the time and then lose it again® (RMOS,

pl0)

2.3 Theme 2: Summary of views

The majority of caseworkers and RMOs primarily defined insight as an understanding

of the offence through a cognitive-behavioural model of antecedents, behaviours and
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consequences. The majority of both groups also considered a key element in insight to
be acceptance of the moral gravity of offending and the consequences for victims. In
addition, some caseworkers spoke about the patient’s understanding of the negative
consequences of the offence on the patient’s own life, whereas none of the RMOs
mentioned this. Instead, some RMOs included in their definitions a grasp of the anti-
social nature of the offence. RMOs tended to include more elements than caseworkers
in their definitions, additionally citing the acceptance of the MDT’s model of
offending and willingness to work with this. Some RMOs also spoke of the dynamic

nature of insight.

Theme 3: Assessment of ‘insight into offending’

This theme describes participants’ personal practices in assessing insight.

3.1 Caseworkers’ beliefs about assessing insight

3.1.1 Behavioural Assessment of insight

Four caseworkers described a key component in the assessment of insight as

observation of the patient’s behaviour:

‘So ... if you see something saying ‘So-and-so has complete insight’.., and then you

read that he or she has been out .. drinking heavily then you know that it’s complete

rubbish.. There’s clear evidence there’ (HOCWI, p67)
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One of these caseworkers described behavioural evidence of insight in terms of

‘responsible behaviour’ as opposed to ‘changed’ behaviour:

*Most of them show by their actions their responsibility.. for example, if they realise
that they are mentally ill and that medication helps then insight would be

demonstrated by their taking their medication responsibly’ (HOCW4, p29)

3.1.2 Insight can be assessed conversationally

Two participants assessed insight through appraisal of how ‘genuine’ the patient
sounded in statements from clinical interview that were cited by RMOs in their
reports. They felt it was possible to be familiar enough with patients from the
paperwork they received regarding them to enable them to make an informed

assessment about the ‘truth’ behind their quoted conversation:

“They seem to say things that sound very clinical.. and it sounds as though it’s not
things they normally would have said. Because once you’ve got a feel for a patient
and the sorts of things they say.. because they are quoted in reports - .. word for
word. If the insight sounds like something they’ve.. read in a book, and it does
sometimes.. quite often you can tell’

(HOCW3, p67)

3.1.3 Insight into offending can be assessed by verbal and behavioural consistency
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Two caseworkers were less concerned with the apparent sincerity of what patients
said than in evidence of consistency. They wanted to see them expressing the same
kinds of thoughts and feelings about their offences over a period of time and with
different members of staff — as well as behaving in a consistent manner - in order to

consider that they had achieved true insight:

*If we had a consistent assessment that somebody’s insight was this and progressing
along this line and it appeared to be coherent and all come together then fine — there
would be no problem.. If you have somebody who.. (has) been a real management
problem.. and then suddenly you get a new RMO who turns around and says ‘No, he’s

fine.. he's got insight’, then you might be a bit bothered” (HOCW 5, p20)

3.1.4 Assessment of insight is more difficult depending on diagnosis

Three caseworkers thought that certain mental disorders rendered the assessment of
insight more difficult. Two considered psychopaths to present particular problems,
believing they were more likely to deceive clinical staff and present ‘false insight’.
One of these, and one other participant, also considered patients with personality

disorders to present similar difficulties for assessors:

"We don’t always know whether a patient’s insight is learned [as opposed to ‘real’]...
With people who are suffering from personality disorder or psychopathic disorder..
very bright people in the main — .. they’d be able to learn insight or at least the

expression of insight and the good it can do them’ (HOCW4, p33)
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3.2 RMOs’ beliefs about assessing insight

3.2.1 Behavioural assessment of insight

Behavioural assessment was the most often cited means of determining the presence
or absence of insight. All but one RMO stated that they assessed insight, in part at
least, through monitoring a patient’s behaviour both in hospital and on leave. They
wished to see demonstration of patients’ understanding of the factors contributing to

their offence through evidence of changed functioning:

*(Does) the patient practice what they say? Do they exhibit on the ward or ground
leave what they say in therapy and clinical interview?.. As a patient gets.. more
freedom it is easier to see whether they have true insight and whether they’ve applied
this insight to their dealing with situations, demonstrating they’ve learned from what's

happened * (RMO10, p2)

Eight RMOs saw a patient’s compliance with the multi-disciplinary team as
behavioural evidence of the presence of insight. Specifically, they spoke about
compliance either with treatment or with the care team’s model of their offending and

the therapeutic work based on it as evidence of insight:

*Are they co-operating with the treatment plan? | mean, that’s always relevant when
assessing insight because, you know, if they’re not then clearly they have no insight’

(RMO2, p9)

79



*Interviewer: So it sounds like.. you draw up a model of how the offending came
about, and then it’s about the patient agreeing with that?
RMOI1 1: Thinking about what it must be like for the patient, I think that it probably is.

It’s about them agreeing to go along with that model.” (RMOI11, p24)

Three RMOs, including two that had previously stated the importance of behavioural
observation in assessment of insight, expressed the opinion that behavioural
assessment of insight was an inaccurate means of evaluation. Two of these argued that
a patient could ‘have’ insight and yet still engage in risky or offending behaviour.
They implied that observation of the *‘changed functioning’ sought by their colleagues

as evidence of insight in fact demonstrated the successful practice of will power:

*You can be perfectly insightful into your offending behaviour, and still continue to
offend. .. you can understand what drives you to, say, sexually assault someone

without being able to stop the cycle leading to the assault’ (RMO3, p28-31)

*A patient might say that they won’t go into a pub when they are on leave - if drinking
has been a component in the offending behaviour - but like the rest of us if they are
pissed off and thirsty the reality is different. Does that mean they don’t understand or
they haven’t learned from the past? | guess that’s how insight is more complicated
than just “the patient knows x, y and z contributed to the offence and they show this

by avoiding x, y and z”’ (RMOS, p18)

The third RMO noted that it was possible for patients to be insightful yet indifferent

about past behaviour and so re-offend despite their understanding:
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‘If someone has insight.. they might understand why they rob banks but they might

choose to do it. So it’s not always a positive thing.. (RMO4, p47-48)

3.2.2 Insight can be assessed conversationally

Eight RMOs assessed insight, at least in part, through "intuitive’” judgement about
patients” level of insight and the sincerity of their expression of it in clinical

interview:

‘I think you’d have a sense of whether it’s a learned response, or whether it (has)..
some sort of meaning... it’s kind of intuition - and clinical experience. | don’t think

it’s anything more scientific than that’ (RMO3, p37-68)

*It’s pretty easy to know when it is learned — if you are really trying to find out, by

challenging the patient.. I think you can tell if people are just using words that (they)

are not clear of the meaning of” (RMOS, pl2)

3.2.3 Insight demonstrated by verbal and behavioural consistency

Five RMOs sought evidence of consistency of non-risky behaviour when assessing

insight. as well as the consistent expression of attitudes and sentiments suggestive of

insight both with different members of staff and across a significant time period:
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‘It is demonstrated over time in how they.. respond to individual sessions they are
having with various members of the.. team, whether what they say to one person is
what they say to another... it’s the way they are continually assessed and reassessed
and hopefully that would highlight problems.. (it’s) how they are responding and what

their behaviour is like’ (RMO9, p12-13)

Two other RMOs agreed that the impressions formed by members of the multi-
disciplinary team were important in establishing whether or not the patient had

achieved insight.

3.2.4 Structured assessment of insight

A small minority (two RMOs) argued that in addition to clinical interview, there was
a place for psychometric assessment in the assessment of insight. One of these
mentioned the potential role of the HCR-20 and one the Hare Psychopathy Checklist

— Revised (Hare, 1991, 2002):

*Sometimes it’s relevant to use psychometric tools. For example, if we feel someone
has a pcrsonality disorder then a formal assessment.. using empirical
tools is helpful. We have recently started.. using the HCR-20.. for the

assessment of risk’ (RMO2, p7)

“There can be a role for psychometrics in this.. the PCL-R (Hare Psychopathy

Checklist — Revised) might have some role, but a limited one.. It can be a way of
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identifying if they are just going through the motions or not, but the scores can ‘stick’,

so use it sparingly. It’s best done clinically’ (RMO10, p2)

3.3 Theme 3: Summary of views

The majority of caseworkers and RMOs assessed insight behaviourally, seeking
evidence of understanding of the offence through changed behaviour and/or
compliance with treatment plans. Three RMOs, however, observed that behavioural
assessment could provide an inaccurate evaluation of insight because continued

displays of risky behaviour did not necessarily indicate lack of understanding.

A minority of caseworkers and the majority of RMOs considered a central part of
assessment to be “intuitive’ analysis of the patient’s expression of insight either in
clinical interview (in the case of RMOs), or on paper (in the case of caseworkers).
Participants in both groups (and the majority of RMOs) also believed that insight
could be determined through monitoring the consistency of patients’ behaviour and
expressed attitudes across time, staff and settings. Some RMOs also mentioned the

use of psychometrics in some circumstances.

Discussion

This paper set out to initiate discussion about insight into offending behaviour’ and
to develop understanding of this construct and its place in forensic risk assessment. [t
uses the example of the current British system of managing mentally disordered
offenders but proposes that these findings are of wider significance. The research

described here was necessarily limited in terms of settings and numbers of
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participants involved, but it has provided some important starting points for further
investigation. Most importantly, it has confirmed that the *insight into offending
behaviour’ construct is meaningful to those involved in decision-making in forensic
psychiatric risk assessment and in currency both within psychiatric services and the
British civil service despite being poorly defined. Almost half the participants (seven
out of sixteen) mentioned insight spontaneously in the context of risk assessment and
the remaining nine did not query the term and were able to engage fully in discussion
about its meaning and assessment. This indicated that all participants had some kind
of personal model of insight. All understood the phrase to refer to something relevant
to risk assessment despite the generally held belief that other factors were more
important in the decision-making process. However, even within this relatively small
sample there was considerable diversity of opinion about insight, its assessment and

its importance.

Noted differences in understanding of insight and its role in risk assessment shows
that participants held a number of working models of insight. The fact that many
participants expressed different views even within their own accounts suggested that
these respondents were not working with explicit models or definitions. The
contradictory responses of some participants and the subsequent qualification of
points made suggested that many were unaware of their own lack of clarity about this
construct until specifically asked to think about it as research participants. It was
possible, however, to identify some of the implicit models and assumptions that were

being used as a framework for understanding insight.
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Since cognitive-behavioural theory is at the base of treatment models in most forensic
settings (including work specifically aimed at developing insight), it is perhaps not
surprising that a common definition of the construct amongst both groups appeared to
be based on the patients’ acceptance and understanding of a cognitive-behavioural
model of antecedents, behaviours and consequences relating to the offence. This
treatment model, which lies at the root of many psychology-run offender
programmes, aims to change behaviour by helping patients counter destructive
automatic behavioural responses with an *objective’ awareness of their thinking
patterns and how to control them. Although the word insight’ is not explicitly used to
describe the goal of these programmes, it seems that the cognitive-behavioural model
has been influential for many professionals in the development of their personal
models of the insight into offending construct. Exactly how this cognitive-behavioural
‘self-awareness’ and the insight construct relate, however, remains unknown, as does
the question of how widespread this belief in their relationship is within the forensic

psychiatric community and among caseworkers in general.

The prevalence of research relating to insight into mental illness over the past few
decades was clearly influential to participants’ conceptualisations of insight into
offending behaviour. RMO3, for example, applied a well-known model of insight
into psychosis (David, 1990) to insight into offending behaviour (see section 2.2.3).
It seems likely that the accepted clinical relevance of the term “insight’ in the context
of mental illness within the psychiatric community is responsible, to some extent at
least, for assessors’ confident assumption that they understood what ‘insight into
offending behaviour’ referred to and how it should be assessed. Indeed, the majority

of participants either referred to the two types of insight interchangeably or explicitly
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described them as inseparable — practices which suggest implicit use of some of the
multi-dimensional models of insight into mental illness (e.g. Amador, Strauss, Yale &
Gorman, 1991), in which insight into offending behaviour might be considered to be

part of insight into mental illness.

The range of views about insight into offending and its assessment in this study seems
to echo the lack of consistent definition of insight evident in the insight in mental
illness research. In that field, studies define insight variably, with some primarily
focussing on specific factors such as acknowledgement of illness and/or the need for
medical treatment (e.g. Bartko, Herczeg & Zador, 1988; Lin, Spiga & Fortsch, 1979)
whilst others broaden the concept to include a number of components (Amador et al.,
1991; Beck, Baruch, Butler, Steer & Warman, 2004; David, 1990). The responses of
this sample suggest that such variability in definition and assessment focus may also
exist in the wider forensic psychiatric community for insight into offending
behaviour. It might be hypothesised that if such diversity of thought continues to exist
in the field of mental illness insight, where there have been few solid conclusions as
to its nature and assessment despite twenty years or so of research (Markova, 2005),
similar diversity must exist in the forensic psychiatric community’s understanding of
insight into offending behaviour and clinical practices relating to it. Research leading
to standardisation of both definition and assessment practices therefore must also be

urgently required in this area of psychiatric assessment.

A related issue evidenced by this study is the apparent practice, despite the ongoing

uncertainty described above, of application of assumptions about the relationship of

mental illness insight to other clinical variables to insight into offending behaviour.
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These appear to be fundamental to some of the implicit models of the construct
currently in use. One such model might be termed the ‘compliance model’. A number
of both RMOs and caseworkers stated or implied that concurrence with the care
team’s understanding of the offending behaviour and adherence to prescribed
treatments indicated the presence of insight into offending. It is interesting that this
belief was so prevalent in this group, considering the inconclusiveness of research
about the relationship between compliance and insight in the mental illness insight
field. There, research has been difficult to interpret partly due to the difficulty in
evaluating treatment adherence itself (McEvoy, 1998). Empirical evidence suggests
that measuring insight into mental illness by articulated attitude to illness and/or
treatment is flawed because it does not necessarily relate to treatment-related
behaviours (e.g. Goldberg, Green-Paden, Lehman & Gold, 2001). This finding is
presumably of even more relevance in the assessment of insight into offending, where
observed attitude and behaviour within the forensic setting appear (according to this
sample at least) to be the main means of assessment of post-discharge risk of the
patient to the public. The relationship between insight into offending and compliance
requires clarification and further analysis. It may also be that the two forms of
compliance spoken about by respondents in this study — compliance with medication
and compliance with behavioural conditions, which may include, for example, relapse
prevention plans — relate differently to insight into offending. Equally, the assumption
on which this model is based — that compliance of either kind means a reduction to the

risk of re-offence — remains to be proved.

A further implicit model reflecting another widely held belief about insight into

mental illness was that which links the presence of insight into offending behaviour to

87




a good prognosis. This was suggested by the number of both RMOs and caseworkers
who considered evidence of insight into offending to be indicative of a reduction of
risk and therefore necessary for rehabilitation. Research in the insight into mental
illness field has yielded variable results in relation to this question, meaning that the
relationship between insight and prognosis, both in terms of direction and strength,
cannot yet be determined (Markova, 2005). The prevalence of the assumption
amongst participants in this study that there is a positive relationship between insight
into offending behaviour and prognosis highlights a further area where evidence from
the insight into mental illness field makes an even more compelling case for empirical

investigation.

Another important area for further research is the role that moral reasoning and/or
‘emotional’ insight might play in insight into offending. It is interesting that so many
caseworkers and RMOs considered social and emotional processes such as
“acceptance’ of the severity of their offending, empathy, remorse, and regret to be
integral to insight and believed evidence of these cognitions to be important in the
rehabilitative process. Whilst in the past it has been argued that there is a clear clinical
rationale for assuming that empathy deficits are an important factor in predicting
offending behaviour (Prentky, 1995), recent research has shown that this varies
between offender groups (Hanson, 2003; Mulloy, Smiley & Mawson, 1998). The
present study, however, revealed that many RMOs and caseworkers held beliefs about
the importance of patients *feeling’ their insight (appearing to emotionally *suffer’ as
a consequence of understanding their offence and the behaviours and thoughts that
preceded it). It is interesting to consider how much of this ‘need’ for evidence of

emotional suffering stems from assumptions about the relationship between
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remorse/empathy and recidivism and how much from participants (possibly
unconsciously) reflecting the wider community’s desire for remorse as a token of
reparation (Scheper-Hughes, 1999). It is also interesting to consider how these social

and emotional processes are being assessed.

This state of uncertainty surrounding assessment procedures for insight into offending
behaviour, or cognitions believed to be part of it, was a key finding in this study. A
particularly important finding was the reliance of many RMO participants on clinical
‘intuition’ or judgement. Interview data revealed a prevalent belief among RMOs in
their ability to detect insincerity in patients’ discourse in clinical interview and form a
judgement about how ‘real’ their understanding of their offending behaviour is. Itis
interesting that some caseworkers’ view that it is possible to know a patient from
paperwork well enough to be able to make a judgement about sincerity of expression
seems to mirror this RMO belief. There was also evidence of uncertainty concerning
the role of psychometric assessment in the assessment of insight into offending, with
some RMOs mentioning it and the majority not. It is possible that both groups relied
so heavily on such personal methods of analysis because this whole area of forensic
risk assessment remains so nebulous. How clinically useful such personal detection of
‘truth” is in establishing the presence or absence of insight into offending behaviour
and how likely it is that an offender will re-offend, however, are questions for future
investigation. Equally, it would be interesting to determine the nature of such

decision-making processes.

This paper has identified one part of the assessment of mentally disordered offenders

about which there is no consensus within the forensic psychiatric community. The
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validity and generalisability of this research is clearly limited by the relatively small
number of participants. Larger scale research is needed to further demonstrate that
these findings are both credible and widely relevant. However, these findings indicate
that the definition, assessment and clinical relevance of the construct *insight into
offending behaviour’ all require investigation. An implicit relationship between risk
of recidivism and insight into offending has been shown to exist in the mind of these
participants although nothing is known about the direction or strength of this
relationship. Assumptions, non-standardised use of existing knowledge from other
fields of psychology and psychiatry and personal judgements have all been shown to
play a part in assessment process, and lack of clarity of thinking as well as stark
differences between understandings and assessment procedures are evident. Further
diversity in definition and assessment of the construct probably exists in the wider
criminal justice system. Certainly UK parole board documentation refers explicitly to
the construct (Parole Board, 1997). Considering the heavy reliance on both
established psychological theory and clinical expertise in the generation of personal
definitions of insight by the participants in this study, it is interesting to consider how
those outside the forensic psychiatry risk assessment process might conceptualise

insight.

Forensic risk assessment is a complicated and difficult process that has clear
consequences for both public safety and patients’ welfare and civil liberties. It is
therefore essential that the clinical variables considered in the decision-making
process should be accurately and reliably assessed, and that the whole process is

standardised. Insight into offending behaviour is one such variable that is not
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supported by ‘evidence and rigorous analysis’ (NHS, 2006). It is hoped that that this

paper will prompt further research into this aspect of the risk assessment of offenders.
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Part 3:

Critical Appraisal
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This paper describes how the study described in Part 2 of this thesis came about, and
offers a critical discussion of the research process including difficulties that were
encountered and how decisions made to overcome these were justified. It also
discusses the validity and generalisability of the research and considers how it might
have been improved. Strengths and limitations of the study are described and areas for

future research discussed.

1. Development of the research question

Plans for this research project evolved following an informal conversation between
my external supervisor and a senior member of staff from the Home Office’s Mental
Health Unit (MHU) at a conference on mentally disordered offenders. My external
supervisor had long considered the construct of “insight into offending behaviour’ to
be poorly defined, and bearing in mind conversations with clinical colleagues about
its use in Home Office documentation guiding Responsible Medical Officers (RMOs)
in their assessment of patients under restriction orders, considered it to be an potential
area for investigation. Preliminary work for the literature review described in Part 1 of
this thesis also confirmed that this was an important area for investigation.
Subsequent communication between the external supervisor and the MHU led to the
tentative offer of support for a project investigating this issue. The opportunity for
such a collaboration seemed to the research team (external supervisor, two internal
supervisors and myself) to present too good an opportunity to miss, especially
considering that government departments, including the Home Office, are often

perceived by researchers as difficult to access.

99



Both government departments and professional bodies can often appear to those
outside them to operate mysteriously. Staff at the MHU and forensic psychiatrists in
the RMO role are two such groups. There is a point of interface in their work in
fulfilling their respective roles according to the requirements for the management of
mentally disordered offenders laid out in the Mental Health Act (1983). However,
they have different training backgrounds, different relationships with patients and
services, different roles within the two-part process specified by the Mental Health
Act, and different emphases in addressing the challenge of balancing public protection
and ethical patient care. Their approach to and assessment of restricted patients can
therefore sometimes appear to the other to be confusing or even at odds with their
own work. The resulting tension in this relationship has been made explicit in recent
years by the publication of a number of papers in forensic journals, both by medics
discussing the unit’s working practices (Srinivas, Denvir & Humphreys, 2006;
Eastman, 2006), and by MHU staff attempting to demystify their work (Dent, 1997,
Snow & Moody, 2005). This being the case, we reasoned that, whilst examination of
the insight into offending behaviour construct would (in any case) be relevant to the
wider forensic psychology and psychiatry communities, research undertaken within
this UK-specific context would be all the more valuable for the involvement of both
bodies involved in evaluating restricted patients and making decisions about them.

MHU support enabled the design of the project described in Part 2 of this thesis.

2. Difficulties encountered during the research process

The involvement of both bodies in decision-making processes about the construct

under examination was a strength of the research. However, involvement of an
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organisation which was unaccustomed to external scrutiny (the MHU) led, not
unexpectedly, to difficulties in the research process and so made some change
necessary. These changes raised a number of methodological concerns and posed a

threat to the findings’ validity and generalisability.

The method of recruitment of participants was the main way in which the research
process differed at the MHU compared with the forensic sites. Whilst we easily met
the target number for participants at the two forensic psychiatric sites (the intention
was to recruit ten RMOs; eleven were interviewed), the process of recruitment at the
MHU was more drawn out, more complicated, and ultimately less successful (five
participants of the ten originally planned were recruited). The forensic psychiatric
sites differed from the MHU in that they were places in which academic research was
commonplace. It is not unusual for managers or staff at NHS sites to be approached
about participating in research projects, and the language used in describing and
justifying research processes was both familiar and understood in these environments.
Therefore medical staff were comparatively more receptive to participating in the
study. In addition, many of them had at least some understanding of the processes

involved.

The comparative reticence of the MHU provoked us to speculate that the unit’s
management was perhaps anxious about possible outcomes of the study. Certainly
negotiation with them at each stage of the research process was a more complicated
affair. There were several ways in which this reticence manifested itself. Firstly, the
contact person appeared to want more control over the recruitment process than we

had planned. Rather than giving me permission to write to all caseworkers to explain
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the study and invite them to participate (the planned recruitment method), he
preferred to approached particular staff himself. He explained that he would select the
staff who he thought would be more articulate about the issues involved. These were
all relatively senior staff in the unit’s hierarchy and it seemed that MHU management
preferred these staff members to represent the unit’s position. The contact person was
able to recruit five participants in this way, and was reluctant to seek out further
participants. My attempts to explain the reasoning behind the intended research
process (the validity, reliability and generalisability issues as well as qualitative
research theory) were not successful. The contact person expressed the view that it
would not be necessary for me to interview more than five members of staff because
the MHU had ‘a corporate approach’ and there was little difference in staff’s thinking
and approach to their work. Following discussion with the research team, | decided
not to push conversation further in relation to these issues. [ was very grateful that the
unit was supporting the research despite enormous pressures on staff time and did not
wish to antagonise. We decided to settle for the five staff who had agreed to

participate.

3. Methodological issues raised by difficulties encountered

This issue of the MHU’s involvement with the recruitment process obviously raised
important methodological concerns. In terms of validity and generalisability it would
have been better had [ been given free access to the entire caseworker population and
control over the way in which they were informed about the study and invited to
participate. The fact that this was not possible led to what might be considered

weaknesses of the research. Firstly, the sample was fifty percent smaller than had

102



been planned, thus preventing the intended balance between the RMOs and
caseworkers samples outlined in the study design. In addition, the MHU sample was
skewed towards seniority and might not be representative of the views of junior staff
members who deal with many of the unit’s day-to-day decisions relating to casework.
Most concerning, however, was the possible accusation of skewed response patterns,

due to certain staff members being apparently selected by the MHU contact person.

4. In defence of the findings’ validity and generalisability

1 do not, however, consider these consequences of the adjustments to the research
process to constitute serious limitations for the research. Considering tl}e nature of the
population under study — a government department — it is not particularly surprising
that these issues were encountered. Indeed, it is perhaps more surprising that the
Home Office MHU was willing to take part in the research at all. In addition to the
anxiety one might expect in an organisation exposing itself to the scrutiny of
outsiders, the Home Office MHU was undergoing a period of considerable change.
Three Home Secretaries presided over the Home Office during the years that the
research took place and each change was accompanied by understandable upheaval
that was apparent in the periodic silences from the unit during my communication
with staff there. The Home Office itself came in for highly publicised criticism
following the resignation of David Blunkett MP and investigation of the department’s
working practices (following Charles Clarke’s leadership) by the then newly
appointed John Reid MP. A period of reorganisation is still under way. Apart from the
disruption to the unit’s operation that may have been caused by these changes, staff

were also coping with the relocation of the unit’s offices during the research period.
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Taking into account all these additional stresses on the unit and the tendency for
organisations to be both inward-looking and defensive at such times of uncertainty,
the research team and myself considered the recruitment process at the unit to be
surprisingly successful. Evidently, a larger number of caseworkers in a broader range
of positions within the unit would have been preferable. However, it was accepted
that this was not possible. The sample being what it was, however, it is important to
note that the absence of junior caseworkers in the MHU sample probably had a more
limited impact on validity than originally feared. The work of the junior MHU
officers is supervised, checked and authorised by the senior officers, so it seems
reasonable to assume that their views are likely to be more representative of actual
practice, even if they are perhaps less heterodox than those of their juniors. In
addition, we felt that the sensitive negotiation and compromise that had ensured the
unit’s support for the duration of the project was a considerable achievement. In our
view, the data that resulted from the five MHU participants was rich enough (and
unusual enough because it is representative of the perspectives of a usually
inaccessible population) to justify our decision to stay with the original study design

despite the low number of participants.

Another arguable threat to both validity and generalisablity was the apparent selection
of participants by the MHU contact. The research team and I do not consider this to
significantly undermine the validity and generalisability of participants’ responses
either. Staff were not briefed on interview content so could not prepare particular
responses. In addition — and perhaps more importantly — my own anxieties about this
matter were quelled by the variety of responses given by Home Office participants

and the individual nature of their thinking and expression in giving responses. Indeed,
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some of them stated explicitly that they held views that differed from those of their

colleagues.

Overall, in terms of MHU involvement and the negotiations that took place with
senior management in order to maintain their support of the study, I do not think that
sample size or validity of responses could have been improved had the relationship
been handled differently. The involvement of the Home Office in the research was
considered important enough for compromises to be made in terms of study design.
One of the proposed markers of quality in qualitative research is relevance (e.g.,
Elliott, Fischer & Rennie, 1999; Mays & Pope, 2000). The fact that this research
project was able to take advantage of the unusual co-operation of the Home Office in
order to add to the existing knowledge base regarding insight into offending
behaviour (and forensic decision-making more generally) justified, to my mind, the

compromises that were made with respect to validity and generalisability.

The original intention at the start of research process was for me to complete a
forensic placement as part of my Clinical Psychology training programme during the
period of data collection. I had hoped that this would provide me with a sound
understanding of forensic assessment and working practices within forensic
psychiatry settings which would improve the chances of securing a good sample of
RMOs (through contact with these colleagues), improve my ability to develop the
dialogue during research interviews, and lead to a deeper understanding of the issues
pertinent to the research subject. In the event, however, this placement was not
possible due a change in my personal circumstances. Although initially I was

concerned that this distance between the research subject and my clinical experience
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and knowledge would impede my understanding of the construct and processes under
examination, on reflection I consider this to be an advantage. | was a stranger to both
the MHU and the forensic sites (although admittedly aspects of the clinical sites were
more familiar to me as a clinical psychology trainee) which perhaps enabled a similar
approach to both groups of participants. Had I been affiliated to one of the research
sites my approach to participants at the Home Office may have differed significantly
to my approach to RMOS. Certainly, there would have been greater potential for
personal, intellectual, and professional biases in my questioning and understanding of
responses. In particular, as my external supervisor commented, I might have had
specific clinical cases in mind myself when interviewing and when analysing data, as
well as the contents of previous conversations with colleagues on related matters.
Circumstances being as they were, | came with no preconceived ideas about the
construct in question or the processes by which it might be assessed. This more equal
‘distance’ between myself and the two professional groups under investigation could
be argued to have enhanced the credibility, and so validity, of the findings (Mays &

Pope, 2000).

S. How validity and generalisability could have been improved

A further way in which the quality of qualitative research projects is enhanced is
through testimonial validity or respondent validation (Elliott et al., 1999; Lincoln &
Guba, 1985; Mays & Pope, 2000; Stiles, 1993). Ideally, findings resulting from the
analytical process in this study would have been checked and validated by
respondents. As stated in Part 2 of this thesis, this procedure was not carried out due

to participants’ heavy work schedules. Many of the respondents wished me to confirm
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the limited nature of their required commitment to the study prior to the interview.
The research team and I decided that to re-approach respondents with summaries of
their interviews and expect considered responses to these might antagonise both them
and their line managers. At the MHU, in particular, [ expected that I would have
difficulty explaining the importance of this methodological process and would risk
alienating the contact person who was already reluctant to recruit further participants.
The research team and I agreed that the process of analysis, which involved all parties
reading the transcripts and then scrutinising my interpretations, acted as a means of
general error checking that might be considered to compensate for the failure to
ensure testimonial validity (Elliott et al., 1999). However, in retrospect it has
occurred to me that in seeking testimonial validity data I need not have approached all
participants. It should have been possible to seek testimonial validity data from at
least a couple of the respondents who appeared less concerned than others with
guarding their time in terms of contributing to the research. Had I been able to
demonstrate these participants’ satisfaction with interpretations, the ability of the
analytic procedure to produce valid findings could have been extrapolated to the
remaining transcripts thereby enhancing the validity of the study’s findings as a
whole. If further I were to undertake further research using qualitative methodology, 1

would seek testimonial validity data from at least some respondents.

Triangulation of methods of data collection also could have improved the findings’
validity (Elliott et al., 1999; Mays & Pope, 2000; Packer & Addison, 1989). During
the process of developing the interview schedule for the project the research team and
I discussed and then rejected the idea of using discussion of clinical vignettes to elicit

information about how insight into offending behaviour was being understood and
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assessed. We had agreed that this method of data collection would be both difficult to
develop without imposing preconceived ideas about the nature of the construct under
investigation upon participants, and bring an artificial feel to that part of the interview
whilst also producing hypothetical data. Instead it was decided that it would be better
to ask participants to talk freely about real clinical cases where they had had to make a
decision relating to insight into offending behaviour (see Part II of the Interview
Schedule, Appendix 4). In retrospect, I think that the study design could have
benefited from discussion of clinical vignettes in addition to the interview process
described in Part 2 of this thesis. Analysis of participants’ responses to clinical
scenarios outlined in a vignette could have served a useful triangulation function,
helping to validate the findings from the transcripts of the main interview. In
undertaking future qualitative research, | would consider including suitable

triangulation methods such as this in the study design.

6. The interview schedule

Apart from the regret that the interview schedule had not included a discussion of
clinical vignettes, I think that overall the interview schedule was successful, in that it
set the context for an easy discussion and elicited a large quantity of rich data about
the issues under scrutiny. The schedule was developed over a lengthy process of
discussion, piloting and redrafting involving all members of the research team. Due to
the time constraints on this part of the research process, however, it was not possible
to pilot the schedule more than once. Although the finished design was successful,
some weaknesses became apparent over the period of data collection and analysis. In

particular, there were certain questions that I regretted not including, which seemed,
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in retrospect, to be obvious omissions. In particular, I should have asked participants
explicitly about the importance they placed on insight into offending behaviour in the
risk assessment process. A further area of questioning that could have produced useful
findings was participants’ understanding of the relationship between insight into
mental illness and insight into offending behaviour. In both these areas, interesting
data resulted both from some participants’ musings on these issues, and from others’
inferences in their responses to related questions. It would have been better if these

questions had a formal place in the interviews of all participants.

A further issue with the schedule that could have been prevented with additional
revision was its production of large amounts of data that did not have specific
relevance to the research questions. For example, a substantial amount of data was
produced from the questions in Part 1 (se Appendix 4) of the interview schedule
relating to the working relationship between RMOs and the MHU. This was originally
included due to the unknown nature of the decision-making process relating to risk
assessment involving both parties. It was reasoned that it would be important to have
this contextual information. Although this data is in itself interesting (and is certainly
substantial enough to provide the basis for a further paper on risk assessment
decision-making and the dialogue between these two distinct groups), for the present
purposes it served mainly to delay many parts of the research process due to the extra
(and ultimately wasted) time spent on transcription and analysis. However, it also
seems likely that where a subject is being investigated for the first time (as was the
case here), these mistakes are inevitable and perhaps I should have allowed more time
due to this. Firstly, it is difficult to know what questions need to be asked when little

is known about the subject area. Secondly, it is important to collect any contextual
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information that may be informative even if ultimately it is shown to be superfluous.
All these oversights and the subsequent consideration of them will usefully inform
future research into insight into offending behaviour and the production of more

finely tuned research tools.

7. Framework analysis

An aspect of the study that I was unreservedly satisfied with was the method of
qualitative analysis used. The appropriateness of the framework analysis approach for
this project with its potential for application to policy and ‘actionable outcomes’
(Ritchie & Spencer, 1994, p. 173) is outlined in Part 2 of this thesis. A further
important factor in the choice of methodology was the nature of the data resulting
from piloting the interview. This was apparently more cognitive than experiential (in
that much of it was participants’ communication of their understanding of concepts
and processes rather than their experiences of these). It was therefore considered less
suited to discourse analysis or interpretative phenomenological analysis (also known
as IPA) than framework analysis, with its aim of ‘providing answers’ about specific
areas relevant to policy-makers and practitioners about which there is a dearth of
information (Ritchie & Spencer, 1994, p. 175). A further appeal of this method of
analysis is its visibility, with its clear summarising and displaying of summarised and
analysed data in the charting process (see Appendix 8). Not only might this
transparency of the analytical process be considered to enhance the validity of the
research findings, but it also clarifies the systematic nature of the qualitative research

process. This might be especially important to interested parties at the MHU (many of
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whom may be unfamiliar with qualitative methodology) and make it more likely that

these findings be considered informative by policy-makers.

8. Limitations of this study and future research

This research project has produced some important initial findings about
understandings and assessment practices relating to insight into offending behaviour,
These have prompted consideration of future areas that members of the research team
and | would like to explore. In particular, we accept that the present study has limited
generalisability due to its relatively small samples and number of sites. The
conclusions of the study might have greater credibility if a larger study was carried
out but with a more refined interview schedule, the use of vignettes, and, most
importantly, with more participants from a wider range of settings and professions
relevant to the criminal justice system, and not only related to offenders with mental
disorders. Other groups to include might be psychologists (both those working in
forensic mental health settings and in prisons), psychiatric nurses, prison workers,
members of the Parole Board and Mental Health Tribunals and so on. Indeed, it was
an early matter of interest and speculation to the research team that insight into
offending behaviour was an accepted term within the UK Parole Board processes (see
Parole Board, 1997, p.18; Home Office, 2004). It was perhaps not surprising that our
data revealed in psychiatrists’ understanding of the construct a predominance of
models based on cognitive-behavioural considerations or on insight into mental
illness, and that this was also true for caseworkers, because their understanding of
these issues is apparently mainly informed by their dealings with mental health

professionals. However, this raises some interesting questions about how those
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outside mental health services might conceptualise insight into offending behaviour.
A further important area for investigation is how the information gathered here can be
reconciled with the wealth of literature about insight into mental illness. Many
participants apparently considered insight into offending behaviour to constitute part
of insight into mental illness (as do clinicians and researchers in the wider forensic
psychiatric community, as was evident from the literature review described in Part |
of this thesis). It would be interesting to develop a deeper understanding of the
construct and its relationship with insight into mental illness and perhaps propose a
model of insight into mental illness, specifically applicable to forensic settings, which

explicitly includes insight into offending behaviour.

9. Conclusion

Overall, I was pleased with the design and outcome of the study, and consider it to
have added usefully to the knowledge base of forensic risk assessment. The
experience of undertaking the research and reflection on the research process has led
me to develop my own ideas about the production of good quality qualitative
research. | hope to apply this knowledge in designing future research projects that
would build on these preliminary findings concerning insight into offending

behaviour.
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1.

Sub-Department of Clinical Health Psychology
A UNIVERSITY COLLEGE LONDON
M GOWER STREET LONDON WCIE 6BT

————

Information sheet for potential participants

Oxfordshire Research Ethics Committee ‘A’ (ref: 06/01604/105

Clinical decision-making about attitudes to offending behaviour

What is the study about?
The study aims to answer questions about how ‘responsible medical officers’ (RMOs)
and Home Office (MHU) caseworkers understand and make judgements about
patients who are on restriction orders, and their attitudes to their offending behaviour.
The Home office currently requires RMOs to make such clinical judgements about
these patients when applying for transfer, leave or discharge. The researchers are
interested in how RMOs make these clinical judgements, and how Home Office
caseworkers understand their reports in this two-stage process of assessment. We are
interested in the processes by which decisions about patients are made, and whether
there are individual differences and/or differences between the two professional
groups.

How are we intending to research this?
The principal researcher hopes to interview ten RMOs, recruited from over two sites
(North London Forensic Services and Kent Forensic Psychiatry Services), and ten
Home Office (MHU) caseworkers. The interviews will last about an hour, and will be
semi-structured and open-ended. It is hoped that recruits will be able to express their
views freely about the subjects raised.

Why have I been chosen?
We are approaching all the RMOs at the two medical sites and a sample of MHU
caseworkers and providing them with information about the study. We hope that some
of these professionals will be interested in taking part.

Do I have to take part?
No. It is up to you to decide whether or not to take part. If you do decide to take part
you will be given this information sheet to keep and be asked to sign a consent form.

If you decide to take part you are still free to withdraw at any time and without giving
areason. This will not affect any aspect of your employment

Zenobia Storah/Version 2/25" July 2006
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9.

What will happen to me if I take part?
If you decide to take part, you can contact one of the researchers (see contact details
below). The principal researcher will contact you to arrange a time to meet that would
suit you. Interviews will take place at your place of work in a private room and will
last
suit you. Interviews will take place at your place of work in a private room and will
last
about an hour. Before the interview, you will be asked to sign a consent form saying
that
you have read this information sheet and agree to be interviewed. We would like to
record the interviews to give us a detailed picture of what participants think and feel
about the processes by which decisions about patients’ attitudes to offending are
made. When we publish our findings, it may be useful if we can quote part of your
interview (with all names and any other identifying material removed). We will not do
this without your consent, so you will also be asked whether you consent to the
recording of your interview and the quotation of extracts from your interview on the
consent form,

Anything you say in interview will be kept confidential. Nothing you say will be
shared with any of your colleagues. All data will be anonymised and stored in a
locked cabinet. All recordings and transcripts will be destroyed after analysis. You
will also be asked whether you consent to this storage and processing of your personal
information.

You may withdraw your consent to any of these three points at any time in the future,
without having to give a reason,

No other involvement in the study will be asked of you after this initial interview.

Are there any circumstances in which what I say in interview will not be kept
confidential?
Yes. In the unlikely event that the information that a participant provides suggests
malpractice, the researcher is obliged to report her concerns to her line manager at the
Trust. The line manager will then implement the usual procedures for cases of
suspected malpractice as outlined in the respective Trust's policy. In cases of
suspected unprofessional practice at the Home Office, the researcher will be obliged
to raise her concerns with the Head of Caseworking.

7. What do I have to do?

You will be asked about various aspects of the assessment of restricted patients when
applications are being made for leave, transfer, or discharge. We will be interested in
your views about the clinical and political processes involved, and about your own
professional practice and experiences of being involved in these processes.

What are the possible disadvantages of taking part?

There are no foreseen disadvantages of taking part in the study.
What are the possible benefits of the study?

119



10.

11.

12.

13.

You will be contributing towards research that will help clinicians and academics
understand more about the processes by which decisions about restricted patients’
attitudes to offending are made.

What will happen to the results of the study?
The study is being conducted as part of an educational project. Data collected in the
study will be used to form the basis of a doctoral thesis and papers in peer-reviewed
journals. All data published will be anonymised.

Who is organising and funding this research?
The research is being organised by the researcher, Zenobia Storah (Trainee Clinical
Psychologist at University College London), under the supervision of Dr Anne
Sheeran (Clinical Psychologist at Kent Forensic Psychiatry Service) and Dr Mike
Watts (Clinical Psychologist at North London Forensic Services). It is being
undertaken within the sub-Department of Clinical Health Psychology, University
College London. It is sponsored by University College London.

Who has reviewed the study?
The study has been internally reviewed within the sub-Department of Clinical Health
Psychology at University College L.ondon. It will also be subject the review by local
ethics committees at both medical sites.

How do I obtain further information or to agree to take part?
For further information about the study, or to agree to take part please contact the
principal researcher, Zenobia Storah

Address: The sub-Department of Clinical Health Psychology, 1-19 Torrington Place,
London, WCIE 6BT

Zenobia Storah/Version 2/25™ July 2006
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Sub-Department of Clinical Health Psychology
A UNIVERSITY COLLEGE LONDON

M‘, GOWER STREET LONDON WCIE 6BT
| sveerwm———

Clinical decision-making about attitudes to offending behaviour

Consent Form for participants

Oxfordshire Research Ethics Committee ‘A’ (ref:06/Q1604/105)

Please read the following statements and circle your answer:

1. I have read the information sheet for the above study and have had an opportunity
to ask any questions | may have about the study and participation in it.

Yes No

2. I agree to be interviewed for the above study. I understand that my participation in
this study is voluntary, and that | may withdraw my consent at any time, without
giving reason, and without my employment being affected.

Yes No

3. l agree to having the discussion recorded. I understand that [ am consenting to this
voluntarily and that I may withdraw my consent to this at any time, without giving
any reason, and without my employment being affected.

Yes No

4. I agree to anonymised extracts of my interview being cited in an academic thesis
and in published papers in academic journals. | understand that I am consenting to this
voluntarily and that | may withdraw my consent to this at any time, without giving
any reason, and without my employment being aftected.

Yes No
5. I agree to the storage and processing of the information that I provide in the
interview and about myself before the interview. I understand that I am consenting to

this voluntarily and that [ may withdraw my consent to this at any time, without
giving any reason, and without my employment being affected.

Yes No

Zenobia Storah/Version 2 25% July 2006
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If you have any questions about anything on this form please ask the researcher.

Participant’s name (Please print) Signature Date

Researcher’s name (please print) Signature Date

Zenobia Storah/Version 2: 25" July 2006
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Clinical decision-making about attitudes to offending behaviour

Interview schedule

In this interview, we are interested in your views and experiences of the Home Office
processes in place for decision-making about patients on section 37/41. We would
like to know more about how professionals reach decisions about these patients, and
how they understand terminology used by the Home Office. We would like to
emphasise that we are not testing your knowledge of the system and that there is no
single correct answer to these questions. During the interview, we at times refer to
documentation from the Home Office intended to guide RMOs when they are writing
reports for the Home Office when making applications for leave, discharge or
transfer. Are you familiar with these guidelines? Would you like to see them?

Have you seen the information sheet? (present to participant). Offer opportunity
to ask questions about the study. If agreeable, sign consent forms and continue.

Part 1

Introduction:

To all participants: in the following questions, | want us to talk about the information
that RMOs provide for the Home Office both in annual reports and when applying for

leave, transfer or discharge for their patients on restriction orders. Is that clear?

What do you think is the purpose of the information required from RMOs by the
Home Office?

If necessary ask the following questions by way of prompting:

What do you think the Home Office wants to know from RMOs about their patients in
thesc reports?

Why do you think it is important for the Home Office to know these things?

Understanding of terms:

In its guidelines to RMOs, the Home Office talks about “offending behaviour’. What
do you understand by this phrase?

This same Home Office documentation also asks doctors to comment on ‘other
dangerous behaviour® beside the index offence. What do you think it means by this?

The documentation also asks for comment on the patient’s “attitudes to [their]
offending behaviour’. What do you think the Home Office means by this phrase?
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Prompt: what sort of information does it want from doctors in order to make a
decision about this?

The Home Office documentation refers “insight’ in he context of offending behaviour.
What does the term “insight’ mean to you in this context? How do you think you
would know that the patient had insight? What sort of information would the Home
office be looking for to make a decision about whether a patient had insight or not?
[In the case of RMOs, ask for information about clinical assessment — psychometric?
What markers are looked for?]

The Home Office asks whether a patient’s insight is ‘real’ or *learned —for example in
therapy’. How would you know if a patient’s insight was real or *learned’?

The Home Office guidelines ask RMOs whether the patient now "learns from
experience and takes into account the consequences of their actions’. How do you
think you would know that the patient was doing this? What sort of information would
the Home office be looking for to make a decision about this?

Do you think the phrases "a patient’s attitude towards offending behaviour’ and ‘a
patient’s insight into their offending behaviour’ are interchangeable?

Evaluating process:

What do you consider to be the most important considerations when you are
providing/evaluating (delete where appropriate) information about patients for the
Home Office?

Go through each factor given and ask: *Why do you think that x is important?’

10. When evaluating a patient for the Home Office, what clse, apart from a patient’s
presentation, influences your judgement? E.g, whose opinions do you consider (e.g.
patient, family, probation officers, other MDT members, victim/ victim's family?), are
there other sources of information you take into account? (e.g. past experience,
Journal articles, training, media)

Mental illness —clarification of terms

To all participants: We are asking the following questions to clarify terms that are
used both in the context of offending behaviour and of mental illness — we want to
know if you understand these terms differently depending on context.

11. In the context of mental illness, what does the term *insight’ mean to you? E.g.’
does the patient have insight into their illness’?



12. In cases of mental illness, the Home Office guidelines also ask the RMO to make a
judgement about the extent to which the patient has insight into their illness. What
would indicate to you that a patient had insight into their mental illness? What would
indicate to you that they did not have insight into their illness?

Other

13. Do you link a patient’s attitude to their offending behaviour to the risk that they
may re-offend? If so, how?

4. Finally, what are your views of the Home Office requirements for leave, transfer or
discharge applications and annual reports?

Part 2

This part of the interview aims to explore the individual process of decision-making
about insight for each RMO, and to look at the RMOs" experiences of this process.
This section would be less structured, with the RMO responding to the instruction,
with clarifying questions and prompting from the interviewer where necessary.

Tell me about a time in the last six months when you found it relatively easy
to evaluate a patient in terms of their insight into their offending behaviour.

Prompts:- patient’s background — index offence etc, what was it that indicated
to you that this patient did/did not have insight? how did you go about assessing the
patient? How confident did you feel about your decision?

Tell me about a time in the last six months when you found it difficult to
evaluate a patient in terms of their insight into their offending behaviour?
Prompts.- patient’s background — index offence etc, what was it about this patient that
made it so difficult for you to reach a decision? How did you go about assessing the
patiecnt? How did you reach a decision in the end? How confident did you feel about
this final decision?

Zenobia Storah/Version 3/March 18" 2005
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Sample from HOCWS’s interview

ZS:I’m just waiting for the machine to kick into action..Ok. Before we go through the
questions that I've got, can you just give me and outline of what you do in the unit.
PS: What I do? Well, most what | do, frankly, is the Home Office end of the Mental
Health Bill. I’'m pretty much full-time on looking after part 3 of the Mental Health
Bill, which is the new provision for offenders .. but as you know | am normally called
Head of Caseworking because | was a casework manager for more years than | care to
admit. Um.. | suppose | have a sort of quasi-consultant function.

ZS: And how much of.. that takes up what.. some of your time during the week?

P5: Yes. Ok to clarify. specifically here we are talking about patients of section 37/41
and we want to know more about how professionals reach decisions about them. And
how particular terminology that’s used by the Home Office is understood. Um.. and
we're interested in your opinions about the guidelines as well.

ZS: OK to start off.. and what we’re thinking about here is the information that is
provided for the RMOs when they are writing applications for leave, transfer or
discharge.. this stuff? You may have seen it a long time ago..

P5: Yes

ZS: What do you think the HO wants to know from RMOs in these reports?

PS: As a generality, we want to know the current state the care team’s thinking on
how the offending is related to mental disorder; the extent to which re-offending can
be affected by treating the disorder. The effect of treatment to date, and the prognosis

of that. if you like, in terms of how outstanding risk can best be managed.
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ZS: Right. You talk about outstanding risk, are you talking about the possibility of re-
offence?

PS: Yes. Although one should probably clarify in this context, we are talking about
the sort of offending that threatens serious harm to others. We’re not in the business
of preventing people ..breaking drugs legislation and so forth. It’s quite an important
distinction. We certainly should not be using our powers as a regulatory function in
crime prevention.. we’re there to prevent serious harm.

ZS: So the Home Office wants to know those things to help them prevent serious
harm to the public..

P5: Yes.

ZS: And is that also.. does the risk to the individual patient come into this as well or
not?

P5: I think we tend to regard it as inherent. | often see debates about the respective
risks of harm to others and harm to self, but my understanding is that most clinicians
don’t actually draw a clear distinction because it’s rare when you can predict that the
risk of harm is exclusively to self or exclusively to others or where it sits on a
continuum.

ZS: OK.

PS: So yes. Harm to the patient is a relevant part of it. Although formally | guess what
we are looking at is risk to the public.

ZS: Right. In the guidelines that | showed you the Home Office talks about *offending
behaviour’ and also “other dangerous behaviour’. What do you think is meant by
those phrases?

P5: That’s a very good question. What it should mean is .. I think.. what I’ve just

described. The risk of serious harm occurring - physical or psychological harm which



should include “to others or to the patient’s themselves’. Um.. | don’t think I want to
particularly defend the distinction between those two forms of words. Because as |
said earlier it’s not actually part of our role to be a crime prevention regulator.

ZS: *Other dangerous behaviour’ .. say when you did do your casework a while ago,
when you would read .. when that phrase is being referred to, what are you looking
for specifically?

PS: I frankly never made that distinction. In fact you are reminding me now that the
distinction exists. But the issue we should be looking for is the prevention of serious
harm. And actually it strikes me that it’s rather pedantic to draw a distinction between
offending behaviour and behaviour that might lead to serious harm because it’s very
rare that there is any difference.

ZS: Ok. The documentation also asks for comments on the patients’ — and this is a
quotation - “attitudes to offending behaviour’. What do you think the Home Office
means by this phrase?

P5: Crudely, it means whether the patient is actually going to deliver compliance to
the extent which enables the risk to be managed.

ZS: Ok.

PS: It's fairly apparent that if the clinician tells you that somebody is dependent on
them for their anti-psychotic medication then it is a matter of record that the person
will drop their medication at the first opportunity. And that affects your risk
assessment.

ZS: Ok. So that’s the sort of information you’d be looking at from doctors to make a

decision about a patient’s attitude?
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P5: What we’re interested in of course is the reality on the ground which is sometimes
more difficult to pick out. But at it's simplest, when you get someone who’s offence
seems to have risen exclusively from a psychotic episode such that it was completely
out of character to the person when well, when they are recovered they are completely
horrified, they feel remorse about what they have done then it clearly makes the risk
more easy to identify and manage. And remorse is part of insight is part of a
continuum of how the patient is going to respond to treatment and how effective it’s
going to be in preventing harm. But | wouldn’t want to give the impression that we
think we have any great powers to interpret what clinicians tell us in terms of remorse,
insight or anything else. We look to the clinicians for guidance on that.

ZS: Ok.

P5: Some cases seem to be very simple like the one I've just described, where
somebody acts out of character because of a psychotic episode which is controlled by
medication. At the other end of the continuum you’ve got the sort of personality
disorder type whose normal behaviour pattern is to harm others and enjoy it. And
they'll probably express remorse but they aren’t really going to deliver it.

ZS: And what you suggest when | ask .. when I asked how you understood attitudes to
offending behaviour .. and what that means is that.. is.. you seem to be talking about
both insight into the mental illness and insight into the offence .. in that .. both of
those two are important.

P5: Yes.. in theory the way the system works is to assess the way in which the mental
disorder and the offending behaviour are - at least potentially - bound up. Um .. this
means that in most cases you can’t actually separate these things very effectively.

ZS: 1 guess some of these questions might appear quite pedantic, but we’re quite

interested in how the terminology is understood .. seeing as it’s being.. well, the way
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in which it’s being used. The Home Office documentation refers to insight in the
context of offending behaviour. How do you understand insight in the context of
offending behaviour? And how do you think you would know that a patient had
insight in the context of offending behaviour?

P5: We would ask the clinician.

ZS: And would you take what the clinician said as... would it be an entirely clinical
decision, [ suppose is what I'm asking.

PS5: If I can step slightly back from that. We must never take what amounts to a
clinical or medical decision - we are not qualified to do so. What we are doing is what
should be a fairly common-sense audit of the coherence of the evidence we’re getting.
Now if the record of patient’s management makes it clear that the RMO who is
reporting to us seems to understand the conditions, seems to understand .. that the
diagnosis has a clear and defensible risk strategy attached to it then yeah.. if the
clinician says they’ve got insight then that’s part of the equation. If on the other had
you've got someone whose had fairly chaotic management or from a number of
different teams so you've got a lot of conflicting evidence then by definition you take
what you sce with a greater degree of scepticism, And if you are really concerned you
may go for a second opinion of your own..

7S: So..

P5: That would be the gist of my answer to anything about how we interpret what
clinicians tell us. We cannot ever query something which is a clinical decision except
if we are sufficiently worried about the lack of coherence of the evidence that we’ve
got. And the potential outcome of that lack of coherence, we may well go for a second

clinical opinion. We as caseworkers are not going to say you say he’s got insight but



we don’t believe it. We might say *Well, the evidence leading to this is patchy and

incoherent so let’s get another opinion’.

Sample from RMO3’s interview

ZS: Ok. Um.. when I'm talking about *documentation’ in this interview, I’'m referring
to the documentation that the Home Office sends out to RMOs — the guidelines for
applications for leave, transfer and discharge.

P8: Yes.

ZS: So you know what I'm talking about? Ok.. Um.. first of all do you specialise in
working with any particular client group within forensic services?

P8: No. So typically you'd see psychosis in the inpatients, but you also see
psychopathy .. and I’ve got a man with Asperger’s Syndrome at the moment. But it’s
mainly psychosis with co-morbid ASPD and co-morbid substance misuse problems,
including drink.

ZS: And do you have any involvement with the LD service here?

P8: No. None at all.

ZS: Ok. First of all can I ask you what you think the Home Office wants to know
about RMOs about their patients in the reports?

P8: This is annual updates? Or specifically looking at the discharge process?

ZS: Um.. well, I suppose first of all if you think about the discharge process, then if
there are any differences with the annual reports you can tell me about those.

P8: Well. I suppose at a baseline, having major principle diagnoses, they want to
know to what extent you have addressed the illnesses involved. Which are plausibly
related to the offending behaviour and the risks in general. So, for example, if your

main diagnosis is schizophrenia, they’ll want to be assured that the symptomatology

133



has remitted. They want to know about the patient’s insight into their iliness — to what
extent do they believe they have a mental illness and are they prepared to take
medication for that. They want to know about compliance with medication. So is that
assured through depot form rather than oral? If it is oral, a reasonable proportion of
our patients will be on clozapine, so again they’ll want to know about evidence of
compliance with that. So that’s the kind of questions you’ve got to answer about your
baseline schizophrenia. Then if there is also co-morbid anti-social behaviour, they are
also interested in the extent to which any such attitudes have changed, how they’ve
changed in terms of whether there has been any specific therapy looking at those anti-
social attitudes. Likewise, if there is a co-morbid substance-misuse problem, what
work has been done to address that. Uh.. again, what evidence is there that their drug
misuse has subsided. l.e. do you have urine analyses that say he hasn’t touched
anything for more than two years? He’s been in a substance misuse group and his
attitudes towards the substances and has it fundamentally changed etc. Um.. so that’s
the typical medium secure patient, and those are the typical areas you’d have to
address. And then we’d also look at.. in a structured assessment way, what’s changed.
We'd use the HCR-20 to say .. which, you know, covers things like insight, exposure
to de-stabilisers, stress etc etc. So we’d try to work that into any document which is
asking for, for example, deferred discharge...

ZS: So you’d give the results from your HCR-20 in correspondence to the Home
Office?

P8: Yes. I'd say "This is what my baseline was, this is what has changed’. I don’t
typically use numbers, but 1’d say these are areas which an instrument like the HCR-
20 would highlight as important. And these are the ways that we’ve addressed them in

their time in medium security.
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ZS: Ok. So are there any differences when you’re writing the annual reports, in terms
of contents, or is it the same sort of areas?

P8: It’s the same sort of areas. You’re saying ‘These were the problems at the
beginning of treatment; these are the ways in which we are trying to address them;
this is the progress we’ve made; these are the areas of difficulty; this is what remains
to be addressed ...’

ZS: Ok. Out of interest — you were talking about the HCR-20. When you refer to that
when writing to the Home Office, do you sure that they know what you are talking
about when making reference to a particular psychometric.

P8: Yes. I guess | do assume that they know. I’m not using jargon, but I’'m saying
“The structured risk assessment, the HCR-20’ and then list the historical items which
are of importance, then the clinical items which are of importance. You know, 1 do
spell it out. I don’t sort of say *Well, the H score was 20..” And even if they had no
specialised knowledge other than *It’s some tool that Dr [P8] has used’, they’d still be
clear about what it assesses. But | guess they don’t know the history behind it, or they
may not know that.

ZS: I'm going to ask you a bit more about your relationship with particular
caseworkers later on, if it’s relevant, but | was wondering, because you’ve mentioned
psychometrics, do they every particularly ask for that? Do you .. do they ask for
specific evidence, such as that?

P8: For structured clinical judgement?

ZS: Yes.

P8: No.

ZS: So it’s something you put in because..
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P8: Because I do for tribunals, and there’s no reason not to share that information with
the Home Office.

ZS: Ok. And can you tell me why you think it’s important for the Home Office to
know the things you are talking about? (Pause)... What do you think they are getting
at?

P8: Well, I would imagine.. my fantasy (laughs) would be that they are interested in
the progress of the patient, and that what they want to see is that the risk factors are
being addressed or that they are not static and will never change, but that certain
things are dynamic, and that’s what we are trying to do during the period of medium
security. And having faith in us when we say something’s changed, that it has
changed. Um.. and that therefore you would hope they would support whatever it is
you are asking for, be that more periods of leave, or unconditional discharge. In my
experience, the baseline is "No. He needs to be .. or she.. needs to continue to be
detained’.

ZS: Right. And you said before we started recording that that has happened almost
every time you've made an application?

P8: Yes. In my two years ['ve probably had six tribunals. and in each of them, despite
the fact that I've been able to demonstrate what they ve asked of us, they've said no.
But the tribunals have agreed with us.

ZS: So you find it much easier to get through the tribunals than the Home Office.

P8: Well. in terms of the deferred conditional discharge decision, as I say, the Home
Office has always said *“No, he needs a further period of therapeutic work’, but the

tribunals have agreed with us to date.
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ZS: Do you think it’s sensible what the Home Office comes back to you about? So in
those situations, where it’s disputing your judgement... or do you not see it as
disputing your judgement?

P8: Yes, it is essentially. It’s saying ‘Dr [RMO3] ... we don’t agree with Dr
[RMO3]. It’s difficult to .. the frustrating thing is that it’s not an evidence-based
decision. It seems to be.. well, it would be intriguing to me to know exactly how they
come to these decisions. Because if you can demonstrate that the various things have
changed, what are they making that decision on? Why are they not agreeing with you?
As it happens, now going into a tribunal, I know the Home Office will say "No’, but |
know that it’s not going to affect the tribunal’s decision, so I’'m not going to be too
bothered about it. But I would be intrigued to know what proportion of cases they

agree with the RMO. You know.
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Index /Framework — Home Office data

1. HO role in assessment procedure

1.1. HO role is risk assessment with key objective of protecting public safety
‘preventing serious harm’ — psychological or physical
1.2. HO objectives 2 fold - 2 key objectives. risk assessment and rehabilitation of patient
1.3 Factors of risk assessment-What HO is looking for
1.4 HO risk assessment includes risk to patient
1.5. Mental Health Unit NOT concerned with crime prevention —
1.6 Standardization of procedure
1.7. Value of HO role in assessment (participant’s view)
1.8 HO as protector of patient welfare
1.9. HO caseworkers as clinical decision-makers
1.10. HO relationship with public via the media
1.11. HO caseworking is specialist work
1.12. Nature of ‘paper relationship ' with patients on caseload
1.13. HO caseworkers ' personal and emotional response to the work
1.14. HO caseworkers pressurised in their work

2. Characterisation of patient

2.1 Patient as unpredictable, deviant, manipulative, needing control, needing to be ‘caught
out’

2.2 Patient ‘not to be trusted’

2.3. 'Perfect patient’ — patient that complies, does not ‘cause trouble’

2.4. Patient as needy — in need of care/nurture

2.5Patient as ‘difficult /inconvenient

2.6. Distinction between 2 kinds of patients (those that offend because they are ill, and those
that offend and happen to be ill)

2.7. Psychopathic and PD patients as ‘very bright’ and therefore more capable of deception
2.8. PD patients as sadistic

2.9. PD patients incapable of remorse

3. Characterisation of RMQO

3.1 RMO as expert : RMO leads HO caseworker

3.2 Doctor as fallible

3.3. Doctor as pragmatic

3.4. Doctors as resistant to HO involvement/disputing value of HO

3.5. RMO as colleague — collaborative with HO

3.6. RMO as ‘other’. HO working with a medical system, but not part of it
3.7. Distinction between forensic psychiatrists and general psychiatrists
3.8. Doctors as frustrated by HO and its work/associated bureaucracy

3.9 Doctor as appreciative of HO's specialist knowledge

3.10 Doctors '’ perception of the HO as remote
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4. Insight into mental illness - definitions

4.1. Compliance with medication and treatment

4.2. Understanding nature of mental illness and its effect on them

4.3. Insight into the offence =(a part of) insight into mental illness

4.4. Insight into mental illness distinct from insight into the offending
4.5Insight into offending NOT possible without insight into the illness
4.6 Insight into mental illness is possible without insight into the offence
4.7 Patient having understanding of how to prevent

S. Importance of insight into mental illness

3.1 Insight into MI not necessarily important for progression through the forensic system
5.2 Insight not always possible (therefore other factors become more important in the
rehabilitation of a patient)

3.3 Importance varies depending on diagnosis

4 Insight into MI necessary for progression through the forensic care system

3.5 Insight into Ml linked with risk to re-offending (increased insight into illness =

decreased risk of re-offending)

6. Insight into offending behaviour — definitions

6.1 Minimisation of offending behaviour

understand impact of offence on their lives

6.1 Taking responsibility for the offence

6.2 "Acceptance’ of the offence

6.3 Insight into the way mental illness led to the offence (insight into the offence is part of
insight into mental illness)

6.4 Remorse (and remorse reduces risk of re-offending) /regret

6.5 Understanding of how the offending behaviour has affected the patient themselves

6.6 A clear, cognitive-behavioural understanding of the offending

6.7 Insight demonstrated through ‘responsible’ behaviour (e.g. compliance with
medication if mentally ill)

6.8 Engagement in trearment (medications/therapy)

7+ Attitudes to offending’ — definitions distinct from ‘insight into offending’

7.1 "Attitudes to offending’ denote emotional responses (e.g. remorse, empathy,
sympathy)

7.2 Attitudes refers to level of compliance with care team

7.3 Attitudes revealed by behaviour that indicates increased responsibility for actions

8. Importance of insight into offending behaviour

8.1 Insight into offending is important because related to risk of re-offending:
(increased insight = decreased risk)
8.2 Insight into offending necessary for progress through forensic care system
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8.3 Insight into offending not necessary for progress through the forensic system —
8.4 Insight into offending not necessarily personally helpful for patient

9. Evaluation of insight into offending

9. 1More/less difficult depending on diagnosis
9.2 Dependence of HO on doctor and clinical team to make an assessment of insight into

offending
9.3 Level of difficulty of decision-making with regards to insight into offending indicates

level of risk (harder the decision greater the risk of re-offence)

Index /Framework — RMO data

1.HO role in assessment procedure

1.1 Perceived HO concerns in assessment procedure

1.2 Factors of risk assessment information/ RMO's considerations in assessing for the
HO

1.3 HO risk assessment: includes risk to patient?

2. RMO role
2.1 Psychiatrists’ role is to treat mental disorder primarily —concern with risk is
secondary

2.2 Psychiatrists’ role — equal components — risk and therapeutic care of patient —

3. Insight into mental illness — factors included in definition/factors looked for in
clinical interview

4. Problems in the assessment of insight into MI

5. Relationship between insight into the offence and insight into the mental illness

5.1. Insight into the offence =(a part of) insight into mental illness — “where Ml
directly led to offence, you can’t separate them very effectively’.

5.2. Insight into mental illness distinct from insight into the offending (you can have
one without the other)

5.3. Insight into MI and offending distinct but related - not having insight into illness
Jeopardises the chances of having insight into the offence

5.4. Accepted understanding of insight into mental illness used explicitly as model for
defining insight into offending behaviour

6. Importance of insight into mental illness
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6.1 Insight into MI not necessarily important for progression through the system
6.2 Insight not always possible — therefore other factors become more important in the
rehabilitation of a patient (compliance, external controls)
6.3 Insight into MI necessary for progression through the forensic care system
6.4 Insight into Ml linked with risk to re-offending (increased insight into illness =
decreased risk of re-offending)
6.5 True insight into Ml is rare — not many patients achieve this — so other factors can be of
more importance (e.g. control of mental illness) - RMOI

6.6 Not so important for patients who arrive in RSUs from prison (ie/ were not ill at time of
the offence) -RMO6

7. Insight into offending behaviour — definitions/factors looked for in assessment

8.Patient groups for whom insight into offending is more difficult

8.1 More difficult with PD patients

8.2 More difficult for patients with (drink/drug-induced) amnesia at time of the offence
8.3 More difficult for patients with Aspergers’ Syndrome

8.4 More difficult for patients who cannot emotionally accept their offence

8.5 Il of us have difficulty gaining insight into our behaviour

8.6 More difficult for patients with no insight into the illness

8.7 More difficult for patients with LD

8.8 More difficult in patients with organic conditions affecting memory

8. 9More difficult for patients with schizophrenic illnesses

9. Attitudes to offending’ — definitions in relation to ‘insight into offending’

9.1 Terms used interchangeably — both refer to same construct

9.2 ‘Attitudes to offending ' denote emotional responses to the offence (e.g. remorse,
empathy, sympathy, regret)

9.3 Denotes overall 'thinking’ style around offence — positive/negative feelings about
it/pro or anti-social attitudes held

10.Importance of insight into offending behaviour

10. 1Insight into offending is an ‘ideal ' but not always possible and therefore not the
essential
10. 2 Insight into offending is related to risk of re-offending: ‘clear, logical relationship’
(increased insight = avoidance of risk factors = decreased risk) and is therefore very
important
10.3Insight into offending not straight-forwardly linked to risk of re-offenceand is
therefore not the most important factor in risk assessment
10.4Insight into offence can be a factor in risk assessment, but not the most important
factor
10.5. Insight into offending is necessary for progress through forensic care system
and rehabilitation back into the community
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10.6.Insight into offending is not necessary for rehabilitation because it is not always
possible
10.7Control of mental illness more important than insight into offending
10.8 Compliance with treatment can be more important than insight into offending where
it is not possible
10.9External controls and support mechanisms can be more important than insight into
offending
10.10Insight into offending more important in assessment of outpatients than inpatients

10.111nsight into offending is a less important factor in risk assessment of psychopaths
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Appendix 7: Analysis - Samples from frameworks with data
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Sample of thematic framework with Home Office data (theme 1: sub-themes 1.1-
1.9)

1. HO role in assessment procedure

1.1 HO role is risk assessment with key objective of protecting public safety
‘preventing serious harm’ — psychological or physical- HOCW 1,2,3,4, 5, 6

1.2. HO objectives 2 fold — 2 key objectives: risk assessment and rehabilitation of patient
HOCW4

1.3 Factors of risk assessment/What HO is looking for

a. Coherency in information provided - HOCWS5

b. Nature of index offence - HOCWS5

c. Violent behaviour - HOCW 1

d. Patterns of aggressive behaviour - HOCW2

e. What is implied by behaviour — not just obviously dangerous behaviour HOCW |
f. Insight into offending behaviour — because patient’s insight into offending is related
g. to risk of re-offending (increased insight = decreased risk). HOCW1,2

h. Insight into illness - HOCW?2

i. Abscond history and risk HOCW ]

j. Patient’s ability to empathise with victim - HOCW1,2,4,5

k. Mental stability” HOCW 1,2

I. Compliance with the care team HOCWI1

m. Understanding what "drives the patient’ — HOCW?2,3

n. Circumstances surrounding the offence - HOCW4

o. Relationship with psychiatric services prior to the offence - HOCW4

p. What has changed since the offence? - HOCW4

g. Team's view of relationship between the offence and the disorder - HOCWS
r. Extent to which re-offending risk can be reduced by treatment of disorder —
HOCWS5

s. Effect of the treatment to date - HOCWS5

t. Existence and management of outstanding risk - HOCWS5

u. Whereabouts and views of victims - HOCW3, 4, 5

v. Input of other healthcare professionals involved in case (apart from RMO) -
HOCW24.5

1.4 HO risk assessment includes risk to patient
a. EQUALLY about reduction of risk to patient and public -HOCW4
b. More about risk to public (but risk to patient relevant) - HOCWS5
c. Not about risk to patient at all - HOCW6
1.5. Mental Health Unit NOT concerned with crime prevention — HOCW1,2, 3, 5

1.6 Standardization of procedure

a. Procedure is standardized HOCW2, HOCW4



b. Procedure is individualised /non-standardized because of individual patients’ needs
HOCW3

c. Procedure is individualised /non-standardized because of individual caseworking
styles, experience and views HOCW 1,2,

d. Procedure is standard "but with a fairly narrow scope for difterence’- HOCW6

1.7. Value of HO role in assessment (participant s view)

a. HO role as demonstrably valuable to public due to low rates of re-offending among
restricted patients —- HOCWS, 6

b. HO role as valuable in terms of patient’s welfare — allows mentally disordered
offenders to avoid prison and receive psychiatric care - HOCW5

¢. HO role as valuable — brings into assessment procedure important elements that
would otherwise be ignored - HOCW2,3,5, 6

d. HO as valuable — offers ‘unique’ overview and continuity in patient care - HOCWS$5
e. HO valuable — offers “collective and historical’ expertise individual doctors don’t
have —-HOCWS}

f. HO role as valuable — in community cases in particular, as opposed to inpatient
cases - HOCWI

g. HO role as valuable — where quality of medical team is questionable - HOCW 1,5
h. HO valuable — only as "check and balance’ to doctors’ evaluations - HOCW, 2

i. HO role as valuable because cost-effective — to tax payer and prison service in
keeping mentally disordered offenders out of prison and reducing rates of re-
offending. HOCWS5

j. HO role as redundant —add nothing to doctors’ work - HOCW |

k. HO role as "necessary’ for public safety HOCW2

I. HO role as accepted status quo — not to be questioned too much *It’s what
parliament wants’. HOCW2, 6

1.8 HO as protector of patient welfare- HOCW 2,.3,4,5

a. HO's (MHU) existence allows mentally disordered patients to be cared for —
HOCWS5

b. HO protects patient from risk to self - HOCWS,2

¢. HO need to “understand’ the person that is the patient - HOCW?2, 3

d. HO need to have *fair’ expectations of the patient - HOCW2

e. HO has no role as protector of patient welfare - HOCW6

1.9. HO caseworkers as clinical decision-makers
a. HO has no role here HOCW1, 4,5
b. HO can make valid clinical judgements HOCW?2, 3, 6
c. HO caseworkers "need to be able to make judgements’ about clinical matters —
HOCW6
d. HO not clinical decision-makers but can question clinical decisions — “auditors’ of
clinical decision-making, a ‘check and balance’ of clinical decision-making process,
HOCW2, 5
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Sample of thematic framework with RMO data (themes 1-5)

1.HO role in assessment procedure

1.1Perceived HO concerns in assessment procedure

a. HO objective is solely risk assessment with key objective of protecting public safety
preventing serious harm — psychological or physical -RMO8, 9, 6,5,4,1

b. HO has 2 objectives— 2 key objectives: risk assessment_and rehabilitation of patient —
RMO07,3

¢. HO has 2 objectives varying in importance —risk assessment primary, and patient
welfare a secondary concern —- RMO10,7

d. HO has 2 objectives varying in importance — therapeutic progress of patient primary,
risk assessment secondary - RMO11

e. HO is concerned about protecting public safety but also with *saving face’ and
preventing “scandals’ - RMO8

1.2 Factors of risk assessment information/ RMQ’s considerations in assessing
for the HO

a. accounts of any risky behaviour (violent, aggressive or sexually inappropriate on
ward/during leave) related to the index offence RMO10, 8, 11,9,7,6,5,4,2,1

b. accounts of risky behaviour other than that related to the index offence — RMOI I,
8,9.6,5

c. ability to empathise/understand the impact behaviour had on others RMOI10,
11,9,6,5,1

d. Compliance with treatment RM09,7,5,4,3,10,1

e. Insight into offending RMOI10, 11,9,5,3,2,3

/. Patient’s response to stress in less restricted circumstances (e.g. ground leave) —
RMOS8,2

g Degree to which mental illness/disorder is controlled/stability — RMO8, 11, 6,
35,4321

h.  Alcohol and drug misuse — RMO11,9,5,4,3,1

i. Absconding risk - RMOI1,5,4

J. Ability 1o understand the offending behaviour as morally wrong — RMOI1 1

k. Wish not to re-offend in the future = RMOI1

1. Acceprance of personal responsibility for the offence — RMO11, 9,5

m. Remorse — RMOI1,6

n. Status of therapeutic progress— RM0O9, RMO?7, 6, 5,4,3,2,1

0. Observed ‘irresponsible’ behaviour — RMO9

p. Level of impulsivity — RMO9

q. Location of proposed leave in relation to victims’ areas of residence/place the offence
took place — RMQO9Y, 4

r.  Ongoing risk to specific people — e.g. previous victims — RMO?7, 6

s.  Evidence of bullying or exploitation of others on ward/during leave — RMO7

1. Views of other professionals’ involved in patients’ care — RMO?7,3,2

u. Status and nature of current relationship with family, friends and peers — RMO7,4,1
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2.

3.

C.

Views of family and friends — RMO?7,3, 1

Current attitude to offending — RMO6,3, 1

Insight into the illness — RMO6,3,2

Behaviour that implies risk — though not inherently risky in itself — RMOS, |
Severity of the index offence — RMO4

. Views of victims — RMO4,2
. Consideration of the subjective factors that might be influencing assessments (e.g.

relationship with patient, personality of patient) — RMO+4

. HCR-20 scores — RMO3
. Patient’s views — RMO?2

1.3 HO risk assessment: includes risk to patient?

a. Includes consideration of risk to patient themselves — RMO9, 7,3
b. Not about risk to patient at all —-
¢. Risk to patient not mentioned - RMOI10, 11, 8, 6,5,4,2,1

RMO role

2.1. Psychiatrists’ role is to treat mental disorder primarily —concern with risk is
secondary - RMOY, 7, 6

2.2. Psychiatrists’ role — equal components — risk and therapeutic care of patient —

RMOA,1

Insight into mental illness — factors included in definition/factors looked for in
clinical interview

Recognition of symptoms: ability to identify these experiences as symptoms of a
mental illness - RMO1,2,3,5,7,9,11,8,10

Understanding of illness and how symptoms will affect you - RMO1,2,4,6,7,9
Understanding the need for medication and acceptance of this (compliance) -
RMO1,2,3.4,5,6,7,9,11,8.10

Understanding of previous treatment and need for treatment into the future-RMOL, 4,
10

Understanding of the potential for relapse and recognition of signs of relapse —
RMOL, 2,6,9

f.Understanding of factors likely to prompt relapse — RMO2, 5,7

8.

h.

Patients’ behaviour demonstrates this understanding (e.g. avoidance of triggers) =
RMO2,9

Degree to which the patient’s understanding of their symptoms and their meaning and
their solution concurs with the doctor’s — RMO4

i. Patient” understanding of why they are in hospital - RMO4
J- The *way’ in which a patient talks about issues related to his/her illness and the extent to

which he/she can do it - RM04,9

k. Patient seeks help when they start to relapse — indicates good insight into MI —

RMO6,9
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I. Patient sees link between their illness and offending — RMO6, 11

m.

n.
0.

Patient taking responsibility for medication indicates good insight - RMO6
Insight into MI not absent or present — it is graduated - RM06,7,11,8
Insight into MI not static — patients can have it sometimes and not others - RMO8

4. Problems in the assessment of insight into MI

e = P

=

e

Difficulty of assessing some patients’ honesty in clinical assessment — e.g. PD
patients — RMOI, 2,11

Increased difficulty for PD patients in achieving insight into their disorder as
compared with patients who are mentally ill - RMO9

Patients with schizophrenic illnesses find it more difficult to develop insight, therefore
complicating assessment — RMO2,8

Patients with "neuroses’ (e.g. OCD, phobias, depression) easier to assess in terms of
insight into Ml - RMO2

Patients who have been too long within forensic system may resign themselves to
illness notion and therefore give a false impression of insight into Ml - RMO2

f.Models about illnesses are culturally biased and make use of different language and

£

h.

explanations to many patients — therefore cause problems in assessment of insight —
RMO4

Models about illness do not always accommodate the specific circumstances relevant
to individuals, therefore cause problems for patients’ understanding of the doctors’
perspective and so affect judgements about insight - RMO4

Increased complexity of assessing insight in patients with learning difficulties -
demonstrated over longer period of time through behaviour and relationships with
staff RMOS

i. Difficulty assessing insight in patients who have poor memory of the circumstances

surrounding the offence —- RMO6

i.Difficulty assessing insight in patients who are guarded — RMO6

5. Relationship between insight into the offence and insight into the mental
illness

1. Insight into the offence =(a part of) insight into mental illness — *where Ml directly
led to offence, you can't separate them very effectively’. RMO1,2,6,7,9,11,8

2. Insight into mental illness distinct from insight into the offending (you can have one
without the other) RMO1,2,3,5

3. Insight into MI and offending distinct but related - not having insight into illness
Jeopardises the chances of having insight into the offence — RMO3, 5,4,10

4. Accepted understanding of insight into mental illness used explicitly as model for
defining insight into offending behaviour — RMO3
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Appendix 8: Analysis — Examples of charted data

150



(vz ‘¢z ‘Tr'd) uopeuiojul
swes Suidde; are opmie
pue 1yJisut ynoqe suonsanb
yBisur ynm 3jqeadueydiolul

*Buiseoq ‘sjudwale)s
K10101penuod Aq paressuowdp
y31sul Jo 3duIsqy

(zg'd) saurepunoq

Burysnd jou, — 9ae3] punoJ3d
01 spuodsai juaned e moH
(97 d) 1x21u05 1Y) IPISINO pIES
s1 1eym pue Adeiayl ui pies

ST JeUM U2IM]9q ADUDISISUOD)
(76 "d ‘06'd ‘pg"d) dnosg

193d ‘uonedoaotd 3uipioae
*s3nup Surureiqo jou ‘3>

- Inoiaeyaq jo a3ueyo y3nosyy

(29 *d) Buipuayjo
ot yJisul wouij Punsip

(26 ‘v9°d) noqe

SWed 11 MOY— INOIABYIQ
Buipuayjo asijeuones

pue puejsiapun 03 A11jIqy
(y9°d gz 'd) ssauareme-jjog
(pz-d) 9111 umo s Juaned
pa133je sey Suipuajjo

moy 3uipuejsiapun)

(zz'd) asiowal jo uotssaidxyg
(zz'd) way) paroajye sousjjo
MOU PUBISIOPUN PUE WIOIA
yum asiyredws o Aijiqy
(p7°d) moiaeyaq Suipuajjo

Sopnime, wiad ] pueisiapun Kay3 Suiaoag S1 ssauf|i oY1 oul Wy3isu] Jo uonesiwuiw oN | ZMOOH
(16°d) 1noiaeyaq uipudjjo

ays oyl 1y3isut 03 (pyd *gg-d)

(ss°d) paduiy are ySisuy SPEa] ssaul|t ot 1y3isui 0s Buipuajjo oy pue ssauj!

JO SULIO} OM) 2SNEII] ~ SSAU|[! “notAeyaq FuIpuajjo ayl | [eusW udMIdq diysuoneyal

[euaw ojui Wy3isui noqe 3q ued Ssau||i ay) jo ued Jo uipuejsiapun)

uoneuwiojut ot uidde) osfe (py-d (yzd *15°d) souagjo

1X91U0D SIY) Ul  Sapnine, Wid | ‘gg-d) aouayjo ayi 01 pay | ayy 40y Aujiqisuodsas Juiye ]

(ss-0¢°d) uonewoju 1 Moy pue ssauj[i jeuaw | (g d) way) pajoddjje dujjo

((9-v01°desd*c9d) swes Juidde) ase apmme (s -d) uonesipaw unje) B 9aRY AJY) Spueisiopun MOY pUEBISISpUN pUE WDIA

118 OH Jo nwa1 oy pue wyB1sur Jnoge suonsanb *(£9 “d) “Supjuup 10u ‘F>° waned — ssau|1 Yum asiyredws o1 Lnjiqy

ut Jou — JaneW [BO1Ul|d 211U ydisut yua ajqeadueyosdul | - anoiaeyaq jo d3ueyd y3noayy {euow owt wdisut Jo | (g 'd) noiaeyaq Juipuajjo
ue s1 1y31Isut Jo JUdWSSISSY SopniIje., wiuay pueisiapun A3y3 Sutaoag | wed s1 95udjjo ol ySisu| Jo uonesiwiuiw oN | |MDOH

y31sul jo JWIWSSISSE
UO SMIIA [BUOTIIPPY G|

InoiAeyaq Juipuajjo ol
1y31sul, 01 SIAE}DI INOIABYQ
Burpuajjo Jo 1x2juod ay)

ur SapnuNE, WId) Y1 MOH §'|

A|JRINOIABYDq PANBNSUOWIP SI
22uajjo ojut 1y3isut moH €]

Buipuajjo owi ySisul pue
SSau||1 jeIuaw ol y3isul
udamiaq diysuoneday ¢'|

uonuyap s edionied 1|

(Judwissasse ul 10J pPINO0oO] S10)dB}
osje) syueddnaed QOH Aq uUdAI3 suonIud( :| JABYD) :INOIABYIQ SUIpudjjo ojul Jy3isuj




[44!

(£€°d) unoyyip dJow wgisul jo
wawssasse Sunjews snyy y3isut
as|ej. Juasaid 01 3|qe Ja119q dJe
ad pue AyredoyaAsd yim swaned

(61°d) Buipuajjo

ojur y3isut gNV ssauj|!

ol ygisul NV ‘3utpuajjo
01 (Ayredws “AyredwAs
“491831) sasuodsal [euonIOWd 01
$19J04 1w Suissedwooud-||y

S YMm JUIISISUOD SPUNoS
Buifes se pajonb jusned
teym) aurnuad Juipunog

(67'd)

2Ae3] punoJd Suunp anolaeyaq
‘uonestpawt Yim souerjdwos
“uaweasy ur yuawoFe3ud

‘33 anoiaeyaq ajqisuodsau,
y3noay) paresisuowa(]

(1g°s9d)

9oudjjo ay1 o y3isul
oYM Ssauj]l ot 1y3isur
aAey ued nok — 3uipuajjo
oyl Wy3Isul wolj Punsip
SI ssauj|t ay) ot Wy3isuf

90UJJO U1 0) P3| A3yl Moy
‘paAjoaul s1oe) — Juipudjjo
Jo [opow 2AN1UuT0d “1ed)d v
(sz'd) Sutpuagjo

a1 pue SSauj|I jeIudWw

ay1 usamiaq diysuoneral

ay3 jo Suipuesiapun

(szd)

25U3Jjo aY) Jo 2durIdaddY

YMOOH

(15'd) ydsur
asyey, uasaud 03 2|qe Ja1laq due
Kay asnedaq syredoyoAsd yum

paredwod (swuaned snoyoAsd)
[t Aj[euaw u1 $Sasse 01 J21Sed Si
Inoraeyaq Suipuagjo owi wy3isug

(Ly “Lg d) Butpuajjo ot
wSisut jo ued suo = Ayredwo
PUE 3510WdJ = SIPMMY
*Ayredwd pue asiowal
K11eo1j10ads :3uipuayjo

owr w3isur jo spadse
[BUOTIOW 31 0 SI3JY

(901d)

Inoiaeyaq Jo agueyd y3Snoays
pumisiapun K3y Suiaolg
(£9°d) (pasieayas

10u — yeads Ajjewsou Koy Aem
31 YIIm JUDISISUOD SPUNOS
Buikes se pajonb juoned

1eym) aumuod Juipunog

(zird

'901°d *L6°d) Bupuagjo
ay3 ot y3isul ou

SuedW SSau[[1 ot 1y3isur
OU :35U3}JO 3Y1 01 P3|

11 MOY PUE SSau[|1 [ejusw
e dABY A3Y) SpuEIsIapun
waned — ssau|r

jeludw oyl w3isut jo

wed st aouajjo o yFisuj

(spd) 101321 pue asioway
(901

*s01°d) mno1aeyaq Juipuajjo
Jo uonesiwiui oN

(g5°d) a1} umo s Juaned
Pa103)Je sey Suipudjjo

moy Suipueisiopun

(€5

*Lp°d) woy) paydajje aduajjo
AMOY PUEBISIOPUN puB WNOIA
yum astyiedwa o1 Auiqy
(spd)

3uipuajjo ay) pue ssauji
[e1uaW uaIM1Idq diysuone|al
Jo Suipuersiapupy

(sp°d) aoua1Md20391 aAdId
01 moYy Juipurisiopup)
(sp'd) saouanbasuod

pue 325u3}jo 01 P3| Kay1 moy
*PaAjoAUl S101dR] — Juipudjjo
JO Japows 3A1n1uZ0d 18d|D

tMOOH

(9z'd) Suisiwiuu




€61

9
MOOH)
nun
VIN V/N V/IN V/N | JopeaH
(r1-€1 “11°d) 3uipuagyo
(p1°d “z1°d) yeis OH Jo nwai ayy ot Wy3isul NV ssauj(!
ul 10U — Jayjew [es1ui)d A2I1ud o W3isur NV ‘Suipuajjo (p1°d) £12A11093)2 (6£-8¢°d)
ue st Jy3isul JO JUIWISSISS Y o1 (Ayredwd “Ayredwids A19A S1ONIISUOD OM] Y} 90UILINID03I JO uonuaaaid
"101851) sasuodsal jeuonows 01 ajesedas 01 9)qissod 10N T8 paWe JuUauneal)
(g1'd) ad yum swaned | s1ojos :wioy Suissedwosud-||y ut a3e3ud 01 ssauur|im
yim pasedwod Suipuajo ot (ozdg1-d) (9¢°d *Lpd) uerd pUE 35U2.LIN031 1A
JY31Isul JO SWII} Ul SSISSE 0] 191SB (01 ‘6'd) | sjeuotssajoid Aq uaai3 syuoned JUDUIBAL) PUB UONEDIpAW 01 moy jo Suipuesiopuf
1B SSaU[|1 [BIUSW YIIMm SJUdTIR ‘(uonesipaw umo Juideuew JO S1Un0%9E JO AJUIISISUO)) yim douetjdwiod (zrd
‘8'9) Inoiaeyaq ajqisuodsal pue ‘3uipudjjo ut ssaujji jo *g¢d) 124331 pue asI0WIY
(8p°d) ysu Jo sudis pue “jsu s3euew (9¢'d | 9101 jo ddurIdadE Y3noay (¢pd) Surpuagjo
JO [9A3] s:edIpUl Fulpudjjo ol 01 pauBsop uejd yuounean ‘L p"d) uonesipaw pue uejd POIBNSUOLIDP SB SSIU||I 311 pue ssauj|I [BIudW
1ySisut 01 spaedas yim Juiyew | yum souerjdwod inoge Juryse wdunedn Yim dduendwod | jeiuaw ol 1y3isui jo wed ay1 udamiaq diysuoneol
-UOISI3p JO AINdYJIP JO [9Ad] aIe 9pMITIE INOgR SUOIISINQ) y3noayr parensuowa(g st 3uipuayjo ot 1yisug ay1 Jo Suipumsopun | SMOOH

(6L°d) pasiedyal

10U - yeads Ajjewou Aoy3 Kem

(sz°d) 20ua1n30031 1waAdId
01 moy Juipueisiapun
(sz'd) saouanbasuod pue




4]

(1zd)

dojaasp 01 eiuasydoziyds pue (d Yim
syuaned 10} 1nd1YIp asow WFisuj-
(gzd) 2A314oe 01 Q7] Ym

swuaned 10j 3NdLIP 210w W3isul-

(925d) (Ayredwa

pue 35I0W31) ADUIJJO Y1 01
sosuodsas [euOIIOWS JO uonippe
Ylm 19n11SUOD dLUeS 03 19J3)

— A|jqeadueydid)ut pasn suud | -

(td)

(0Z-4DH 8'3) Imdjay 2q ued
JUDLUSSISSE ILIIWOYIAS §-
(1d)

jueniodiul d1ed Ul PIA[OAUL
S[euoISsaJold 13410 JO SMIIA-
(8d) s{euoissajoid

USIDLJIP (M puE AWn
$S0108 Passaidxd SudWNUIS
puE 3pnINE Jo ASUd)SISUO))-
(6€'9¢'8'Ld)

33u3}J0 Ay Inoqe

Jurypel uaym swas Juaned

e pade3ud 1o auinuagd,

MOY — MIIAIUI [BIUI[D

ur A[2Aninjui, palenijeay-

s3umos

pue aw ssoloe pakedsip
INOIABY3Q JO ADUDISISUO))-
(01d)

(SIN01ARBYIQ ANSLI JO 2OUIsSqR
pue 3utuonouny padueyd)
aAed|/plem UO INOIARYIG-
(o1 ‘6d)

UO1BIIPAW PUB Y10M PalR|al
-30uajj0 Yum duerdwo))-

(ped) Kjaresedas passasse
are Loy pue 1310 ay)
NOYIM JUO JABY UBD NOA
— 3uipuayo o wisut 0
PR3] ING WOIJ DUNSIP S
$Sau||1 {eIudu ojul w3isuj-
((yz-d*£1d) soudjjo o

0 P3| SSAU[I [BIUIW MOy
spueisiapun juatied (ssaufj
Jewsw ot w3isut jo ued
S1.92Ud}jo Ay} ol y3isuj-

(9d) si0ssans/$193311 patynuapt

J0 3ouepioae Aq Suipudjjo-az
ploae 01 moy Sutpueisiapuny-
(9d) 1noqe awred

1 MOY — 2DUIO Y} Ul PIAJOAUL

10108} Suipuelsiapup)-

(9¢d) 2ou3apjo ay1 jo

Snaeid jerow Guipurisiopury-
(9d) a0eyd

Y001 25udj0 ayi Bundaddy-
(9¢d) aouajjo ayi 10§
Aupqisuodsai jeuosiad Suiye] -

O

(1z'd) sasuauadxa

11210 1noqe Apsauoy Y|e 03

A1ay1] 53] S19410 pue (qd yum siuaned
Ut JNJIJIP 2JOW SIUIUISSISS Y-
(suosud wol1j SNSY 01 paLIdjsuen
siuaned 3°3) Japiosip/ssaul|l [EIUSW
01 paie[al Jou Sem FUIpudfjo d13Ym
S3SED Ul JNILYIP 2UI0W JUISSISS Y-
(zpd) eisouwe yum 3uniapns

sjuaned Ul jNdIYIP 2I0W JUILISSISS Y-

(£dp9daas)
JONIISUOD JWES 0} 12l
~ Ajqeadueyd12)ut pasn swidj -

(ed)s{euoissajoid

JUAIDYIP YuM pue dwn
50108 passaidxa siuawnuas
pue apnune Jo AJUdISISUO)-
SIYI YItm yiom

pue dadoe ued yuaned yorym
01 32132p 2y pue 3ulpudjjo
Jo japow e jo awdojaaap
ay1 y3noay parenjeas-

s3umos

pue dwi} ssolde pakeidsip
INOIABYDY JO ADUMSISUO))-
(8d)

UONRIIPAW PUE NIOM PIJB[I
-22U3}J0 Yitm dduerdwo)-
(8'11d)

(s1no1aeydq ANSL) JO dUISqR
pue utuondunj padueyd)
JABD|/PIEM UO INOIABYDIG-

(re'ol

*6'd) 12410 31 INOYIIM dUO
JAeY Ued noA - Buipuagjo
o1l WYB1Sul Wolj 1dUNSIP St
SSau|jl [quaw olut Wy3isuj-
(¥gd)

"32U3JJO Y1 01 P3| A[12211p
SSAU|I [RIUSW JIdYyMm
_poyuIIAI, a1e SSaujjt
[ewuaw ojul ySisul pue
90U3}Jo 3y owi W3isuj-

(9d) noqe swed
1L MOY PUE U0 3Y1 JO MITA
$,10190D YIIM 2OUILINJUO)-

(9d) s10ssans/s1addin patjnuapt

Jo 2ouepioae Aq uipuajjo-al
pioAR 01 moy 3uipuelsiapun)-
(9dynoqe swed

11 MOY — dDUIJO Y Ul PIA|OAUL

s1010ej jo Jutpueisiapun-
aning

Y] Ul pUu3jjO-21 0} 10U SIYSI M~
(od) 20uagjo ays jo

Anaesd ejow Surpueysiapupn)-
(9d) oe(d

%001 25u3jjo oYy Jundaddy-

10WNY

Sutpuagjo ol ydisut
JO wawssasse Jo/pue wisut aowoid
01 Suryiom ui KJNdIJIP JO SBALY 9§

INOIABY3q uIpuajjo ot
1y3isu1, 0) pare|as st INOIABYSG
Suipuajjo Jo 1xa1u0d ayl

Ul SIpNIINE, Wid1 Yl MOH §'|

y3isut
JO WAWISSISSE [RAUID ¢ |

A|[BINOIABYAQ PAIRNSUOLLAP SI
Jutpuajjo o Wy3isut MOH €|

3utpuagjo o 1y3isut pue
ssau(jt [uaw oyt Wy Fisut
uaamiaq diysuone|ay 7 |

i

uontuyap s uediyed ||

(3ysisut Jo JudwISSIsse Iy)
ul J10J Payoo[ s103d€} 0s[8) SOINY Aq UdAIS suonIuyd( :§ 31eY)) :ANOIABYIq SuIpuajjo ojul 3y3isu]

u
edioiuey




sel

(Lgd)

2ALP 212 WS1sut JO SjPPOL YIIYM
WO JUO WASIM 3Y1 01 SpunoIdyoeq
JRININD JUISYIP WOIJ I8 OYMm
sjuaned ut JNdIJIP I0W JUIWISSISS Y-
(zid)

(suosud wolj SNSY 01 paudjsuely
syuaned ‘3°9) I1ap10SIp/SSAU||I [RIUSW
01 pate}al 10u sem JuIpud}jo 319ym
SISBD Ul JNOIYIP JIOW JUALLSSISS Y-
(L d) uonesunwiwod panwi|

sey pue || K[{ed1uoayd surewas waned
B 239yMm 2]q1ss0d 10U JUIWSSISSY~
(15'L£d) Suiky jo Kioisiy e sey woned
219UMm 1NDIJIP 40U TUAWSSISSY/ -

(6'd) 3uipuajjo ainny o1 spiedas
YIIM JUDLISSASSE-][3S JO WSI[BIY-
(3UIpUS]JO SPIEMO)

A>uapud) panunuod aedipul
210J212Y) pue [B1d0s-Jue 10 -01d
K2y aze — A[je1auad pray sapmnie
Jo sadA1, 3y 01 $13j01 0S| V-
(01'd‘e'd) 19n115U0 Swes 0] 13ja1
~ A|qeadueydIaiul pasn SWd| -

(L1°51d) 20uajo ay) 1noqe
Jui[er uaym swaas yuaned
e padedua 10 dumnuad,

MOY — MIIAIIUL [BDIUL]D

ur £jpAnimut, pajenjea3-
&Fd

(zed) (11°d) siyr um spom
pue 1daooe ued aned yorym
01 3213p ay1 pue 3uipuajjo
Jo [apouw e jo uawdo[aaap
Ay y3noay paenjeay-
(L7'd *97-57-p7d) dwssasse
ay) uo sey Ajeuostad

s uaned ay3 01 asuodsal
|euosiadauaned ay yum
diysuonejal s, weay/s 10100p
® JBY) ddUIN{uL

343 12pIsu0d 01 weuodwi-

(sunotaeyaq ANStI Jo aduUasqe
pue 3utuonodunj padueyds)
QAED|/PIEM UO INOIARYDY-

(11°d) j1om paejas
-92u3jjo Yum duet|dwo))-

(g1°d) asuayo ay1 own
w3isur 3ulaey Jo SadUBYD
ay1 sastpiedoal ssaujji
|ewsw ot ySisur uraey
1ou —{parjdwn) patejal ing
unstp are 3urpuajjo pue
ssauj|t [ruaw ot Wy3isuj-

Jo uoneaiput se asdejal

ssaujjt jo sudis 33s 01 ANjIq V-
(8pd)3uipuayjo

Y1 pUB SSaU|l 34 UIIMIDQ
diysuone|al ay3 jo uoniugdoday-
(zgd) noge awes

11 MOY PUB U0 Y] JO MIIA
$,J0100P YlIM 22U3LNJUO))-
(o1'd)

$10SS3118/51933 111 parjnuapt

Jo aouepioae Aq 3uipuajjo-as
pioae 01 moy Surpuelsiapun)-
(01°d) 20ua}jo a1 U1 paajoaul
s1010e) Juipueisiapup)-

(01d) assoway-

amny

3 Ul PUSjJO~31 01 10U YSIp-
(6¥d) (11d) 22uayjo a1 jo
K3 jerow Suipuelsiapury-
(01'd) (Ayredwd)

WIIDIA 3Y) UO U0

3Y1 O 123)J3 Y1 urpursiapun)-
(01d) asu3jjo ayi 10§
Aunjiqrsuodsal jeuosiad Suiye] -

YOWY

(9d) siwaned

Zuisnsiw-aduelIsqns £|[es1uoiyd

Ul N3P 2I0W WAWSSISSY-

(s¢d) 3uik) jo Kioisiy e sey juaned
213y J[NDIJJIP 2I0W JUILLSSISS -
(85d)

2woIpuAs s 1ad1adsy yum siuaied
10J 3A2IYOE 0] 1[NDIYJIp Atoul WY3isu[-

(sT-y7 d) (3uipuayo

Sp1eMO} ADUSPUI) PANUNLOD
21BJ1pUI 210J213Y) PUE [BIJOS-1UE
10 -01d A3y aze — 2dU3YO Y}
punoie Aj[essuad pjay sapnime
Jo ,s3dA1, ayy 01 19)21 0S|y~
(pzd) 1on1ISUOD AWes 03 13Ja1

— A|qea3urydIdiul pasn suld | -

(tzd)

yeuodul 3183 Ul PIA[OAUI
S{euo1ssajoId 19410 JO SMIFA-
(8€'L£"Lzd) 2uayo day1 1noqe
unyjjer uaym swass udned

e padedud 1o sumnuad,

MOY — MIJAIUL [BIIUID

ur A[pAnImui, pajenjeasy-
(87d) sty1 yum yiom

pue 1dadoe ued juaned yorym
01 2313ap a1 pue 3uipuajjo
JO |3pow e jo 1uawdojdAdp
ay) y3nouy paenieAT-

(1£'82d)

SWISIURYDIW 1DUNSIP OM])
J1e 3soy] 's1933uy/s10ssa11S
151521 01 Jamod|jim

y3noua jou Inq 1ydisut

aAey ued juaned e - ydisul
JO 2InSEdW J|qRIA ® | ON
S JUDUSSASSE [EINOIABYIE-

(1€'0¢ d) sassao01d
AANIUZ0 JWES Y IA[OAUI
Aay3 asneaaq 9ouYJo

ay1 ot wdisut Juiaey

Jo sadueyd 2Y) sasipredoal
SSau|(1 jeIuaw olut ydisu
3uiaey 10u - patejal Ing
1vunsip are uipuajjo pue
$Sau||1 [euaw oyl y3isug-
((.a1qe1d0ssip a1e Layy, [ ¢d)
13410 31 IN0YILM 3UQ

3aey ued noA — Juipudjjo
ot wy3isul wolj 1dunsIp si
ssau(j1 [eyuaw o wySisuj-
(87d 338 - 1A oput yyBisuy
Jo sppow paydadoe

uo ,pajjepows, Lpidjdxa
3uipuajjo oyun yydisuj-

(87 *97d) noqe swed

11 MOY pUR 35UAJJO Y3 JO MAA
$_10150P YIIm 20UILNOUO))-
(97d) 22u3}J0 243 Ul PIAJOAUL
10108} uipuelsiapun-

FONY




9¢1

(se'61°d)

papien3 are swuatied 219ym 3P
azow 1 1YSisul JO JUIWISSISS Y-
(61d) jjasu 2dudyjo

ayy pue 3 01 dn Suipes sIUAAd Y1

Jo KIoWauI 311} dABY OS PUB IUIJO
241 Jo Jwin Ik [{t A[pLIOY 21am oym
syuaned 10§ 3nd1YIp 210w Wdisul-

(9d) poy

sapnuye [e120s-1ue 10 -o1d /1
noqe s3u1]3aj aanedausaainisod
[e12ua3 play sapmme
Jo sadA1, ay1 01 uigjal

~ 20u3Jo Y} punose 3]A1S
Sujuys, [je1aa0 ay sajoua( -
(9d)(Ayredwd ‘asiowal

924331) 20u3yy0 3y1 01 sasuodsal
|BUONIOWD 3L} 01 SIAJOY-

Ul PIA|OAUT S[eu0ISSajoId
13110 JO SMIIA -

(L1d)

21npa201d 1uaWSSasse ay)
ur Koy ssauuado, s judned-
(£1d) asuayo ay1 noqe
Juiy[er usym suidas juaned
e padedud Jo duinuag,
MOY — MIIAIIUI [BIILI}D

ur Ajpaniniut, pajen|eay-
SIYI YUm Som

pue 1daooe ued juaned yorym
01 2213ap ) pue Sutpusjjo
Jo [apows & jo Juawido[aaap
3 y3noyy patenieay-

(L1d*01d)

SINOIABYAG ANSUI JO 3dUIsqe
pue uiuonounj pagueyd)
IABI|/PlbM UO INOIARYIE -
(6d)

UONEBIIPIW PUB Y10M PIIE[II
-95udjo Yyum duerdwo))-

(91-514)
20U3J0 Y31 01 P3| AN1dAIIp
SS3U||1 [RIUDWI I3YM JONIR]

Y1 INOYIIM 13UL0) Y3
JARY J0UURD NOK ~ SSau||I
[ewaw owi ydisut jo ued
AdU3JO 3y ol wy3isul-

st Juipuajjo oun WJisuj-
(¢1°¢d) djpy soas

pue 35u3}j0-21 10j [enuajod

Jo uoneoiput se asdejas
ssaujji jo sudis 29s 01 A)jIqQY -
(£d) 3wipuajjo ay) pue

Ssau||t ayy usamiaq drysuoriefas
Y3 Jo uoniugoody -

(2d) s10ssans/s193311 paynuapt
Jo doueploae Aq Suipuajjo-al
ploAe 01 moy Suipueisiapun) -
(¢d) 3ouagjo aipy ut paajoaur
$10108) 3ulpueIsSIapun -
30U3jo Y3 Jo

Anaesd jerow Jurpuesiapun) -

SOWY

(1zd) @1 yum

suatied ul JNOILIP AJOW JWIWISSISS Y-
(61d) @1 yum swaned

10§ 3A31Yd€ 01 NI 10w WIisul-

(sd)pay

sapnume [e150s-1jue 10 -o1d /1t
noqe sSuaay aanedausaanisod
‘Ajjeauad piay sapmuie

Jo .sadAy, oy 01 Burudjal

— 23uUayo ayy punose KIS
Buiyuiy, [[e1aA0 Y1 sA0UA(Q-

(8d)

juepodull 21BD Ul PaAjOAUL
s{euo1ss2joid 19410 JO SMAA-
(gd) sjeuorssajoid

JUDIIJJIP YU pue dwin
$50198 passaIdxa SUIWNUS
pue sapnie jo Adudlsisuo )y

(11 d)sunotaeyaq

A)St1 Jo 2dudsqe

pue 3utuondpunj padueyd)
SABJ|/PIEM UO INOIARYDY -
(01d)

JABYIQ AdY) MOY yIm SAeS
uaned 1eym jo Aouaniduo))-
(01°gd) sdumas

pue aws ssoloe pakedsip
INOIARYDQ JO ADUMSISUO)-

(Lg

-9¢'d - paidwr) 1310 3y
NOYIIM JUO JABY UBD NOA
nQ 32udjjo

Y o ydisut Juiaey

J0 sadueyd o sasipredoal
SSU|(1 [Ruaw olul ydisut
3uiaey 1ou - pajejas inq
punsip are 3uipuajjo pue
ssau|jt e oyt wy3isuj-

(s¢d) sansst [ea13ojoydAsd

pue jeuosiad umo o3 paje|al
0U3}jo moy jo Jutpueisiapup-
(9d) Suipuagjo oy pue

ssaul|i ay) uaamiaq diysuonejal
ay1 jo uoniugooay -

(od)

3uipuagjo ur paajoaul sassadosd
SNOJISUOIUN JO SSIUIIBM Y-
(9°d) 25u3}j0 a ur paAjoAul
10198 3uipueisiapup-

(Lzd)

1 sassassod uaned e yoiym

01 s22132p ae a19y) :pajenpeid
st uipuayjo o y3suj-

(1d) A1a100s

uo INotARY2q SuIpuaLo )

Jo 1edunt ayy urpurisiapun)-
(9d) (Ayredwa)

WHIDIA Y1 UO IIUILJO 3y}

Jo 1edun ayy Juipuelsiapun)-
(9d) 2erd

¥001 a5uajjo oY1 Sundadsdy-

(9 d) 92uajjo ay1 10§
Aupigisuodsal jeuosiad 3uiye -

SOWY

(8y"d) djay ¥aos
pue 35ua}jo-a1 Joj [enudjod




LS]

(OTYTLI) siuaned

-uou pue syuaried Joj Y10q dA3lYde

01 1oL Ip A[jessaaiun w3isul-
(1Z'y1'd) wayr yo

s1y 102dx3 1, usaop 0s — 3utpuajjo ol

(o1'g*2d*) (Anedwa “asiowas
121321) 25uajjo Y 01 sasuodsaz

el

-z1d) 20u3jjo ay3 noqe
Junj[er uaym swds uaned
e padedua Jo ouinuad,
MOY ~ MIIAINUI [BAUID

(ZT'¢1d) swsiueyosw
12UNSIp oM}

are asay | "s1033y/s10ss2118
151531 03 Jamod|jim

y3noua 10u Inq Sisul

aAey ued juaned e — y3isul
JO aInseaws 3|qeljal B [ON

(p1d ‘z1d) Joue;

341 INOYIM 12ULI0f Y]
JARBY JOULRD NOA — SSAu||1
[2waw own wdisui jo ued

~ (5T¥0)

A]3A1103(q0 J[95IN0A e }0O| pue
}Jeq puels o1 A11j1qe ay1 Inoqe
St 22u3jjo a1 ot y3isu-
(g1d)

$10ssa115/51933 113 paynuap!

Jo aouepioae Aq 3uipuajjo-al
proae 01 moy Surpuelsiapun -
(6d) 22uago sy ur paajoaur
$10108) Juipueisiopu -

) (o1d)1.uop
ASY] SAWNAUWIOS )1 dARY UBD
s1uatted sawnawos — d1weukp
St 20udjj0 ayy oyur Wy3isuf-
(11'o1°g"2dm

sassassod waned e yorym

01 $32139p are 2191 — pajenpesd

Sisur 3A31yde ued swuaned maj AIIA- [BUOIIOWD 3 O S19)3Y- w A[PANINUL, pajen|eas- SI JUDWISSISSE [EINOIARYDG- Adudjjo 3y ot W3isur- Surpuagyo ot wy3isug - SONWY
(01d)3urpudyjo ayy pue
ssau|[t a1 usamyaq diysuotie[al
ays jo uoniudoday -
(6d) 311
umo s judtied uo pey 9dUzljo
1edw 3y jo Suipueisiapuf)-
1 sassassod juaned e yaiym
(£1-91d) wevoduit a1ed 0} $32133p a1e 213y} — patenpeid
Ul paA[oAUl S[BUOISSAj0o1d Juipuajjo ot wy3isul-
13410 JO SMIIA - (gd)asioway-
(91d) sjeuotssajoid (6 d)asming
JUI1JIP Yum pue dwn 3y Ul pud}jo-31 01 JOU SAYSI M-
(s1d) $50108 passaidxa sjudwnuas (61d) y10Mm parejas (01'6d) 20ua}jo ay) jo
1u5sqe St 1t uaym y3isui Jo uoissaidut pue SOPNIILE JO ADUDISISUO)) - -30UaJ0 Yum doueljdwo))- Altaeld [eiow urpuelsIapun -
asjej aA13 210j3104) pue sasuodsdl JUdWSSISSE (91d) s3umoas K12150S UO PBY 32U[JO
wieaj 01 J|qe ssI| At Aoyl — '] yum ay1 uo sey Antjeuosiad pue aw ssoide padeidsip ay1 1edun ayy Suipueisiapun)-
sjuaned U1 13153 3q LD JUIWSSISSY - (g°d) (A[eorjoads s.uaned ay1 01 asuodsal INOIABY3Q JO AJURISISUO))- {Sgd) Jang (91'6d) (Ayredwd)
(pzd) (Aanfur ureiq) suonIpuod | 3siowar) 3dUYJo Y1 01 Sasuodsal [euosiadpuaned ay1 yim (s1d'91dXsinotaryaq Y1 INOYIIM I2ULIO) Iy} WIdIA Y1 U0 pey DUIfJo
s1wedio yum siuaned ut pue ‘(pzd) |eUOIOWA 3] 0] S19JY - drysuontejal s, weay/s, 10100p £ysu1 jJo duasqe 3ABY 10UUED NOA ~ SSU|I ayt 19edwi a1 Surpueisiapun-
ad yum swated ur (11d) @7 Yyum (gd) 1onnsuod dures 0} 13Ja1 © Jeys audnyul pue 3utuondun; padueyd) |ewdw ot w3isur jo ued (6d)adudgjo ayy 10)
sjuaned u1 }NdIJIp A10W JUIWSSISSY - ~ Ajqeagueyd193ul pasn suLd | - ay 1aptsuod o} Jueuodwy- JABD|/PIEM UO INOIARYDY - aduagjo ayr ot ySisup- | Aupiqisuodsas jeuosiad Suiye] - LOWY
(81d)

(6d) weuodun a1ed

1 sassassod waned e yorym
01 s22130p ase 21043 ‘porenpead




8¢l

12 (1 d) e1ssuwre paonpu-3rupjutip

(szd)Aytedwa “asiowas

01 2213ap 2y pue Suipudjjo

(smoraeyaq Kys1i Jo 2duasqe

eredas ), ued nok - ssaupp

3001 35u3j0 Ay Jundadoy-

ynm (ge2€'1£°0¢d) ad Yim swaned 121831) 25U3pj0 3y 01 sasuodsas JO [apouu e jo wawdo|aAdp pue 3uiuonduny padueyd) fewaw 0w y3isul jo ued (11d) 2ou3y0 3y 10§
10} 2A1YDE 01 N3YYJip 210w Jyisul- JBUOLIOW? Y] 01 S13J3Y~ Y y3noiyy parenjeas- JABI|/PIEM UO INOIABYIE- S1 2du3ljo oy o wdisuj- | Aupiqrsuodsal jeuossad Suiye] - 11OWY
(zd
-4-10d '9°2) Inydiay 2q ued
JUDWISSISSE ILNAUWOYIAS -
(gd)
aInpad01d JUAWISSISSE
ut A3y ssauuado, s judtied-
(yd)aouagjo ap 1noqe
Suryjer uaym swaas juaned (7d) 1910 3t (z-1°d) 1noqe swe>
e padedua 10 sumnuagd, NOYIIM JUO 2ABY UBD NOK 1L MOY pUE 32UJYO Y] JO MITA
MOY — MIIAIIUI [BDIUL[D Inq asuagjo S, JO120D YItM 2UILINIUOY) -
ut Apanimut, patenjea3- | (zd) aaeyaq Aoyl moy aim sAes ay3 ot wy3isur Suiaey (§0°1d)
(gd) ssauyt (gdT1d) siy1 yam yiom waned e 1eym jo Aouaniduo)- JO sadueyd ays sasipredoal $10ssa115/51933 113 patfrIuapt
nay1 ot ySisut ou Yim sudned pue 1doooe ued Juaned yoiym (Zd) SS3U|[l [RIUAW Ol WYSISUT | JO IDUBPIOAR Aq 3uipuajjo-a1
10} PUE ‘2JU3JJO Y] JO Wil 1B BISSUWE (1°d) (Ayredwd “3s10WI 01 22132p 9y pue utpuagjo (sunotaeyaq ANstl Jo aduasqe 3utaey Jou - pale[a1 Inq | proAe 01 moy jo Sutpueisiapun)-
pasnput-3ruppjuup yum suaned “191321) 95UaYo Yy 0 sasuodsal Jo Japouws e jo Juawdojaasp pue uluondunj padueyd) 10wunsip are 3uipuajjo pue (¢' 1d)a5uagjo ayy ut paajoAur
10} aA21Yde 01 3NILYIP WBisul- [euonOWa 2y} 01 $13JaY- oyl y3noayy pajenjea]- JABI(/pIEM UO INOIARYIG- | Ssau||l [eauaw ojut ySisuf - $10108) 3y) jo SuipueISIapun- | QIOWY
(1y'¢1010)
$105sa115/5393311) paly1uapy
Jo aouepioae Aq 3uipuajjo-a1
(Z18) sjeuoissajord (¢ 1d)sumes PIOAE 01 moy jo Juipueisiapun-
JUIIJJIP Yum pue dwn pue awn sso1de pakeldsip | (g€d)ysmSunsip o apaddo (T9°01°sd)
$S010B Passa1dxa SJUdUINUS INOIARYD] JO ASUNSISUO))- 1, usaop — )aiapdas ADUILJO Y] Ul PIAJOAUL
pue SIpMINE JO ADUANSISUOD) - (g1°9d) | 210 yova 1nogo paysp uaym $10198) 2Y) jo SuipueisIapun-
(1zd)s2uayjo ayy nogqe (sunotaeyaq AysL1 Jo AdUAsqe Yi0q 01 s13f24 — paijduar) (yd) as10WwY-
Sury|er uaym swads Juaed pue Sutuonounj padueyds) A12A11931)3 A1aA wayy (od)ooeid
(01-9'sd) e pade3us 10 auinuad, dAeA)/piem uo InotARYdg- | deredas 1 ued nok — ssaujt Y001 2duapo ay Sundadoy-
(zzd) ad ywm swaned 19TUISUOD JWes 0] 13J21 Yloq MOY ~ MIIAIdUI [BIIUI}D (g1°¢d) yiom parejal [ewsw ot wdisui jo ued (gd) 2duapjo ay) 10§
10} 2A2143€ 01 } NP W3isu]- — AjqeadueydIalul Pasn SWd | - ur AjAnimiug, palen|eas- -aduajjo yum uerdwo)- st 2du3fjo ayr o ydisup- | Anpqisuodsas jeuossad Surye] - 60NN

|
|
|
|
|

(z1d) 3uipuagjo ayy pue

ssau|jl ay) udamiaq diysuoriejas
ayi jo uonugdoray -

dTL19)

3u1puayjo ur paa[oAul sassadold

SNOIJSUOJUN JO SSAUIBMY-
(Z1d) noge sured

I MOY pUR 32UILO Y1 JO MIIA
S_JOID0P Y1IM 2DUdLNJUOD)-




6S1

(6+d) 2ouago 11ay) 1dadoe
Aj[euonowa Jouued oym swuatied 10}
pue (#d) awoIpuAg s 13312dsy Yyum
siuaned 10j "22ud}jo Y1 Jo awn Y

(1 1d) 1on115U02 dwes 01 12Ja1 Yioq
~ A|qeaduryD1a1ul PISN SULIA | -

(8%d) aduagjo sy Inoge
Fuiyjes uaym swaas uaned
e padedud 10 sumuagd,

MOY — MIIAINUL [BIIUID

ut A[dAniniut, parenjead-
(FT) syl yum yiom

pue 1dadde ued juarjed yarym

(gpd) s10331n/s1085a18

151521 01 AJ1{IQE 1134} Uyeam
SIDUBISWNDID J0ou Inq Jy3isul
aaey ued juaned e —1ydisut jo
aInseaw a|qetjal e skem(e JON
SI JUIWISSISSE [RINOIABYDY-

) (szd)

aaeyaq A3yl Moy Yyuim sAes
aned e 1eym jo Aduaniduo)y-
(s'12d)

(6T-8T€T)
A[2AND3L) X1aA W)

(yzd) 1noqe awed

11 MOY pUB JIUI[JO Y] JO MIIA
$,10120p YlIM 23UILNDUOY) -
(gzd)siossons/s1933in
paynuapt

Jo oueptoae Aq 3uipuajjo-a1
ploAe 01 moy jo Juipuelsiapun-
(05 €zd)

OUILJO Y Ul PpIA[OAUL

$1012e} 3y1 jo Sutpueisiopupy -
(p1d)

1 sassassod waned e yorym

01 s2a185p a1e 219y} — parenpesd
3utpuagjo owi ydisuj -
(ZT's1d'p1d) asioway-
(p1dg1d) aaminy

Y1 Ul pud}jo-a1 01 10U SAYSI M-
(91°1 1d)dug40 2y1 jo

f{uaesd jeiow 3utpuelsiapu) -
(g 1d) Q21205 uo pey 3dOUYjO
ayt 1edun ay1 uipumisiapun-
(¢1d) (Ayredwa)

WHIdIA Y] UO PEY IUILJO

ay1 wedwt ay1 Fuipurisiapun-
(1d) 2deid




